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Preface

This book represents the lessons learned and the prog-
ress made in more than 100 years of population health 
nursing in the United States. The year 1993 marked the 
100th anniversary of the founding of the Henry Street 

Settlement, the acknowledged beginning of modern American 
population health nursing. Since then, the work of population 
health nurses and others has led to better health for individuals, 
families, and population groups. In this book, I have tried to dis-
till the wisdom of early pioneers and present-day practitioners 
to guide and direct future generations toward nursing excellence.

Locally, nationally, and globally, society is in greater need of 
population health nursing services than at any time since our be-
ginning. Although expected longevity has increased significantly 
in the last century, quality of life has not kept pace for a large por-
tion of the world’s population. Previously controlled communi-
cable diseases are resurfacing, and new diseases are emerging to 
threaten the public’s health. Malnutrition is a fact of life for many 
people. Chronic physical and emotional diseases are taking their 
toll on the lives of large numbers of people. Substance abuse and 
violence are rampant, and more and more frequently, environ-
mental conditions do not support health. All of these are problems 
that population health nurses can and do help to solve.

Population health nurses must have the depth and breadth 
of knowledge that allows them to work independently and 
in conjunction with clients and others to improve the health 
of the world’s populations. In part, this improvement occurs 
through care provided to individuals and families, but it must 
also occur on a larger scale through care provided to communi-
ties and population groups. Population and Community Health 
Nursing, Sixth Edition, provides population health nurses with 
the knowledge needed to intervene at these levels. This knowl-
edge is theoretically and scientifically sound, yet practical and 
applicable to society’s changing demands.

Nursing Excellence Through 
Advocacy
Like prior editions, this edition focuses on the central facet of 
population health nursing—advocating for the health of the 
public. The theoretical concept of advocacy is introduced in 
Chapter 1 and is based on qualitative research by the author 
that examines the process of advocacy as it is performed by 
population health nurses. Practical application of the concept 
occurs in each of the subsequent chapters.

Advocacy Then and Advocacy Now
The Advocacy Then and Advocacy Now vignettes that open 
each chapter showcase the efforts of population health nurses, 

other health professionals, and members of the lay public to 
advocate for the health of populations. Some of the Advocacy 
Now vignettes were contributed by population health nurses 
and are gratefully acknowledged. Other vignettes celebrate the 
past and present contributions of population health nurses and 
others to promoting health and addressing health needs in the 
United States and the world. We offer our appreciation to these 
contributors for their heartfelt descriptions of nursing in the 
population and for their generosity in permitting us to tell their 
stories. The Advocacy Now vignette that opens Chapter 2 de-
scribes the work of Susie Walking Bear Yellowtail, the first Na-
tive American registered nurse and an exemplary population 
health nurse advocate. The other stories, past and present, are 
equally inspiring for the population health nurses of today and 
those in the ages to come.

Population and Community Health Nursing, Sixth Edition, 
provides students with a strong, balanced foundation for pop-
ulation health nursing practice. The book is designed to help 
students first achieve excellence in the classroom through the 
many features and exercises that accompany the narrative. The 
additional tools and supplemental information will help stu-
dents succeed at applying those concepts in clinical settings 
with families, communities, and population groups, with the 
ultimate goal of preparing nurse generalists who will exhibit 
nursing excellence in any setting.

The underlying intent of this book is to convey to nurs-
ing students at the beginning of the 21st century the excite-
ment and challenge of providing nursing care to populations. 
As we begin a new era of population health nursing, I believe 
that well-educated population health nurses can provide a fo-
cal point for resolution of the global health problems presented 
throughout the book. Early population health nurses changed 
the face of society; we can be a strong force in molding the so-
ciety of the future by striving for nursing excellence through 
advocacy.

Organization
This textbook is designed to present general principles of 
population health nursing and to assist students to apply those 
principles in practice. It is organized in five units. The first 
three units address general concepts and strategies of popula-
tion health nursing practice, and the last two examine the ap-
plication of those concepts to specific populations, settings, 
and population health problems.

UNIT I sets the stage for practice by describing popula-
tion health nursing and the context in which it occurs. Read-
ers are introduced to population health nursing as an area of 

v
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specialized practice and to its emphasis on advocacy for the 
health of individuals, families, and population groups. The 
attributes and features that make population health nursing 
unique, standards for practice, and typical roles and func-
tions of population health nurses are addressed. Then, the 
concept of populations as recipients of nursing care and the 
historical and theoretical underpinnings and development of 
population health nursing are presented followed by a discus-
sion of epidemiology as a core content area for population 
health care.

A unique feature of this book is the consistent use of the 
Population Health Nursing model to structure the discussion 
of principles of practice. The model is introduced in Chapter 1.  
Further Information about other theoretical models that may 
be useful in population health nursing practice is provided in 
ancillary materials found at www.nursing.pearsonhighered 
.com. Other relevant models dealing with epidemiology, family 
nursing, health promotion, and so on, are included in specific 
chapters. 

The population health nursing (PHN) model is used as the 
organizing framework for most of the chapters in the book, 
providing students with a systematic approach to determining 
factors that influence health and relevant strategies designed 
to promote health, prevent illness and injury, resolve existing 
health problems, and restore health in individuals, families, 
communities, and populations. The consistent use of the PHN 
model permits students to readily identify commonalities and 
differences among processes, populations, settings, and health 
problems. 

UNIT II examines influences on population health and ad-
dresses environmental, cultural, economic, healthcare delivery 
system, and global influences on population health. Knowledge 
of the influence of these factors on population health leads to 
the application of specific strategies to improve population 
health addressed in UNIT III. Strategies addressed include po-
litical, empowerment, health promotion and health education, 
case management, and home visiting approaches to population 
health nursing as a specialized area of practice. Other aspects 
of population health nursing practice (e.g., community engage-
ment, referral, delegation, social marketing, group dynamics, 
and leadership) are integrated into these and other chapters as 
appropriate.

UNIT Iv addresses health care provided to special popu-
lation groups. In each chapter, students are assisted to apply 
principles of care to individuals and families, as well as to these 
populations as aggregates. For example, Chapter 16 emphasizes 
population health nursing care for children and adolescents as 
population groups, as well as strategies for improving the health 
of individual children and adolescents. Similar approaches are 
taken to other population groups in the unit: families, com-
munities, men, women, the elderly, the GLBT population, and 
people experiencing poverty and homelessness.

UNIT Iv also addresses population health nursing in spe-
cialized settings such as the school, work, correctional, and di-
saster settings. For example, Chapter 22 examines the role of the 

population health nurse in school settings, whereas  Chapter 23 
addresses employee health in the work setting. In each chapter 
in the unit, students are guided in the use of the nursing pro-
cess and application of the PHN model in the special practice 
setting. Consideration is given to factors influencing determi-
nants of health in each setting, and population health nursing 
interventions related to health promotion, illness and injury 
prevention, resolution of existing health problems, and health 
restoration are discussed.

UNIT v focuses on population health nursing practice re-
lated to the control of common population health problems 
such as communicable diseases, chronic physical and men-
tal health conditions, substance abuse, and societal violence. 
Again, students are assisted to apply the nursing process and 
the PHN model to identify factors contributing to problems 
in each of these areas and in designing nursing interventions 
at each of the four levels of health care. Consideration is given 
to the care of individuals and families with these problems as 
well as to resolving common health problems at the population 
level.

How to use this book to foster 
 success in POPULATION HEALTH 
advocacy

The various features in the sixth edition of Population and 
Community Health Nursing provide tools to help you succeed in 
the classroom and in practice. They offer opportunities to apply 
the principles presented in the book in real and virtual practice 
settings, promoting your ability to be an advocate for health at 
multiple levels.

Learning Outcomes
Learning outcomes at the beginning of each chapter help you 
to focus on the outcomes expected of you in relation to your 
knowledge and application of principles of population health 
nursing. They highlight the important content for each chapter 
and assist you in applying the PHN model to specific circum-
stances and settings.

Key Terms
The list of key terms at the beginning of each chapter alerts you 
to significant concepts to be addressed in the chapter, concepts 
with which an effective population health nurse needs to be fa-
miliar. At the point of definition within the chapter, each term 
is set in boldface type.

Healthy People 2020: Objectives for 
 Population Health
These boxes present relevant objectives from Healthy People 
2020 to familiarize you with these important population health 
goals. You also learn about the current status of objectives here 
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Preface  vii

and sources of further information on the objectives on the 
Nursing Portal for students at www.nursing.pearsonhighered 
.com.

Focused Assessments
These boxes present a series of questions that assist you in 
conducting health assessments focused on a particular client, 
specific population groups, or particular aspects of care. They 
are framed in the context of determinants of health included in 
the PHN model and help you to tailor your nursing assessment 
to the specific needs of the client population, setting, or health 
problem addressed in the chapter.

Global Perspectives
This feature presents an international view of population 
health nursing practice, examining issues that affect health 
throughout the world. The feature also addresses differences 
in population health nursing as practiced outside the United 
States and highlights global solutions to health problems facing 
mankind.

Evidence-Based Practice
These boxes discuss the evidence base (and sometimes the lack 
of evidence) that underlies specific aspects of population health 
nursing practice. They also pose questions that stimulate think-
ing about the development or critical review of the evidence 
base for practice.

Client Education
These boxes identify important content for educating clients 
and the public regarding particular health issues and topics, 
equipping you for successful clinical encounters as you begin 
your career.

Highlights
A feature intended to aid your review of content from the chap-
ter; these bulleted summaries of main points or special foci ap-
pear periodically in the text.

Case Studies
Each chapter concludes with a case study designed to assist 
you to apply the principles addressed in the chapter to the real 
world of population health nursing practice. Many of the case 
studies foster application of the PHN model in clinical prac-
tice with individual, families, and/or population groups. Each 
case study is followed by questions designed to promote critical 
thinking in practice.

References
References contained in each chapter present an up-to-date pic-
ture of principles and concepts related to the topic presented. 
References provide a balanced view of population health nurs-
ing, exploring a variety of issues from several perspectives, and 

provide a wide range of supplemental materials, including re-
search reports, for the interested reader.

Additional Student Resources
A variety of supplemental information and assessment tools are 
provided on the Nursing Portal for students at  www.nursing 
.pearsonhighered.com. The site includes the following features:

•	 Testing Your Understanding: This feature assists you in 
evaluating your comprehension of concepts and principles 
presented in each chapter and assessing your achievement of 
the chapter learning outcomes. Questions are open-ended to 
facilitate thought and discussion. 

•	 Clinical Reasoning Questions: Additional short answer 
questions are provided to assist readers in applying content 
from the chapters and to promote clinical reasoning. These 
questions maintain a balance between application of prac-
tice concepts to individuals/families and population groups. 

•	 Exam Review Questions: Multiple-choice review questions 
are provided for each chapter to assist readers in evaluating 
their comprehension of chapter content.

•	 Assessment Guidelines: The Nursing Portal for students 
also contains a wide variety of assessment tools and guide-
lines to assess the health needs of individuals, families, and 
population groups in a variety of settings. Formerly included 
in a separate companion text, these tools and guidelines are 
made available to assist you with the practical aspects of as-
sessing the health needs of various populations as well as in-
dividual clients and their families. Most of the guidelines are 
organized around the elements of the PHN model, making 
it even easier to apply the model to a variety of client popu-
lations, settings, and population health issues. Tools range 
from comprehensive assessment and intervention guides for 
care of specific population groups (e.g., children and ado-
lescents, prisoners) or in specific settings (e.g., schools) to 
more specialized assessments (e.g., fall risk assessment in the 
elderly or client suitability for case management services). 
The tools and guidelines can be downloaded for immediate 
use in practice.

•	 Cultural Considerations: Relevant cultural considerations 
are provided for each chapter of the book to assist you in 
developing expertise in caring for a wide variety of culturally 
and ethnically diverse populations.

•	 Further Information: For some chapters, the Nursing Portal 
for students contains additional information related to chap-
ter topics that may be of interest to readers. As noted earlier, 
additional information about other theoretical models for 
population health nursing is provided in this feature. Simi-
larly, detailed cultural information tables are provided for 
a wide variety of cultural groups, including ethnic groups, 
healthcare professionals, and the dominant U.S. culture.

•	 Resource Exchange: This section of the Nursing Portal for 
students provides resources for further information on a va-
riety of topics addressed in the book.
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Instructor Resources
•	 Test Bank: An electronic test generator with questions for 

each chapter is available for instructors to download from 
the Instructor Resource Center via the Nursing Portal.

•	 Instructor’s Resource Manual: This guide, available in the 
Instructor Resource Center, provides a wealth of helpful in-
formation for planning learning opportunities for students. 

Included are learning objectives that provide instructors 
with student goals for each chapter. Suggested classroom ac-
tivities promote student participation in learning and help 
bring community health nursing practice to life.

•	 Lecture Note PowerPoints: PowerPoint slides for each 
chapter are available to instructors in the Instructor Re-
source Center to help convey key points to students in class 
and facilitate discussion.
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Population Health and Nursing

Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Define population health and population health nursing.

 2. Describe the Healthy People 2020 national objectives for population health.

 3. Describe advocacy as a critical function of population health nurses.

 4. Summarize the standards for population health nursing practice.

 5. Identify the eight domains of competency for population health nursing.

 6. Describe the components of the population health nursing (PHN) model.

 7. Describe a systematic process for implementing evidence-based population health nursing practice.
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A Picture Is Worth a Thousand Words

Residents of a small community and staff members of local health and social service agencies in 
a small southern California community were involved in an assessment of community health status 
and health needs. One of the concerns voiced most often by community members were discrimina-
tory practices by absentee landlords in which tenants, many of whom were newly arrived immigrants, 
were evicted if they complained about needed repairs and safety hazards. Because many of them 
had arrived in the United States from countries with repressive regimes, the residents were reluc-
tant to present their concerns to the local housing authority. The local public health nurse, who 
was well respected in the community and knowledgeable about many housing code violations, took 
pictures of violations in the homes of many of her clients. Her pictures depicted stoves situated 
 immediately next to walls without adequate ventilation, stairs in poor repair, stairs without hand-
rails, and bars on windows that prevented escape in the event of fire. Armed with her pictures, the 
Community Collaborative held a town forum to which they invited members of the local housing 
authority. The pictures graphically reinforced the concerns voiced by community members at the 
meeting. As a result, the housing authority acted on a number of code violations, which encour-
aged community members to report other safety issues. In addition, the efforts of the Collaborative 
 resulted in the creation of a city-funded position of housing ombudsman to assist residents in deal-
ing with a variety of housing issues.

Florence Nightingale and Population Health

Florence Nightingale, considered the founder of modern nursing practice, was also a consummate 
advocate for population health. In her work in the Crimean War, she was a strong advocate for both 
the use of statistics to provide a population level of health and of environmental sanitation to  improve 
the conditions of the ill and injured (Lewis, 2010). Ms. Nightingale used her influential media con-
tacts with The Times of London to force the British government to support women’s  involvement in 
care of the sick and injured soldiers (Simkin, n.d.). Throughout her career, she continued to advocate 
for social conditions that promoted health and was influential in creating the system of district nurs-
ing that was the British version of public health nursing. She also was instrumental in workhouse 
reform in England (Workhouse, n.d.) and in the establishment of the Indian Sanitary  Department to 
deal with environmental sanitation in India (Bloy, 2010). In a letter to a friend, Nightingale wrote of 
the need for nursing advocacy, stating “One’s feelings waste themselves in words; they ought all to be 
distilled into actions . . . which bring results” (cited in Hallett, 2010, p. 50).
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Emphasis on the health of populations as a  focus 
for care arose out of growing evidence that 
 individual-oriented health care has only limited 
effects on improving the health of the general pub-

lic. A population health focus may occur at a variety of levels, 
and populations may encompass smaller or larger groups of 
people.

Defining Populations as a Focus 
for Care
Populations are groups of people, who may or may not inter-
act with each other, but who have common health concerns 
and needs. According to the second edition of the American 
Nurses Association (ANA) Public Health Nursing: Scope and 

M01_MARY9591_06_SE_C01.indd   3 06/09/14   5:52 PM



4  unit 1 Population health nursing: an Overview

Standards of Practice, a population, in the population health 
nursing context, refers to the residents of a specific geographic 
area, but the population health nurse’s focus may include spe-
cific targeted groups of people with some trait or attribute in 
common (e.g., a minority group, employees, the elderly) or 
who “may be at risk for, experience, a disproportionate bur-
den of poor health outcomes” (ANA, 2013, p. 3). Three other 
commonly used, similar, but different terms for these smaller 
subgroups are neighborhood, community, and aggregate.

A neighborhood is a smaller, frequently more homoge-
neous group than a community that involves an interface with 
others living nearby and some level of identification with those 
others. Neighborhoods are self-defined, and although they may 
be constrained by natural or man-made factors, they often do 
not have specifically demarcated boundaries. For example, a 
major highway may limit interactions between residents on 
either side, thus creating separate neighborhoods. Or a neigh-
borhood may be defined by a common language or cultural 
heritage. Thus, non-Hispanic residents of a “Hispanic neigh-
borhood” are not usually considered, nor do they consider 
themselves, part of the neighborhood.

A community may be composed of several neighbor-
hoods. Some people define communities in terms of specific 
geographic locations or settings, but most definitions of com-
munity go beyond locale as a primary defining characteris-
tic. In addition to location, other potential defining aspects 
of communities include a social system or social institutions 
designed to carry out specific functions; identity, commit-
ment, or emotional connection; common norms and val-
ues; common history or interests; common symbols; social 
interaction; and intentional action to meet common needs. 
A community is described as an “interactional whole” differ-
ent from the people who comprise it (ANA, 2013, p.65). For 
our purposes, then, a community is defined as a group of 
people who share common interests, who interact with each 
other, and who function collectively within a defined social 
structure to address common concerns. By this definition, 
geopolitical entities, such as the city of San Diego, a school 
of nursing, and a religious congregation can be considered 
communities. A geopolitical community is one character-
ized by geographic and jurisdictional boundaries, such as a 
city.

Aggregates are subpopulations within the larger popula-
tion who possess some common characteristics, often related 
to high risk for specific health problems. School-aged children, 
persons with human immunodeficiency virus (HIV) infection, 
and the elderly are all examples of aggregates.

Population health nurses may work with any or all of 
these population groups—aggregates, neighborhoods, and 
 communities—in their efforts to enhance the health sta-
tus of the general public or overall population. Population 
health addresses the health needs of entire groups, and 
those health needs are affected by factors influencing indi-
viduals, families, neighborhoods and communities, as well 
as the society at large. Issel and Bekemeier (2010) used the 

population-patient to reflect this focus on providing care at 
the population level.

Defining Population Health
The health of a population goes beyond the health status of 
the individuals or subgroups that comprise it, but involves the 
collective health of the group. Several authors have noted the 
lack of a precise definition of population health, but note that 
definitions range from health outcomes affecting total popula-
tions defined by geography (e.g., a county or state) to “account-
ability for health outcomes in populations defined by health 
care delivery systems such as health plans or Accountable Care 
Organizations” (Stoto, 2013, p. 2). This latter perspective re-
quires health care systems to address “upstream” factors such 
as health promotion and illness and injury prevention as well 
management of disease. Both of these perspectives embody a 
“population health perspective” characterized by conceptual-
ization of the population as a unit separate from its members, 
incorporation of upstream factors in measures of population 
health, and the goal of reducing disparities within the popu-
lation. Other characteristics of a population health perspective 
include consideration of a broad array of determinants or fac-
tors that influence health and recognition that responsibility 
for population health is shared by many segments of society 
that must work collaboratively to achieve health, because none 
of them can do so alone (Stoto, 2013).

Thirty years ago, the World Health Organization conceptu-
alized population health as both a measure of the health sta-
tus of a given population and “a resource for everyday life, not 
the object of living. Health is a positive concept, emphasizing 
social and personal resources as well as physical capacities.” 
(World Health Organization, 1984, p. 1).

The Public Health Agency of Canada (2012) combined 
these perspectives to describe population health as “the 
health of a population as measured by health status indica-
tors and as influenced by social, economic and physical envi-
ronments,  personal health practices, individual capacity, and 
coping skills, human biology, early childhood development, 
and health services” (para 2). The Institute of Medicine (IOM) 
adopted  Kindig and Stoddart’s (2003) definition of popula-
tion health as “the health outcomes of a group of individuals, 
 including the distribution of such outcomes within the group” 
(p. 380) as the working definition of population health for its 
 Roundtable on Population Health Improvement (IOM, 2013). 
The  Institute also noted the distinction between population 
health as the health status of residents in a geopolitical area ver-
sus the clinical health outcomes of a subpopulation served by a 
given health care system. Notice was also given to  Jacobsen and 
Teutsch’s (2012) recommendation that the term “total popu-
lation health” be used to denote the health status of people 
within a geopolitical jurisdiction, but the Institute anticipated 
further refinement of the definition of population health in the 
work of the Roundtable (2013). The outcome of that work is  
yet to be realized.
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In the interim, for purposes of this book, population health, 
as an outcome of care, can be defined as the attainment of the 
greatest possible biologic, psychological, and social well-being of 
the total population as an entity and of its individual members. 
Population health can also be viewed as a capability or resource 
that allows members of the population to pursue goals, develop 
skills, and grow. A population health approach to care focuses on 
improving the health of the population and decreasing inequities 
in health status among subgroups within the population. Key 
 elements of a population health approach include the following:

•	 A	focus	on	the	health	of	the	overall	population
•	 Attention	to	determinants	of	health	and	their	interactions
•	 Decision	making	based	on	scientific	evidence	of	health	

status, health determinants, and the effectiveness of 
interventions

•	 “Upstream”	investment	in	strategies	that	maintain	and	pro-
mote health and address root causes of health and illness

•	 Application	of	multiple	strategies
•	 Collaboration	across	sectors	and	levels	of	society
•	 Mechanisms	for	public	participation	in	health	improvement
•	 Demonstrated	accountability	for	health	outcomes	(Public	

Health Agency of Canada, 2013)

Population Health Practice
In	the	United	States,	the	terms	“public	health”	and	“population	
health” are often used interchangeably, but have the same focus on 
the health of the overall population. Elements of public or popula-
tion health practice include core functions and essential services.

Core Public Health Functions
In 1988, the Institute of Medicine (IOM) released a report enti-
tled “The Future of Public Health,” which identified three core 
functions related to public or population health. These core 
functions of assessment, policy development, and assurance 
form the foundation for population health practice and popu-
lation health nursing activities (ANA, 2013). These functions 

were reinforced in a 2002 revision of the report. The revised 
report also recommended adoption of a population health 
 approach similar to that described above to address multiple 
determinants of health (IOM, 2002).

In their assessment function, public health agencies are 
 expected to identify the health needs of the population. The 
National Public Health Performance Standards Program (n.d.) 
defined assessment as “the systematic collection and analysis 
of data in order to provide a basis for decision-making” (p. 3).

The policy development function of public health practice 
involves advocacy and political action to develop local, state, 
and national policies conducive to population health. Policy 
development has been described as the process of making in-
formed decisions about issues related to the public’s health 
(National Public Health Performance Standards Program, 
n.d.). The third core function, assurance, reflects the respon-
sibility of the public health care system to see that needed ser-
vices are available to the population through other entities, 
regulatory processes, or direct provision of care (National 
 Public Health Performance Standards Program, n.d.).

Essential Public Health Services
In 1994, the core public health functions were operationalized 
in 10 essential public health services delineated by the Pub-
lic Health Functions Steering Committee (American Public 
Health Association, 2014). These services and their relation-
ship to the core functions are presented in Table 1-1•.

The statement of the essential functions of public health 
agencies led in 2001 to the development of core competencies 
for public health professionals performing these functions. 
 Revised in 2010, the core competencies reflect eight domains of 
public health practice: analytic assessment skills, knowledge of 
basic public health sciences (e.g., epidemiology), cultural com-
petence, communication skills, capacity for community-level 
practice, financial planning and management skills, leadership 
and systems thinking capabilities, and policy development and 
program planning skills (Council on Linkages Between Aca-
demia and Public Health Practice, 2010). Based on feedback 

Core Function Essential Services

Assessment •	Monitor	health	status	to	identify	health	problems
•	Diagnose	and	investigate	health	problems	and	hazards	in	the	community
•	Evaluate	the	effectiveness,	accessibility,	and	quality	of	personal	and	population-based	health	services

Policy Development •	Develop	policies	and	plans	that	support	individual	and	community	health	efforts
•	Enforce	laws	and	regulations	that	protect	health	and	ensure	safety
•	Inform,	educate,	and	empower	people	with	respect	to	health	issues

Assurance •	Link	people	to	needed	personal	health	services	and	assure	the	provision	of	health	care	when	otherwise	
unavailable

•	Assure	a	competent	public	and	personal	health	care	workforce
•	Inform,	educate,	and	empower	people	about	health	issues
•	Mobilize	community	partnerships	to	identify	and	solve	health	problems
•	Conduct	research	into	innovative	solutions	for	health	problems

TAbLE 1-1 Core Public Health Functions and Related Essential Services
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from the community of public professionals, the competencies 
are currently undergoing another revision. The revised com-
petencies will continue to include the same eight domains and 
three tiers of practice (entry level practice, program manage-
ment/supervisory practice, and senior management/execu-
tive level practice). The revised competencies are expected to 
be completed by June 2014 (Public Health Foundation, n.d., 
2014a, 2014b). The development of these general competencies 
led, in turn, to the development of specific competencies for 
population health nursing practice, which are discussed later 
in this chapter.

Objectives for Population Health
The goals and desired outcomes for population health in the 
United	States	have	been	operationalized	in	several	sets	of	na-
tional objectives. The Healthy People initiative began in 1979 
with the publication of the Healthy People: Surgeon General’s 
Report on Health Promotion and Disease Prevention (Of-
fice of Disease Prevention and Health Promotion [ODPHP], 
n.d.a). A subsequent set of more detailed national objectives 
was  established in 1980 in the publication Promoting Health/
Preventing Disease: Objectives for the Nation	(U.S.	Department	
of	Health	and	Human	Services	[USDHHS],	1980).	Later	sets	 
of objectives were published in 1990 and 2000. See the materi-
als provided on the student resources site for a discussion of 
the changes in the objectives over time.

In 2007, work commenced on a two-phase process for de-
veloping the Healthy People 2020 objectives. Phase I involved 
the development of the framework and format to be used in the 
revision and culminated in a report from the Secretary’s Ad-
visory Committee on National Health Promotion and Disease 
Prevention Objectives for 2020 in October of 2008 (Advisory 
Committee, 2008). The committee recommended an interac-
tive, searchable, web-based format for the document rather 
than the prior print format. The framework consists of a vision, 
mission statement, overarching goals, four foundation health 
measures, and a graphic model. The vision is one of a “society 
in which all people live long, healthy lives” (ODPHP, n.d.b), 
and the mission statement is as follows:

Healthy People 2020 strives to:
•	 Identify	nationwide	health	improvement	priorities
•	 Increase	public	awareness	and	understanding	of	the	deter-

minants of health, disease, and disability and the opportuni-
ties for progress

•	 Provide	measurable	objectives	and	goals	that	are	applicable	
at the national, state, and local levels

•	 Engage	multiple	sectors	to	take	actions	to	strengthen	poli-
cies and improve practices that are driven by the best avail-
able evidence and knowledge

•	 Identify	critical	research,	evaluation,	and	data	collection	
needs (ODPHP, n.d.b)

The primary emphasis for Healthy People 2020 is on 
achieving health equity and eliminating disparities among 

segments of the population by addressing the determinants 
that influence health. Actual delivery of health care services is 
a	secondary	emphasis	(ODPHP,	n.d.a;	USDHHS,	n.d.).	Health 
determinants as defined in Healthy People 2020 are “the range 
of personal, social, economic, and environmental factors that 
influence	health	status”	(USDHHS,	2012a,	para	3).	Determinants	
of health addressed by Healthy People 2020 include policy 
making, social factors, health services, individual behavior, and 
biology	and	genetics	(USDHHS,	2012a).

The overarching goals for the Healthy People 2020 are to:
•	 Attain	high-quality,	longer	lives	free	of	preventable	disease,	

disability, injury, and premature death.
•	 Achieve	health	equity,	eliminate	disparities,	and	improve	the	

health of all groups.
•	 Create	social	and	physical	environments	that	promote	good	

health for all.
•	 Promote	quality	of	life,	healthy	development,	and	healthy	

behaviors across all life stages (ODPHP, n.d.b).

The final element of the framework was the development 
of a graphic model for Healthy People 2020. The model is de-
picted in Figure 1-1•. Within the model, actions, consisting of 
policies, programs, and interventions, influence determinants 
of health to achieve the overarching goals. The feedback cycle 
indicated by the two-way arrow in the model relies on assess-
ment, monitoring, evaluation, and dissemination of best prac-
tices to inform action (ODPHP, n.d.b).

Healthy People 2020, released in December 2010, incorpo-
rates nearly 600 objectives across the 42 topical areas depicted 
in Table 1-2•. Objectives were developed by experts from lead 
federal agencies and then reviewed for comment by multiple 
constituencies including the Federal Interagency Workgroup 
as well as the general and professional population. Some ob-
jectives focus on specific health conditions, whereas others ad-
dress broader issues such as health disparities, access to care, 
dissemination of health-related information, strengthening of 
public health services, and addressing social determinants of 
health	(USDHHS,	n.d.).	Figure	1-2• depicts the stakeholders 
who influenced the development of the 2020 objectives.

Generally, objectives are of two kinds: measurable and de-
velopmental. Measurable objectives include the current na-
tional baseline status of a health issue derived from existing 
reliable data sources, as well as the target for achievement by 
2020. Developmental objectives do not have available base-
line data and are targeted for the development of national data 
collection systems and processes. Objectives for some of the 
topical areas are still in development, but each topical area will 
include an overview of the topic, a list of related objectives to 
be achieved by 2020, and information on interventions and 
resources. The interventions and resources information will 
include clinical recommendations for evidence-based inter-
ventions and links to relevant consumer health information  
(USDHHS,	n.d.).

Monitoring progress toward achieving the objectives will 
be the primary responsibility of a designated lead federal 
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agency for each topical area. Overall progress will be as-
sessed in terms of four foundation health measures: general 
health status, health-related quality of life and well-being, 
determinants of health, and disparities. Specific measures 
included within each of the general measures are sum-
marized in Table 1-3•. In addition, a revised set of leading 
health indicators, first established for Healthy People 2010, 

have been established as a focus for assessing goal attainment 
	(USDHHS,	2012b,	2012c).	The	health	indicators	consist	of	26	
objectives addressing 12 topical areas that have been selected 
as high-priority health issues. The 26 indicator objectives are 
included in Table 1-4•.

You can access data related to the health indicators through 
the Healthy People 2020 website. For further information 

Figure 1-1 Model for Healthy People 2020
Source: Office of Disease Prevention and Health Promotion. (n.d.a). Healthy People 2020: A resource for promoting health and preventing disease throughout the nation. 

Retrieved from http://www.healthypeople.gov/2020/consortium/HealthyPeoplePresentation_2_24_11.ppt

Healthy People 2020
A society in which all people live long, healthy lives

Health
Outcomes

Determinants
eDetteermrmiinants

Overarching Goals:

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

 • Achieve health equity, eliminate
  disparities, and improve the
  health of all groups.

 • Create social and physical
  environments that promote
  good health for all.

 • Promote quality of life, healthy
  development and healthy
  behaviors across all life stages.

Health
Services

Physical
Environment

Social
Environment

Individual
Behavior

Biology &
Genetics

•	Access	to	health	services
•	Adolescent	health*
•	Arthritis,	osteoporosis,	and	chronic	back	

conditions
•	Blood	disorders	and	blood	safety*
•	Cancer
•	Chronic	kidney	disease
•	Dementias,	including	Alzheimer’s	disease*
•	Diabetes
•	Disability	and	health
•	Early	and	middle	childhood*
•	Educational	and	community-based	programs
•	Environmental	health
•	Family	planning
•	Food	safety
•	Genomics*

•	Global	health*
•	Health	communication	and	health	informa-
tion	technology*

•	Health	care–associated	infections*
•	Health-related	quality	of	life	and	well-being*
•	Hearing	and	other	sensory	or	communication	

disorders
•	Heart	disease	and	stroke
•	HIV
•	Immunization	and	infectious	diseases
•	Injury	and	violence	prevention
•	Lesbian,	gay,	bisexual,	and	transgender	

health
•	Maternal,	infant,	and	child	health

•	Medical	product	safety
•	Mental	health	and	mental	disorders
•	Nutrition	and	weight	status
•	Occupational	safety	and	health
•	Older	adults*
•	Oral	health
•	Physical	activity
•	Preparedness*
•	Public	health	infrastructure
•	Respiratory	diseases
•	Sexually	transmitted	diseases
•	Sleep	health*
•	Social	determinants	of	health*
•	Substance	abuse
•	Tobacco	use
•	Vision

*	Indicates	new	focus	area	for	2020,	not	included	in	prior	sets	of	objectives.
Based on: U.S. Department of Health and Human Services. (2014). About Healthy People. Retrieved from http://www.healthypeople.gov/2020/about/default.aspx

TAbLE 1-2 Healthy People 2020  Topical Areas
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about the Healthy People 2020 objectives, see the External 
 Resources section of the student resources site.

Population health care is designed to improve the overall 
health status of the public through modification of factors that 

influence health either positively or negatively. National health 
objectives, as exemplified in Healthy People 2020 and its precur-
sors, guide the design of care delivery systems and serve as a 
means for evaluating the effectiveness of population health care.

Figure 1-2 Stakeholders in the Healthy People 2020 Development  
Process
Source: Office of Disease Prevention and Health Promotion. (n.d.a). Healthy People 2020: A resource for promoting 

health and preventing disease throughout the nation. Retrieved from http://www.healthypeople.gov/2020/consortium/

HealthyPeoplePresentation_2_24_11.ppt

State and Local Governments
(50 State Coordinators)

National-Level Stakeholders,
Including Members of the Healthy

People Consortium (2,200+Volunteers)

Community-Based Organizations, Community Health Clinics,
Social Service Organizations, etc.

HHS Secretary’s
Advisory Committee

Individuals, Families, and Neighborhoods Across America

HHS

ODPHP

Federal Interagency
Workgroup (28 Federal

Agencies)

Foundation Measure Specific Measures

General	health	status •	Life	expectancy
•	Healthy	life	expectancy
•	Years	of	potential	life	lost
•	Physically	and	mentally	unhealthy	days
•	Self-assessed	health	status
•	Limitation	of	activity
•	Chronic	disease	prevalence

Health-related quality of life 
and well-being

•	Physical,	mental,	and	social	health-related	quality	of	life
•	Well-being/satisfaction
•	Participation	in	common	activities

Determinants of health •	A	range	of	personal,	social,	and	environmental	factors	including	biology,	genetics,	individual	behavior,	access	to	
health services, and environment

Disparities Differences in health status based on:
•	Race/ethnicity
•	Gender
•	Physical	and	mental	ability
•	Geography

Based on: U.S. Department of Health and Human Services. (2014). About Healthy People. Retrieved from http://www.healthypeople.gov/2020/about/default.aspx

TAbLE 1-3  Foundation Health Measures for Healthy People 2020 and Related Specific 
Measures
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Topical Area Leading Health Indicator Objectives Target

Access to health services AHS 1.1 Increase the proportion of persons with medical insurance. 100%

AHS 3 Increase the proportion of persons with a usual primary care 
provider.

83.9%

Clinical preventive services C-16 Increase the proportion of adults who receive a colorectal cancer 
screening based on the most recent guidelines.

70.5%

HDS-12 Increase the proportion of adults with hypertension whose blood 
pressure is under control.

61.2%

D-5.1 Reduce the proportion of the diabetic population with an A1c value 
greater than 9%.

14.6%

IID-8 Increase the proportion of children aged 19 to 35 months who 
receive the recommended doses of DTaP, polio, MMR, Hib, hepatitis B, 
varicella,	and	PCV	vaccines.

80%

Environmental quality EH-1 Reduce the number of days the Air Quality Index (AQI)  
exceeds 100.

10 days

TU-11.1 Reduce tobacco use by adults. 12%

Injury and violence IVP-1.1 Reduce fatal injuries. 53.3/100,000 pop

IVP-29 Reduce homicides. 5.5/100,000 pop

Maternal, infant, and child health MICH-1.3 Reduce infant deaths (within 1 year). 6/1,000 live births

MICH-9.1 Reduce preterm births. 11.4%

Mental health MHMD-1 Reduce the suicide rate. 10.2/100,000

MHMD-4.1 Reduce the proportion of adolescents who experience major 
depressive episodes.

7.4%

Nutrition, physical activity, and 
obesity

PA-2.4 Increase the proportion of adults who meet the objectives for aero-
bic physical activity and for muscle-strengthening activity.

20.1%

NWS-9 Reduce the proportion of adults who are obese. 30.6%

NWS-10.4 Reduce the proportion of children and adolescents aged 2 to  
19 years who are obese.

14.6%

NWS-15.1 Increase the contribution of total vegetables to the diets of the 
population aged 2 years and older.

1.1 cup equivalents per 1,000 
calories

Oral health OH-7 Increase the proportion of children, adolescents, and adults who 
used the oral health care system in the past 12 months.

49%

Reproductive and sexual health FP-7.1 Increase the proportion of sexually active females aged 15 to 
44 years who received reproductive health services in the past 12 
months.

86.7%

HIV-13	Increase	the	proportion	of	persons	living	with	HIV	who	know	their	
serostatus.

90%

Social determinants AH-5.1 Increase the proportion of students who graduate with a regular 
diploma 4 years after starting 9th grade.

82.4%

Substance abuse SA-13.1 Reduce the proportion of adolescents reporting use of alcohol or 
any illicit drugs during the past 30 days.

16.5%

SA-14.3 Reduce the proportion of persons engaging in binge drinking 
during the past 30 days—Adults aged 18 years and older.

24.3%

Tobacco TU-1.1 Reduce cigarette smoking by adults. 12%

TU-2.2 Reduce cigarette smoking by adolescents. 16%

Based on: U.S. Department of Health and Human Services. (2013). 2020 LHI topics. Retrieved from http://www.healthypeople.gov/2020/
LHI/2020indicators.aspx

TAbLE 1-4 Leading Health Indicators for Healthy People 2020
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Nursing and Population Health: 
Labeling the Specialty
As noted in the description of historical advocacy by  Florence 
Nightingale at the beginning of this chapter, nursing has long 
had a focus on the health of population groups. The spe-
cialty area that has had this primary focus has been variously 
known as public health nursing, community health nurs-
ing, population-based nursing, community-based nursing, 
community-focused nursing, community-driven nursing, and 
community-focused health care. Each of these terms, how-
ever, has slightly different connotations and may give rise to 
misconceptions.

The original term for the specialty, public health nursing, 
was	coined	by	its	U.S.	founder	Lillian	Wald	(Fee	&	Bu,	2010).	
At the time, Wald used the term to describe a nursing focus on 
the myriad ills of populations, particularly poor immigrants. 
These first nurses in the specialty were not associated with any 
official government agency, but functioned independently, 
often relying on charitable donations to fund their services. 
Subsequently, however, the term was most often used to de-
scribe nurses working for official local, state, or national pub-
lic health departments or agencies. Current critics of the term 
public health nursing note that it implies the clientele of these 
official public health agencies, who are often the underserved 
sick poor, as the primary recipients of care. In fact, however, 
the specialty addresses the needs of whole populations, includ-
ing those who are well and affluent as well as those who are 
poor and sick.

Community health nursing, as a name for the specialty, also 
has the potential for inappropriate connotations. The term 
community health nursing was coined by the American Nurses 
Association (ANA) as a general term for all nurses who worked 
outside of institutional settings such as hospitals. Work out-
side of an institutional setting, however, may not be focused 
on the health of the population. These nurses might be more 
appropriately described as engaged in “community-based” 
nursing	(Levin,	Swider,	Breakwell,	Cowell,	&	Reising,	2013).	
“ Community-focused” care involves “consideration of health 
across a whole population; working with communities and 
other agencies to plan interventions based on local need, valid 
evidence, and national health priorities” (Poulton, 2009, p. 74).

“Community-driven” care focuses on the needs of the com-
munity as a whole and emphasizes community participation 
in determining those needs. This terminology, however, has 
the potential for limiting the focus of practice to those health 
needs identified by members of the community or population 
group. Although community involvement in the identification 
and resolution of health needs and issues is important, it is also 
true that part of community health nursing practice is raising 
community consciousness levels to the point where commu-
nity members recognize the existence of health needs they may 
have previously ignored. Similarly, “community-oriented” care 
can be somewhat limiting, focusing program development on 

small aggregates while potentially ignoring health issues that 
affect larger population groups.

The Public Health Nursing Section of the American Pub-
lic Health Association (APHA) has traditionally labeled the 
specialty as “public health nursing.” According to the section, 
public health nursing incorporates nursing, public health, 
and social science concepts to foster the health of population 
groups (APHA, Public Health Nursing Section, 2013).

The American Nurses Association (1986) used the term 
community health nurse, in the introduction to Standards of 
Community Health Nursing Practice. The 1999 definition by 
the Quad Council of Public Health Nursing Organizations 
(Quad Council) reinstated the term public health nursing, and 
the current Public Health Nursing: Scope and Standards of 
Practice defined the specialty as nursing practice “focused on 
population health through continuous surveillance and assess-
ment of the multiple determinants of health with the intent to 
promote health and wellness; prevent disease, disability, and 
premature death; and improve neighborhood quality of life” 
(ANA, 2013).

Despite the disagreement regarding labels and definitions, 
there is basic agreement that the defining characteristic of the 
specialty is population-focused nursing care directed toward 
the overall health of communities or population groups. For 
this reason, in this book, we will use the term population health 
nursing to describe the specialty. Population health nursing is 
a synthesis of nursing knowledge and practice and the science 
and practice of public health to affect determinants that influ-
ence the health of population groups.

Population Health Nursing 
as Advocacy
Improving the overall health of populations requires advo-
cacy, usually at multiple levels. As noted in one article related 
to population health practice, action to modify determinants of 
health at the societal level is not for the faint of heart. Public 
health proponents, including population health nurses, must 
be actively involved in advocacy within and outside the health 
care delivery system to create conditions that promote health 
and prevent illness and injury as well as provide access to care 
for	existing	conditions	(Baum,	Bégin,	Houweling,	&	Taylor,	
2009).

Defining Advocacy
Dictionary definitions of advocacy involve adoption of a cause 
or pleading in favor of a cause (Advocacy, n.d.a, n.d.b). Wikipe-
dia distinguishes health advocacy as a specific form of advocacy 
and notes that health advocacy “encompasses direct service to 
the individual or family as well as activities that promote health 
and access to health care in communities and the larger public. 
Advocates support and promote the rights of the patient in the 
health care arena, help build capacity to improve community 
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health and enhance policy initiatives focused on available, safe 
and quality care” (Health Advocacy, 2014).

In nursing, advocacy was originally defined by the Amer-
ican Nurses Association in its 1976 Code for Nurses with In-
terpretive Statements as protecting clients from “incompetent, 
unethical, or illegal practice of any person” (p. 8). The Public 
Health Nursing Scope and Standards of Practice (ANA, 2013) 
defined advocacy as “the act of pleading or arguing in favor of 
a cause, idea, or policy on someone else’s behalf, with a focus 
on developing the community, system, individual, or family’s  
capacity to plead their own cause or act on their own behalf” 
(p. 65). Nursing authors have noted that social advocacy is a 
legal and moral imperative, particularly for population health 
nurses who need to return to their commitment to caring for 
the most vulnerable. Advocacy can be defined from a popula-
tion health nursing perspective, as action taken on behalf of, or 
in concert with individuals, families, or populations to create 
or support an environment that promotes health.

Advocacy by Population Health Nurses
Advocacy in the acute care setting has been described as focus-
ing on informing and educating patients, protecting patients, 
and promoting access to care (Young, 2009). These latter ac-
tivities, however, primarily support the interests and welfare of 
individual clients. For population health nurses, on the other 
hand, advocacy for the health of populations, as well as indi-
viduals and families, has historically been a large part of their 
practice. As we will see in Chapter 2 , community or public 
health nursing was synonymous with political activism and 
population advocacy for early nurse leaders such as Florence 
 Nightingale, Clara Barton, Lillian Wald, Lavinia Dock, and 
Margaret Sanger. Florence Nightingale was a consumate advo-
cate for human rights and population health, although she never 
used	the	term	advocacy	(Selanders	&	Crane,	2012).	Margaret	
Sanger, an early advocate of contraceptive rights for women, 
highlighted the need for continuing advocacy by population 
health nurses: “Though many disputed barricades have been 
leaped, you can never sit back smugly content, believing that 
victory is forever yours; there is always the threat of its being 
snatched	from	you”	(quoted	in	Drevdahl,	Kneipp,	Canales,	&	 
Dorcy, 2001, p. 28).

Advocacy for social justice is an essential aspect of the core 
mission of population health nursing, yet the last century has 
witnessed a decline in the social activist efforts of these nurses. 
In part, this decline has been attributed to a shift in control of 
population health nursing practice. In the early days of public 
health nursing, the practice of population health nurses was 
outside the control of the medical profession. After World 
War II, medicine began to dominate public health, and pop-
ulation health nurses were less autonomous (Drevdahl et al., 
2001). Another contributing factor, as we will see later, was the 
shift from a focus on health promotion and illness prevention 
to provision of direct care to individuals and families (Barnum, 

2011). Recently, however, population health nurses have 
 begun to reclaim their population advocacy function, while 
still maintaining advocacy activities for individual clients and 
families.

The Advocacy Process
How does one engage in advocacy, particularly at the popula-
tion level? There is a great deal in the literature about the need 
for advocacy and its importance as an element of nursing prac-
tice. There is very little discussion, however, of how advocacy 
occurs. Two qualitative research studies provide some informa-
tion on the process involved in advocacy. One study examined 
advocacy events in general and the other focused primarily on 
advocacy in a population health nursing context (Clark, 2001, 
2008).

In the studies, advocacy arose out of a precipitating situation 
that resulted in vulnerability. Vulnerability may be experienced 
by clients at any level—individual, family, community, or pop-
ulation. Carel (2009) noted that at the individual level, vulner-
ability stems from a loss of ability to do something for oneself 
that one is accustomed to doing without assistance from oth-
ers. This may be the result of actual physical inability or be-
cause one is prohibited from doing something by the rules of 
the setting (e.g., getting up without assistance). At the popula-
tion level, vulnerability may stem from a variety of physical and 
social conditions that prohibit group members from taking ac-
tion for themselves. Situations that contribute to vulnerability 
may relate to health status (e.g., mentally retarded individuals 
or persons with HIV/AIDS), behavior (e.g., substance abuse), 
culture, social status (e.g., unemployment or poverty), envi-
ronment, or other social factors that lessen people’s abilities to 
promote and protect their health. Vulnerability is reflected in 
a loss of control over factors that impinge on health and that 
result in some kind of unmet need. Vulnerability prevents the 
person or group affected from acting on their own behalf and 
requires the efforts of an outside agent (the population health 
nurse) to act for or support action by the vulnerable person or 
group.

The advocacy situations described in the studies involved 
three essential categories of participants: a recipient of the ad-
vocacy, an advocate, and an “adversary.” The recipient of ad-
vocacy was the vulnerable individual, family, or population 
group who could not act for themselves for a variety of reasons 
(e.g., fear, lack of knowledge, poverty). The advocate was the 
person or persons who acted for or enabled action by the re-
cipient. Not all of the advocates in the situations reviewed were 
nurses. Family, friends, and other health care providers also 
functioned as advocates in some situations.

Adversaries were persons, institutions, or societal systems 
that impeded action to address unmet needs. Individual clients 
may need advocacy with family members or health care profes-
sionals to meet their needs. For example, a nurse may have to 
intervene with overly protective parents who are not allowing a 
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handicapped child to achieve his or her full potential. Similarly, 
advocacy may be needed with a physician who ignores a client’s 
request for information about treatment options for breast 
cancer. A health department that charges fees for immuniza-
tions may be a health system adversary prohibiting access to 
preventive care for indigent segments of the population. Simi-
larly, legislation prohibiting access to care for undocumented 
immigrants is a societal adversary impeding health promotion 
for this population.

An additional participant, an “intermediary,” was also pres-
ent in many advocacy situations. Intermediaries were of two 
types: adversarial or supportive. Adversarial intermediaries 
interpreted and supported the adversary’s position. For exam-
ple, a nurse case manager may merely inform clients that their 
health insurance does not support a specific intervention rather 
than searching for a way to provide the desired intervention or 
discover	an	acceptable	alternative.	Unfortunately,	adversarial	
intermediaries were often other nurses (Clark, 2001). Support-
ive intermediaries, on the other hand, supported the efforts 
of the advocate to meet client needs. A legislator interested in 
changing eviction practices to protect vulnerable groups, such 
as non-English-speaking residents, would be an example of a 
supportive intermediary.

The research identified three major factors influencing 
participants in an advocacy situation: knowledge, conviction, 
and emotion. Knowledge influenced all of the participants. For 
example, knowledge of current eviction regulations (or lack 
thereof) may lead unscrupulous landlords to evict tenants for 
complaints about unsafe housing conditions; conversely, lack 
of knowledge of appropriate channels to report housing viola-
tions may make tenants more vulnerable to coercion. Knowl-
edge also influences the actions of the advocate when he or she 
knows what is allowable under the law.

Conviction was a factor that primarily influenced the advo-
cates in the study situations. Advocates frequently voiced their 
conviction that their action was warranted. Often this convic-
tion was upheld in the face of knowledge about possible conse-
quences and even in the event of negative consequences for the 
advocate. Advocates repeatedly spoke of knowing they were 
doing “the right thing.”

Emotion also played a role in advocacy situations. Emotions 
such as fear and anxiety may contribute to the vulnerability of 
the advocacy recipient. For example, fear of eviction may pre-
vent tenants from filing complaints about unsafe housing con-
ditions. The effect of both conviction and emotion can be seen 
in recent debates regarding gay marriage and granting spou-
sal rights (e.g., to insurance coverage) to members of same-sex 
marriages.

In each advocacy situation, effective advocacy required ac-
tion on the part of the advocate. The type of action taken de-
pended on the situation as well as on the personality of the 
advocate. Some actions were collaborative, with the advocate 
attempting to work cooperatively with the adversary to meet 
clients’ needs. Other actions were more adversarial in nature. 
Types of actions taken by advocates included adjusting (e.g., 

changing a therapeutic regimen or adjusting clinic hours to 
accommodate clients’ schedules), connecting or “hooking up” 
clients with outside resources, supporting clients’ decisions, 
helping (e.g., helping a sexually active adolescent to obtain con-
traceptives), and assuring (e.g., promoting access to care, assur-
ing informed consent). Other approaches to advocacy included 
educating the advocacy recipient or adversary, confronting the 
adversary, requesting a change, showing (e.g., providing legis-
lators with photographs of housing violations to promote ef-
fective legislation), explaining (e.g., explaining the effects of 
unprotected intercourse to sexually active adolescents), and 
enlisting the help of others (e.g., forming coalitions to promote 
legislation to enhance access to care for underserved segments 
of the population).

The last element of the advocacy process was its conse-
quences. Advocacy had consequences for multiple partici-
pants in the advocacy situations. Generally the consequences 
were positive ones, but that was not always the case. Advocacy 
 always entails an element of risk and may never be completely 
politically safe. Some authors see exposure to client vulnerabili-
ties and the stress involved in addressing them as contributing 
to vulnerability of the part of the nurse advocate (Carel, 2009).

Population Health Nursing Functions  
in the Advocacy Role
As an advocate, the population health nurse engages in a num-
ber of activities or functions. The first function is determining 
the need for advocacy and factors that prevent clients from 
acting on their own behalf. A second function involves deter-
mining the point at which advocacy will be most effective. For 
example, should the nurse raise concerns of safety violations in 
rental housing with the landlord, with the housing authority, 
or with the media? Answers to such questions might be  derived 
from knowledge of what has been tried previously and the 
 effects of prior action. Related questions involve how the case 
should be presented. Should one, for example, ask for a meet-
ing with interested parties, or stage a demonstration?

Collecting facts related to the problem is another advocacy-
related function. An advocate is considerably less effective 
when he or she does not have all the facts about a situation. A 
population health nurse advocate should get a detailed chrono-
logical account of events related to the problem for which ad-
vocacy is needed. The nurse should also try to validate or verify 
the information obtained to support the claim that a problem 
exists and action is needed.

The fourth task in advocacy is presenting the case to the 
appropriate decision makers. This function requires tact and 
interpersonal skill. Threatening or confrontational behavior 
should be avoided whenever possible, as both can set up an 
adversarial relationship rather than a collaborative one, which 
may be detrimental to the cause. When other avenues fail, 
threats may have to be employed, but nurse and client popula-
tion must be committed to acting on them. For example, if the 
nurse threatens to report a landlord for safety code violations 
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unless action is taken to remove hazards, he or she should actu-
ally be prepared to make the report.

The final function of the nurse as an advocate is to prepare 
clients to speak for themselves. The activities and functions 
of advocacy should not be carried out by the nurse alone, but 
should be a collaborative effort between nurse and client popu-
lation. In this way, clients learn how to develop and present a 
forceful argument for their own needs and may, in the future, 
be able to act without nursing intervention.

Population health nurses must speak for those who can-
not speak for themselves and articulate their needs to those in 
power. Nurses must also assist members of the population to 
learn how to speak for themselves rather than remain depen-
dent on the nurse. Advocacy is a twofold obligation to take the 
part of others and, in time, to prepare them to stand alone.

A final comment is necessary with respect to advocacy. Be-
cause advocacy promotes clients’ right to self-determination, 
population health nurses must be prepared to support clients’ 
decisions even when they run counter to health interests. For 
instance, the nurse may need to accept a community’s deci-
sion not to act on an issue that the nurse believes to be impor-
tant in favor of focusing on other issues of greater community 
concern.

Population Health Nursing 
Standards and Competencies
One of the hallmarks of a profession is the establishment of 
standards of practice. Nursing, like other health-related pro-
fessions, has set up standards for nursing practice and nursing 
service. The standards for nursing practice are further delin-
eated in standards established for each of several specialty 

areas in nursing. Among these, and of particular interest to 
population health nurses, is the American Nurses Associa-
tion’s Public Health Nursing: Scope and Standards of Practice 
(2013) which addresses 16 standards for population-focused 
nursing care.

The standards of care for population health nursing prac-
tice have been developed within the framework of the nursing 
process and the core functions of public health. They relate to 
the areas of assessment, population diagnosis and priority set-
ting, outcomes identification, planning, implementation, and 
evaluation. Additional standards address expected levels of 
professional performance and deal with ethics, education, ev-
idence-based practice and research, quality of practice, com-
munication, leadership, collaboration, professional practice 
evaluation, resource utilization, environmental health, and 
advocacy.	The	first	standard	addresses	assessment.	Under	this	
standard, the population health nurse collects data needed to 
assess the health status of the population and to identify fac-
tors	contributing	to	health	and	illness	in	the	population.	Un-
der Standard 2, the nurse analyzes health assessment data to 
derive population health diagnoses which are then prioritized 
to promote effective action. Standard 3 addresses determina-
tion of expected outcomes of population-based care for the 
diagnoses and priorities identified. Standard 4 focuses on 
planning to address population health diagnoses; planning 
is based on best practices derived from available evidence 
(ANA, 2013).

Under	Standard	5,	the	population	health	nurse	implements	
the plan of care, partnering with others as appropriate. Com-
petencies related to this standard include the abilities to coor-
dinate efforts, promote health and prevent illness, and engage 
in health teaching. Skill in consultation, prescriptive author-
ity, and identification, interpretation, and implementation of 
health-related laws, regulations, and policies are also addressed 
in this standard. Standard 6 focuses on evaluating the health 
status of the population and the effectiveness of population-
based interventions (ANA, 2013).

Standards 7 through 17 address standards of professional 
performance	in	the	public	health	nursing	role.	Under	Stan-
dard 7, the population health nurse promotes ethical practice, 
whereas under Standard 8, he or she attains knowledge and 
maintains competency in nursing and public health practice. 
Standard 9 addresses the nurse’s responsibility to integrate 
evidence and research into practice. Standard 10 requires 
the nurse to promote the quality of practice in the specialty 
(ANA, 2013).

The focus of Standard 11 is on effective communication 
with a variety of audiences including the public, policy mak-
ers, and interprofessional colleagues, whereas Standard 12 ad-
dresses the requirements for leadership in the practice setting 
and the profession. Standard 13 focuses on the nurse’s ability 
to collaborate with others in addressing the health needs of the 
population, and Standard 14 addresses the nurse’s ability to 
evaluate his or her own practice in light of professional stan-
dards and guidelines, laws, rules, and regulations (ANA, 2013).

Population health nurses collaborate with people from widely 
varied segments of the population. (MindStudio/Pearson Education. Inc)
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Standard 15 focuses on the population health nurse’s re-
sponsibility to use resources wisely and to consider factors 
related to safety, effectiveness, and cost in planning systems 
of care. Standard 16 addresses the expectation that the popula-
tion health nurse will promote environments that are condu-
cive to health and will support environmental justice for all 
segments of the population. Finally, under Standard 17, the 
population health nurse functions as an advocate to protect 
the health, safety, and rights of members of the population 
(ANA, 2013).

As noted earlier, the Council on Linkages between Aca-
demia and Public Health Practice (COL) (2010) has devel-
oped a set of competencies reflecting the skills, knowledge, 
and attitudes required for effective public or population 
health practice. In 2003, the Quad Council developed a set 
of related competencies for public/population health nurs-
ing at two levels of practice, the staff nurse/generalist and 
the manager/specialist/consultant. The Quad Council ini-
tially examined the applicability of the COL competencies 
specifically to public health nursing practice and developed 
performance expectations related to each competency for 
two levels of practice, generalist and specialist. The general-
ist competencies were intended to reflect baccalaureate-level 
educational preparation, and the specialist competencies re-
flected	master’s-level	preparation	(Swider,	Krothe,	Reyes,	&	
Cravetz, 2013).

The nursing competencies incorporate expectations for 
care of individuals and families within an overall context 
of population-focused practice, a unique feature compared 
to the COL competencies that deal only with population- 
focused practice (Quad Council of Public Health Nursing  
Organizations, 2011). The competencies address eight do-
mains of practice: (a) analytic and assessment skills, (b) policy 
development and program planning, (c) communication,  
(d) cultural competence, (e) community dimensions of prac-
tice, (f) public health science, (g) financial planning and 
management, and (h) leadership and systems thinking. The 
competencies were intended to reflect the practice of ex-
perienced population health nurses at both generalist and 
specialist levels, not novices, and expectations ranged from 
awareness through knowledge to proficiency on any given 
item. In 2011, the Quad Council undertook a revision of the 
competencies to address three tiers of practice. Tier 1 compe-
tencies are skills to be possessed by public health nurses who 
engaged in day-to-day care in official state and local public 
health agencies. Tier 2 competencies address the practice of 
program managers or supervisors. Tier 3 competencies are 
intended for public health nurses in senior management and 
leadership positions with responsibility for major programs 
and strategy development (Quad Council of Public Health 
Nursing Organizations, 2011). Any particular population 
health nursing position may incorporate components from 
some or all domains. For further information about the com-
petencies, see the External Resources section of the student 
resources site.

Population Health Nursing 
Education
Because of the autonomy and breadth of knowledge required 
in population health nursing at the generalist level, the mini-
mum level of educational preparation should be a bacca-
laureate degree. Even in the early days of district nursing in 
England, Florence Lee, a former student of Nightingale’s, pro-
posed that district nurses be educated beyond the basic nursing 
preparation.	In	the	United	States,	the	first	postgraduate	course	
in public health nursing was offered by the Instructive District 
Nursing Association of Boston in 1906 (Howse, 2009).

As noted above, specialist level population health nursing 
competencies were predicated on master’s level educational 
preparation, and many nurses in the specialty were prepared 
in master’s programs as community health clinical nurse spe-
cialists. More recently, however, the nursing professional has 
established the Doctor of Nursing Practice (DNP) degree. 
Based on the Essentials for Doctoral Education for Advanced 
Nursing Practice (American Association of Colleges of Nurs-
ing [AACN], 2006), the guiding document for DNP programs, 
the DNP may have one of two foci, advanced practice directed 
toward individuals (e.g., nurse practitioners, nurse midwives, 
etc.) or population or aggregate-focused practice. AACN data 
for 2009 indicated that 14% of the existing DNP programs had 
a population or public health option. A survey of leaders in 
community/public health settings indicated that the competen-
cies included in the Essentials document would be appropriate 
for population health nursing, but that their organizations did 
not have positions designated for DNPs (Swider et al., 2009). 
It remains to be seen whether or not DNP level education will 
be required for specialist level population health nursing in the 
future.

The current shortage of nurses prepared for population 
health nursing practice has led many public health agencies 
to hire nurses prepared at the Associate Degree level despite 
the fact that Associate Degree program curricula do not in-
clude content on population-level nursing. Issel and Bekemeier 
(2010) cautioned that employment of unprepared nurses may 
jeopardize the safety of whole populations and advance the 
concept of population-patient safety comparable to safety con-
cerns in acute care settings.

A Population Health Nursing 
Model
Effective nursing practice is facilitated when nurses use a sys-
tematic approach to clients, their health status, and the nursing 
interventions needed to promote, maintain, or restore health. 
Conceptual or theoretical models provide such an approach. A 
conceptual model is usually “a diagram that defines theoretical 
entities, objects, or conditions of a system and the relationships 
between them” (Conceptual model, n.d.). In nursing, concep-
tual models describe the relationships between health care 
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needs and nursing interventions to meet those needs. Con-
ceptual models can assist population health nurses to evaluate 
health status and to plan, implement, and evaluate effective 
nursing care to improve the health of populations. The model 
directs attention to relevant aspects of a client situation and 
to interventions that are apt to be most effective in that situ-
ation. The Population Health Nursing (PHN) model used in 
this text has been developed specifically for use in population 
health nursing and consists of three components: determinants 
of population health, population health nursing interventions, 
and levels of health care. The model is depicted in Figure 1-3•.

Determinants of Population Health
Determinants of health are factors that determine whether 
people are healthy or unhealthy. The World Health Organi-
zation (WHO, 2014) has categorized determinants of health 
as reflecting social and economic environments, the physical 
environment, and personal characteristics and behaviors. The 
Canadian government has identified a number of determinants 
of health to include biology and genetics, physical environ-
ment, early childhood development, education, employment 
and working conditions, culture, gender, housing, the social 
environment, personal health practices, income and social sta-
tus, social support networks, and the health care system (Senate 
Subcommittee on Population and Health, 2009). As indicated 

in Figure 1-1, Healthy People 2020 has conceptualized deter-
minants of health as arising from human biology and genet-
ics, individual behavior, social and physical environments, and 
health service systems.

Emphasis on broad determinants of health and illness 
marks a change from individually focused explanations of dis-
ease to a focus on social and environmental contributions to 
health and illness. A focus on broad determinants of health ac-
knowledges that individual behaviors are shaped by interaction 
with the environment (WHO, 2014) and that contextual vari-
ables found in the environment probably interact in complex 
ways with individual variables to determine health and illness. 
In the PHN model, the determinants that influence health have 
been grouped into six categories of determinants: biological, 
psychological, environmental, sociocultural, behavioral, and 
health system determinants. Factors in each of the six catego-
ries influence the health of individuals as well as the overall 
health status of a population.

bIOLOgICAL DETERMINANTS. Biological determinants 
of health are factors related to human biology that influence 
health and illness. These factors may be related to age and 
developmental level, genetic inheritance, and physiologic 
function. Age can affect one’s susceptibility to illness or the 
potential for exposure to other risk factors. Genetic inheritance 
encompasses gender and racial/ethnic characteristics as well as 

Figure 1-3 elements of the Population Health Nursing Model
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the specific gene pattern transferred by one’s parents. Certain 
health problems (e.g., hemophilia and sickle cell disease) are 
more frequently associated with some gender or racial/ethnic 
groups than with others. The presence of certain genetically 
transmitted traits also increases one’s risk of developing some 
health problems, such as heart disease and some forms of 
cancer. Concern for genetic influences on health is evident in 
the increased focus on genetics and genomics in baccalaureate 
nursing education (AACN, 2008).

Factors related to physiologic function include one’s basic 
state of health as it affects the probability of developing other 
health problems. Considerations in this area would include the 
presence or absence of other disease states. For example, obe-
sity is a physiologic factor that contributes to a variety of health 
problems, including heart disease, diabetes, and stroke. Immu-
nity, discussed in more detail in Chapter 26 , is another aspect 
of physiologic function that affects susceptibility to disease.

When assessing populations, rather than individuals, the 
age, gender, and racial/ethnic composition of the groups 
would be determined. Other information related to biological 
determinants include the prevalence of genetic traits for spe-
cific health conditions, the prevalence of specific physiologic 
conditions in the population (e.g., pregnancy, diabetes), and 
population levels of immunity. The Focused Assessment below 
includes questions that address biological determinants related 
to the population-level problem of increased incidence and 
prevalence of childhood obesity.

PSyCHOLOgICAL DETERMINANTS. Psychological de-
terminants of health include both internal and external psy-
chological environments. Depression and low self-esteem are 
two factors in one’s internal psychological environment that 
contribute to a variety of health problems, including suicide, 
substance abuse, family violence, and obesity. External psycho-
logical factors can also influence the development of health prob-
lems. For example, a person who has a great deal of emotional  

support in a crisis is less likely to attempt suicide than a per-
son who faces a crisis without such support. Stress is another 
factor in the external psychological environment that is associ-
ated with a variety of health problems. The ability to cope with 
stress, on the other hand, is a factor in one’s internal psycho-
logical environment.

Psychological determinants at the population level would 
include the incidence and prevalence of psychiatric disorders, 
the amount of stress experienced by members of the popula-
tion, and the coping abilities of the population as a whole. For 
example, some populations or communities are better able to 
cope with increased numbers of homeless individuals or with 
increasing unemployment than others. Questions to guide as-
sessment of psychological determinants contributing to child-
hood obesity in the population are presented in the Focused 
Assessment on the next page.

ENvIRONMENTAL DETERMINANTS. Although psycho-
logical determinants address aspects of one’s psychological envi-
ronment, the environmental dimension encompasses the health 
effects of factors in the physical environment. The physical envi-
ronment consists of weather, geographic locale, soil composition, 
terrain, temperature and humidity, and hazards posed by poor 
housing and unsafe working conditions. Additional elements 
of the physical environment that affect health include light and 
heat, exposure to pathogens and allergens, radiation, pollution, 
and noise. Similarly, elements of the built environment, such as 
areas to congregate or obtain exercise, have been shown to affect 
both physical and psychological health in general.

The health effects of environmental factors will be ad-
dressed in greater detail in Chapter 4 .	Using	the	PHN	model,	
the population health nurse would assess the overall popula-
tion, as well as individual clients, for the presence of environ-
mental conditions detrimental to health. For example, poorly 
constructed highways may contribute to high rates of motor 
vehicle accidents for the population. At the individual level, 

FOCuSED ASSESSMENT
biological Determinants Influencing 
Childhood Obesity

•	 Are	there	gender	or	ethnic	group	differences	in	the	
prevalence of overweight and obesity in the child population?

Physiologic function

•	 What	physical	conditions	or	disabilities	are	present	in	the	
population that might contribute to lack of physical activity 
and obesity? What is the incidence and prevalence of such 
conditions?

•	 What	physiologic	effects	has	obesity	had	on	the	child	
population? For example, what are the incidence and 
prevalence of type 2 diabetes or hypertension among 
children in the population?

Age and developmental level

•	 What	age	groups	within	the	child	and	adolescent	population	
are most affected by overweight and obesity?

•	 Are	there	infant	feeding	practices	common	in	the	population	
that contribute to obesity?

•	 To	what	extent	are	infants	breastfed	in	the	population?

•	 To	what	extent	do	parents	supervise	the	eating	habits	of	
children of different ages?

Genetics

•	 Is	there	a	genetic	predisposition	to	obesity	in	the	population?
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poor lighting, stairs, and other hazards may increase the poten-
tial for falls in an elderly client. The Focused Assessment below 
includes questions that address environmental determinants 
related to the population-level problem of childhood obesity.

SOCIOCuLTuRAL DETERMINANTS. Sociocultural de-
terminants of health include those factors within the social 
 environment that influence health, either positively or negatively. 
Elements of the social structure such as employment, econom-
ics, politics, ethics, and legal influences all fall within this dimen-
sion of health. The sociocultural dimension also includes societal 
norms and culturally accepted modes of behavior.

Another important sociocultural determinant is prevailing 
attitudes toward specific health problems. For example, the fear 
and stigma attached to HIV infection may seriously hamper ef-
forts to control the spread of disease. Substance abuse, mental 
illness, family violence, and adolescent pregnancy are other ex-
amples of health problems in which social attitudes contribute 
to the problem or hinder the solution.

Societal action with respect to health behaviors also falls 
within this category. For example, legislation requiring im-
munization of preschool children may significantly decrease 
rates of illness in the population. Legislative action can have 
both positive and negative effects on population health. For 
example, increases in cigarette taxes in New York City led to 

decreased levels of smoking, but also increased black market 
sales and decreased tax revenues targeted for smoking cessa-
tion	programs	(Shelley,	Cantrell,	Moon-Howard,	Ramjohn,	&	
VanDevanter, 2007).

Social capital is another sociocultural determinant of health 
that has been receiving increased attention in public health are-
nas. Social capital is the extent of one’s access to and participa-
tion in relationships that can provide one with the necessities 
for life. Social capital is comprised of two components: social 
relationships that permit claims to available resources and 
the actual resources received. Social capital, at the population 
level, is akin to the concept of social support networks avail-
able to individuals and families. As an example, the existence 
of and access to educational opportunities afforded a popula-
tion group is one element of social capital that can affect health 
 status in a number of ways.

Sociocultural determinants can also influence health in 
other ways. Media portrayals of a variety of healthy and un-
healthy behaviors are an example of the influence of social mo-
res on health and illness. Occupation is another sociocultural 
determinant that may influence health. Conversely, unem-
ployment may have adverse effects on physical and emotional 
health. Several sociocultural determinants will be addressed 
further in the chapters related to culture, economics, and poli-
tics (Chapters 5, 6, and 9 , respectively ).

FOCuSED ASSESSMENT
Psychological Determinants Influencing 
Childhood Obesity

•	 What	value	do	members	of	the	population	place	on	physical	
activity by children?

Internal psychological environment

•	 What	is	the	effect	of	overweight	and	obesity	on	the	self-
image and psychological health of children affected?

External psychological environment

•	 Is	food	used	by	members	of	the	population	as	a	reward	for	
children’s good behavior?

•	 Is	food	seen	as	a	symbol	of	love	and	affection	in	the	
population?

•	 What	attitudes	do	members	of	the	population	hold	toward	
childhood overweight and obesity?

FOCuSED ASSESSMENT
Environmental Determinants Influencing 
Childhood Obesity

•	 What	is	the	extent	of	access	to	healthy	foods	in	the	
environment?

•	 What	is	the	extent	of	fast	food	establishments	in	the	
environment? How often are they frequented by members of 
the population?

•	 What	are	the	opportunities	and	environment	for	physical	
activity among children? For example, do traffic patterns or 
personal safety issues prohibit physical activity?

•	 Are	there	parks,	sports	fields,	and	other	environmental	
features that promote physical activity?
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Population health nurses using the PHN model would 
 assess the effects of sociocultural determinants on the health 
of the public. For example, the nurse might examine the un-
employment rate in the population and the consequent effects 
on access to health care services. Sample assessment ques-
tions related to childhood obesity are presented in the focused 
 assessment above.

bEHAvIORAL DETERMINANTS. Behavioral determi-
nants involve personal behaviors that either promote or impair 
health. Behavioral factors are often those most amenable to 
change in efforts to prevent disease and promote health and, 
so, are of particular importance in population health nursing 
practice. Health-related behaviors include dietary patterns, rec-
reation and exercise, substance use and abuse, sexual activity, 
and use of protective measures.

Dietary habits can either enhance or undermine health, and 
both leanness and obesity can predispose one to other health 
problems. Exercise patterns also influence health status, as do 
smoking, drinking, and drug use. Recreational activities are 
another behavioral factor that may pose health risks, but may 
also improve both physical and emotional health. Sexual activ-
ity poses risks related to pregnancy and sexually transmitted 
diseases. Failure to use protective measures such as contracep-
tives or barrier devices during intercourse can also increase 
one’s chances of health problems. Similarly, not wearing seat 
belts or motorcycle helmets increases the potential for serious 
injury. Population health nurses can assess the extent of these 
and other health-related behaviors in individuals and in popu-
lation groups and use this information to design appropriate 
interventions. Examples of assessment questions that might be 

used to assess the population health problem of childhood obe-
sity are presented in the focused assessment on the next page.

HEALTH SySTEM DETERMINANTS. The final category 
of health determinants included in the PHN model is related 
to the health care system. The way in which health care services 
are organized and their availability, accessibility, affordability, 
appropriateness, adequacy, acceptability, and use influence 
the health of individual clients and population groups. 
Availability refers to the type and number of health services 
present in a community, and accessibility reflects the ability of 
clients to make use of those services. Affordability, the ability 
to pay for services, also influences health outcomes. Service 
appropriateness refers to a health care system’s ability to provide 
those services needed and desired by its clientele. The adequacy 
of health services refers to the quality and amount of service 
provided relative to need, and acceptability reflects the level of 
congruence between services provided and the expectations, 
values, and beliefs of the target population. Acceptability of 
services is also related to the level of trust that people have in 
health care providers and may differ significantly from one 
population	group	to	another	(Abel	&	Elfird,	2013).	Finally,	the	
extent to which members of the population actually make use of 
available health care services will influence health status.

Health system factors can influence health status either pos-
itively or negatively. For example, immunization services that 
are available and easily accessible to all community members 
promote control of communicable diseases such as measles, 
polio, and tetanus. Conversely, the failure of health profession-
als to take advantage of opportunities to immunize people con-
tributes to increased incidence of these diseases.

FOCuSED ASSESSMENT
Sociocultural Determinants Influencing 
Childhood Obesity

and candy perceived as a way to generate funds for school 
activities?

•	 What	are	school	policies	related	to	physical	activity	among	
children? Are regular physical education activities that 
involve vigorous physical activity incorporated into school 
curricula at all levels?

•	 Are	there	sports	teams	available	to	promote	physical	activity	
among children? Do all children have access to them, or are 
some barred from participation due to expense?

•	 What	is	the	level	of	funding	provided	by	policy	makers	for	
programs related to nutrition and physical activity? Does funding 
for these programs receive priority within the community?

•	 What	is	the	employment	status	of	parents	in	the	population?	
Do many parents work making it more difficult to find time to 
prepare healthful meals?

•	 To	what	extent	do	children	prepare	their	own	meals	in	
parents’ absence?

•	 What	is	the	socioeconomic	level	of	members	of	the	
population? How does socioeconomic status influence the 
ability to obtain and consume healthy or unhealthy foods?

•	 What	are	the	cultural	influences	on	food	preferences	and	
modes of preparation? Do they contribute to the development 
of overweight and obesity among children?

•	 What	are	the	typical	attitudes	of	members	of	the	population	
to food, nutrition, and physical activity? Is physical activity 
among children valued, or are other activities (e.g., school 
work) given higher priority?

•	 What	is	the	educational	level	of	the	population?	Are	they	
aware of factors contributing to obesity? Do they understand 
the long-term consequences of obesity for physical, 
emotional, and social health?

•	 What	policies	in	the	social	environment	contribute	to	or	
prevent obesity? For example, do local schools have “no junk 
food on campus” policies, or is the sale of sodas, fast food, 
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As we will see in Chapter 6 , some health care system 
contributions to health problems stem from the economics of 
health care delivery. The high cost of health services limits the 
ability of many individuals to take advantage of them. Continu-
ity of care may also affect health outcomes for individuals and 
population groups. In other instances, inappropriate actions 
on the part of health care providers may actually contribute to 
health problems. For example, inappropriate use of antibiot-
ics has contributed to the development of antibiotic-resistant 
strains of gonorrhea and syphilis. Other health system activi-
ties may also contribute to disease. For example, blood transfu-
sion has been associated with transmission of diseases such as 
HIV and hepatitis B and C. The focused assessment below pro-
vides questions addressing health system determinants related 
to childhood obesity in the population.

Elements of the determinants of health component of the 
PHN model are summarized below. Health determinants re-
lated to specific kinds of community health problems will also 
be addressed in relevant chapters of this book.

The population health nurse collects and organizes data 
regarding determinants of health. Factors in each of the six 
categories may apply to clients at multiple levels, including 
individuals, families, groups, communities, and populations. 
From the data, the population health nurse derives commu-
nity health diagnoses that guide the planning of nursing inter-
ventions. Table 1-5• summarizes the contribution of various 
determinants of health to the problem of high incidence and 
prevalence of obesity in a university population.

FOCuSED ASSESSMENT
behavioral Determinants Influencing 
Childhood Obesity

•	 What	is	the	extent	of	physical	activity	among	children	in	the	
population?

•	 What	types	of	physical	activity	are	preferred?	Do	these	types	of	
physical activity require specialized training or equipment that 
might make them unaffordable for lower income children?

•	 To	what	extent	do	children	walk	or	bicycle	to	school?

•	 What	kinds	of	after-school	activities	do	children	engage	in?

•	 How	many	hours	per	week	are	spent	in	vigorous	physical	
activity by children?

•	 How	many	hours	per	week	are	spent	in	sedentary	activities	
like watching television or playing video games?

•	 What	household	chores	do	children	engage	in?	Do	these	
chores promote physical activity (e.g., vacuuming the house)?

•	 What	is	the	typical	daily	calorie	consumption	among	children	
in the population? What is the source of these calories?

•	 What	is	the	average	daily	consumption	of	fruits	and	
vegetables among children in the population?

•	 How	many	empty	calories	are	consumed	by	children	on	a	
daily or weekly basis (e.g., sodas, unhealthy snacks, sweets)?

•	 What	are	the	food	preferences	of	children	in	the	population?

•	 To	what	extent	do	families	consume	extensive	fast	food?	How	
often do families eat meals prepared at home?

•	 Do	children	eat	breakfast	every	day?

•	 Do	children	take	lunches	to	school,	or	do	they	purchase	
lunch or eat in the cafeteria at school? How healthful are 
school meal menus?

FOCuSED ASSESSMENT
Health System Determinants Influencing 
Childhood Obesity

for new parents that emphasize healthy diet? Are there 
educational programs for parents and children of other ages?

•	 What	health	care	programs	are	available	for	weight	management	
for overweight or obese children? What is the level of accessibility 
of these programs to all children in need of services?

•	 What	is	the	level	of	funding	available	for	programs	to	
promote healthy eating and physical activity among children 
or to provide weight management services when needed?

•	 To	what	extent	are	programs	to	promote	healthy	diets	and	
physical activity among children culturally sensitive and 
appropriate to various segments of the population?

•	 To	what	extent	do	health	care	providers	focus	on	healthy	
weight, nutrition, and physical activity? Does this 
focus extend to children with physical conditions that 
necessitate physical activities specifically tailored to their 
abilities?

•	 What	percentage	of	children	in	the	population	has	access	
to a regular health care provider who can promote healthy 
eating and physical activity?

•	 What	population-based	programs	are	available	in	the	
community to promote good nutrition and physical fitness? 
For example, are there educational programs available 
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Population Health Nursing Interventions
The second component of the PHN model reflects interven-
tions taken by population health nurses to address health 
problems within a population. Several categories of popula-
tion health nursing intervention have been identified and are 
summarized below. Each type of intervention will be discussed 
briefly and examples of particular interventions will be in-
cluded throughout this book.

Education is the process of facilitating learning that leads 
to positive health behavior. In the educator role, the popula-
tion health nurse provides clients and others with information 
and insights that allow them to make informed decisions on 
health matters. Population health nurses often provide educa-
tional services to individuals, families, and groups, and they are 
frequently involved in the development of population-based 
health education programs. Population health nurses, for ex-
ample, educate individuals and their families about adequate 
nutrition. At the same time, they may educate the general pub-
lic regarding the harmful effects, say, of a high-cholesterol, 
low-fiber diet. Similarly, population health nurses may educate 
legislators and other policy makers regarding societal factors 
that impede population health. Educational interventions are 
discussed in greater detail in Chapter 11 .

Although many people do not distinguish between coun-
seling and education, they are different. Counseling is the 
process of helping a client to choose viable solutions to health 
problems. In educating, one is presenting facts and develop-
ing attitudes and skills. In counseling, one is not telling people 
what to do but helping them to employ the problem-solving 
process and decide on the most appropriate course of action. 
In the role of counselor, population health nurses explain 
the problem-solving process and guide clients/populations 
through each step. In this way, the nurse is not only helping 
the individual, family, or population to solve the immediate 
problem but also assisting in the development of problem-
solving abilities.

Counseling involves several steps on the part of the commu-
nity health nurse. The first step is helping to clarify the prob-
lem to be solved. The nurse and client/population together 
examine the factors that contribute to a problem and those 

Determinants of Health

biological Determinants

•	 Age	and	developmental	level

•	 Genetics

•	 Physiologic	function

Psychological Determinants

•	 Internal	psychological	environment

•	 External	psychological	environment

Environmental Determinants

•	 Physical	environment

•	 Environmental	hazards

Sociocultural Determinants

•	 Social	structure

•	 Societal	norms

•	 Societal	attitudes

•	 Social	action

behavioral Determinants

•	 Dietary	practices

•	 Recreation	and	exercise

•	 Substance	use	and	abuse

•	 Sexual	activity

•	 Use	of	protective	measures

Health System Determinants

•	 Availability

•	 Accessibility

•	 Affordability

•	 Appropriateness

•	 Adequacy

•	 Acceptability

•	 Use

Highlights 

Model Concept Application

Biological determinants Age composition of the population; prevalence of obesity in the population
Psychological determinants Stress of college life; extent of use of food as stress reliever; extent of exposure to stressful circumstances; prevalence of 

eating disorders on campus
Environmental determinants Weather conducive to outdoor exercise; facilities available for obese members of the population (e.g., size of classroom chairs)
Sociocultural determinants Use of eating and drinking as social activities; population attitudes toward obesity; extent of peer support for healthy 

lifestyles; availability of education for healthy lifestyles
Behavioral determinants Dietary practices in campus population; availability of healthy foods in campus dining facilities; availability of recreational ac-

tivities and equipment; extent of participation in physical activity among campus population; sedentary nature of university life
Health system determinants Health center staff attention to weight problems among campus community members; availability of weight/diet counseling 

programs; availability of stress-reduction/counseling programs

TAbLE 1-5  Determinants of Health and Their Influence on the Problem of Obesity in a 
university Population
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that may enhance or impede problem resolution. The second 
step involves identifying alternative solutions to the problem. 
If, for example, a large proportion of pregnant women in the 
population do not receive prenatal care, one could suggest an 
educational campaign, outreach efforts by lay health promot-
ers, financial subsidies for care by available providers, or the 
use of nurse midwives.

Assisting the client or population group to develop criteria 
for an acceptable solution to the problem is the third step in 
counseling. For example, an acceptable solution to the prob-
lem of poor nutrition among family members would need 
to fit the family’s budget and might need to conform to cul-
tural dietary preferences. A program to address nutritional 
needs at the population level would need to address the same 
constraints.

Next, the population health nurse would assist the client to 
evaluate each of the alternative solutions in terms of criteria 
established for an acceptable solution. The most appropriate 
alternative is one that best meets the acceptability criteria. This 
alternative is then implemented. Evaluation is the fifth step of 
the problem-solving process. If the alternative selected solves 
the problem, fine! If not, the process begins again.

Referral is one of the key functions of population health 
nurses. Referral is the process of directing clients to resources 
required to meet their needs. These resources may be other 
agencies that can provide necessary services or sources of in-
formation, equipment, or supplies that the client needs and the 
population health nurse cannot supply. A distinction must be 
made between the functions of referral and consultation. In a 
referral, the client is directed toward another source of services. 
In consultation, on the other hand, the nurse may seek assis-
tance or information needed to help the client from another 
source, but the client does not receive services directly from the 
consultant. Population health nurses also provide consultation 
to other professionals and to policy-making bodies. The refer-
ral process is discussed in more detail in Chapter 12 .

A role model is someone who consciously or unconsciously 
demonstrates behavior to others who will perform a similar 
role. Population health nurses serve as role models for a variety 
of people with whom they come in contact. Through their own 
behavior, nurses influence the behavior of others. For instance, 
the population health nurse’s ability to engage in systematic 
planning may promote similar skills in community planning 
groups.

Although case management is a new concept for many 
nurses, it has long been an integral component of population 
health nursing. A case manager is a health professional who 
coordinates and directs the selection and use of health care 
services to meet client needs, maximize resource utilization, 
and minimize the expense of care. The aims of case manage-
ment include identifying high-risk clients or those with the 
potential for high-cost service needs, making appropriate 
choices among available services and providers, controlling 
costs, and coordinating care to achieve optimal client out-
comes. The process of case management will be addressed in 
more detail in Chapter 12 .

Population Health Nursing Interventions
Education: Providing clients/populations with information to make 
informed health-related decisions

Counseling: Assisting clients/populations to choose viable solu-
tions to health problems

Referral: Directing clients to resources needed to meet their needs

Role modeling: Demonstrating desired behaviors to promote learn-
ing and change

Case management: Coordinating and selecting health care services 
to meet identified client needs

Coordination/care management: Organizing and integrating health 
care delivery services to best meet population health care needs

Collaboration: Engaging in joint decision making with clients/
populations, other health care providers, and non-health sectors of 
society to resolve client/population health problems

Liaison: Facilitating relationships between clients/populations and 
other health care providers or policy makers

Case Finding/screening: Identifying individual cases of health 
problems or the incidence and prevalence of conditions in the 
population

Surveillance: Monitoring occurrence and trends in specific health 
problems within the population

Policy formulation: Promoting and assisting in the development 
of social and health care policies that support the health of the 
population

Community mobilization: Assisting populations to identify goals and 
implement strategies to improve health and promote conditions 
that support health

Coalition building: Assisting in the creation of alliances of individu-
als or groups to achieve health-related goals

Social marketing: Using commercial marketing strategies to 
change public attitudes or behaviors

Promoting evidence-based practice: Critically examining scientific 
evidence to identify and effectively implement strategies that 
improve population health

Highlights 

Population health nurses frequently care for clients who are 
receiving services from a variety of sources. Because of their 
awareness of the needs of the client as a whole being, popula-
tion health nurses are in an ideal position to serve as coordi-
nators of care. Coordination is the process of organizing and 
integrating services to best meet client needs in the most effi-
cient	manner	possible.	Unlike	the	case	manager,	the	coordina-
tor does not plan the care to be carried out by other health care 
professionals, but organizes that care to meet clients’ needs as 
effectively as possible. At the population level, coordination 
may be referred to as population health management, or the 
“coordination of care across a population to improve clinical 
and financial outcomes” (Population Health Management, 
2010, p. 1).
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Collaboration involves joint decision making regarding 
action to be taken to resolve health problems. Collaboration 
is frequently confused with the nurse’s coordination role. Co-
ordination is essentially a management function and involves 
making sure that efforts to provide services are consistent and 
occur without gaps or overlaps. Collaboration, on the other 
hand, entails joint decision making. Both collaboration and co-
ordination, of course, necessitate working with members of the 
population and other professionals (and nonprofessionals) to 
address population health problems.

Collaboration is not a matter of each health care provider 
or agency designing and providing a program in his or her 
area of expertise with a certain amount of coordination be-
tween efforts. Rather, it is a joint effort on the part of health 
care providers, members of the population, and representa-
tives from other sectors of society to set mutual goals and to 
arrive at a mutually acceptable plan to achieve them. A liai-
son is a person who provides a connection, relationship, or 
intercommunication. The population health nurse working 
with clients dealing with multiple health and social agencies 
may serve as that connection or liaison. In referral, the nurse 
may function as the initial point of contact between client and 
agency. The liaison’s role might involve continued communi-
cation between client and other providers via the nurse. Some-
times this communication includes the additional function of 
interpretation and reinforcement of provider recommenda-
tions to the client or advocacy for the client with the provider 
agency. At the population level, the population health nurse 
may serve as a liaison between community residents and  
policy makers.

Case finding has been described as basic to population health 
nursing. Case finding involves identifying individual cases 
or occurrences of specific diseases or other health-related  
conditions requiring services. As we will see in  Chapter 26 , 
case finding is an important strategy in preventing the spread 

of communicable diseases in large population groups. Case 
finding may involve screening or conducting tests to identify 
the presence of a particular disease or condition. Population 
health nurses may screen individual clients or assist in plan-
ning and implementing population-based screening efforts.

Case finding is closely related to the public health nursing 
intervention of surveillance, which is defined as “the system-
atic collection, analysis, interpretation, and dissemination of 
data to assist in the planning, implementation, and evaluation 
of public health interventions and programs” (ANA, 2013, p. 
68). For example, identifying more instances of child abuse 
may be an indication of a community health problem.

As noted earlier in this chapter, policy development is one 
of the core functions of public health practice, and popula-
tion health nurses have a definite role as policy advocates in 
the  execution of this function. A policy advocate is a person 
or group of people who work for and argue on behalf of policy 
formation or changes in policy that influence population health. 
Policy advocacy may occur at institutional, community, state, 
national, or international levels. Population health nurses may 
assist in determining the need for policy formation or change, 
developing policy goals, analyzing factors influencing the policy 
situation, identifying key decision makers involved in policy for-
mation, assisting in the formulation of proposed policies, com-
municating the proposed policy to the general public and to 
policy makers, and monitoring the progress of policy formation. 
These functions will be discussed in more detail in Chapter 9 .

Community mobilization is assisting populations to iden-
tify areas of concern and to develop and implement strategies 
to address them. Community mobilization promotes the par-
ticipation of members of population groups in the control of 
their own lives and gives them the power to enact changes in 
circumstances that affect their health. Community mobiliza-
tion will be discussed in more detail in Chapter 10 .

As we will see in Chapter 9 , coalition building is a strat-
egy often used in political activism. Coalition building is the 
process of creating temporary or permanent alliances of indi-
viduals or groups to achieve a specific purpose. Coalitions have 
the advantage of fostering community-wide problem solving 
and collaborative policy and program development bringing to 
bear the assets and resources and perspectives of multiple seg-
ments of the population. Population health nurses may initiate 
coalition building activities among members of the population 
and between both health-related and other sectors of society to 
influence the determinants of health.

Social marketing is another population health nursing in-
tervention. The most frequently quoted definition of social 
marketing in the literature is that provided by Andreasen 
(1995): “the application of commercial marketing technolo-
gies to the analysis, planning, execution, and evaluation of 
programs designed to influence the voluntary behavior of tar-
get audiences to improve their personal welfare or that of their 
society” (p. 7). Social marketing is consumer focused in that it 
is tailored to the needs and characteristics of a specific target 

Population health nurses provide health education to individuals, 
families, communities, and population groups. (Jules Selmes/Pearson 

Education. Inc)
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population and is designed to address societal problems at the 
population level.

Population health nurses involved in social marketing may 
assist in identifying a needed change in societal behavior, 
analyzing behavioral motivations and perceived benefits and 
barriers to action, identifying particular target markets for in-
terventions and determining the unique features of those mar-
kets, developing and testing strategies to promote the desired 

change, implementing those strategies, and evaluating their 
effectiveness. Concepts and principles of social marketing and 
related community health nursing functions are discussed in 
more detail in Chapter 11 .

Promoting evidence-based practice is an overarching inter-
vention by population health nurses that involves translating 
research findings into practice and may inform all of the other 
interventions described above. Evidence-based practice is a 

Evidence-based Practice

understanding the Process
Effective population health nursing should be based on scientific 
evidence combined with clinical expertise and client preferences. 
Use of a systematic process to critically evaluate available evidence 
can promote evidence-based practice. A number of models for 
 evidence-based practice are found in the literature (Mitchell, Fisher, 
Hastings, Silverman, & Wallen, 2010), but they generally incorpo-
rate similar steps for integrating evidence as a basis for practice.

The first step in evidence-based practice is to identify a clini-
cal question or problem that needs resolution. Clinical questions 
may be framed in the PICO format in which P stands for the 
population of interest, I reflects a potential intervention, C is 
a comparison intervention or group, and O is the desired out-
come to be achieved. Some authors add a T to the acronym to 
make it PICOT, with the T reflecting the time period in which the 
outcome is expected to be measured (Melnyk, Fineout-Overholt, 
Stillwell, & Williamson, 2010).

The second step in promoting evidence-based practice in a 
practice setting is finding the relevant evidence. Evidence fre-
quently includes published research, both quantitative and qual-
itative (Owens, 2009), but may also include non-research-based 
evidence from within or outside the setting. Such evidence might 
include quality improvement data, case studies, or expert opin-
ion (Bednarski, 2010). In addition to bringing to light individual 
research studies, a literature review may produce meta-analyses 
of several related studies or previously developed clinical prac-
tice guidelines related to the topic of interest. Clinical practice 
guidelines	(CPGs)	are	“general	practice	recommendations	to	aid	
clinical decision making for specific clinical situations” (Ameri-
can Professional Wound Care Association, 2010, p. 161) that 
are usually based on a critical review of research findings, expert 
opinion, and client preferences.

Once various forms of evidence have been identified, the body 
of evidence must be critically evaluated in terms of its level, 
quality, and strength. The level of evidence refers to the hierar-
chy of research methodologies used to develop evidence, with 
randomized controlled strategies having greater credibility than 
other methods, such as observational studies, cross-sectional 

studies, qualitative studies, case reports, and expert opinion or 
consensus (Stillwell, Fineout-Overholt, Melnyk, & Williamson, 
2010). The quality of the evidence refers to the way in which 
the study was conducted, the validity of the research design 
and methods for addressing the research question, the clinical 
relevance of the findings, and the potential applicability of the 
findings to one’s own practice population (the generalizability 
of the findings). Finally, the strength of the evidence reflects 
the extent to which different credible studies support the effec-
tiveness of the intervention being considered (Shapiro, 2010). 
This process of appraisal frequently involves grading each study 
or other piece of evidence using a critical appraisal guide, or 
criteria appropriate to the type of study being reviewed (Fineout-
Overholt, Melnyk, Stillwell, & Williamson, 2010). Existing clini-
cal practice guidelines should also be critically evaluated using 
a	systematic	approach	such	as	that	provided	by	the	AGREE	in-
strument	(AGREE	Next	Steps	Consortium,	2013;	Zadvinskis	&	
Grudell,	2010).

The fourth step in implementing evidence-based practice is 
to integrate the research evidence with clinical expertise and 
patient preferences and values (Melnyk et al., 2010). Client 
situations differ, so the applicability of research findings to a 
particular client or population must also be evaluated. When 
there is sufficient evidence for the effectiveness of the proposed 
intervention, it is implemented on a trial basis and the outcomes 
of the trial evaluated. Finally, the outcomes of implementation 
should be disseminated to add to the evidence base for practice 
in other similar settings. Throughout the remainder of this book, 
we will examine the evidence for specific interventions as well 
as address some additional considerations related to evidence-
based population health nursing practice.

Evidence-based practice is not a new concept. We opened this 
chapter with a discussion of the advocacy activities of Florence 
Nightingale, who was one of the forerunners of evidence-based 
nursing practice. Nightingale used her notes and observations on 
mortality in the Crimean War to improve hygiene and sanitation 
in treating the ill and injured (Pasley, 2010).
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strategy for improving patient outcomes by integrating “the 
best evidence from studies and patient care data with clinician 
expertise and patient preferences and values” (Melnyk, Fine-
out-Overholt,	Stillwell,	&	Williamson,	2009,	p.	49).	In	promot-
ing evidence-based practice, population health nurses will be 
actively involved in searching and critically analyzing related 
research literature and identifying practice interventions that 
have significant research support and are appropriate to the 
population to be served.

The population health nursing interventions presented 
here are similar to those included in the interventions wheel 
model developed by Public Health Nursing Section of the  
Minnesota Department of Health in 2001 (Wisconsin Depart-
ment of Health Services, 2014). The 17 interventions included 
in the model were derived from research on actual practice by 
public health nurses.

Levels of Health Care
The population health nursing interventions described above 
and those included in the interventions wheel may be em-
ployed to address health concerns at one of four levels of care: 
health promotion, illness and injury prevention, resolution, 
and restoration. The American Journal of Health Promotion 
(O’Donnell, 2009) has adopted the definition of health pro-
motion as “the art and science of helping people discover the 
synergies between their core passions and optimal health, en-
hancing their motivation to strive for optimal health, and sup-
porting them in changing their lifestyle to move toward a state 
of optimal health” (p. 1). Health promotion, then entails activi-
ties designed to foster a healthy lifestyle and develop a state of 
good health in the population. For example, the population 
health nurse might engage in a number of interventions, such 
as education and  advocacy for access to healthy foods,  designed 
to foster good nutrition as a health promoting  strategy. 

Prevention, also referred to as health protection, involves 
strategies aimed at preventing the occurrence of specific health 
problems. For example, immunization is a preventive measure 
for certain communicable diseases. Illness and injury preven-
tion may also involve reducing or eliminating risk factors as a 
means of preventing the occurrence of health problems. Legis-
lation to  require helmet use for bicycle riders is an example of 
risk factor modification to prevent injury.

The aim of the resolution level of health care is elimination 
of an existing health problem. At this level, a health problem 
has already occurred and population health nursing inter-
ventions are directed toward its solution and preventing fur-
ther serious consequences. Resolution activities may include 
screening and early diagnosis as well as treatment for existing 
health problems. Treatment for a sexually transmitted disease 
is an example of resolution. Removing a child from an abu-
sive home situation and providing respite for caregivers who 
are overwhelmed are other resolution strategies. Restoration, 
or rehabilitation, involves activities designed to assist the cli-
ent’s or population’s return to a prior state of good health and 
functional ability. For many health problems restoration is 
not needed (e.g., after a minor cold) or is not possible (e.g., 
with a terminal diagnosis). At the population level, resolving 
immediate problems related to an earthquake, such as rescu-
ing victims and restoring power, are examples of resolution. 
Rebuilding damaged buildings and highways would constitute 
restoration.

As depicted in Table 1-6•, the levels of care are similar to 
the public health concept of levels of prevention, which in-
cludes primary prevention, secondary prevention, and tertiary 
prevention. Health promotion and illness and injury preven-
tion are elements of primary prevention, which is the inter-
vention aimed at preventing health problems from occurring. 
Secondary prevention focuses on the early identification and 
treatment of existing health problems and occurs after the 
health problem has arisen. Tertiary prevention is an activity 
aimed at returning the client (individual or population) to the 
highest level of function and preventing further deterioration 
in health (Gerstman, 2013). Because of the confusion engen-
dered by different uses of the term “prevention,” however, we 
will use the terms of health promotion, illness and injury pre-
vention, resolution, and restoration for the levels of health care 
throughout this book.

Appropriate population health nursing interventions would 
be used at each level of health care to prevent population health 
problems or deal with identified problems. Table 1-7• presents 
interventions at each level of health care related to the prob-
lem of increased prevalence of obesity in the population. The 
elements of the PHN model are used within the context of the 
nursing process as depicted in Figure 1-3.

Level of Health Care Level of Prevention

Health promotion Primary prevention: Focus on preventing occurrence of health problems

Prevention Primary prevention: Focus on preventing occurrence of health problems

Resolution Secondary prevention: Focus on identification and treatment of existing health problems

Restoration Tertiary prevention: Focus on restoring health status and preventing further deterioration

TAbLE 1-6 Levels of Health Care and Levels of Prevention
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In the assessment stage of the nursing process, the popula-
tion health nurse assesses the impact of the six categories of 
determinants on the health of the population (or individual 
client/family) and derives nursing diagnoses related to popu-
lation health. Nursing diagnoses may be positive or negative. 
Positive diagnoses are areas in which the population is func-
tioning effectively. Negative diagnoses are areas in which in-
tervention is required to address identified health problems. 
In the planning and implementation stages of the nursing 
process, the nurse develops and carries out, often in collabora-
tion with members of the population and others, interventions 
designed to support population health or to address identified 
problems. The population health nursing uses evaluation find-
ings to assess the effectiveness of interventions and to inform 
subsequent interventions.

Other models have been developed or modified for use in 
population health nursing. Information about some of these 
models is provided on the student resources site. 

global Perspectives

The population health nursing (PHN) model described in this 
chapter forms the theoretical foundation for the rest of the book. 
The PHN model is one approach to population health nursing. 
Other models that can be used to direct population health nursing 
activity are discussed in the Further Information section of the stu-
dent resources. The point has been raised, however, that models 
developed for practice in the United States may not always be ap-
propriate and applicable to population health nursing practice in 
other countries. Another concern in adopting U.S. practice models 
in other countries is the abstract language that is sometimes used 
in describing such models and the educational level and facility 
with English exhibited by nurses in other countries. Of the theoret-
ical models presented in the text and on the website, which ones 
do you think would be most applicable in other countries? Why?

Population Health Models

As we have seen in this chapter, population health is the health 
status of an entire population and is more than the cumulative 
health of its individual members. Population health practice 
is guided by three core public health functions of assessment, 
policy development, and assurance, and by 10 essential public 
health services. Healthy People 2020 provides national objec-
tives for the improvement of population health.

Population health nursing is nursing care directed toward 
the improvement of the health of the overall population. It 
is guided by a set of standards and competencies expected of 

 population health nurses. Population health nurses use the 
PHN model, in the context of the nursing process, to direct 
their practice. Elements of the model include the determinants 
of health, factors that influence the health of the population, 
and population health nursing interventions that are employed 
at four levels of health care, health promotion, illness and injury 
prevention, resolution, and restoration. Throughout this book, 
we will use the PHN model to address a variety of population 
health problems and conditions.

CHAPTER RECAP

Levels of Health Care Selected Population Health Nursing Interventions

Health promotion •	Promoting	regular	exercise	in	the	population
•	Developing	environments	that	foster	physical	activity

Prevention •	Educating	the	public	on	good	nutrition
•	Referring	needy	families	to	nutrition	support	programs
•	Promoting	access	to	healthy	foods
•	Limiting	access	to	unhealthy	food	choices

Resolution •	Assuring	access	to	weight-reduction	programs	in	the	community

Restoration •	Providing	services	to	deal	with	long-term	consequences	of	obesity

TAbLE 1-7  Levels of Health Care and Population Health Nursing Interventions for 
 Obesity
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Vista Hills is a small, low-income community within a major 
metropolitan area. In home visits to several older clients, the 
population health nurse assigned to the area discovers that they 
have not been able to keep medical appointments or get prescrip-
tions filled due to lack of available transportation. There is a bus 
that traverses the area, but it only has stops on major thorough-
fares, and most older residents have difficulty walking from their 
homes to the bus stops. In the past, the community had access to 
a Dial-a-Ride service that provided door-to-door transportation 
for elderly residents for 50 cents a ride (one-way). This service 
was discontinued several years ago because of escalating costs.

The city in which the community is located has some funds 
for transportation services for elderly clients, but they have not 

been allocated to this community because older residents com-
prise only 11% of the overall population. Some residents use 
taxi services to meet their transportation needs, but find this 
very expensive given their limited incomes.
1. What are some of the determinants of health operating in 

this situation?
2. What population health nursing interventions might be 

needed to address this community health problem? Why are 
these interventions appropriate to this situation?

3. Give examples of some specific activities the population 
health nurse might carry out in relation to each intervention.
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe the contributions of historical figures who influenced the development of 
population health nursing.

 2. Discuss the contributions of population health nurses to social and health care reform.

 3. List significant historical events in the development of population health nursing in the 
United States.

 4. Describe evidence for a shift in public health policy toward a greater emphasis on health 
promotion.

 5. Describe events that are shaping current and future population health nursing practice.
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Known as the founder of American public health nursing and the originator of the term, Lillian Wald 
was a staunch advocate of population health nursing. A daughter of a well-to-do Jewish family, she 
chose nursing as a career and worked for a short time in New York City’s Juvenile Asylum. Appalled 
by the lack of quality care, Wald entered medical school, but left after an exposure to the disease and 
squalor experienced by immigrant populations in New York City (van Betten & Moriarty, 2004). One 
day, when called to visit a woman who had been attending a home nursing class she was teaching, 
Wald encountered the poverty and deprivation in which the family and others around them lived. Wald 
wrote of her experience, “to me personally it was a call to live near such conditions; to use what power 
an individual may possess as a citizen to help them.” (quoted in Keeling, 2007, p. 6). As a result, 
she began her lifelong crusade to improve the health of this population by founding the Henry Street 
Settlement with colleague Mary Brewster in 1893. She believed that by living among their clients, she 
and other nurses could teach them routine health measures as well as care for their illnesses and refer 
them to other sources of care. In addition to her work at Henry Street, Wald was active in a number of 
other reform initiatives related to the health of children, workers, and women and world peace (Hallett, 
2010; Judd, 2010). Her peace-related activities included marching in a parade to protest World War I 
and led to the loss of donor funds for Henry Street (Jewish Women’s Archive, 2010).
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ow Susie Walking Bear Yellowtail

Born in 1903 on the Montana Crow Indian reservation, Susie Walking Bear Yellowtail was an orphan at 
the age of 12. In 1923, she became the first Native American registered nurse after graduating from 
the Boston City Hospital School of Nursing. Returning to the Montana Crow Agency, Ms. Yellowtail 
worked at the Bureau of Indian Affairs Hospital and later worked for the U.S. Public Health Service.

Experiences of Native American women sterilized without their consent and children dying on their 
mothers’ backs while being carried 20 to 30 miles to a hospital led Ms. Yellowtail to a career of ad-
vocacy for Native American health care (Susie Walking Bear Yellowtail, RN, 2004). Her advocacy 
activities encompassed 30 years of midwifery services in the Little Horn Valley and travel to many 
North American Indian reservations to evaluate health and health care. Through her membership on 
tribal councils and state health advisory boards, she became well known to health policy makers. She 
was appointed to the former U.S. Department of Health, Education, and Welfare’s Council on Indian 
Health, the President’s Special Council on Aging, and the President’s Council on Indian Education and 
Nutrition, on which she served as an ambassador between her people and the federal government. She 
and her husband, Tom Yellowtail, also promoted understanding of American Indian culture in Europe 
and the Middle East as part of a U.S. cultural delegation in 1950 (American Society of Registered 
Nurses, 2007a; Scozzari, 2009). Throughout her life, she maintained her own cultural heritage, wear-
ing Native American dress and engaging in the artistry of traditional Native American beadwork.

Ms. Yellowtail was also active in promoting the profession of nursing and was the founder of the 
Native American Nurses Association, which honored her as the “Grandmother of American Indian 
Nurses” (Susie Walking Bear Yellowtail, 2010). Through her advocacy activities at tribal and fed-
eral levels, she was able to win funding for nursing education of Native American women.

In 1962, Ms. Yellowtail received the president’s Award for Outstanding Nursing Health Care, 
and six years after her death her picture was included in the Outstanding Montanans Gallery at the  
Montana State Capitol. Ms. Yellowtail has been included among the 100 most influential Montanans  
of the 20th century and on July 1, 2002, became the first American Indian nurse admitted to the 
American Nurses Association Hall of Fame (ANA, n.d.; First American Indian Nurse, n.d.).
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The history of population health nursing provides 
important insights into the events and factors that 
have shaped our practice. Knowledge of where we 
have been and how we got where we are today gives 

us a sense of the present and future directions that population 
health nursing should take to achieve its goal—improved health 
for all people. Historical events that gave rise to a concern for 
the health of population groups influenced the development of 
both public health science and population health nursing.

Historical Roots
The roots of modern public health and population health nurs-
ing practice go far back in history. For 5,000 years different cul-
tural groups have developed a variety of approaches to dealing 
with common community health problems. Historical records 
provide evidence of concern for health and prevention of dis-
ease in several ancient civilizations. Ancient Mesopotamia, the 
possible birthplace of humanity, and the Harappan civilization 
along the Indus River in what is now India employed sewage 
systems to prevent the spread of disease (Carr, n.d.). Similarly, 
primitive tribes engaged in public health measures by not bury-
ing human wastes where they would contaminate water sup-
plies (Association of State and Territorial Directors of Nursing, 

2000). The Egyptians, Romans, and Aztecs were all known to 
emphasize the importance of clean water supplies. Healing in 
these ancient civilizations was thought to be the province of 
supernatural beings, and healers often functioned as priests of 
healing gods (Hallett, 2010).

The ancient Greeks spent a good deal of time theorizing 
about health and disease causation. Empedocles of Acragas, 
who lived from 493 to 433 ce, originated the theory of im-
balance among four “humors” as the cause of disease. These 
four humors (blood, yellow bile, phlegm, and black bile) cor-
responded to the four elements believed to compose the world 
(fire, air, water, and earth) as well as to specific temperaments 
exhibited by individuals (sanguine, choleric, phlegmatic, or 
melancholic) (Kalisch & Kalisch, 2004). The humoral theory, 
however, was borrowed and expanded upon a theory of bal-
ance between three components of the human body, spirit, 
phlegm, and bile, derived from 6th century Indian medicine 
(Reeves, n.d.).

Hippocrates, an eminent Greek physician, rejected the prior 
concept of disease, as caused by supernatural intervention, in 
favor of natural causation (Kalisch & Kalisch, 2004). He ac-
cepted the theory of the four humors, but believed they were 
influenced by environmental factors that shaped the physi-
ologic response of people living in specific areas (Watts, 2003). 

Evidence-Based Practice

A Nursing Historiography
Connolly (2004) presented a history of nursing historiography 
(the study of nursing history) and noted that research in nursing 
history, as in other fields of historical inquiry, has evolved in the 
last several decades. She pointed out that early nursing histories 
were “only weakly linked to the broader social, economic, and 
cultural contexts in which events unfolded” (p. 10) and tended to 
focus on the development of institutions in which nurses worked 
and the “great women” of nursing. These histories lauded nurs-
ing’s accomplishments and recounted the profession’s “purity, 
discipline, and faith [but] contained little about the less glorious 
aspects of the past” (p. 10).

Historians of this genre engaged in “political history,” exam-
ining how public officials, legislation, and formal mechanisms of 
local, state, and federal government affected nursing. According 
to Connolly, history from this perspective assumed a coherence 
and unanimity in nursing that may not have truly existed. She 
maintained that early nursing political history, like much of his-
tory in general, was written from an elitist point of view and ne-
glected the perspectives of other, less visible groups within and 
outside nursing.

During the 1960s and 1970s, historical research in general and 
nursing history in particular began to focus on those unheard voices, 

and a “social history” perspective was born. Connolly defined social 
history as “that which focuses on the experience, behavior, and 
agency of those at society’s margins, rather than on its elite” (p. 5). 
Social historians examined nursing in the context of social factors 
influencing it (e.g., gender socialization, race relations, etc.).

Connolly recommended melding the two perspectives and ex-
amining political influences on nursing and nursing’s influence 
on policy making in the context of social factors that influence 
both. For example, the Nurse Reinvestment Act could be exam-
ined in the light of the social factors that led to the shortage as 
well as the political history of legislative efforts to resolve past 
nursing shortages. Both perspectives can provide information 
that can direct policy development in ways that capitalize on 
past successes and avoid past mistakes.

 1. How might you combine political and social history to examine 
some of the issues that affect population health nursing today? 
(As an example, you might examine the nursing shortage in 
terms of the lack of ethnic diversity in the profession and how 
current legislation does or does not address this issue.)

 2. What other issues can you think of that could be addressed 
from a combined political/social historical perspective?
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There is some controversy regarding which of the writings 
on health and medicine ascribed to Hippocrates were actu-
ally composed by him. There is evidence, however, that he did  
write the famous treatise entitled On Airs, Waters, and Places 
as well as two books about epidemics in which he expounded 
on his theory of environmental contributions to disease 
 (Udwadia, 2001).

The humoral theory, along with other selected elements of 
Hippocratic thinking, was adopted by the famous physician 
teacher, Galen. Galen’s teachings were perpetuated in medi-
cal education until well into the Middle Ages, to the point that 
medical students would discard as anatomic abnormalities dis-
section evidence that did not support Galen’s teachings. De-
spite his many other contributions, Galen has been credited by 
some authors with retarding the development of medical sci-
ence for several hundred years through his erroneous descrip-
tion of blood flow in the body (Reeves, n.d.).

Nursing of the sick at this period in history was primarily 
the function of the women of the family (Kalisch & Kalisch, 
2004). In the case of large and wealthy households, the matron 
of the family cared for the health needs of both family mem-
bers and servants or slaves. The care provided, however, was 
primarily palliative and was only slightly related to today’s con-
cept of nursing.

The Influence of Christianity
Christianity, with its ethic of service to others, did a great deal 
to foster health care for particularly vulnerable populations 
such as lepers and the poor. Gradually that focus expanded to 
provision of care to other members of the population (e.g., in 
the many hospitals and other health-related institutions spon-
sored by Christian religious groups).

The Early Christian Church
The advent of Christianity brought an emphasis on personal 
responsibility for the corporal and spiritual welfare of others. 
Care of the sick was seen as one means of fulfilling this respon-
sibility, and early Christians employed their time and mone-
tary wealth ministering to the sick. Such efforts were intended 
to provide comfort and material goods to the sick and suffering 
and bore little resemblance to modern nursing. Such services, 
although lacking an emphasis on prevention and health pro-
motion or cure, did serve to bring about an awareness of illness 
within the population.

With the growth of Christianity and charitable giving by 
Christians, the wealth of the early Christian Church began to 
accumulate. A large portion of this wealth was used for orga-
nized care of the sick and needy through almshouses, asylums, 
and hospitals rather than through personal visitation to the 
sick. Hospitals or hospices of this time were not designed ex-
clusively for care of the sick but ministered to all in need, in-
cluding the sick, the poor, and travelers or pilgrims. The first 
hospital exclusively for the care of the sick was the Nosocomia, 

or “house for the sick,” established by the Roman matron Fabia 
in the 4th century (Udwadia, 2001).

The Middle Ages
The mystical tradition of Christianity during the Middle Ages 
(500–1500 a.d.) led to a decline in population and personal 
health status. Castigation and neglect of the body to purify 
the soul resulted in a number of health problems. Many of the 
health-promotive activities of antiquity were abandoned in fa-
vor of fasting and the wearing of sackcloth and ashes. Care of 
the sick was often undertaken by wise women, women healers 
who used herbal remedies and extended the usual caring duties 
of family members (Hallett, 2010).

The need for healthy warriors to fight in the Crusades 
sparked a slight renewal of interest in health. The Crusades 
also led to the development of the first hospitals, built in the 
Holy Land to care for Christian pilgrims and later for wounded 
Crusaders. The first of these was the Hospital of St. John in 
Jerusalem. Following the capture of Jerusalem in 1099 by the 
Christian forces, many Crusader knights were impressed with 
the care provided at the hospitals and sought to participate in 
the care of the sick. Their interest eventually led to the estab-
lishment of the Knights Hospitalers of St. John of Jerusalem, 
the first of the religious military orders that were to dominate 
the provision of nursing care for some time. The establishment 
of the Hospitalers was followed by the creation of the Knights 
Templar in 1118 and the Knights of the Teutonic Order in 
1190. Interestingly, there were some women involved in the 
care of the sick under the auspices of female chapters of mili-
tary orders, such as the Hospitaler Dames of the Order of St. 
John of Jerusalem (Hallett, 2010).

Following the Crusades, other religious orders were formed 
to look after the sick. Groups of monks and nuns established 
hospitals to care for the ill. Initially, these hospitals provided 
care primarily for members of religious orders and their lay 
employees. For example, the Benedictine rule required each 
monastery to have a hospital for the care of ill brothers. Later, 
religious orders expanded the focus of their services to the 
sick poor. Care was often provided by secular orders, called 
“tertiaries,” groups of people who did not want to join a reli-
gious order, but wished to provide service to others. Village 
wise women and healers unaffiliated with the church, how-
ever, were often subject to witch hunts and hideous deaths 
(Hallett, 2010).

In many instances, particular orders would focus on the 
care of specific groups or illnesses. For instance, the Antonites 
cared for persons with skin conditions, whereas Lazarites em-
phasized care of those with leprosy (Kalisch & Kalisch, 2004). 
Thus, the concept of specialization among health care provid-
ers is not as recent as one might believe.

Changes in social structure in the Middle Ages led to the de-
velopment of cities, which increased the potential for the spread 
of disease. War and the attendant starvation and poor sanita-
tion in cities have been described as the two most significant 
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contributions to disease at this time. During the 14th century, 
recurring epidemics of plague killed nearly one fourth of the 
population of Europe. Periodic epidemics led to the establish-
ment of some public health regulations, such as those related 
to burials and quarantine. Quarantine was first initiated in the 
city of Ragusa in 1347, then in Venice and Marseilles (Udwa-
dia, 2001). It is interesting to note that the concept of quaran-
tine was developed in Europe by town magistrates, not health 
care professionals. Similarly, an Egyptian Pasha instituted 
quarantine regulations in defiance of the recommendations of 
his French medical advisor (Watts, 2003).

Other Religious Influences
Other religious groups contributed to the health of populations 
as well. In ancient times, the Jews developed a significant body 
of health regulations, incorporated into the Book of Leviticus 
(Association of State and Territorial Directors of Nursing, 
2000). Similarly, Jewish physicians are credited with preserving 
scientific medicine through the Dark Ages by translating Greek 
and Arabic texts into Latin and promulgating Greco-Arabic 
medical knowledge in Europe. Similarly, Islamic medicine was 
a basis for the revival of the medical profession, embodied in 
the formation of the medical school at Salerno, Italy (Kalisch 
& Kalisch, 2004). Similarly, Ayurveda, based on traditional  
Indian philosophies, originated many of the alternative thera-
pies gaining popularity today (Udwadia, 2001).

During the 6th century, nursing was established in Islam 
by Rufaidah bint Sa’ad. Rufaidah was taught her skills by her 
physician father and functioned as both nurse and community 
advocate, seeing to the needs of soldiers wounded in battle as 
well as the poor and the handicapped. In addition, she taught 
her nursing skills to other women (Kasule, 2004).

The European Renaissance
From 1500 to 1700, the European Renaissance gave rise to the 
beginnings of scientific thought. Also evident were the devel-
opment of a social conscience and early recognition of social 
responsibility for the health and welfare of the population 
(Udwadia, 2001). England enacted the first Poor Law in 1601, 
making families financially responsible for the care of their 
aged and disabled members and creating publicly funded alms-
houses for those with no families. This development reflected 
the concept of “pauper stigma,” under which the poor were be-
lieved to be responsible for their own condition due to lack of  
effort. The Belle Vue “pest-house,” established in 1794 in  
Manhattan, was the first public institution developed for the 
sick in the United States, but charity hospitals were estab-
lished as early as 1851 (Jonas, Goldsteen, & Goldsteen, 2007). 
Another development in this period was the collection of vital 
statistics as a basis for public health policy decisions. Collection 
of vital statistics was pioneered by Johann Peter Sussmilch in 
the 1700s and systematized nationally in Sweden in 1748 and 
in Britain in 1801 (Udwadia, 2001).

For most of the population, nursing was performed by 
family members. In 1610, however, Saint Francis DeSales 
and  Madame de Chantal established a Parisian voluntary or-
ganization of well-to-do women to care for the sick in their 
homes. Care of the sick was institutionalized by some orders 
in the vows of consecration. For example, the Sisters of Char-
ity, established in Paris in 1633 by Saint Vincent de Paul and  
Mademoiselle Louise De Marillac, and the Sisters of Bon  
Secours, established in 1822, took a fourth vow to care for the 
sick in addition to the traditional vows of poverty, chastity, and 
obedience (Hallett, 2010; Kalisch & Kalisch, 2004).

During the Protestant reformation, the monastic orders 
and the hospitals they provided were dismantled in Protestant 
countries. Health care in nations that retained their Roman 
Catholic heritage continued to be provided by religious orders 
and independent healers, particularly women in rural areas, 
continued to be persecuted (Hallett, 2010).

A New World
The discovery and colonization of the American continents led 
to different health issues and solutions to them. Communicable 
disease and poor health habits, for instance, traveled across the 
oceans in both directions. Native Americans were devastated 
by such diseases as measles and smallpox brought by European 
settlers (Hogan, Harchelroad, & McGovern, 2005). Europeans, 
on the other hand, took tobacco back with them.

The Colonial Period
While new avenues of scientific thought were being opened 
in Europe, some of the ideas generated were being translated 
into a new way of life on a new continent. Some groups of 
colonists included members of religious orders who provided 
care for the sick and injured. For example, Jeanne Mance 
and the Grey nuns nursed those wounded in battles between 
French soldiers and the Iroquois, and Dutch deaconesses 
were among the early settlers in New Amsterdam. Early hos-
pitals, however, were frequently linked to poor houses and 
care was often provided by the untrained paupers residing in 
them (Hallett, 2010).

In the early colonial period in America, the health status 
of the colonists was good compared with that of their Euro-
pean counterparts, and longevity approached today’s figures. 
The relative good health of the population was primarily due 
to low population density and, interestingly, poor transpor-
tation. Communities remained relatively isolated, and the 
spread of communicable diseases, the major health problem 
of the era, was curtailed by lack of movement between popula-
tion groups.

Because doctors were few, health care was primarily a func-
tion of the family. Nursing care in the United States was most 
often provided by the women of the family, with assistance 
from neighbors where this was possible. The Sisters of Charity 
also provided services to the sick in the United States, starting 

M02_MARY9591_06_SE_C02.indd   33 06/09/14   6:01 PM



34  UNit 1 Population health Nursing: an Overview

in 1809 under the direction of Mother Elizabeth Seton (Kalisch 
& Kalisch, 2004). In Canada, public health practice was carried 
out by Christian religious orders as early as the 17th century.

Early Public Health Efforts
The growth of population centers led to concern for sanita-
tion and vital statistics, the foci of early public health efforts 
in the colonies. In 1639, both Massachusetts and Plymouth 
colonies mandated the reporting of all births and deaths, in-
stituting the official reporting of vital statistics in what would 
later become the United States. Environmental health and 
sanitation were also of concern in the early colonies. Concern 
for the spread of communicable diseases was manifested in 
the establishment of “pesthouses” for people with contagious 
conditions (Kalisch & Kalisch, 2004) as well as isolation and 
quarantine measures.

For the most part, health was seen as a personal responsi-
bility with little governmental involvement. Temporary boards 
of health were established in response to specific health prob-
lems, usually epidemics of communicable disease, and were 
disbanded after the crisis had passed.

Recognition of the need for a consistent and organized 
approach to health problems was growing, however, and in 
1797, the state of Massachusetts granted local jurisdictions le-
gal authority to establish health services and regulations. The 
following year, Congress passed the Act for Relief of Sick and 
Disabled Seamen to create hospitals for the care of members 
of the merchant marine. The group of hospitals created under 
this Act was renamed the Marine Hospital Service in 1871. Re-
sponsibility for quarantine was shifted to the Marine Hospital 
Service in 1878 as one of the first efforts to deal with health 
problems at a national, rather than state or local, level (Jonas 
et al., 2007).

Nursing during this period remained a function of the fam-
ily. Although the care given was primarily palliative, the women 
of the house might also engage in some health- promotive prac-
tices, such as regular purging with castor oil. Treatment tended 
to consist of home remedies, and the literature of the era is 
 replete with housewives’ recipes for the treatment of a variety 
of ailments.

In 1813, the Ladies’ Benevolent Society of Charleston, 
South Carolina, was established. This was the first organized 
approach to home nursing of the sick in the United States. 
This organization was initiated in response to a yellow fe-
ver epidemic and was completely nondenominational and 
nondiscriminatory in an era characterized by widespread 
racial discrimination. Care was provided to the sick in their 
homes by upper-class women. Because these women had no 
background in nursing, care focused on relieving suffering 
and providing material aid (Buhler-Wilkerson, 2001). With 
the exception of a 20-year period during and after the Civil 
War, the Ladies’ Benevolent Society provided services until 
the 1950s.

A similar service was instituted in 1819 in Philadelphia’s 
Jewish community by the Hebrew Female Benevolent Society 
of Philadelphia. This service was organized by Rebecca Gratz, a 
Jewish society woman who engaged in nursing activities within 
her own family and later initiated a number of community 
service activities directed toward poor Jewish women and chil-
dren (Ashton, 2009).

Another early attempt at home care nursing also saw 
 upper-class women visiting the homes of indigent women dur-
ing childbirth. The Lying-in Charity for Attending Indigent 
Women in Their Home was established in 1828 by Dr. Joseph 
Warrington to assist poor women during and after delivery. 
Dr. Warrington also established the Philadelphia Nurse Society 
to train women in obstetric nursing, who then provided ser-
vices to this population (Obstetrics, n.d.).

The Industrial Revolution
The Industrial Revolution profoundly influenced health 
in both Europe and the United States. Movement, on both 
continents, from agricultural to industrial economies led to 
the development of large industrial centers and the need for 
a large workforce to labor under unhealthy conditions in 
mines, mills, and factories. By 1850, half of England’s popu-
lation lived in urban areas (Watts, 2003). The demand for 
manufactured goods and the necessity to get goods to market 
prompted advancements in transportation, which increased 
mobility and the potential for spreading communicable dis-
eases. In the United States,  rural–urban migration and the 
presence of large contingents of poor immigrants led initially 
to the conversion of single-family dwellings in less affluent ar-
eas of town and then to the development of crowded tenement 

Population health nurses often demonstrated appropriate hygiene 
practices as well as teaching about them. (Popperfoto/Getty Images)
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houses (Fee, Brown, Lazarus, & Theerman, 2002). From 1820 
to 1910, 30 million immigrants came to the United States, rep-
resenting almost half of the populations of urban slums in ma-
jor U.S. cities. By the mid-1890s, for example, two thirds of the 
population of New York City lived in 90,000 tenement houses 
(Kalisch & Kalisch, 2004).

The poor were overworked and underpaid. Poor nutrition 
contributed to increased incidence of a variety of diseases, par-
ticularly tuberculosis. Recognition of tuberculosis as a grow-
ing problem among the poor led to the creation of the first 
tuberculosis hospital in England in 1840 (Zilm & Warbinek, 
1995). The use of children in the workforce, coupled with 
low wages, inadequate food, and hazardous living and work-
ing conditions, led to many preventable illnesses and deaths 
among the children of the poor. In the 1870 census, more than 
750,000 working children were recorded. This number does 
not include children of farm families who often worked along-
side their parents. In 1930, the Fair Labor Standards Act abol-
ished child labor (excluding farm labor) in the United States, 
but this practice remains rampant in other parts of the world 
(Helfand, Lazarus, & Theerman, 2001).

The 19th century saw a beginning recognition of the  effects 
of these social and economic conditions on health, and the con-
cept of social responsibility for public health began to take root. 
The growth of this concept was fostered by the publi cation in 
the mid-1800s of several landmark reports. The first of these 

publications was C. Turner Thackrah’s treatise on occupational 
health, The Effects of Arts, Trades, and Professions . . . on Health 
and Longevity. In this document, Thackrah described the ef-
fects of working conditions on health.

In 1842, Edwin Chadwick’s Inquiry into the Sanitary 
 Conditions of the Labouring Population of Great Britain pro-
vided additional fuel for efforts to change the working and 
social conditions that contributed to disease. Chadwick’s com-
mittee recommended extensive changes to sanitation practices, 
particularly removal of sewage and other noxious toxins (Del 
Col, 2002). Chadwick’s report led to sanitary engineering so-
lutions, and annual local government spending for sanitary 
improvements increased from £5 million in 1856–1871 to £30 
million by 1910 (Watts, 2003). Chadwick’s report heralded a 
shift in the view of public health from one of social reform to 
one of sanitary engineering.

While Thackrah and Chadwick addressed the effects 
of working conditions on health and instigated reforms to 
 prevent disease, Henry W. Rumsey focused on health promo-
tion.  Rumsey’s Essays on State Medicine emphasized health 
promotion and illness prevention as social obligations of gov-
ernment. Some nations acted on this concept by establishing 
national health care systems. For example, Germany instituted 
a state-funded medical insurance program for working men 
and civil servants as early as 1869. Similar attempts were initi-
ated in  Britain in the 1860s, but the National Health Insurance 

Many families who received population health nursing services lived in a single room. 
(Popperfoto/Getty Images)
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Act was not passed until 1911 (Sigerist, 2003; Watts, 2003).  
In the United States, national health insurance was an element 
of  Theodore Roosevelt’s election platform in 1912 (Jonas  
et al., 2007).

Documents similar to those of Rumsey, Chadwick, and 
Thackrah were also published in the United States. The 
 Massachusetts Sanitary Commission was established in re-
sponse to concern over the effects of crowded living condi-
tions, poverty, and poor sanitation on health. In 1850, Lemuel 
 Shattuck drafted the commission’s findings (Koslow, 2002). 
The Report of the Massachusetts Sanitary Commission included 
recommendations for establishing state and local health de-
partments, systematic collection of vital statistics, and sani-
tation inspections, and for instituting programs for school 
health and control of mental illness, alcohol abuse, and tuber-
culosis. Other recommendations included public education 
regarding sanitation, control of nuisances, periodic physical 
examinations, supervision of the health of immigrants, and 
construction of model tenements. In addition, the report rec-
ommended improved education for nurses and the inclusion 
of content on preventive medicine and sanitation in medical 
school curricula.

The publication of the Report of the Massachusetts Sanitary 
Commission marks the beginning of public health practice as 
we know it today (Koslow, 2002).  Recommendations of the 
report form the basis for much of the present work of official 
state and local public health agencies. The eventual effect of the 
commission’s report was the establishment of state boards of 
health. The first state board was established in Louisiana in the 
early 1800s (Louisiana Department of  Environmental  Quality, 
n.d.), but was not developed along the lines recommended in 
the report. In 1869, nearly 90 years after the advent of the first 
temporary boards of health and 19 years after the publication 
of Shattuck’s report, Massachusetts established the first work-
ing board of health (Commonwealth of  Massachusetts, 1870), 
followed by California in 1870 (Timeline,  California Board of 
Health, n.d.).

Collection of vital statistics at the national level was another 
activity undertaken in the latter half of the 19th century. The 
first national mortality statistics, for example, were published 
by the U.S. federal government in 1850 (Epidemiology Pro-
gram Office, 1999).

During this period, great strides were made in the fledgling 
science of epidemiology. In 1854, without knowledge of the 
nature of the causative organism, John Snow determined the 
source of a London epidemic of cholera to be something in the 
water of the Broad Street pump (Centers for Disease Control 
and Prevention [CDC], 2004; Robinson, 2009). Jacob Henle 
was the first to postulate microorganisms as a cause of disease 
rather than miasmas (harmful vapors) or humors  (Paneth, 
n.d.). It was not, however, until 1876 that Louis Pasteur and 
Robert Koch, working independently, identified specific bac-
teria (Watts, 2003). These and other epidemiologic findings 
allowed more scientific measures to be applied to the con-
trol of communicable disease and contributed greatly to the 

armamentarium used by later population health nurses in pre-
venting disease.

Another significant advance in public health practice was 
the development of vaccines for communicable diseases. Early 
practitioners had developed variolation, a process in which 
material from smallpox lesions was inoculated into the skin, 
nose, or veins of a healthy person to induce immunity. The 
first recorded instance of variolation involved the activities of 
a Buddhist nun at the beginning of the second millennium. In 
1713, the Greek physician Timoni submitted a report on vari-
olation to the Royal Society, but his conclusions were ignored 
until Lady Mary Montagu, wife of the British Ambassador to 
Turkey, wrote about her use of the practice for her children 
and recommended it to the British royal family (Riedel, 2005). 
Variolation was widely practiced in the Orient and was used 
by some European physicians but was not widely accepted. 
Edward Jenner later used material from cowpox lesions to 
vaccinate people against smallpox, and this process was more 
widely adopted (Brannon, 2004).

In 1888, Emil Von Behring used immune serum to provide 
protection against diphtheria. Tetanus toxoid was introduced 
in 1914, and vaccines for other communicable diseases fol-
lowed (Immunization Action Coalition, n.d.). Some of the sig-
nificant events in the development of public health prior to the 
20th century are summarized in Table 2-1•.

Organized advocacy for the health of the population by pub-
lic health professionals began in 1872 with the establishment 
of the American Public Health Association (APHA). APHA 
consists of members of more than 50 public health disciplines 
and is the oldest and largest association of public health pro-
fessionals in the world (APHA, 2010a). Throughout its his-
tory, APHA has focused on the development of standards and 
policies that promote population health. APHA is organized 

Date Event

1347 Quarantine first instituted in Ragusa, Italy.

1797
Jurisdiction to establish local boards of health first 
granted in Massachusetts.

1798
Marine Hospital Service, forerunner of the U.S. Public 
Health Service, created.

1854
Contaminated water demonstrated to be the cause of 
cholera by John Snow.

1869

State-funded medical insurance instituted for German 
workers.
First modern state board of health established in 
Massachusetts.

1872 American Public Health Association established.
1876 Specific bacteria first isolated by Koch and Pasteur.
1888 Immune serum first used to prevent diphtheria.

TABLE 2-1  Significant Public Health 
Events Prior to the 20th 
 Century
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in 27 discipline-based sections and 8 special interest groups 
that cut across disciplines (APHA, 2010c). The APHA section 
of greatest interest to population health nurses is the Public 
Health Nursing Section, developed to provide leadership in 
population health nursing practice, policy development, and 
research (APHA, 2010b).

Nursing in War
Throughout history, war has necessitated the care of sick and 
injured combatants. Nursing, as a profession has been actively 
involved in these efforts from the time of the crusader orders 
dedicated to the care of the sick. Florence Nightingale first 
gained prominence for her work with the British Army in the 
Crimean war, but other nurses were actively involved in that 
conflict as well. For example, several groups of Roman Catholic 
nuns and Protestant nursing sisters were part of Nightingale’s 
contingent.

Jamaican-born self-proclaimed “nurse-doctress” Mary 
 Seacole also volunteered to join Nightingale in her efforts. Her 
offer was repeatedly rejected, however, perhaps because of her 
Creole background. Seacole learned her nursing skills in ap-
prenticeship with her mother, a boarding house mistress, and 
many of her treatments involved herbal remedies (Hallett, 
2010). Using her own funds, she traveled to the Crimea and 
established the British Hotel in Balaclava, where she cared for 
injured officers. Seacole also ventured onto the battlefields to 
provide care to injured soldiers on both sides of the conflict. 
She also provided care during cholera and yellow fever epidem-
ics in Jamaica and Panama and later cared for employees of a 
mining camp run by a relative (Lewis, 2010a). In recognition 
of her contributions, Seacole has been designated the greatest 
Black Briton (Anionwu, 2006).

In the United States, nurses were actively involved from 
the beginning of American Independence. In fact, George 
 Washington called for the employment of women to care for 
the colonial army at a salary of $2 per month. Most of their 
work entailed washing and cooking for the troops, but these 
women and camp followers were also involved in the care 
of the ill and injured (Sitzman, 2010). Nurses were involved 
in official and unofficial capacities during both the Span-
ish American and American Civil wars. For example, Anna 
Maxwell, known as the “American Florence Nightingale,” 
organized the nurses who cared for soldiers wounded in the 
Spanish American war at Camp Thomas, Georgia. Maxwell 
and 160 nurses cared for more than 1,000 men affected by ty-
phoid, malaria, and measles, with only 67 deaths. Maxwell also 
organized nurses for Red Cross units during World War I and 
supported military rank for nurses in the Army Nurse Corps 
(Hanink, 2010a).

During the American Civil War, more than 2,000 nurses 
were engaged in the care of the sick and wounded on both 
sides. Care was initially provided for the northern army by 
 Roman Catholic nursing orders, but their numbers proved 

insufficient to meet the need. Perhaps the two most famous 
of the Civil War nurses were Dorothea Dix and Clara  Barton, 
both of whom gained nursing experience within their families. 
Dorothea Dix was a social reformer who did much to improve 
the conditions of people with mental illness in institutions 
throughout the nation (Bumb, n.d.). During the war, she was 
engaged by the federal government to establish a volunteer 
nursing service and served as superintendent of female nurses 
for the army (Hallett, 2010). Many of the volunteer nurses, 
such as Walt Whitman and Louisa May Alcott, had no for-
mal nursing education, but had cared for sick family mem-
bers. Whitman entered the war to care for his purportedly 
injured brother and stayed to care for other sick and injured 
soldiers, supporting himself as a paymaster’s clerk in the in-
terim  (Hallett, 2010).

Clara Barton entered the war as a private citizen to gather 
needed food and medical supplies (American Red Cross, 2014). 
Known as the “Angel of the Battlefield,” Barton and one other 
nurse cared for 3,000 injured after the Battle of Bull Run.  Barton 
later served as the first woman to run a U.S. government office, 
the Office of Correspondence with the Friends of the Missing 
Men of the United States Army, in her role locating missing 
Civil War soldiers (Behling, n.d.). Barton was also instrumental 
in the establishment of the Red Cross of the United States of 
America (Hallett, 2010). Harriet Tubman was a former slave 
who also functioned as a nurse during the Civil War (Lewis, 
n.d.b). She is probably best known for her activities with the 
underground railroad in bringing approximately 300 for-
mer slaves to freedom in the north (Lewis, n.d.a). In addition,  
Tubman organized a spy network for the north and person-
ally led troops during the Combahee River expedition to dis-
rupt southern supply lines (Lewis, n.d.b). Following the war, 
Tubman was active in women’s suffrage activities and in advo-
cacy and service to aged and poor African Americans (Lewis, 
n.d.c; Ripley & Hembree, 1992). Sojourner Truth was another 
African American who served during the Civil War and then 
for the Freedman’s Relief Association during reconstruction 
(Aetna, 2003).

District Nursing in England
The “three great revolutions” of the late 18th and early 19th 
centuries—the intellectual revolution, the French and American  
political revolutions, and the Industrial Revolution—set the 
stage for the development of population health nursing. In 
England, the same spirit that motivated industrial and prison 
reform led to concern for the health of large urban popula-
tions and the development of nursing practices to address these 
concerns.

In addition to being the acknowledged founder of mod-
ern hospital nursing, Florence Nightingale was instrumental 
in the development of population health or district nursing. 
 Nightingale received her training in nursing at the school 
for deaconesses established by Theodor Fliedner. Fliedner’s 
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second wife, Caroline Bertheau, conceived the idea of extend-
ing the nursing services offered in the hospital to the sick in 
their homes. This concept influenced Nightingale, who en-
dorsed the idea of health promotion as well as home care for 
illness  (Hallett, 2010).

In 1840, Elizabeth Frye, a Quaker woman, founded the 
Institution of Nursing Sisters in London to train lower-class 
women to provide care to the sick poor. Their training con-
sisted of 3 months of work in London hospitals. Frye was also 
actively involved in attempts by reformers to improve condi-
tions in British prisons (Hallett, 2010).

William Rathbone, another Quaker philanthropist, instituted 
professional home care for the sick poor in Liverpool in 1859 
after seeing the effectiveness of a trained nurse in caring for his 
dying wife. Although in the early days of the experiment, the 
nurse hired was often tempted to leave, the initiative was con-
sidered a success and spread to other cities in England (Kalisch 
& Kalisch, 2004). Unable to recruit sufficient trained nurses on 
his own, Rathbone turned to Florence Nightingale for assis-
tance. Nightingale was instrumental in developing the concept 
of visiting nursing and viewed public health nursing as includ-
ing specific nursing care for the sick poor as well as attention to 
environmental and sanitation issues. The nursing services pro-
vided were organized in terms of local districts—hence the term 
district nursing (Buhler-Wilkerson, 2001). Similar services were 
also provided by the Ladies Sanitary Association in Manchester 
and Salford. In 1928, certification by the Royal Sanitary Institute 
was made mandatory for health visitors (Hallett, 2010).

The need to standardize population health nursing services 
was recognized early in the development of district nursing. 
A committee chaired by Rathbone undertook to conduct a 
study of district nursing services coordinated by Florence Lee, 
a nurse trained in one of the Nightingale schools. Lee’s report, 
published in 1875, noted that many visiting nurses were not 
adequately trained, that their practice included responsibili-
ties beyond hospital nursing, and that they required additional 
training. In addition, Lee recommended the employment of 
 educated women for district nursing services. The report led to 
the formation in 1876 of the Metropolitan and National Nursing  
Association for Providing Trained Nurses for the Sick Poor 
(Hallett, 2010). Prior to the employment of professional nurses 
to visit the sick poor, home visiting often provided the oppor-
tunity for proselytizing and attempts to convert the client to 
a specific religious persuasion or to redeem them from moral 
decrepitude.

Visiting Nurses in America  
and the World
In the United States, proselytizing was also part of the role of 
women who visited the sick poor in their homes, providing for 
their material needs. These women were often ill prepared to 
meet illness care needs, however; so wealthy women in several 
large cities hired trained nurses to visit the sick. For example, 

the Women’s Branch of the New York City Mission first em-
ployed trained nurses to provide home visiting services in 1877 
(Kalisch & Kalisch, 2004). The role of these and many other 
missionary nurses was to provide nursing care and religious 
instruction for the sick poor. Often, visiting of the sick was mo-
tivated by beliefs that poverty was a result of moral deficiency 
and that the poor needed exposure to the “elevating experience 
of their moral betters” (Buhler-Wilkerson, 2001, p. 18).

In 1839, the Nurse Society of Philadelphia received referrals 
from physicians to care for women after delivery. Their services 
were later expanded to care for medical and surgical patients 
(Hallett, 2010). In the next few years, visiting nurse associa-
tions, agencies that provided nursing care to people in their 
homes, were established in Buffalo (1885)  (Visiting Nursing  
Association of Western New York, 2010), and in  Boston and 
Philadelphia (1886) (Visiting Nurse  Association of Boston, 
2010; Visiting Nurse Association of Greater  Philadelphia, 
2010). The Philadelphia agency was the first to institute a 
nurse’s uniform, a fee for services, and a community nurs-
ing supervisor. The Boston Instructive District Nursing 
 Association emphasized the population health nurse’s educa-
tive function as well as the role in the care of the sick (Kalisch & 
Kalisch, 2004), signaling the beginning of the health  promotion 
emphasis that now characterizes population health nursing. 
By 1890, there were 21 visiting nursing organizations in the 
United States (Kalisch & Kalisch, 2004), and 22 years later, 
when the National Organization for Public Health Nursing 
(NOPHN) was founded, there were 3,000 visiting nurses in the 
United States (Winslow, 1993).

Similar events were taking place in Canada, with the estab-
lishment of the Victorian Order of Nurses (VON) in 1897. VON 
nurses were required to have basic nursing preparation and ad-
ditional education in community work. In 1898, the VON sent 
four district nurses to the Klondyke region, who were faced with 
a typhoid epidemic on their arrival. In addition, Canadian Red 
Cross outposts provided public health and midwifery services in 
remote parts of the frontier (Hallett, 2010).

In Australia, the Bush Nursing Associations were initiated 
in 1910 by philanthropic women to provide trained nurses for 
local communities who would pay their salaries (Hallett, 2010). 
Plunket Society nurses offered visiting nurse services for moth-
ers and their children in New Zealand, starting in 1907. The so-
ciety was established by volunteer groups of women with some 
government support and minimal medical supervision (Bryder, 
2002). On a global level, the International Council of Nurses 
was founded in 1899, with the help of Mrs. Bedford Fenwick, to 
address international nursing issues (Hallett, 2010).

Nursing and the Settlement 
Houses
The settlement movement was based on the belief espoused 
by Arnold Toynbee that educated persons could promote 
learning, morality, and civic responsibility in the poor by 
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living among them and sharing certain aspects of their pov-
erty.  Reformers, acting on this belief, “settled” in homes in the 
 London slums with the idea that their poor neighbors would 
learn through watching their behavior (Lewis, 2010b).

In the United States, the settlement idea was adapted by 
nurses such as Lillian Wald, who believed that the most effec-
tive way to bring health care to the poor immigrant popula-
tion was for nurses to live and work among them. Accordingly, 
Wald and her associate Mary Brewster established the forerun-
ner of the Henry Street Settlement from their Jefferson Street 
tenement apartment in New York City in 1893 (Kalisch &  
Kalisch, 2004). The actual Henry Street establishment was 
purchased in 1895. The house on Henry Street differed from 
many other settlement houses of the era in its incorporation 
of visiting nurse services. In addition, visiting nurse services in 
the United States differed from those in England in their accep-
tance of the germ theory and its use as a foundation for many 
of their interventions.

The Henry Street Settlement is usually considered the first 
American public health agency because of its incorporation 
of modern concepts of population health nursing. At Henry 
Street, Wald redefined the basic principles of home care. 
She believed that access to the services of a nurse should 
be determined by the client and not based on a decision by 
a physician (Keeling, 2007). In spite of the focus on health 
promotion at the Henry Street Settlement, Wald contended 
that the primary function of the visiting nurse was care of 
the sick in their homes, with health education as a secondary 
focus. She also felt that care of the poor should be equiva-
lent to that available to the rich and that services provided 
should respect the client’s individual dignity and indepen-
dence (Buhler-Wilkerson, 2001). The latter principle led her 
to establish a 3-month probationary period for nurses em-
ployed at Henry Street to orient the nurses to the culture of 
the immigrant populations they served (Kalisch & Kalisch, 
2004). Although the nurses were expected to view other cul-
tures with tolerance, they often experienced culture shock 
that subsided as they were exposed to a variety of different 
cultures (Keeling, 2007).

The nurses of the Henry Street Settlement did more than 
visit the sick in their homes. Lillian Wald coined the term 
public health nurse to reflect the focus on service to the whole 
community to improve both individual and societal conditions 
affecting health (Fee & Bu, 2010). Health promotion and disease 
prevention were heavily emphasized, as was political activism. 
In Wald’s words, “The call of the nurse is not only for bedside 
care of the sick, but to help in seeking out the deep- lying basic 
causes of illness and misery. That in the future, there may be 
less sickness to nurse and cure” (quoted in Buhler- Wilkerson, 
2001, p. 98). Wald herself was a prime example of the politi-
cal activist, supporting many changes in social conditions 
that would benefit the health of the public (Jewish  Women’s 
Archive, 2010). In fact, the Henry Street  Settlement served as 
the site for the opening reception of the 1909 National Negro 
Conference, one of the few places that would host an interracial 

gathering. This conference led to the establishment of the Na-
tional Association for the  Advancement of Colored People 
(NAACP) (Buhler-Wilkerson, 2001).

Other early population health nurses like Margaret Sanger, 
Clara Barton, and Dorothea Dix were also actively involved in 
promoting social change. Margaret Sanger’s contributions to 
contraceptive services for women are addressed in more detail 
in Chapter 18 . Care at Henry Street was often provided un-
der standing orders that allowed the nurses to avoid charges 
of practicing medicine without a license. Charges were further 
defused by pointing out that services were usually provided to 
those who could not afford a doctor and were not in compe-
tition with local physicians. The nurses “used both physician-
prescribed medications and middle-class household remedies 
as they attended lower-class patients and their families. In es-
sence, they practiced somewhere between pharmacists and 
physicians, between domestic care and professional care” 
(Keeling, 2007, p. 11).

The nurses of Henry Street, like other population health nurs-
ing pioneers, were able to accomplish more in the way of social 
activism than their hospital counterparts because their prac-
tice was essentially free of external control (Buhler-Wilkerson,  
2001). In fact, the Henry Street nurses have been described 
as “virtually independent practitioners in sick and preventive 
care, health, education, and school nursing” in an era when 
other nurses were experiencing medical domination (Roberts &  
Group, 1995, p. 82).

Other nursing settlement houses patterned on the Henry 
Street model were established. One particularly inspiring 
example was the Nurse’s Settlement established in 1900 in 
Richmond, Virginia, by nurses working at the Old  Dominion 
Hospital. These nurses had been exposed to the needs of 
 Richmond’s poor during student experiences and were con-
cerned about clients discharged too soon from the hospital. 
Services were provided by the eight founding nurses during 
their after-work hours (Instructive Visiting Nurse Association, 
2008). The settlement they founded differed from the Henry 
Street Settlement in that it did not have any wealthy patrons 
to provide support and was initiated with the limited resources 
of the graduates themselves and on money raised from renting 
out rooms in the house as well as donations from local churches 
and women’s groups. Like Henry Street, the  Richmond settle-
ment focused on health promotion and education as well as 
care of the sick (Green, 2005).

Expanding the Focus on 
Prevention
The effectiveness of population health nurses in prevent-
ing sickness and death among the poor was recognized and 
became the basis for visiting nurse services offered by the 
Metropolitan Life Insurance Company. This program was 
begun at the instigation of Lillian Wald. Wald convinced the 
Metropolitan board that providing nursing services to its 
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policyholders would improve the public image of an indus-
try tarnished by economic scandal. The compelling argu-
ment, though, was evidence that community health nursing 
reduced mortality and would limit the death benefits paid 
by the company. Services were begun on an experimental 
basis in 1909 at a cost to the company of 50 cents per visit. 
The 3-month experiment was such a success that the pro-
gram was extended nationwide in 1911  (Buhler-Wilkerson, 
2001) and continued to provide services until 1953. In 1923 
alone, the nurses made more than 37,000 visits, and by 1926, 
more than 300,000 visits were made each year (Keeling, 
2007). This association with the business world was an edu-
cation for population health nurses, who had no conception 
of marketing or the economic bases for programs. The pro-
gram was finally discontinued because of nursing’s failure to 
grasp economic realities and the realization of diminishing 
returns by the insurance company.

The emphasis of population health nursing on health pro-
motion began with health education in the home during vis-
its to the poor in large cities. Gradually, however, the concepts 
of health promotion and illness prevention were expanded to 
other population groups to include services to mothers and 
young children, school-age youngsters, employees, and the ru-
ral population.

Concern for the health of mothers and children was grow-
ing, and the nurses of the Henry Street Settlement and other 

similar programs spent a large portion of their time in health 
promotion for this group of clients. Because they recognized 
that services to individual families would not overcome the ef-
fects of poverty, they worked actively to improve social con-
ditions affecting health. Through the efforts of Lillian Wald 
and other social activists, the first White House Conference on 
Children was held in 1909. As a result of the conference, the 
U.S. Children’s Bureau was established in 1912 to address the 
issue of child labor. Its efforts were later expanded to encom-
pass a variety of initiatives related to child health (Judd, 2010).

School nursing, another arena for health promotion, actu-
ally began in London in 1893 (Wolfe & Selekman, 2002) and 
was introduced in the United States by Lillian Wald in 1902. 
The initial impetus for school health nursing was the high 
level of school absenteeism due to illness. In New York City 
in 1902, 15 to 20 children per school were being sent home 
daily. In response, Wald assigned Lina Rogers Struthers from 
the Henry Street Settlement to a pilot project in school nurs-
ing. Because of the overwhelming success of the project (a 
90% decline in school exclusions in the first year), the New 
York Board of Health absorbed the program and hired addi-
tional nurses to continue the work (Hanink, 2010b; Kalisch & 
Kalisch, 2004). The program resulted in school exclusion only 
for those children who were not able to be treated in “dress-
ing rooms” at the schools, where the nurses provided treat-
ments under protocols or “cards of instruction” developed by 

In addition to school inspections, population health nurses made home visits to 
children excluded from school for communicable diseases. (National Library of Medicine.)
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the New York City  Department of Health. After school hours, 
the nurses made home visits to the families of the children  
(Keeling, 2007).

The concept of school nursing spread to other parts of the 
country and to Canada. In 1904, Los Angeles became the first of 
many municipalities to employ nurses in schools  (Spotsylvania 
County Public Schools, 2009). In 1907, Canada initiated medi-
cal inspections of schoolchildren in Ontario. Later Lina Rogers 
moved from New York City to Toronto to supervise the school 
inspection efforts (Rutty & Sullivan, 2010).

Early school nursing focused on preventing the spread of 
communicable diseases and treating ailments related to com-
pulsory school life. More recently, however, the focus has 
shifted to preventive and promotive activities, including case 
finding, integrating health concepts into school curricula, and 
maintaining a healthful school environment, as well as caring 
for sick children.

The first rural nursing service was established in 1896 in 
Westchester County, New York, by Ellen Morris Wood and 
was followed in 1906 by the initiation of a nursing service for 
both the poor and the well-to-do of Salisbury, Connecticut. 
Despite her usual sphere of activity in the city, Lillian Wald was 
also involved in the growth of rural population health nurs-
ing. She convinced the American Red Cross, founded in 1881, 
to direct its peacetime attention to expanding community 
health services in rural America. In 1912, the Red Cross estab-
lished the Rural Nursing Service (later the Town and Country 
 Nursing Service) to extend population health nursing services 
to rural areas (Kalisch & Kalisch, 2004). In Canada, rural nurs-
ing services were provided to large immigrant populations 
by such organizations as the Victorian Order of Nurses for 
 Canada and the Canadian Red Cross Society (Hallett, 2010).

Another pioneer in the provision of health services in rural 
settings was Mary Breckenridge. In 1928, Breckenridge initi-
ated the Frontier Nursing Service (FNS) in the remote areas 
of rural Appalachia (American Society of Registered Nurses, 
2007b). The FNS provided midwifery services by nurses who 
traveled on horseback and served families in isolated rural 
 Appalachia. An assessment of its outcomes in the first 1,000 
cases indicated no maternal mortality and fewer stillbirths 
and infant deaths than in the general population (Kalisch & 
Kalisch, 2004). Although midwifery was the primary focus of 
the FNS, the nurses provided a variety of other services from 
health education to pulling teeth (Hallett, 2010).

Other largely rural populations experiencing significant 
health problems were the Native American population on 
federal reservations and the African Americans in the South. 
 Population health nursing services on the reservations arose 
out of a 1922 study of health conditions by the American Red 
Cross commissioned by the Bureau of Indian Affairs (Ruffing-
Rahal, 1995). Nurses in this setting often found themselves 
breaking official rules in order to provide effectively for the 
needs of their clients (Abel, 1996). To meet the needs of Black 
women in the South, some states co-opted local Black mid-
wives to work closely with public health nurses. As on the 
reservations, the rules imposed frequently violated accepted 
cultural health practices. For example, the nurses “forbade 
midwives to use any folk medicine or herbal remedies in their 
childbirth work” (Smith, 1994, p. 31). In spite of the cultural 
insensitivity displayed, the partnership between public health 
nurses and midwives helped to create a modern public health 
system in the rural South. In Arkansas, for example, Mamie 
Odessa Hale Garland was made a midwife consultant and 
developed a training and supervision program for untrained 
lay midwives, resulting in dramatic declines in maternal and 
infant mortality. Later, her work led to the establishment of 
maternal–child clinics in several counties throughout the state 
(Bell, 2010).

Occupational health nursing provided another avenue 
for health promotion by population health nurses. This spe-
cialty area began in 1895 when Vermont’s Governor Proctor 
employed nurses to see to the health needs of villages where 
employees of his Vermont Marble Company lived. These first 
employment-based services focused on care of the sick rather 
than prevention and care of occupation-related conditions 
(Kalisch & Kalisch, 2004). In 1897, the Employees’ Benefit 
 Association of John Wanamaker’s department store in New 
York City hired nurses to visit employees’ homes. These nurses 
soon expanded their role to include first aid and prevention of 
illness and injury in the work setting.

Dying clients constitute another more recent population 
for which population health nursing services are required. 
The hospice movement, initiated in London in 1967 by  Cecily 
Saunders, was established in the United States by Florence 
Wald in 1974 (Hallett, 2010). Wald founded the Connecticut 
Hospice to provide interdisciplinary services to dying clients, 

Global Perspectives

Cho and Kashka (2004) described the contributions of Korean 
nurse leader Mo Im Kim in the development of a population 
health nurse practitioner role to meet the needs of rural commu-
nities in Korea. Kim’s vision of the skills needed for population 
health nursing included political acumen, program management, 
and community leadership. The authors’ description of Kim’s ac-
tivities in the development and support of the rural population 
health nurse practitioner role provides an excellent example of 
advocacy for the specialty itself.

Explore how population health nursing practice has developed 
in another country. What events led to the development of the 
role? What factors have influenced how the population health 
nursing role is conceptualized in that country?

Developing the Role of the 
Population Health Nurse
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both in their homes and in hospital settings. From this be-
ginning, there are now more than 2,500 independent hospice 
centers in the United States (American Society of Registered 
Nurses, 2007c). More recently, care has been expanded to pal-
liation of long-term symptoms such as chronic pain, for both 
terminal and nonterminal clients, and in 2007 the Worldwide 
Palliative Care Alliance was formed to address end-of-life is-
sues at the global level (National Hospice and Palliative Care 
Organization, 2010).

Standardizing Practice
The need to standardize population health nursing practice 
was recognized in both the United States and England. Early 
American attempts to standardize visiting nursing services in-
cluded publications related to public health nursing and the de-
velopment of a national logo by the Cleveland Visiting Nurse 
Association (VNA). This logo, or seal, was made available to 
any visiting nurse organization that met established stan-
dards. Both the Chicago (1906) and Cleveland (1909) VNAs 
published newsletters titled Visiting Nurse Quarterly to aid at-
tempts to standardize care (Brainerd, 1985). Another attempt to 
standardize practice was the development of a list of standing 
orders for public health nurses by the Chicago  Visiting Nurse 
Association in 1912 (Kalisch & Kalisch, 2004).

In 1911, a joint committee of the American Nurses Asso-
ciation (ANA) and the Society for Superintendents of Training 
Schools for Nurses met to consider the need for standardization. 
The result was a second meeting, held in 1912.  Letters inviting 
representation were sent to 1,092 organizations employing vis-
iting nurses at that time. These organizations included VNAs, 
city and state boards of health and education, private clubs and 
societies, tuberculosis leagues, hospitals and dispensaries, busi-
nesses, settlements and day nurseries, churches, and charitable 
organizations. A total of 69 agencies responded with their in-
tent to send a representative to the meeting. The result of this 
second meeting was the formation of the National Organiza-
tion for Public Health Nursing (NOPHN) (Brainerd, 1985). 
The objective of this organization was to provide for stimula-
tion and standardization of public health nursing. This was 
the first professional body in the United States to include lay 
membership. Similar activity was undertaken in Canada, lead-
ing to the creation in 1920 of the public health section of the 
Canadian Association of Trained Nurses (Duncan, Liepart, & 
Mill, 1999).

The NOPHN was influential in maintaining population 
health nursing services at home during World War I and in the 
organization of the Division of Public Health Nursing within 
the U.S. Public Health Service in 1944. The NOPHN also pro-
vided advisory services regarding postgraduate education for 
public health nursing in colleges and universities. The NOPHN 
was incorporated into the National League for Nursing (NLN) 
in the restructuring of professional nursing organizations in 
the 1950s (Kalisch & Kalisch, 2004).

In 1986, the American Nurses Association developed the 
Standards of Community Health Nursing Practice. As we saw 
in Chapter 1 , the standards are based on the use of the nurs-
ing process in population health nursing practice. In 1999, the 
standards were revised by the Quad Council of Public Health 
Nursing Organizations as the Scope and Standards of Public  
Health Nursing Practice and have subsequently undergone 
 additional revisions (ANA, 2013).

Attempts were also made over the years to standardize the 
functions and competencies of population health nurses. These 
culminated in the Quad Council’s 2003 adoption of the public 
health nursing competencies discussed in Chapter 1  (Quad 
Council, 2003, 2004, 2011), but began as early as 1931, when 
the Field Studies Committee of NOPHN developed functions 
and related objectives for generalized and specialized prac-
tice (King & Erickson, 2006). These objectives were revised 
in 1936 and 1944 and again in 1949 in a document entitled 
Public Health Nursing Responsibilities in a Community Health 
 Program (Abrams, 2004). Although the Quad Council ac-
cepted the Council on Linkages competencies for public health 
practice as the basis for the public health nursing competen-
cies, they were modified to reflect the dual focus of population 
health nursing on the care of individuals and families as well as 
populations (King & Erickson, 2006).

Educating Population  
Health Nurses
As Steven Jonas, noted public health author, has observed, 
whenever a new area of nursing practice is established, it is 
inevitably followed by the development of practice standards 
and related curricula (Jonas et al., 2007). Public health  nursing 
was no exception, and during the 1920s, nursing  education 
was under study. The Goldmark Report, Nursing and  Nursing 
 Education in the United States, published in 1923, dealt with 
nursing education in general and pointed out the need for 
advanced preparation for population health nursing. The re-
port recommended that nursing education take place in in-
stitutions of higher learning (Kalisch & Kalisch, 2004). As a 
result, the Yale University School of Nursing and the Frances 
Payne Bolton School of Nursing at Western Reserve University 
opened in 1923. Canada’s first baccalaureate program in nurs-
ing (also the first in the British Empire) was established in 1918 
at the University of British Columbia (Canadian Museum of 
Civilization, 2004). The curricula of both U.S. and Canadian 
programs included population health nursing content.

Prior to the education of nurses in university settings, spe-
cial postgraduate courses in public health nursing had been es-
tablished by various agencies. The first of these in the United 
States was undertaken by the Instructive District Nursing 
Association of Boston in 1906 (Buhler-Wilkerson, 2001). In 
1910, Teachers’ College of Columbia University offered the 
first course in public health nursing in an institution of higher 
learning (Brainerd, 1985), and in 1927 the NLN curriculum 
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Date Event

1813 Ladies’ Benevolent Society of Charleston, South Carolina, organized as first home nursing service in the United States.
1819 Visiting nursing services organized through the Hebrew Female Benevolent Society of Philadelphia.
1832 Lying-in Charity for Attending Indigent Women in Their Homes established.
1840 Institute of Nursing in London founded by Elizabeth Frye to provide care in homes and prisons.
1859 District nursing initiated in Liverpool, England, by William Rathbone.
1876 Metropolitan and National Nursing Association for Providing Trained Nurses for the Sick Poor founded in England.
1877 Women’s Branch of the New York City Mission is first to employ trained nurses for home visiting.
1880 Health promotion and education focus initiated by the Boston Instructive District Nursing Association.
1881 American Red Cross founded by Clara Barton.
1885–86 Visiting nurse associations established in Buffalo, Boston, and Philadelphia.

1893
First school nurse employed in London.
Henry Street Settlement founded by Lillian Wald.

1896 First rural nursing service established (Westchester County, New York).
1897 Victorian Order of Nurses (VON) founded to pioneer community health nursing in Canada.
1899 International Council of Nurses established.
1900 Nurse’s Settlement house founded in Richmond, Virginia.
1902 First school nursing program in the United States established by Henry Street Settlement.
1903 Henry Street Settlement school nursing program absorbed by New York City Department of Health.
1904 First school nurse is employed by a municipality (Los Angeles, California).
1906 The Visiting Nurse Quarterly first published (Chicago).

First postgraduate course in public health nursing established by Instructive District Nursing Association of Boston.
1907 Public health nurse employment by government agencies first approved by Alabama.

1909 Metropolitan Life Insurance Company offers visiting nurse services to policyholders.
Red Cross Nursing Service established.

1910 First postgraduate course in community health nursing in an institution of higher learning is established at Columbia University.

(Continued )

document, A Curriculum for Schools of Nursing, emphasized the 
need for specific training for public health nursing (Kalisch &  
Kalisch, 2004).

In addition to witnessing the movement of population 
health nursing education to institutions of higher learning, 
the 1920s saw a shift in the employment of population health 
nurses. Before this time, most population health nursing ser-
vices were provided by voluntary agencies such as the Red 
Cross and similar organizations. Although some local jurisdic-
tions, such as Los Angeles, employed public health nurses in 
communicable disease control, no state recognized the role of 
this nursing specialty in an official health or education agency 
until 1907, when Alabama became the first state to approve 
public health nurse employment by government agencies. By 
1924, a survey by NOPHN found that half of all nurses em-
ployed in public health nursing worked for official govern-
ment agencies and approximately 41% of all U.S. counties had 
access to public health nursing services (Kalisch & Kalisch, 
2004). This same movement of public health nurses from char-
itable organizations to governmental agencies also occurred in  
Canada (McKay, 2009).

The Brown Report of 1948, Nursing for the Future, reempha-
sized the need for nurses to be educated in institutions of higher 
learning to prepare them to meet population health needs (Ka-
lisch & Kalisch, 2004). A similar, but earlier, report in Canada, 
Survey of Nursing Education in Canada (Weir, 1932), also known 
as the Weir Report, had recommended advanced educational 
preparation for population health nurses, particularly those 
practicing in rural areas. In 1964, the American Nurses As-
sociation (ANA) formally defined the public health nurse as a 
graduate of a baccalaureate program in nursing. In 1995, the 
Pew Health Professions Commission report,  Critical Challenges: 
Revitalizing the Health Professions, reinforced baccalaureate edu-
cation as the entry level for population-based practice. Today, in 
some states, such as California, only graduates from baccalaure-
ate programs in nursing can be certified as public health nurses. 
Moreover, there are now master’s and doctoral programs with a 
population health nursing focus, including recently developed 
Doctor of Nursing  Practice Programs with an aggregate focus 
(American Association of Colleges of Nursing [AACN], 2006). 
Table 2-2• presents a summary of significant events in the de-
velopment of population health nursing practice.

TABLE 2-2 Historical Events in the Development of Population Health Nursing
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TABLE 2-2 (Continued)

Date Event

1911 Metropolitan Life Insurance visiting nurse services expanded nationwide.

1912
National Organization for Public Health Nursing (NOPHN) established.
Red Cross Town and Country Nursing Service established.
Standing orders for public health nursing activities adopted by Chicago Visiting Nurse Association.

1918 University of Alberta offered first Canadian course in public health nursing.
1919 Alberta District Nursing Service established to meet the needs of frontier families.
1920 Public health section of the Canadian National Association of Trained Nurses established.
1921 Maternity and Infancy (Sheppard–Towner) Act passed.

1923 Goldmark Report recommended education for nurses in institutions of higher learning and additional preparation for popula-
tion health nursing.

1928 Frontier Nursing Service initiated by Mary Breckenridge.

1929 NOPHN established criteria and procedures for grading courses in public health nursing, initiating the accreditation  
process.

1931 Functions of public health nurses and related objectives first developed by the Field Studies Committee of NOPHN.

1932 Weir Report on nursing education in Canada recognized need for advanced education for public health nurses and recom-
mended an increase in the public health nurse workforce.

1933–1935 Nurses employed during the Depression in the Federal Emergency Relief Administration (FERA), Civil Works Administration 
(CWA), and Works Progress Administration (WPA).

1934 First public health nurse employed by USPHS.
1936 Public health nursing functions and objectives revised.

1944 Division of Public Health Nursing established in USPHS.
Public health nursing functions and objectives revised.

1948 Brown Report reemphasized the need to educate nurses in institutions of higher learning and to include population health 
nursing content in curricula.

1949 Public health nursing functions and objectives revised in Public Health Nursing Responsibilities in a Community Health  
Program.

1952 NOPHN absorbed into National League for Nursing (NLN).
1964 Public health nurse defined by American Nurses Association as a graduate of a baccalaureate program in nursing.
1973 Provision of home health services mandated for health maintenance organizations.
1974 First U.S. hospice established by Florence Wald
1986 Standards of Community Health Nursing Practice published by the American Nurses Association.
1988 Institute of Medicine report published, recommending restructuring of public health.
1993 National Center for Nursing Research established.
1995 Pew Health Professions Commission reinforced baccalaureate as entry level for population health nursing practice.

1999 Population health nursing standards revised by Quad Council of Public Health Nursing Organizations as Scope and  
Standards of Public Health Nursing.

2003 Public health nursing competencies established by the Quad Council of Public Health Nursing Organizations.

2006 Essentials for doctoral education for advanced nursing practice published by the American Association of Colleges of Nursing 
including an aggregate/populations focus.

2007 Public Health Nursing: Scope and Standards of Practice revised.
Worldwide Palliative Care Alliance established.

2013 Public Health Nursing: Scope and Standards of Practice (2nd ed.) published.

Federal Involvement  
in Health Care
For most of its history, the federal government has left health 
matters to the states. It was not until 1879 that the United 
States established a National Board of Health in response to 
a yellow fever epidemic. This board continued to function 
until 1883, when it was dissolved. In 1912, the need for a per-
manent national agency responsible for the country’s health 
was recognized, and the U.S. Public Health Service (USPHS) 

was created out of the reorganization of the Marine Hospital 
 Service  (Timeline, U.S. Public Health Service, n.d.). In that 
same year, federal legislation created the office of the Sur-
geon General and mandated federal involvement in health 
promotion. It was not until 1953, however, that the need for 
advisement on health matters at the cabinet level was recog-
nized with the creation of the  Department of Health, Educa-
tion, and Welfare. This department was reorganized in 1980 
to create the present Department of Health and Human Ser-
vices (DHHS).
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Since the beginning of the 20th century, the federal gov-
ernment has become progressively more involved in health 
care delivery. Unfortunately, this involvement has been rather 
 haphazard, dependent on the interests and concerns of differ-
ent administrations. In the early years of the 20th century, the 
health needs of specific segments of the population began to 
be recognized, resulting in federal programs designed to en-
hance the health of mothers and children, the poor, those with 
sexually transmitted diseases, the mentally ill, and others. For 
 example, in 1921, Congress passed the Sheppard–Towner Act 
to help state and local agencies meet the health needs of moth-
ers and children. In addition to providing funds for maternity 
centers, prenatal care, and child health clinics, the legislation 
provided monies to enhance visiting nurse services (Kalisch 
& Kalisch, 2004). These funds allowed local agencies—for ex-
ample, the San Diego County Health Department—to hire ad-
ditional public health nurses, known as “Sheppard–Towner 
nurses” (Interview with Harney M. Cordua, son of Dr. Olive 
Cordua, San Diego County Medical Officer). In 1930, recog-
nition of the need for federal support of health care research 
to address the health needs of mothers and children and other 
special groups led to the development of the National Institutes 
of Health.

As a result of the Great Depression of the 1930s, the fed-
eral government became even more active in health and so-
cial welfare programs. Jobs were created to employ thousands 
of the unemployed. Nurses were employed under  Regulation 
7 of the Federal Emergency Relief Act (1933), the Civil 
Works  Administration (1933–34), and the Works Progress 
 Administration (1935) to meet the health needs of the popu-
lation (Kalisch & Kalisch, 2004). The first public health nurse 
was employed by the USPHS in 1934.

Recognition of the economic plight of the elderly led to pas-
sage of the Social Security Act in 1935, 60 years after the efforts 
of Lavinia Dock and others to provide health care to the elderly 
poor. This act established the Old-Age and Survivors Insur-
ance (OASI, better known as Social Security) to improve the 
financial status of the elderly. Interestingly, the Act also pro-
vided funds for the education of public health professionals, 
including public health nurses (Kalisch & Kalisch, 2004).

World War II also influenced health care delivery. Wage and 
price freezes and a dearth of skilled labor led industries to offer 
health insurance benefits in an attempt to compete for com-
petent workers. During the war, some 15 million U.S. service 
members were exposed to quality health care, some for the first 
time in their lives. Afterward, these veterans began to demand 
the same quality of care for themselves and their families in the 
civilian sector. This increased demand for care led to new ar-
rangements for financing health care and the  subsequent bur-
geoning of the health insurance industry. The growth in health 
insurance was further influenced by the 1954 inclusion of pre-
miums as legitimate tax deductions. This development led to 
the use of insurance benefits as a tax-deductible substitute for 
higher wages in business and industry. Because such benefits 
were tax exempt for employees, they were readily accepted in 

lieu of salary increases by unions and other bargaining agents. 
Blue Cross hospitalization insurance was initiated at this time 
under the leadership of the American Hospital Association 
(Kalisch & Kalisch, 2004).

Increased demands for services also led to a lack of ad-
equate facilities, especially in nonurban areas. In 1946, pres-
sured by USPHS officials, Congress responded with passage 
of the Hill–Burton Act to finance hospital construction in 
underserved areas (Kalisch & Kalsich, 2004). Hospital con-
struction and insurance coverage for care provided in the 
hospital further strengthened the national emphasis on cura-
tive rather than preventive care and widened the gap between 
bedside nursing and health promotion and prevention. In 
fact, a 1928 Bureau of Indian Affairs (BIA) circular directed 
BIA public health field nurses to promote the use of hospi-
tals over home care (Abel, 1996). Hospitals became a major 
focus for health and illness care. Ironically, during this same 
period, the first  hospital-based home care program was estab-
lished at Montefiore Hospital in New York (Fondiller, n.d.), 
setting a precedent for the burgeoning home care industry of 
today. The present emphasis on cost containment has led to a 
shift away from institutional care and more toward home and 
community-based care. This development has also resulted in 
a growing need for population health nurses to provide home 
health services.

The Latter Half of the 20th Century
In 1966, the Social Security Act was amended to create the 
Medicare program to address the health care needs of older 
Americans. Medicaid, a program that funds health care for 
the indigent, was instituted in 1967. These two programs 
contributed to increased demands for health care services 
and resulted in rapid increases in the cost of health care. In 
1965, when they were introduced as part of Lyndon Johnson’s 
“Great Society” program, Medicare and Medicaid were seen 
by some as initial steps toward universal health care coverage 
in the United States, a vision that has yet to be fulfilled (Jonas 
et al., 2007).

Acknowledging the growing demand for health care and 
recognizing the differing abilities of certain areas of the 
country to meet those needs, the U.S. federal government 
responded with the Comprehensive Health Planning Act of 
1966 and the National Health Planning and Resources De-
velopment Act of 1974. Both pieces of legislation were at-
tempts to organize the planning of health care delivery to 
meet differing needs throughout the country. Unfortunately, 
both efforts failed. One positive effect of the 1974 Act was 
recognition of the contribution of nurse practitioners to the 
health status of the public, 9 years after the establishment  
of the first nurse practitioner program in 1965 (Jenkins & 
Sullivan-Marx, 1994).

The Child Health Act of 1967 and the Health Maintenance 
 Organization Act of 1973 also recommended the use of nurses 
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in extended roles. The 1971 publication of a report entitled 
 Extending the Scope of Nursing Practice provided additional 
support for the use of nurses in expanded capacities (Kalisch & 
 Kalisch, 2004). Subsequent legislation has led to the increased 
use of nurse practitioners in a variety of settings. Over the last 
few years, there has been increased use of population health 
nurses with advanced educational preparation as nurse practi-
tioners providing primary care to selected populations. Many 
of these nurses are employed in nurse-managed community 
health centers that continue the vision of Wald and Brecken-
ridge of providing care to people where they are. Established in 
the 1970s with funding from the Office of Economic Opportu-
nity during  Lyndon Baine Johnson’s presidency, the number of 
nurse- managed centers had increased to 150 within a decade 
(Malka, 2007).

While the United States was attempting to decentralize 
health care policy making through health planning legislation, 
efforts were being made elsewhere to focus attention on risk 
factors for population health problems. The Lalonde Report, 
New  Perspectives for the Health of Canadians, was published in 
Canada in 1974, identifying the importance of biological, en-
vironmental, and lifestyle risks as determinants of health and 
recommending greater attention to the elimination of risks in 
each of these areas. The Lalonde Report marked the initial shift 
away from a treatment paradigm to a health promotion focus at 
the national level in Canada (Stachenko, Legowski, & Geneau, 
2009). As a result of the Lalonde Report, the Health Promo-
tion Directorate was formed in Canada in 1978 (Glouberman 
& Millar, 2003).

In 1978, at an international conference on primary health 
care, the Declaration of Alma-Ata was developed, calling for 
access to primary health care for all. The resulting slogan for 
this campaign was “Health for all by the year 2000,” a goal 
which has not yet been achieved (Watts, 2003). In 1984, the 
 Beyond Health Care conference in Toronto established two 
key health promotion concepts: healthy public policy and 
healthy cities. These developments were followed by the 
adoption of health-for-all strategies in many nations, in-
cluding the Canadian Epp report, Achieving Health for All: A 
Framework for the Health of Canadians, in 1986 (Glouberman 
& Millar, 2003).

The comparable movement in the United States is the focus 
on the achievement of the national health objectives discussed 
in Chapter 1 . The need for systematic data collection rela-
tive to the achievement of the objectives was recognized in the 
introduction of the Behavioral Risk Factor Surveillance System 
(BRFSS). The system involves periodic surveys of the U.S. pub-
lic to determine trends in specific health behaviors and health 
indicators (National Center for Chronic Disease Prevention 
and Health Promotion, 2008).

The health-for-all concept was further developed in the 
World Health Organization’s Global Strategies for Health for 
All by the Year 2000, published in 1981, and the  Ottawa Charter  
for Health Promotion, developed at the First International  

Conference on Health Promotion in 1986. Both focused on 
social, economic, and political reform and empowerment 
as strategies for improving the health of the world’s popula-
tions (Glouberman & Millar, 2003). The importance of health 
promotion at the global level was reinforced in the Jakarta  
Declaration on Health Promotion into the 21st Century (World 
Health Organization [WHO], 2010).

Reform efforts in the United States in the late 20th cen-
tury focused more on health care financing and the organiza-
tion of services than on changes in social conditions affecting 
health. The Tax Equity and Fiscal Responsibility Act (TEFRA) 
of 1982 had a profound effect on health care and community 
health nursing. This Act, passed in an effort to reduce Medi-
care expenditures, led to the development of diagnosis-related 
groups (DRGs) as a mechanism for prospective payment for 
services provided under Medicare (Kalisch & Kalisch, 2004). 
Basically, prospective payment means that health care insti-
tutions are paid a flat fee set in advance under Medicare. The 
fee is based on the client’s diagnosis. The effect of this legis-
lation has been earlier discharge of sicker clients and greater 
demand for home health and population health nursing ser-
vices.  Diagnosis-related groups and their effects have changed 
the role of population health nurses, who may need to return 
to the earlier role of care of the sick in their homes in addi-
tion to their roles in promoting health and preventing illness 
in populations.

Public health practice, including population health nursing, 
is being restructured in light of the 1988 Institute of  Medicine 
 report, The Future of Public Health. This report identified the 
three core functions of public health as assessment, policy 
formation, and assurance discussed in Chapter 1 . Similarly, 
the September 11, 2001, terrorist attacks on New York and the 
Pentagon and the development of new and reemerging com-
municable diseases, such as autoimmune deficiency syndrome 
(AIDS), later labeled acquired immunodeficiency syndrome, 
and, more recently, severe acute respiratory syndrome (SARS), 
Ebola virus, and hantavirus, have highlighted inadequacies in 
the public health infrastructure here and internationally (CDC, 
2002; Watts, 2003). These events are beginning to result in in-
creased funding for public health efforts, including those re-
lated to terrorism.

Another event that could have a significant impact on 
population health nursing is the development of the Nurs-
ing  Interventions Classification (NIC) system to categorize 
nursing services and facilitate their direct reimbursement 
(McCloskey, Butcher, & Bulechek, 2007). The NIC system 
should lend itself to direct reimbursement for nursing ser-
vices under managed care, the new focus of the U.S. federal 
government. The Nursing  Outcomes Classification (NOC) 
system is a parallel development that will allow nurses to doc-
ument the effectiveness of intervention (Moorhead,  Johnson, 
Maas, & Swanson, 2007).

Another significant accomplishment was the interna-
tional eradication of smallpox. The World Health Organization 
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initiated its campaign to eradicate smallpox in 1966, and the 
last reported naturally occurring case in the world  occurred 
in 1977. In 2002, the world marked the 25th anniversary of its 
freedom from this previously devastating disease (CDC, 2002). 
 Significant events in American public health in the 20th and 21st 
centuries are presented in Table 2-3•. Table 2-4• summarizes 
recent international events related to global public health.

The Present and Beyond
The eradication of smallpox highlighted the effectiveness of 
international cooperation in health matters, which we will 
discuss in more detail in Chapter 5 . Unfortunately, this ac-
complishment has had a negative consequence. The last case 
of smallpox in the United States occurred in 1949, prompting 

Date Event

1906 Pure Food and Drug Act passed.

1912
Children’s Bureau established to foster child health.
Marine Hospital Service changed to U.S. Public Health Service.

1915 Tetanus antitoxin introduced.

1929
Blue Cross insurance instituted.
Penicillin discovered by Alexander Fleming (discovery not acted on until World War II).

1930
National Institutes of Health established to conduct health-related research.
Food and Drug Administration established.
National Fair Labor Standards Act passed.

1935 Social Security Act established Old-Age and Survivors Insurance (OASI).
1938 Garfield/Kaiser Prepaid Group Practice established (forerunner of managed care).

1946
Hospital Survey and Construction (Hill–Burton) Act passed.
Communicable Disease Center (CDC) established.

1953 U.S. Department of Health, Education, and Welfare (USDHEW) established.
1954 Health insurance premiums first allowed as tax deductions.
1955 Salk polio vaccine widely used.
1957 Nationalized Canadian health care system established.
1964 U.S. Surgeon General’s report on smoking published.

1966
Comprehensive Health Planning and Public Health Services Act passed.
Medicare program instituted to fund health care for the elderly.

1967 Medicaid program initiated to fund health care for the medically indigent.

1970
Occupational Safety and Health Administration established.
Environmental Protection Agency established.

1974
National Health Planning and Resources Development Act passed.
Lalonde Report, New Perspectives for the Health of Canadians, published.

1978 Canadian Health Promotion Directorate formed.
1979 Healthy People: Surgeon General’s Report on Health Promotion and Disease Prevention published.

1980
USDHEW reorganized to form U.S. Department of Health and Human Services (USDHHS).
Promoting Health/Preventing Disease: Objectives for the Nation published, creating the first set of national health objectives for the United States.

1981 Autoimmune deficiency syndrome (AIDS) identified (later labeled acquired immunodeficiency syndrome).
1982 Tax Equity and Fiscal Responsibility Act (TEFRA) passed.
1983 Prospective payment system based on diagnosis-related groups (DRGs) initiated.
1984 Behavioral Risk Factor Surveillance System (BRFSS) initiated.
1986 Achieving Health for All: A Framework for the Health of Canadians published.
1988 Institute of Medicine report, The Future of Public Health, published.

1989
U.S. Public Health Services Task Force: Guide to Clinical Preventive Services published, recommending standardized evidence-based 
screening and  prevention strategies for specific populations.

1990 Healthy People 2000: National Objectives for Health Promotion and Illness Prevention published.
1993 Health Plan Employer Data and Information Set (HEDIS) created.
1996 Report on the Health of Canadians identified environmental challenges to health.

2000
Healthy People 2010 published.
Public Health Improvement Act passed to assist state and local agencies in enhancing public health services.

2010
Healthy People 2020 published.
Affordable Care Act passed.

TABLE 2-3 Significant 20th- and 21st-Century Events in American Public Health
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discontinuation of smallpox vaccination in 1971 (Immuniza-
tion Action Coalition, n.d.). This development has led to a gen-
eration of Americans who are vulnerable to the use of smallpox 
as a mechanism of bioterrorism and has prompted plans for 
preventive immunization of persons at greatest risk and mass 
immunization campaigns in the event of an attack.

Other advances of previous eras may also be undone in 
the current political climate. For example, in 2001, the U.S. 
Congress repealed the ergonomic standards put forth by the 
Occupational Safety and Health Administration under pres-
sure from businesspeople who feared the cost of implement-
ing measures to prevent repetitive motion injuries and other 
related conditions (Fee & Brown, 2001). Similarly, activities 
taken to prevent terrorist initiatives may undermine individual 
freedoms, and the focus on terrorism may serve to detract at-
tention from other critical issues in public health, such as dis-
parities in health status and societal conditions that affect the 
health of all. The wars in Iraq and Afghanistan also drew away 
resources that could have been used to improve the overall 
health of the population. Population health nurses will need to 
reemerge as social activists to maintain a balance among these 
concerns that fosters the health of populations, both nationally 
and internationally.

Growing evidence indicates a shift to greater emphasis on 
health promotion and illness prevention in national and in-
ternational health policy. The U.S. national health objectives 
published first in 1980 and again in 1990, 2000, and 2010, and 
discussed in Chapter 1 , are one sign of this shift. A second 
bit of  evidence is the 1988 creation of the Center for Nursing 
Research (now the National Institute for Nursing Research) 
within the National Institutes of Health. One reason given in 

Senate testimony favoring the center was the health promo-
tion and illness prevention focus in much of nursing research. 
 Another somewhat encouraging sign is the passage of the 
 Public Health Improvement Act of 2000, which provides funds 
for the development of public health activities at state and local 
levels (CDC, 2001).

In addition, one of the focus areas for Healthy People 2010 
and continued in the current Healthy People 2020 was the 
development of the public health infrastructure. The public 
health infrastructure includes the organizational structure of 
official government health agencies, the public health work-
force, and the information systems employed in public health 
practice (Advisory Committee on National Health Promo-
tion and Disease Prevention Objectives for 2020, 2008). The 
most recent development is the March 23, 2010, signing of 
the  Affordable Care Act by President Barack Obama. The pri-
mary provisions of the bill include the provision of affordable 
health care through new consumer protections against de-
nial of coverage due to pre-existing conditions and removal 
of lifetime limitations on coverage; support for the Medicare 
program, particularly for drug costs; provision of insurance 
assistance for small business owners through tax credits; and 
inclusion of preventive services in coverage (Internal Revenue 
Service, 2010; U.S. Department of Health and Human Ser-
vices, 2010). This legislation will be discussed in more detail 
in Chapter 7 .

Recently the Global Public Health Achievements Team 
(2011) within the Centers for Disease Control and Prevention 
highlighted 10 of the most significant worldwide public health 
accomplishments of the first decade of the 21st century. These 
accomplishments are summarized in Table 2-5•.

Date Event

1902 Pan-American Health Organization (PAHO) founded.
1919 Health Organization of the League of Nations established.
1948 World Health Organization (WHO) established.
1977 Smallpox eradicated worldwide.
1979 Call for access to primary care for all established in Declaration of Alma-Ata.
1981 Need for primary health care emphasized by World Health Organization report, Global Strategies for Health for All by the Year 2000.
1986 Prerequisites to and strategies for achieving health for all identified in The Ottawa Charter for Health Promotion.
1988 WHO goal for poliomyelitis eradication set.
1992 WHO goal for integration of hepatitis B vaccination into childhood immunization programs set.
1993 Global emergency declared by WHO in response to worldwide incidence of tuberculosis.
1994 Goal of measles elimination established by WHO Region of the Americas.
1998 Concepts of global health promotion reinforced in Jakarta Declaration on Health Promotion into the 21st Century.
2000 World Health Report 2000, Health Systems: Improving Performance, published.
2001 United Nations General Assembly Special Session on HIV/AIDS held.

2002
European Region of WHO declared polio-free.
WHO goal of reducing worldwide measles mortality by 50% established.

TABLE 2-4 International Events Influencing Public Health
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In this chapter, we have seen how population health nursing 
grew to its present state. The future direction of population 
health nursing will be determined by the population health 
nurses of today and tomorrow. The times we live in are not 
dissimilar to those encountered by Lillian Wald and other 
population health nursing pioneers. Lack of access to care and 

environmental conditions that are not conducive to health im-
pede the ability of the world’s citizens to live healthy and pro-
ductive lives. It may be time to return to the dual nature of the 
initial public health nursing role: personal care in conjunction 
with population-based health promotion and illness preven-
tion.

CHAPTER RECAP

Focus Area Achievements

Child mortality
•	Decrease	of	2	million	deaths	in	children	under	5	years	of	age	from	77	deaths	to	62	deaths	per	1,000	live	

births

Vaccine-preventable diseases

•	2.5	million	deaths	prevented	each	year	in	children	under	5	years	of	age
•	78%	decline	in	measles	mortality
•	Decrease	in	the	number	of	countries	with	endemic	poliomyelitis	from	20	to	4
•	Fewer	than	1,500	cases	of	poliomyelitis	in	2010
•	Global	coverage	with	a	third	dose	of	DTP	vaccine	increased	from	74%	to	82%
•	Global	coverage	with	hepatitis	B	vaccine	increased	to	70%
•	Global	coverage	with	Hib	vaccine	increased	to	38%	and	130,000	pneumonia	and	meningitis	deaths	

prevented

Safe water and sanitation
•	Increase	in	the	proportion	of	the	world’s	population	with	access	to	improved	drinking	water	sources	from	83%	

to 87%
•	Increase	in	the	proportion	of	the	world’s	population	with	access	to	improved	sanitation	from	58%	to	61%

Malaria prevention and control
•	Increased	annual	funding	for	prevention	in	endemic	countries	from	$100	million	to	$1.8	billion
•	Reduction	in	annual	number	of	cases	to	225	million
•	21%	decrease	in	malaria	deaths

HIV/AIDS prevention and 
control

•	Annual	number	of	new	infections	dropped	from	3.1	million	to	2.6	million
•	Annual	AIDS-related	deaths	decreased	to	1.8	million
•	Antiretroviral	therapy	(ART)	provided	to	5.25	million	persons	in	low-	and	middle-income	countries

Tuberculosis control
•	20%	increase	in	case	detection	and	treatment	success	rates
•	Declining	incidence	and	prevalence	in	every	region	worldwide

Control of neglected tropical  
diseases

•	Annual	number	of	dracunculiasis	cases	reduced	to	1,797	with	probable	global	eradication	by	2012
•	Elimination	of	new	cases	of	onchocercal	blindness	in	all	13	regions	of	the	Americas,	with	transmission	

 completely interrupted in 8 regions
•	9.5	million	cases	of	filariasis	prevented	and	32	million	disability-adjusted	life	years	averted

Tobacco control

•	WHO	Framework	Convention	on	Tobacco	Control	adopted	by	168	countries
•	50%	of	the	world’s	population	protected	from	second-hand	smoke	in	health	care	and	educational	facilities	

(but only 5% in all public places)
•	Population	covered	by	comprehensive	smoke-free	laws	increased	from	3.1%	to	5.4%	from	2007	to	2008

Global road safety
•	36%	reduction	in	annual	traffic-related	fatalities	in	Europe
•	2009	adoption	of	UN	General	Assembly	resolution	initiating	2011–2020	Decade	of	Action	for	Road	Safety

Preparedness and response to 
global health threats

•	Adoption	of	the	2005	International	Health	Regulations
•	Increased	global	laboratory	and	epidemiologic	capacity
•	Development	of	21	new	field	epidemiology	training	programs
•	Most	rapid	and	effective	response	to	a	global	pandemic	ever	in	relation	to	the	H1N1	influenza	epidemic	in	

2009, with vaccine development within 20 weeks of virus detection and deployed in 86 countries

Based on: Global Public Health Achievements Team. (2011). Ten great public health achievements—Worldwide, 2001–2010. Morbidity and Mortality Weekly Report, 
60, 814–818.

TABLE 2-5 Worldwide Public Health Achievements, 2001–2010
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Population health nursing in the United States arose in response 
to identified health needs among European immigrants.
1. What recently arrived immigrant populations live in the 

area where you live?
2. In what ways are these new immigrants similar to and dif-

ferent from those arriving in the United States at the end of 
the 19th century?

3. How do their health needs compare to those encountered by 
the nurses on Henry Street?

4. What population health nursing interventions might be 
needed to improve their health status?
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Epidemiology and  
Population Health Nursing

Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe at least two theories of disease causation.

 2. Identify at least three criteria for determining causality in a relationship between two events.

 3. Define risk, relative risk, and absolute risk.

 4. Distinguish between morbidity and mortality rates.

 5. Identify the six steps of the epidemiologic process.

 6. Apply three epidemiologic models.

absolute risk

agent

antigenicity

attack rate

case fatality rate

causality

epidemiology

exposure potential

host

incidence

infectivity

mode of transmission

morbidity

mortality

pathogenicity

populations at risk

portal of entry

portal of exit

prevalence

relative risk

relative risk ratio

resistance

risk

survival rate

survival time

susceptibility

target group

toxigenicity

virulence
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The Father of Epidemiology

John Snow, a physician and anesthesiologist known as the father of epidemiology, used epidemio-
logic statistical mapping methods to determine the source of a cholera epidemic (Centers for Dis-
ease Control and Prevention [CDC], 2004; Robinson, 2009). Prior to the outbreak, Snow had sought 
to convince medical colleagues that several diseases thought to be spread by air were, in fact, 
spread through contaminated drinking water. In 1854, an epidemic of cholera began in the Soho 
district. On one day, 56 new cases occurred, with 143 cases and 70 deaths by the next day. Snow 
plotted each case on a map of the area and found that all of the early cases were in the vicinity of 
one particular municipal pump (see Figure 3-1•). His early investigations indicated that workers at 
a nearby brewery and a workhouse were not affected, as one might have expected them to be, and 
additional cases were found in the outlying villages of Hampstead and Islington (The puzzle, 2002).

Conducting house-to-house interviews, Snow discovered that the workhouse had its own well and 
the workers drank only beer, being leery of public water. In addition, the woman affected by the dis-
ease in Hampstead had her water delivered each day from the Broad Street pump and had shared the 
water with her visiting niece from Islington (The puzzle, 2002). Based on this knowledge of disease 
incidence, he deduced that the source of the infection was the water from the Broad Street pump. 
Snow was able to persuade local government officials to remove the handle of the pump, prevent-
ing access to the contaminated water (Ludwig, 2000). This action led to a decrease in the number 
of new cases of cholera and the end of the epidemic. Later examination of the pump indicated that 
a nearby sewer pipe was allowing seepage into the well (The puzzle, 2002). Snow published his 
theories on the transmission of cholera in a book entitled On the Mode of Communication in Cholera 
before there was evidence of bacteria as a source of infection (Snow, 1855). A 2003 poll of readers 
of the journal Hospital Doctor selected Snow as the “greatest doctor” in history (John Snow, n.d.).
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Figure 3-1 John Snow’s Map of Cholera Cases in London, 1854
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Population health nurses deal with conditions affect-
ing whole populations as well as subgroups within 
populations; therefore, they need to be conversant 
with the basic principles of epidemiology. The term 

epidemiology derives from three Greek words: epi meaning 
among, demos or people, and logos meaning discourse or study 
(Epidemiology – Definition, n.d.). Literally, then, epidemiology 
is a study of what occurs among the people. A more formal def-
inition of epidemiology is the science that deals with the study 
of the causes, distribution, and control of disease in populations 
(epidemiology, n.d.).

Epidemiology involves examination of the distribution of 
health and illness within a population, factors that determine 
the population’s health status, and use of the knowledge gen-
erated to control the development of health problems (Friis & 
Sellers, 2014). Epidemiologic perspectives on the factors that 
contribute to disease and illness have changed remarkably over 
time, and some authors describe four eras of epidemiologic 
thought. The first was the sanitary era, with interventions based 
on the ancient theory of miasmas discussed in Chapter 2 . 

The second era was that of communicable diseases, in which 
interventions were based on the germ theory. Emphasis in the 
third or chronic disease era was on multiple layers of personal 
risk factors contributing to chronic diseases. The focus of the 
fourth era, at the beginning of the 21st century, remains to be 
seen, but the era may turn out to be what some have termed an 
“ecosocial” perspective (Krieger, 2011), emphasizing the mul-
tiple interactions among biological, environmental, and social 
factors that lead to health or illness in population groups. An 
alternative direction for epidemiology in this fourth era might 
be molecular epidemiology, which focuses on the contribution 
of genetic– environmental interactions to the development, 
distribution, and prevention of disease (Cabaret, Morand, & 
 Beaudeau, 2012).

Basic Epidemiologic Concepts
Three basic concepts underlie epidemiologic perspectives on 
health and illness. These concepts are causality, risk, and rates 
of occurrence.
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Uncovering an Escherichia coli Outbreak

A population health nurse employed by a local county health department made several home vis-
its to families in her district. Throughout the day, she heard reports of family members in several 
households experiencing diarrhea. The families involved did not tend to interact much, and had not 
attended any common functions in the neighborhood. Operating on a hunch that the increase in 
diarrhea incidence was more than coincidental, the nurse made visits to several families in the area 
who were not part of her normal case load, explaining to them that she was checking on reports of 
diarrhea in the neighborhood and asking if any family members in those households had been having 
gastrointestinal problems. In this way, she uncovered several more cases of diarrhea and initiated an 
epidemiologic investigation. As part of the investigation, she went house to house for several blocks 
locating additional people who were affected and collecting stool specimens from those with diarrhea.

The majority of the stool specimens tested positive for E. coli. When the source of the infection was 
identified, it proved to be the city water system. One of the water mains providing water to that particular 
neighborhood had developed a leak. Recent heavy rains in the area had caused contaminated water to 
seep into the water supply. Ordinarily such a leak would have been addressed by the chlorination process, 
but further investigation indicated that one of the chlorinators in the city water system was malfunction-
ing. In addition to identifying people in the neighborhood affected by the problem, the population health 
nurse referred them for treatment. Fortunately, there were no long-term consequences for those affected.

55

Evidence-Based Practice

Incorporating Epidemiologic Findings
Epidemiologic findings are part of the evidence base used by 
population health nurses to identify health problems in the 
population and the factors that contribute to them. Knowing 
the epidemiology of a specific problem in a specific population 

permits the population health nurse, in collaboration with others, 
to design interventions tailored to the needs and circumstances 
of a particular population, making interventions more likely to 
achieve the desired outcomes.
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Causality
To control health problems, epidemiologists and population 
health nurses must have some idea of their causes. The concept 
of causality is based on the idea that one event is the result of 
another event. The main purpose of epidemiology is to identify 
causal links between contributing factors and resulting states of 
health and illness.

THEOrIEs OF CAUsATION. Theories about the cause of 
disease and ill health have evolved over time. The first recog-
nized attempt to attribute a cause to illness occurred during the 
 “religious era,” which extended from roughly 2000 ce through 
the age of the early Egyptian and Greek physicians to around  
600 ce. During this period, disease was thought to be caused 
directly or indirectly by divine intervention, possibly as punish-
ment for sins or as a trial of faith.

Subsequent to the religious era, disease was often attributed to 
various physical forces, such as miasmas, or mists. A rudimen-
tary theory of disease was put forth by Hippocrates in the famous 
treatise, On Airs, Waters, and Places, written about 400 ce. The 
primary belief at that time was that disease was caused by harm-
ful substances in the environment (Friis & Sellers, 2014).

The bacteriologic era commenced in the late 1870s with the 
discovery of specific organisms as etiologic (causative) agents 
for specific diseases. As we saw above, early hypotheses were 
derived by John Snow during the 1854 London cholera epi-
demic. Subsequently, actual bacteria were isolated and found 
to be the source of this and other infectious diseases. These dis-
coveries gave rise to theories of a single cause for any specific 

disease. Single-cause theories were further supported by the 
identification of specific agents as causative elements in the 
development of other health problems. For example, lack of 
 vitamin C was found to result in scurvy. The discovery of spe-
cific agents responsible for particular diseases did not, how-
ever, explain why some people exposed to an agent developed 
the disease, while others did not. The result of this explanatory 
failure was the movement into the current era of multiple cau-
sation or the ecosocial perspective described above.

The era of multiple causation is characterized by the rec-
ognition that multiple factors interact in the development 
of health or illness in a given person or population and that 
there is seldom one single cause. Recent advances in epidemi-
ology and biomolecular technology are moving toward an era 
of multiple causation that encompasses the gene–environment 
interactions discussed earlier.

Epidemiology examines the interaction among factors at the 
population level with an eye toward controlling particular health 
problems. Prevention or control of any disease within population 
groups depends on knowledge of these factors and determina-
tion of the point at which intervention will be most feasible and 
most effective. The historical development of theories of disease 
causation is summarized in the Highlights box on the left.

CrITErIA FOr CAUsALITy. With the advent of single-
cause/single-effect theories of disease causation during the bacte-
riologic era, the scientific community began to look for specific 
causes for all health problems. Now, however, the concept of cau-
sality has become more complicated in view of the recognized in-
terplay among several factors in the development of a particular 
health problem. A factor may be considered causative if the health 
condition is more likely to occur in its presence and less likely to 
occur in its absence. Even when these conditions are met, how-
ever, a specific factor may not necessarily cause a particular condi-
tion. Several criteria can be used in determining causality (Friis & 
Sellers, 2014). These criteria include the consistency of the rela-
tionship, strength of the association, specificity, the temporal re-
lationship between the supposed cause and effect, and coherence.

Consistency. The first criterion for establishing a causal rela-
tionship is the consistency of the association between the sup-
posed causal factor and its presumed effect. The condition in 
question must occur when the factor is present, not when it is 
absent. For example, people cannot develop measles without be-
ing exposed to the measles virus. In addition, the association 
must always occur in the same direction. Exposure cannot re-
sult in disease in one case, and disease result in exposure to the 
virus in another.

Strength of association. The second criterion for establish-
ing causality is the strength of the association. The greater the 
correlation between the occurrence of the factor and the con-
dition, the greater the possibility that the relationship is one of 
cause and effect. For example, not every susceptible person who 
is exposed to the measles virus develops the disease, but most of 
them do. The association between exposure and disease, in this 

Historical Development of Theories of 
Causation
•	 Religious	era	(2000–600	ce)

 Disease is thought to be caused by divine intervention, 
possibly as punishment for sins or as a test of faith.

•	 Environmental	era	(circa	400	ce)

 Disease is believed to be caused by harmful miasmas, or 
mists, or other substances in the environment.

•	 Bacteriologic	era	(1870–1900)

 Disease is thought to be caused by specific bacteriologic or 
nutritive agents.

•	 Era	of	multiple	causation/Ecosocial	perspective	(1900	to	
present)

 Occurrence of disease and other health problems is a result 
of the interaction of multiple individual risk factors and 
population exposure patterns.

•	 Molecular	epidemiology	perspective	(future)

 Occurrence of health-related conditions results from a 
complex interaction of genetic and environmental factors.

Highlights
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instance, is quite strong and supports the idea that the measles 
virus caused measles. The strength of the association may reflect 
a dose-response gradient in which the greater the exposure to the 
presumed cause, the greater the likelihood of developing the 
problem (Gordis, 2014). For example, the fact that people who 
smoke two packs of cigarettes a day are more likely to develop 
lung cancer than those who smoke one pack is strong evidence 
for a causal relationship between smoking and lung cancer.

Specificity. Specificity is the third criterion for causality. Speci-
ficity is present when the factor in question results in one spe-
cific condition. For example, exposure to measles virus results 
only in measles, not mumps or varicella (chicken pox). Speci-
ficity is the weakest of the criteria with respect to causation in 
noninfectious conditions. For example, smoking is known to be 
related to lung cancer, but is also related to stomach and bladder 
cancer and heart disease.

Temporal relationship. The fourth criterion for establishing 
causality is the time (or temporal) relationship between the fac-
tor and the resulting condition. The factor thought to be caus-
ative should occur before the condition occurs. For example, 
one has to be exposed to the measles virus before, not after, one 
gets the disease.

Coherence. Coherence with the established body of scientific 
knowledge is the last criterion for determining causality. The 
idea that one condition causes another must be logical and 
should be congruent with other known facts. For example, it 
is known that alcohol consumption increases the time required 
for voluntary muscles to react to stimuli. Therefore, it is rea-
sonable to consider alcohol consumption as a causative factor 
in many accidents because this interpretation is consistent with 
the idea of a slowed response to changing driving conditions.

The only criterion absolutely required for attributing causa-
tion is the presence of a correct temporal relationship. For ex-
ample, Snow’s hypothesis that the water from the Broad Street 
pump was the cause of the cholera epidemic was certainly not 
congruent with the prevalent belief that such diseases were 
caused by the presence of effluvia or noxious substances in the 
air. The greater the number of criteria met, however, the more 
credible the idea that the factor in question causes the condi-
tion of interest. The criteria for determining causality are sum-
marized in the Highlights box at the right.

Risk
In addition to establishing the causes of health-related condi-
tions, epidemiologists are interested in estimating the like-
lihood that a particular condition will occur. Risk is the 
probability that a given individual will develop a specific con-
dition. Risk may be absolute or relative. Absolute risk is the 
probability that anyone in a given population will develop a 
particular condition. Relative risk is the probability that some-
one in a group of people with a particular characteristic will 
develop the condition when compared to people without that 

characteristic (Absolute risk and relative risk, 2011). For exam-
ple, the absolute risk of breast cancer is about one in every eight 
U.S. women, but the relative risk of developing breast cancer is 
much higher for women with a family history of breast cancer 
than for those without a family history. One’s risk of develop-
ing a particular condition is affected by a variety of physical, 
emotional, environmental, lifestyle, and other factors. When 
epidemiologists speak of populations at risk, they are referring 
to groups of people who have the greatest potential to develop 
a particular health problem because of the presence or absence 
of certain contributing factors. “Risk factor epidemiology” may 
underplay the role of social structure and social relationships in 
people’s response to risk factors. Risk factor epidemiology also 
tends to assume that people are free to choose their responses, 
which may or may not be the case.

The basis for risk may lie in one’s personal susceptibility to 
a condition or the potential for exposure to causative factors. 
Susceptibility is the ability to be affected by factors contribut-
ing to a particular health condition. For example, very young 
 unimmunized children are susceptible to, and constitute the 
greatest population at risk for, pertussis (whooping cough). 
In this case, the basis for increased risk lies in the increased 
 susceptibility of this group. Children who have been immu-
nized against pertussis are less likely to develop the disease and 
therefore are not part of the population at risk. Another exam-
ple of risk based on  susceptibility is found in the population of 
sexually active women of childbearing age who are at risk for 
pregnancy. Men, children, and older women are not suscepti-
ble to pregnancy and, therefore, are not considered part of the 
population at risk.

Exposure potential is another factor in one’s risk of devel-
oping a particular health problem. Exposure potential is the 
likelihood of encountering or being exposed to factors that 
contribute to a condition. For example, those most at risk for 
sexually transmitted diseases are adolescents and young adults. 
In this instance, the basis of risk is not increased susceptibil-
ity, as is the case in pertussis, but an increased potential for 

Criteria for Determining Causality
•	 Consistency: The association between the supposed cause 

and its effect is consistent and always occurs in the same 
direction.

•	 Strength of Association: The greater the correlation 
between supposed cause and effect, the greater the possi-
bility the relationship is a causal one.

•	 Specificity: The supposed cause always creates the same 
effect.

•	 Temporal relationship: The supposed cause always occurs 
before the effect.

•	 Coherence: The supposition that one event causes another 
is coherent with other existing knowledge.

Highlights
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children under the age of 10 as well as college students whose 
immunity is waning.

Rates of Occurrence
The rate of occurrence of a health-related condition is also of 
concern to population health nurses. Rates of occurrence are 
statistical measures that indicate the extent of health problems 
in a group. A rate is simply the number of a particular event 
(e.g., cases of illness) divided by the size of the population at 
risk for the event in a given time period (e.g., annually, per 
quarter) (CDC, 2011). Rates of occurrence allow comparisons 
between groups of different sizes with respect to the extent of a 
particular condition. For example, a community with a popula-
tion of 1,000 may report 50 cases of syphilis this year, whereas 
another community of 100,000 persons may report 5,000 cases. 
On the surface, it would seem that the second community has 
a greater problem with syphilis than the first; however, both 
communities have experienced 50 cases per 1,000 population. 
In other words, both have a problem with syphilis of compa-
rable magnitude.

Computing the statistical rates of interest in population 
health nursing involves dividing the number of instances of an 
event during a specified period by the population at risk for that 
event and multiplying by 1,000 (or 100,000 if the numbers of 
the event are so small that the result of the calculation using 
a multiplier of 1,000 would be less than 1). The basic formula 
for calculating statistical rates of interest to community health 
nurses is presented at left.

Both mortality and morbidity rates are of concern in popu-
lation health nursing. Mortality is the ratio of the number of 
deaths in various categories to the number of people in a given 
population, whereas morbidity is the ratio of the number of 
cases of a disease or condition to the number of people in the 
population. Mortality rates describe deaths; morbidity rates de-
scribe cases of health conditions that may or may not result in 
death. For example, the number of people in a particular group 
who die as a result of cardiovascular disease is reflected in the 
mortality rate; however, the number of people experiencing 
cardiovascular disease is indicated by the morbidity rate.

MOrTALITy rATEs. Mortality rates of interest in popula-
tion health nursing include the overall or “crude” death rate, 
cause-specific death rates, infant and neonatal mortality, fetal 
and perinatal mortality, and the maternal death rate. Each rate 
is calculated from the number of events during a specified time 
period (e.g., a year) and the average population at risk during that 
same time. Formulas for calculating some specific rates of inter-
est are presented on the next page.

Rates are reported in terms of the multiplier used to calcu-
late them. For example, overall cancer deaths usually occur in 
fairly large numbers, so a cause-specific death rate for all can-
cers would be calculated using 1,000 as the multiplier. The re-
sulting death rate is reported as the number of deaths per 1,000 
population. For example, if City A, with a population of 50,000, 
had 100 cancer-related deaths in 2010, the cause-specific death 

Basic Formula for Calculating Statistical Rates

Rate =
Number of events over a time period

Population at risk at that time
*

1,000
(or 100,000)

For example, in a community with a population of 10,000 
females aged 13 to 18 years, there were 200 teenage pregnancies 
in 2010. What is the rate of teenage pregnancy?

Rate of
teenage

pregnancy
=

200 pregnancies in
females 13-18

during 2010
10,000 females

aged 13-18 in the
population at midyear

* 1,000 =
20 pregnancies

per 1,000 females

Highlights

exposure due to more frequent and less selective sexual activ-
ity than may occur among older adults. Another population at 
risk through increased chance of exposure includes individuals 
whose occupations bring them in contact with toxic substances.

Members of a population at risk have a greater probability 
of developing a specific health problem than those who are 
not affected by factors known to contribute to its occurrence. 
This difference in the probability of developing a given condi-
tion between those exposed to causative factors and those who 
are not is known as the relative risk ratio (Relative risk, 2014). 
This ratio is derived by comparing the frequency of occurrence 
of the condition in a group exposed to known risk factors with 
its occurrence among individuals who have not been exposed. 
For example, if 50% of smokers develop heart disease versus 
only 5% of nonsmokers, smokers have a relative risk ratio of 
10:1, or have a 10 times greater risk of heart disease than their 
nonsmoking counterparts.

The relative risk ratio is useful in identifying areas in which 
preventive interventions will have the greatest impact on the oc-
currence of the condition. When the relative risk is greater than 
1:1, there is a positive association between the factors and the 
condition, suggesting that eliminating the factor may prevent 
the condition from occurring. A negative association, in which 
the relative risk ratio is less than 1:1 (e.g., 1:5), suggests that 
enhancing the factor or causing it to be present may prevent 
the condition. For example, smoking has a positive relation-
ship with heart disease and regular exercise has a negative re-
lationship, so both preventing smoking and promoting exercise 
should decrease the incidence of heart disease in the population.

The population at risk becomes the target group for any in-
tervention designed to prevent or control the problem in ques-
tion. The target group includes those individuals who would 
benefit from an intervention program and at whom the pro-
gram is aimed. The target group for an immunization campaign 
against pertussis, for example, would include unimmunized 
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rate for cancer for that year would be reported as 2 deaths per 
1,000 population. Deaths from pancreatic cancer, on the other 
hand, occur relatively infrequently, so 100,000 would be the 
multiplier used to calculate the pancreatic cancer death rate for 
2010. If there were six deaths from pancreatic cancer in City B 
in 2010, and City B had a total population of 500,000 people at 
midyear, the annual pancreatic cancer mortality rate would be 
reported as 1.2 deaths per 100,000 population.

Age-adjusted mortality rates can be calculated to account 
for differences in age distribution between groups. This allows 
the population health nurse to make more accurate compari-
sons of mortality between groups with varying age distribu-
tions. For example, City A might have a considerably higher 
crude death rate for influenza than City B. If, however, City A 
also has a larger proportion of elderly people in the population, 
more influenza deaths would be expected, because older people 
are more vulnerable to this condition. Age-adjusted mortality 

rates, on the other hand, allow the population health nurse to 
compare the effects of influenza on Cities A and B as if they had 
similar proportions of elderly residents. If City A’s death rate 
remains higher when adjusted for age, the nurse would look for 
other factors in the community to explain this difference.

A case fatality rate is another form of mortality rate. The 
case fatality rate is the percentage of persons who develop a 
health problem and who die as a result of it. For example, at 
present many people infected with Ebola virus die because of 
the lack of an effective treatment and the case fatality rate for 
Ebola virus infection is close to 100%. In the early days of the 
AIDS epidemic, case fatality rates were also extremely high. 
Now, with more effective treatment, many people with AIDS 
can live for significantly longer periods.

A related concept is survival time, or the average length of 
time from diagnosis to death. For example, given current health 
care technology, the survival time for children with Down syn-
drome is much longer today than at the turn of the century. 
Caution should be used, however, when interpreting trends in 
both survival rate and survival time. Diagnostic technology has 
permitted earlier diagnosis of many conditions, increasing the 
time from diagnosis to death, but not appreciably lengthening 
one’s life (Gordis, 2014).

MOrBIdITy rATEs. Morbidity rates reflect the number 
of persons within the population who experience a particular 
condition. Like mortality rates, morbidity rates can be calcu-
lated for specific subsets of the population; for example, extent 
of diabetes or heart disease occurring among people in specific 
age groups or from different ethnic backgrounds. Morbidity is 
further described in terms of the incidence and prevalence of a 
condition. Incidence reflects the number of new cases of a par-
ticular condition identified during a specified period of time. 
Prevalence is the total number of people affected by a particular 
condition at a specified point in time.

To illustrate the concepts of incidence and prevalence, con-
sider a town with a population of 30,000 in which 15 new cases 
of hypertension were diagnosed in June. This is an indication 
of the incidence of hypertension. People who were diagnosed as 
hypertensive prior to June and who continue to live in the town 
still have hypertension. These additional cases of  hypertension, 
however, are not reflected in the hypertension incidence rate 
for June, but are included in the prevalence, the total number 
of people in the community affected by hypertension. The for-
mulas on the next page are used to calculate annual incidence 
and prevalence rates. Again, the results of the calculations are 
reported in terms of the multiplier used (e.g., per 1,000 popula-
tion or per 100,000 population).

The converse of the case fatality rate discussed earlier under 
mortality rates is the survival rate. The survival rate is the pro-
portion of people with a life-threatening condition who remain 
alive for a specific period of time (usually 5 years) (National 
Cancer Institute, n.d.). For example, the 5-year survival rate for 
women with breast cancer is relatively high compared to the 
survival rate for those with pancreatic cancer.

Formulas for Calculating Selected  
Mortality Rates

Crude death rate =

Total number of
deaths during year

Total population at midyear
* 1,000

Cause@specific
annual death

rate
=

Number of deaths from
specific cause during year

Total population
at midyear

* 1,000

Annual infant
mortality rate

=

Number of deaths during
year (birth to 1 year of age)

Number of live births
during year

* 1,000

Annual neonatal
mortality rate

=

Number of deaths during year
(birth to 28 days of age)

Number of live births
during year

* 1,000

Annual fetal
death rate

=

Number of fetal deaths during
year (20 to 28 weeks> gestation)

Number of live births plus
fetal deaths during year

* 1,000

Annual perinatal
death rate

=

Number of perinatal deaths during year
(20 weeks> gestation to 1 week of age)

Number of live births plus
fetal deaths during year

* 1,000

Annual maternal
death rate

=

Number of maternal
deaths during year

Number of live births
during year

* 100,000

Highlights 
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Other rates that may be of interest to population health 
nurses include marriage and divorce rates, unintended preg-
nancy rates, employment rates, utilization rates for health ser-
vices and facilities, and rates for alcohol and drug use and abuse. 
Population health nurses use morbidity and mortality data and 
information about other rates in assessing the health status of 
the population. Population morbidity or mortality rates that 
are generally higher than state or national rates indicate health 
problems that require intervention at the population level. For 
example, the nurse may note that local morbidity rates for vac-
cine preventable illnesses such as measles and rubella are twice 
those of the rest of the state. These differences indicate that a 
significant portion of the population is not immunized. The 
nurse then uses these data to begin an investigation of factors 
involved in the problem and to plan a solution. Is it a matter of 
inaccessibility of immunization services, lack of education on 
the need for immunization, or poor surveillance of immuniza-
tion levels in the schools? The solution to the problem must be 
geared to the cause. Statistical data merely serve to indicate the 
presence of a problem; they do not delineate its specific nature.

Low morbidity and mortality rates do not indicate the ab-
sence of health problems in the population because biostatistics 
are only one indicator of population health status. Many health 
problems are not reported statistically, and their presence in the 
population is not reflected in morbidity and mortality rates. The 
nutritional status of the population is one area not addressed by 
biostatistics such as morbidity and mortality rates. Other indi-
cators that the population health nurse employs in assessing the 
population’s health status are discussed in Chapter 15 . A soft-
ware program for creating epidemiologic questionnaires to cap-
ture some of these forms of data is available from the Centers 
for Disease Control and Prevention. Source information for the 
program is included in the student resources site.

The Epidemiologic Process
Epidemiologists use a systematic process, similar to the nurs-
ing process, to study states of health and illness in an effort to 

control disease and promote health. The steps of the epidemio-
logic process are:

•	 Defining	the	condition
•	 Determining	the	natural	history	of	the	condition
•	 Identifying	strategic	points	of	control
•	 Developing	control	strategies
•	 Implementing	control	strategies
•	 Evaluating	the	effects	of	control	strategies

Determining the natural history of the condition is analo-
gous to the assessment and diagnosis phases of the nursing 
process. Identifying strategic points of control and designing 
control programs reflect the planning aspects of the nurs-
ing process, and the implementation and evaluation steps are 
equivalent to similar steps in the nursing process.

Defining the Condition
The first step in the epidemiologic process is defining the health 
condition requiring intervention. As we will see in  Chapter 11 ,  
the epidemiologic process can be applied to health as well as ill-
ness. In either case, it is necessary to define specifically the state or 
condition for which intervention is required. Taking a health pro-
motion focus, one needs to define what is meant by health. With 
respect to a specific disease or health problem, one must clearly 
define what is and what is not an instance of the problem. For ex-
ample, to study the factors contributing to child abuse one must 
be able to differentiate abuse from accidental harm to a child. 
Similarly, one must be able to differentiate cases of measles from 
other similar diseases in order to study and control the disease.

Determining the Natural History  
of the Condition
The natural history of a disease or condition is a description 
of the events that precede its development and occur dur-
ing its course, as well as its typical outcomes. Determining a 
condition’s natural history involves identifying factors that 
contribute to its development, typical signs and symptoms of 
the condition, its effects on the human system, and its typical 
outcomes and factors that may affect those outcomes. For ex-
ample, crowded living conditions, lack of immunization, and 
exposure to influenza virus are some of the factors involved in 
the development of influenza. The typical course of influenza 
includes a short incubation period and rapid onset of respira-
tory and/or gastrointestinal symptoms. Most cases of influenza 
resolve after several days, but the eventual outcome depends on 
such factors as the individual’s overall health, age, nutritional 
status, and personal habits such as smoking. All of these bits of 
information are part of the natural history of influenza.

The description of the natural history of a particular condi-
tion also incorporates information on the frequency of occur-
rence, severity of outcomes, and its geographic distribution. 
Information is obtained on time relationships and trends re-
lated to the condition. Time relationships refer to the occur-
rence of the condition at specific times or during particular 

Formulas for Calculating Annual Incidence 
and Prevalence Rates

Annual
incidence rate

=

Number of new cases of
a condition last year

Total population
at risk at midyear

* 1,000

Annual
prevalence rate

=

Total number of cases of
a condition last year

Total population
at risk at midyear

* 1,000

Highlights 
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seasons. For example, influenza occurs primarily in the winter, 
and the incidence of suicide rises around holidays. Similarly, a 
first incident of spousal abuse is often associated with the vic-
tim being pregnant. Trends refer to patterns of occurrence for 
the condition. Incidence of vaccine preventable diseases, for ex-
ample, declined considerably when vaccines became available, 
but several of these diseases have shown a trend of increasing 
incidence, particularly among certain population groups.

The natural history of a condition is often divided into 
four stages: susceptibility, preclinical, clinical, and resolution 
(CDC, 2011). In the susceptibility stage, factors contributing 
to development of the condition are present and the person is 
at-risk for its development. When exposure to causative fac-
tors has occurred, but no symptoms have appeared, the condi-
tion is in the preclinical stage. The clinical stage begins with 
the onset of signs and symptoms characteristic of the disease 
or condition. In the resolution stage, the condition culminates 
in a return to health, death, or continuation in a chronic state. 
These stages are depicted in Figure 3-2•. We can use the ex-
ample of arthritis to clarify the stages of the natural history. 
In the preexposure stage, factors contributing to arthritis 
(e.g., overweight, history of prior joint injury, etc.) are pres-
ent, but the disease has not manifested yet. In the preclini-
cal stage, changes have begun to occur in joint tissue, but no 
symptoms are present. In the clinical stage, the person be-
gins to experience pain, joint swelling, and other symptoms 
typical of  arthritis. Because arthritis is a lifelong condition, 

the resolution stage does not involve a return to a prearthritic 
state, but involves continuation as a chronic condition that 
will require continuing care.

Determining the factors involved in the natural history of a 
condition is usually undertaken from the perspective of a par-
ticular epidemiologic model. Three such models are presented 
later in this chapter. The PHN model discussed in Chapter 1  
is based on one of these epidemiologic models.

Identifying Strategic Points of Control
Knowledge of the natural history of a disease or condition al-
lows epidemiologists and population health nurses to identify 
strategic points at which the development or course of the con-
dition might be controlled. One might, for example, design in-
terventions to eliminate or modify the factors contributing to 
the condition to prevent it from occurring. Similarly, knowl-
edge of factors affecting the course of a condition might lead to 
interventions designed to minimize its effects.

Strategic points of control might occur at any of the levels 
of health care. For example, health promotion and illness or 
injury prevention strategies might be employed in the preex-
posure and preclinical stages of the condition. As an example, 
good nutrition and immunization are health promotion and 
prevention strategies that might prevent a child from develop-
ing varicella (chickenpox). Resolution strategies might be used 
during the clinical stage when symptoms of the condition have 

Figure 3-2 Stages in the Natural History of a Condition and Their relationship to the Levels of Health Care
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occurred. If long-term complications arise from the condition, 
other strategies might be needed to restore normal function or 
prepare for a peaceful death.

Designing, Implementing, and Evaluating 
Control Strategies
Once strategic points of control have been identified, health 
care interventions or programs can be designed to prevent or 
minimize the effects of the condition on the health of the popu-
lation. These interventions or programs are then implemented 
and evaluated in terms of their effects on the occurrence and 
outcomes of the particular condition.

Epidemiologic Investigation
The basic requirement for using the epidemiologic process to 
control health and illness is information on contributing fac-
tors as well as on effective control strategies. Information about 
any given condition is usually obtained over time from mul-
tiple epidemiologic investigations. Epidemiologic studies are of 
three general types: descriptive, analytic, and experimental.

Descriptive Epidemiology
Descriptive epidemiology is the study of the distribution of 
a given health state in a specified population in terms of per-
son, place, and time (CDC, 2011). The person element reflects 
the characteristics of people who develop the condition, such 
as age, gender, race and ethnicity, economic status, and so on. 
Place variables include where the condition tends to occur, and 
the time element reflects when the condition occurs. For ex-
ample, who tends to develop arthritis and who has the most se-
vere consequences of the disease (person)? Does arthritis occur 
more frequently in some parts of the country than others? What 
features of those areas might explain differences in arthritis in-
cidence (place)? Finally, is arthritis diagnosed more frequently 
in certain seasons than others? Is the incidence of arthritis in-
creasing or decreasing over time? What factors account for the 
seasonal differences or changes in incidence (time)

Types of descriptive studies include prevalence surveys, 
cross-sectional studies, case reports, and surveillance studies. 
Prevalence surveys are aimed at determining the frequency of 
occurrence of a condition in the population. Prevalence surveys 
may also provide information about the extent of exposure of 
the population to risk factors involved in a given condition. A 
cross-sectional study examines the extent of a health condition 
and exposure to its contributing factors in a given population 
at a given point in time (Michigan Center for Public Health 
Preparedness, 2010).

A case report provides in-depth information about a single 
instance of the condition. A case series is an examination of 
several case reports to determine common features. As we 
saw in Chapter 1 , surveillance is a systematic approach to 
monitoring trends in the occurrence of health conditions of 
interest.

Descriptive epidemiology is useful for several purposes. 
These include evaluating trends in the occurrence of a condi-
tion within a given population and comparing occurrences 
between populations. Descriptive epidemiology also provides 
a basis for planning health services and allocating resources. 
 Finally descriptive epidemiology identifies problems for ana-
lytic epidemiologic investigations. Descriptive studies may 
provide causal hypotheses that can be tested in other types of Some diseases occur primarily in winter. (Patryk Kosmider/Fotolia)

Global Perspectives

Questions related to person, place, and time address three of 
the key features of an epidemiologic investigation. The person 
component of epidemiology addresses who is affected by the 
condition? Are certain age groups more likely to develop the con-
dition than others? Does the condition occur more frequently in 
members of certain ethnic groups or those of a particular socio-
economic level?

The time component reflects when the condition occurs. Is 
incidence higher at certain times of the year? Does the condition 
tend to occur after certain other events or does it occur before 
other events. What else is happening about the time the condi-
tion is noted?

Place reflects the locales where the condition tends to oc-
cur. Does it occur in areas with certain weather patterns? Is 
it confined to certain geographic areas or particular neigh-
borhoods? The place component was a key feature of Snow’s 
identification of the Broad Street pump as the source of the 
London cholera epidemic. Place may also affect the way in 
which a particular condition develops. How might the epide-
miology	of	a	particular	condition,	such	as	HIV/AIDs,	differ	in	
a place like the United States versus a rural African village? 
What are the features of place that influence the development 
of HIV infection and AIDS disease in these two parts of the 
world?

Epidemiologic Investigation
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epidemiologic studies, but do not themselves provide evidence 
of causation (Friis & Sellers, 2014).

Analytic Epidemiology
Analytic epidemiology is the study of factors contributing to 
health states. Its purposes are to (a) suggest mechanisms of cau-
sation, (b) generate etiologic (causal) hypotheses, and (c) test 
those hypotheses. Analytic epidemiology can be divided into 
three categories of investigations: ecological studies, case–con-
trol studies, and cohort studies (Friis & Sellers, 2014). Ecologi-
cal studies compare rates of disease occurrence among several 
population groups, usually 10 or more. For example, one might 
compare the rates of HIV infection among heterosexuals and 
sexual minority group members of different races/ethnicities. 
Ecological studies are useful when the extent of exposure of 
specific individuals to factors contributing to a problem is un-
known, but information about the general level of exposure in 
the population is available. Ecological studies can be used to as-
sess relationships between exposure rates and disease rates in 
different populations. They also provide information on trends 
in exposures as compared to trends in disease occurrence. For 
example, frequency of sexual activity among persons of differ-
ent age groups would suggest differential probabilities of being 
exposed to HIV infection.

Case–control studies involve comparisons between peo-
ple with a specific condition and those without it. Differ-
ences in characteristics of members of these two groups may 
suggest causative or preventive factors related to the health 
condition of interest. For example, we might compare people 
who develop bladder cancer with those who do not with re-
spect to their smoking behavior. Cohort studies, also called 
prospective or longitudinal studies, follow over time people 

exposed to a supposed causative factor, but without the con-
dition, to determine the proportion of people who actually 
develop the condition of interest. For example, we might fol-
low a group of smokers over time to determine how many of 
them develop bladder cancer, or examine the levels of certain 
chemicals in the body to determine links to mental illness.

Experimental Epidemiology
Experimental epidemiology is a subset of analytic epidemiol-
ogy in which exposure to certain variables is manipulated by 
the researcher to determine the results (Friis & Sellers, 2014). 
 Experimental studies are used to test the effectiveness of 
 interventions. Application of an intervention by the researcher 
is called a trial. Clinical trials apply interventions to individu-
als; community trials test interventions with population groups 
(Friis & Sellers, 2014). Trials can involve removal of a risk 
 factor for a condition or addition of some other factor and can 
be either prophylactic or therapeutic in nature, depending on 
the timing of the intervention.

In prophylactic trials, the intervention is designed to pre-
vent the occurrence of a condition. Interventions designed to 
promote health are also tested in prophylactic trials. Thera-
peutic trials, on the other hand, investigate the effects of treat-
ments at the resolution and restoration levels of health care. In 
these studies, the researcher exposes a group of people to an in-
tervention designed to resolve an existing health problem. The 
intervention may be either positive or negative. Positive inter-
ventions add a factor to the situation being studied (e.g., a new 
form of education to prevent smoking among teens). Negative 
interventions reduce or eliminate causative factors (e.g., pre-
venting access to tobacco products among teens). In another 
example, a population health nurse might explore the effects 
of teaching parenting techniques (a positive intervention) or 
reducing environmental stressors (a negative intervention) on 
the incidence of child abuse by already abusive parents. The 

Tests of biomarkers may help to identify populations at risk for 
specific diseases. (Panupong1982/Fotolia)

Door-to-door surveys are one way of obtaining epidemiologic data. 
(JackF/Fotolia)
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relationships among the types of epidemiologic investigations 
presented here are depicted in Figure 3-3•. The selection of a 
particular investigative approach depends on the study to be 
conducted and the extent of prior research on the topic. For 
example, descriptive studies are appropriate in studying condi-
tions about which little is known. For example, a descriptive 
study might be conducted among male-to-female transgender 
individuals regarding their access to and use of mammogra-
phy screening services. In other areas where there is already 
evidence of possible relationships between variables, analytic 
or experimental studies might be more appropriate. Choice 
of an analytic or experimental approach depends primarily on 
whether the situation permits the researcher to manipulate the 
variables of interest. In some instances, manipulation of vari-
ables is not possible; in others, manipulation of the variables 
involved would be unethical. For example, if a particular vac-
cine has been shown to be effective in preventing a specific dis-
ease, it would not be ethical to give some people the vaccine 
and others a placebo to see what the rate of infection in the two 
groups is.

Population health nurses may be actively involved in epide-
miologic investigations. For information about agencies and 
organizations that support epidemiology and epidemiologic 

research, see the External Resources section of the student 
 resources site.

Epidemiologic Models
Both nurses and epidemiologists use epidemiologic infor-
mation to direct interventions to control health-related con-
ditions. Determining appropriate control strategies often 
involves collecting large amounts of data about multiple factors 
that may be contributing to the condition. For this reason, it is 
helpful to have a model or framework to direct the collection 
and interpretation of these data. We explore three epidemio-
logic models here: the epidemiologic triad, the web of causa-
tion model, and determinants-of-health models.

The Epidemiologic Triad Model
Traditionally, epidemiologic investigation has been guided by 
the epidemiologic triad. In this model, data are collected with 
respect to a triad of elements: host, agent, and environment 
(Friis & Sellers, 2014). The interrelationship of these elements 
results in a state of relative health or illness. The relationships 
among host, agent, and environment and specific consider-
ations under each are depicted in Figure 3-4•.

HOsT. The host is the client system affected by the particu-
lar condition under investigation. Population health nursing is 
concerned with the health of human beings, so, for our pur-
poses, the host is a human being. A variety of factors can in-
fluence the host’s exposure, susceptibility, and response to an 
agent. Host-related factors include intrinsic factors (e.g., age, 
race, and sex), physical and psychological factors, nutritional 
status, genetics, and the presence or absence of disease states or 
immunity, among others (Friis & Sellers, 2014).

AGENT. The agent is the primary cause of a health-related 
condition. After specific microorganisms were found to cause 
specific diseases, the concept of agents of disease originated in 
the context of communicable diseases. Although the causes of 
some health problems may be so complex that no single agent 
can be identified, the concept of agent remains useful for ex-
ploring many health problems.

Agents can be classified into six types: physical agents, 
chemical agents, nutritive elements, infectious agents, genetic 
agents, and psychological agents. Physical agents include heat, 
trauma, and radiation. Chemical agents include various sub-
stances to which people may develop untoward reactions. 
Some plants such as poison ivy and ragweed can be considered 
chemical agents because they cause a chemical reaction result-
ing in an allergic response. An absence or an excess of a vari-
ety of nutritive elements is known to result in disease, as do 
the presence of and exposure to a number of infectious agents 
that cause communicable diseases. Genetic agents arise from 
genetic transmission from parent to child. Finally, psychologi-
cal agents such as stress can produce a variety of stress-related Figure 3-3 Approaches to epidemiologic investigation
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Case–Control
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conditions. The types of agents and examples of health condi-
tions to which they contribute are listed in Table 3-1•.

An agent’s characteristics influence whether a given individual 
develops a particular health-related condition. These characteris-
tics vary somewhat depending on the type of agent involved.

Characteristics of infectious agents. Characteristics that influ-
ence the effects of infectious agents include the extent of expo-
sure to the agent and the agent’s infectivity, pathogenicity, and 
virulence. Additional characteristics of infectious agents include 
toxigenicity, resistance, and antigenicity (Friis & Seller, 2014). 
The extent of exposure to a disease-causing microorganism, or 
the infective dose, affects the outcome of the exposure. For ex-
ample, a person exposed to a few Mycobacterium tuberculosis 
organisms is unlikely to develop tuberculosis (TB). The greater 
the number of disease organisms inhaled, however, the greater 
the likelihood of developing TB.

Infectivity is the ability of an infectious agent to enter, sur-
vive and reproduce within, and cause disease in an individual 
host (Infectivity, 2014). Infectivity is determined, in part, by the 
organism’s portals of entry and exit. The portal of entry is the 
means by which the agent invades the host; the portal of exit 

is the avenue by which the agent leaves the host. The portals 
of entry and exit also influence the mode of transmission, or 
the means by which an infectious agent is transmitted from a 
source (an infected person, animal, or other source) to a suscep-
tible host. Modes of transmission are discussed in more detail in 
Chapter 26 . Measles virus, for example, has a higher infectiv-
ity than does tetanus bacillus. The measles virus enters the body 
quite easily through the respiratory system, whereas tetanus 
gains entry through a break in the skin, usually a deep puncture 
wound. Similarly, variola virus, the causative agent for smallpox, 
is usually inhaled and can be transmitted by means of an aerosol 
cloud, making it a possible weapon of biological terrorism.

Pathogenicity is the ability of an agent to cause disease 
when a susceptible person is exposed or the proportion of 
people who develop clinical disease when infected by the 
agent (CDC, 2011). In terms of infectious agents, measles 
virus causes disease in most of the susceptible exposed indi-
viduals. M. tuberculosis, on the other hand, produces disease 
in only a small portion of the individuals exposed.

Another concept closely related to pathogenicity is that of 
 attack rate, which is the proportion of those exposed to an 
agent who develop the disease. As is the case with pathogenicity, 

Figure 3-4 elements of the epidemiologic Triad Model
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measles has a high attack rate, whereas tuberculosis has a low 
attack rate. The attack rate for smallpox among unvaccinated 
individuals is greater than 37% of those exposed ( Smallpox of 
poxviruses infection, n.d.).

Virulence is the term used to describe the severity of the 
health problem caused by an agent or the proportion of people 
with the disease who develop serious illness or die (CDC, 2011). 
Rubeola or measles has a relatively low virulence because un-
complicated measles is not a serious disease. Tetanus, on the 
other hand, is extremely virulent because it results in fatality 
unless treatment is instituted. The virus that causes AIDS is an-
other infectious agent with a very high virulence. Virulence is 
frequently confused with pathogenicity, but the two terms re-
fer to different agent characteristics. For example, cold viruses 
that cause disease in exposed individuals are highly pathogenic, 
but have a low virulence because the diseases caused are rela-
tively minor. Virulence is closely related to case fatality rates 
discussed earlier in this chapter.

The toxigenicity of an infectious agent refers to its ability to 
produce toxins that are harmful to the human body. The pri-
mary effect of tetanus is due to the effects of the toxin produced 
by tetanus bacilli on the human nervous system. Resistance re-
fers to the ability of an infectious agent to survive in adverse 
conditions, including exposure to antibiotics, but also includ-
ing heating, drying, and so on. Antigenicity is the ability of the 
agent to trigger the formation of immune antibodies and is the 
basis for immunization practices.

Characteristics of noninfectious agents. Noninfectious agents 
share some of the characteristics of infectious agents. For ex-
ample, the extent of exposure to an agent affects its ability to 
cause health problems. Ingesting moderate amounts of alcohol 
or aspirin does not cause problems, and may, in fact, be benefi-
cial. Excessive consumption of either substance, however, can 
cause difficulties. The amount of stress, a psychological agent, 
to which one is exposed can also affect the development of 
stress-related health problems.

The concept of infectivity can also be applied to other types 
of agents, although the term was developed in relation to in-
fectious agents. For example, asbestos, which can be inhaled, 
has a higher “infectivity” than an overdose of aspirin, which 
must be ingested. Stress, as an agent of health problems, also 
has a high infectivity because it is an everyday factor imping-
ing on people. All of us are “infected” by stress.

Stress can also be viewed in terms of its ability to cause dis-
ease. Although everyone experiences some degree of stress, 
not all people develop stress-related illnesses. Stress, therefore, 
has a relatively low pathogenicity. Noninfectious agents may 
vary in terms of their virulence as well. Stress may produce a 
mild stomach upset in some individuals and drive others to 
suicide. In the first instance, stress has a low virulence, and in 
the second, a high virulence.Many diseases are spread by respiratory transmission. (Xalanx/Fotolia)

Type of Agent Example Problems
Physical Heat Burns, heat stroke

Trauma Fractures, concussion, sprains, contusions

Radiation Genetic changes

Chemical Medications Accidental poisoning, suicide

Chlorine Poisoning, asphyxiation (in gas form)

Poison ivy Rash and pruritus

Nutritive Vitamin C Scurvy (in absence of vitamin C)

Iron Anemia (in absence of iron)

Vitamin A Poisoning (in excess)

Infectious Measles	virus Measles,	measles	encephalitis

HIV AIDS

Varicella virus Chickenpox

Influenza virus Influenza

Genetic Genetic predisposition to disease Sickle cell disease

Genetic abnormality Down syndrome, Turner’s syndrome

Psychological Stress Ulcerative colitis, heart disease, suicide, asthma, alcoholism, drug abuse, violence

TABLE 3-1 Agents and selected Health Problems to Which They Contribute
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ENvIrONMENT. The third element of the epidemiologic 
triad includes factors in the physical, biological, and socio-
economic environments that contribute to health-related 
 conditions (Friis & Sellers, 2014). The physical environment 
consists of such factors as weather, terrain, and buildings. A va-
riety of physical environment factors can influence health. For 
example, air pollution contributes to respiratory disease as well 
as other physiologic and psychological effects in human beings. 
Similarly, elements of community design such as walking trails 
have been shown to affect exercise behavior and health status 
(Parra et al., 2010).

The biological environment, in the triad model, consists of 
all living organisms other than humans. Components of the 
biological environment include plants and animals as well as 
microorganisms, all of which can influence health.

The socioeconomic environment includes factors related to 
social interaction that may contribute to health or disease. For 
example, cultural factors, which are part of the social environ-
ment, can influence health behaviors. In a similar fashion, social 
norms may influence health and illness. For example, societal 
views of alcoholism and drug abuse as character weaknesses 
have hampered efforts to control these problems. Growing so-
cietal acceptance of marijuana use is another example of the 
effects of culture on health. Conversely, in a health conscious 
culture, behaviors such as smoking are considered unacceptable.

Factors in each of these three environments were ad-
dressed in more detail in the discussion of the PHN model in 
 Chapter 1 . Because of the triad model’s failure to address 
multiple causative factors completely, it has not been as useful 
for chronic diseases or other health problems (e.g., societal vio-
lence) as it has for communicable diseases.

The Web of Causation Model
The “web of causation” is a second model for exploring the 
influence of multiple factors on the development of a specific 
health condition. In this model, factors are explored in terms 
of their interplay, and both direct and indirect causes of the 
problem are identified. The web of causation approach allows 
the epidemiologist to map the interrelationships among factors 
contributing to the development (or prevention) of a particu-
lar health condition. This approach also assists in determining 
 areas where efforts at control will be most effective.

Some of the factors in a web of causation for the problem 
of adolescent tobacco use are depicted in Figure 3-5•. It is ob-
vious from the complexity of Figure 3-5 that multiple factors 
contribute to adolescent tobacco use. The interplay of these fac-
tors determines whether or not the problem occurs. The most 
direct causes are those linked directly to tobacco use—purchase 
of tobacco products and the decision to use them. Numerous 
other factors, however, contribute to the adolescent’s decision 
to engage in the use of tobacco. These  include perceptions of 
tobacco use as grown-up or “cool,” peer pressure, and easy 
access to tobacco products. Perceptions of tobacco use are 

influenced by media messages and adult role models as well 
as by peer perceptions. Easy access to tobacco products is in-
fluenced by poor enforcement of laws regarding the sale of to-
bacco products to minors, which is in turn influenced by public 
acceptance of tobacco use. Other contributing factors and their 
interrelationships are also  depicted in Figure 3-5.

Determinants-of-Health Models
Because of the complexity of causal associations in many health 
problems, the triad and web of causation models have largely 
been replaced by models that focus on a variety of determinants 
of health. As we saw in Chapter 1 , determinants of health are 
categories of factors that influence health and illness. Empha-
sis on broad determinants of health and illness marks a change 
from individually focused explanations of disease to a focus on 
social and environmental contributions to health and illness. A 
focus on broad determinants of health acknowledges that in-
dividual behaviors are shaped by interaction with the environ-
ment and that contextual variables found in the environment 
probably interact in complex ways with individual variables to 
determine health and illness.

McKeown has been credited with coining the term deter-
minants of health, which was incorporated into The Lalonde 
Report discussed in Chapter 2 . The Lalonde Report incorpo-
rated the concept of four general determinants (human biol-
ogy, health system, environment, and lifestyle) into the health 
field concept (The Social Determinants of Health, 2008).

Over the years, the number and categories of determinants 
have varied among models. For example, Evans and Stoddart 
(2003) developed the Producing Health, Consuming Health 
Care (PHCHC) model in 1990, which included determinant 
categories such as social environment, physical environment, 
genetic endowment, individual biological and behavioral re-
sponse, health and function, disease, health care, well-being, 

insect vectors in the biological environment are responsible for 
the spread of a variety of diseases. (Panupong/Fotolia)
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and prosperity. The Mandala model developed by Hancock 
and Perkins and embodied in the Ottawa Charter included 
only seven categories of determinants. The Population Health 
Promotion model included nine categories (Evans & Stod-
dart, 2003) and other conceptualizations include as few as 
six categories. Some of the models focus primarily on social 

determinants of health and illness, whereas others address 
biophysical, psychological, and environmental determinants 
as well.

Determinants-of-health models examine the interplay of 
factors at each level (individual, family and social network, 
community, and general societal conditions) and their con-
tribution to the development of health-related problems. The 
broad array of factors contributing to a problem, as suggested 
by determinants-of-health models, underscores the fact that 
resolution of population health problems lies outside the realm 
of individual effort or medical science and involves action in 
multiple societal sectors. For example, addressing the issue 
of handicapping conditions involves not only providing the 
needed medical care for the condition, but may also require 
making changes in the built environment to promote access, as 
well as making changes in work environments to permit handi-
capped individuals to make productive contributions to soci-
ety. Figure 3-6• depicts a composite determinants-of-health 
model that reflects elements included in many of the models 
found in the literature.

Population health nurses use epidemiologic models to un-
derstand the multiple influences on the health of the popula-
tion. These models highlight the factors contributing to, or in 
some cases preventing, the occurrence of population health 
problems and suggest strategic points and interventions that 
may help in controlling them.

Behavioral determinants, such as smoking, are contributing 
 factors in the development of many diseases. (Nickolae/Fotolia)
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Figure 3-5 The Web of Causation for Adolescent Tobacco use, indicating the interplay Between 
Multiple Direct and indirect Causes
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Epidemiology is concerned with the development of an un-
derstanding of factors that influence the health of population 
groups. Originally developed for use in examining communica-
ble diseases, epidemiologic principles and processes can be used 
to study any health-related issue.

Population health nurses use epidemiologic strategies to as-
sess the health of the population and identify factors affecting 
health status. Epidemiologic findings may also help to identify 
points at which intervention may help to prevent or minimize 
the consequences of population health problems.

CHAPTEr rECAP

As the population health nurse responsible for five census tracts 
in a small city, you are making a Monday home visit to a young 
mother with a newborn infant who lives in your area. In ask-
ing about the health of other family members, you discover that 
the woman’s husband has been experiencing vomiting and diar-
rhea for the last day and a half. She says her husband thinks it is 

something “going around at work” because several people in his 
office called in sick yesterday and today with similar symptoms. 
She and the baby have been fine.

The company the client’s husband works for is outside of 
your census tracts, but he happens to mention that he went to 
the company picnic on Saturday. His wife didn’t go because the 

 Absences from WorkCAsE sTUdy

Figure 3-6 A Composite Determinants-of-Health Model
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baby was too young and she was feeling pretty tired after being 
up for several night-time feedings. When you talk to the hus-
band, you discover that several of the other people who called 
in sick also attended the picnic, but he is not sure about the oth-
ers as this is a large company with about 200 employees and he 
doesn’t know exactly who attended the picnic and who did not.
1. What is your first step in determining whether or not an epi-

demiologic investigation is warranted?

2. How would you go about initiating such an investigation in 
the jurisdiction where you are doing your population health 
nursing clinical rotation?

3. What is the usual role of population health nurses in epide-
miologic investigations in that jurisdiction?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Analyze the interrelationships among environmental factors, human behavior, and human health.

 2. Discuss elements of the natural, built, and social environments that affect population health.

 3. Analyze the role of the population health nurse with respect to environmental health issues at the 
individual/family and population levels.

 4. Analyze the role of the population health nurse in prevention measures for environmental issues 
that affect population health.

 5. Identify measures to resolve environmental health problems in individuals and populations and 
the role of the population health nurse in their implementation.

 6. Discuss health restoration measures related to environmental health problems in individuals and 
populations and the role of the population health nurse related to each.
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Game Day Challenge

In 2010, 77 colleges and universities participated in the Environmental Protection Agency’s  
“Game Day Challenge” to reduce the amount of waste generated during football games. 
Schools competed in recycling, composting, reusing, or donating waste generated during  
one home football game. As a result of the competition, more than 500,000 pounds of materi-
als were diverted from landfills, contributing greatly to environmental sustainability (Schools 
divert trash, 2011).A
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Walt Whitman

As we saw in Chapter 2 , Walt Whitman, in addition to being a renowned writer, was a nurse dur-
ing the American Civil War. What is even less well known is his advocacy of public health issues, 
such as personal hygiene and clean water. Whitman used his position as editor of the Brooklyn 
Daily Eagle to advocate for health promotion and conditions to promote health. In one essay, Whitman 
spoke of the “great sanitative power of the bath, as a general aid to health among the laboring 
classes” (quoted in Rezick & Fee, 2011, p. 1051) and recommended “immersion in water as often 
as once every other day” (p. 1050). In another essay, he expounded on the need for clean water and 
noted that “rum and bad milk [other public health issues of the day] are not as nasty as city pump-
water, which is the most stinking and villainous liquid known upon land or sea” (p. 1052). He 
pointed out the potential for contamination of water through filtration of sewage and decomposing 
matter into the water system. In his paper, he actively supported the development of the Brooklyn  
waterworks and later described its completion as “a feather in my wings” (p. 1053).

A
d

vo
ca

cy
 T

h
en

Concerns for environmental effects on human 
health were documented nearly 2,500 years ago 
when Hippocrates wrote his famous treatise, On 
Airs, Waters, and Places. Although Hippocrates 

and his contemporaries mistakenly believed illness resulted 
from miasmas, or unhealthy vapors, in specific locales, their 
conception of environmental effects on health was correct. 
Nursing, as a profession, has also had an abiding concern for 
the effects of environment on health. Florence Nightingale’s 
campaign for cleanliness in the surroundings of wounded  
British soldiers in the Crimean War is a legendary example of 
this concern. What are less well known are her support for re-
forestation (McDonald, 2004) and a paper she presented in 1887 
to the International Congress of Hygiene and Demography  
castigating the British government for the unsanitary condi-
tions found in India. This last activity is particularly interest-
ing since Miss Nightingale did not believe that diseases such 
as cholera, often seen in India, were contagious and perceived 
quarantine measures as “evil” (Watts, 2003).

Other early population health nurses were equally con-
cerned about the contribution of the environment to human 

disease. Lillian Wald and her compatriots were concerned 
about both physical and social environmental effects on 
health, and much of their work was directed toward chang-
ing social conditions that contributed to disease and illness. 
Population health nurses remain concerned with the effects 
of environmental factors on health and regularly engage in 
interventions related to environmental concerns that affect 
individuals, families, and population groups. To engage in ef-
fective action at all levels, population health nurses must have 
an understanding of environmental influences on health.

Environment and Health
According to the World Health Organization (2011), environ-
mental health involves action that

addresses all the physical, chemical, and biological factors 
external to a person, and all the related factors impacting be-
haviors. It encompasses the assessment and control of those 
environmental factors that can potentially affect health. It 
is targeted towards preventing disease and creating health- 
supportive environments. (para. 1)
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According to WHO data, approximately 24% of the global 
burden of disease and 23% of mortality worldwide are related 
to environmental conditions (Prüss-Üstün & Corvalán, 2006). 
In recent years, greater attention has been given to the health 
risks posed by environmental conditions. This attention is 
 evident in the number of national health objectives that focus 
on environmental health issues.

The Healthy People 2020 objectives for environmen-
tal health encompass 24 objectives, several of which have a 
number of subobjectives. The objectives address six major 
environmental themes, including outdoor air quality, surface 
and groundwater quality, toxic substances and hazardous 
wastes, homes and communities, infrastructure and surveil-
lance for environmental hazards, and global environmental 
health. The objectives are presented on pages 75–77, and 
progress on their achievement can be tracked on the Healthy 
People website.

Many environmental forces influence human health. Micro-
organisms such as bacteria, viruses, and fungi cause commu-
nicable diseases, and animals contribute to the spread of these 
diseases. Plants may contribute to accidental poisoning or to 

allergic reactions. Industry, vehicles, and buildings add to air 
and water pollution and excess noise. Climate and terrain con-
tribute to natural disasters, which are discussed in Chapter 25 .  
In addition, climate and terrain may promote air and water 
pollution, which have long-term effects on health. Community 
design and the incorporation of walking and biking areas influ-
ence opportunities for healthy physical activity, and the quality 
of interpersonal interactions within the population influence 
people’s willingness to take advantage of these opportunities. 
All of these facets of the environment give rise to environmen-
tal hazards that affect human health. Some of the environmen-
tal components that produce health hazards are presented in 
Figure 4-1•.

Human health requires a viable environment that incor-
porates the local ecosystem, including the air, water, and soil, 
and the availability of safe and adequate food. In addition, a 
viable environment requires sustainable development, which 
has been defined as economic development that complies with 
“maintaining the function and integrity of the ecosystems 
that support human societies and the things that they value” 
 (Michael & Beaglehole, 2009, p. 4).

Figure 4-1 Selected environmental Components influencing Health
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ObjeCtive

 
baSeline (year)

 
target

Current  
data (year)

 
data SOurCe

EH-1: Reduce the number of days the  
Air Quality Index (AQI) exceeds 100

11
(2008)

10 NDA Air Quality System, EPA

EH-2: Increase the use of alternative 
modes of transportation for work
•	 Bicycling
•	 Walking
•	 Transit
•	 Telecommute

(2008)
 
0.5%
2.8%
5%
4.1%

 
 
0.6%
3.1%
5.5%
5.3%

 
 
NDA
NDA
NDA
NDA

American Community Sur-
vey, U.S. Bureau of the 
Census

EH-3: Reduce air toxic emissions to  
decrease the risk of adverse effects 
caused by airborne toxics
•	 Mobile	sources
•	 Area	sources
•	 Major	sources

(2005)
 
 
1.8 mil tons
1.3 mil tons
0.8 mil tons

 
 
 
1 mil tons
1.7 mil tons
0.7 mil tons

 
 
 
NDA
NDA
NDA

National Emissions Inven-
tory (NEI), EPA, Office of 
Air and Radiation (OAR), 
Office of Air Quality 
Planning and Standards 
(OAQPS)

EH-4: Increase the proportion of persons 
served by community water systems 
who receive a supply of drinking water 
that meets the regulations of the Safe 
 Drinking Water Act

(2008)
92%

 
91%

 
NDA

Potable Water Surveillance 
System, Safe Drinking 
Water Information System, 
EPA, OW, OGWDW

EH-5: Reduce waterborne disease  
outbreaks arising from water intended  
for drinking among persons served by 
community water systems

7 per year
(1999–2008)

2 per year NDA Waterborne Disease Out-
break Surveillance System 
(WBDOSS) 
Morbidity	and	Mortality	
Weekly Report, CDC, NCID, 
State Health Departments

EH-6: Reduce per capita domestic   
water withdrawals with respect to use 
and conservation

99 gallons
(2005)

89.1 gallons NDA U.S. Department of the 
 Interior, U.S. Geological 
 Survey, USGS National 
 Water-use Information 
Program

EH-7: Increase the number of days that 
beaches are open and safe for swimming

95% of beach days
(2008)

96% of beach days NDA BEACH program, EPA, 
 Office of Water

EH-8: Reduce blood lead levels in children
•	 Elevated	blood	lead	levels
•	 Mean	blood	lead	levels

(2005–2008)
0.9%
1.5 µg/dL

 
0%
1.4 µg/dL

 
NDA
NDA

National Health and Nutri-
tion Examination Survey 
(NHANES), CDC, NCHS

EH-9:	Minimize	the	risks	to	human	
health and the environment posed by 
hazardous sites

(2010)
1, 279 sites

 
1,151 sites

 
NDA

Comprehensive Environ-
mental Response and 
Cleanup Liability Informa-
tion System (CERCLIS), 
EPA,	OSWER,	OSRTI

EH-10: Reduce pesticide exposures that 
result in visits to a health care facility

15,965
(2008)

10,377 NDA Nation Poison Data  System, 
American Association of 
Poison Control Centers

Healthy People 2020

Objectives for Environmental Health

Continued on next page
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ObjeCtive

 
baSeline (year)

 
target

Current  
data (year)

 
data SOurCe

EH-11: Reduce the amount of toxic pol-
lutants released into the environment

3.9 billion pounds
(2008)

3.5 billion pounds NDA U.S. National toxics Re-
lease	Inventory	(TRI),	EPA

EH-12: Increase recycling of municipal 
solid waste

33.2%
(2008)

36.5% NDA Characterization	of	Munici-
pal Solid Waste, EPA, OSW

EH-13: Reduce indoor allergen levels
•	 Cockroach
•	 Mouse

 
0.51 units/g settled dust
0.16 mcg/g
(2006)

 
0.46 units/g
0.14 mcg/g

 
NDA

American Healthy Homes 
Survey, HUD

EH-14: Increase the number of homes 
with operating radon mitigation system 
for persons in homes at risk for radon 
exposure

10.2%
(2007)

30% NDA EPA report by Radon Vent 
Fan	Manufacturers,	EPA,	
Indoor Environments 
Division

EH-15: Increase the percentage of new 
single-family homes constructed with 
radon-reducing features, especially in 
high-radon-potential areas

28.6%
(2007)

100% NDA Annual Builder and Con-
sumer Practices Surveys, 
National Association of 
Home Builders Research 
Center, reported to EPA, In-
door Environments Division

EH-16: Increase the proportion of the 
nation’s elementary, middle, and high 
school students that have official school 
policies and engage in practices that 
promote a healthy and safe physical 
school environment
•	 Indoor	air	quality	management	program
•	 Plan	for	addressing	mold	problems
•	 Plan	for	hazardous	materials
•	 Reduction	of	pesticide	exposures
•	 Drinking	water	inspection	for

•	 Lead
•	 Bacteria
•	 Coliforms

(2006)
 
 
 
 
 
51.4%
67%
85.9%
57.9%

55.7%
58.8%
55.2%

 
 
 
 
 
 
56.5%
74%
94.5%
63.7%

61.3%
64.7%
60.7%

 
 
 
 
 
 
NDA
NDA
NDA
NDA

NDA
NDA
NDA

School Health Policies and 
Programs Study, CDC

EH-17: Increase the proportion of per-
sons living in pre-1978 housing that has 
been tested for the presence of lead-
based paint or related hazards

Developmental Developmental NDA Potential data source: 
National Health Interview 
Survey

EH-18: Reduce the number of U.S. 
homes that are found to have lead-based 
paint or related hazards
•	 Lead-based	paint
•	 Paint-lead	hazards
•	 Dust-lead	hazards
•	 Soil-lead	hazards

(2005–2006)
 
 
37 mil homes
15.3 mil homes
13.7 mil homes
3.8 mil homes

 
 
 
3.7 mil fewer homes
1.5 mil fewer homes
1.4 mil fewer homes
380,000 fewer homes

 
 
 
NDA
NDA
NDA
NDA

American Healthy Homes 
Survey, HUD, Office of 
Health Homes and Lead 
Hazard Control

EH-19: Reduce the proportion of oc-
cupied housing units with moderate or 
severe physical problems

5.2% of units
(2007)

4.2% of units NDA American Housing Survey, 
U.S. Department of Com-
merce, Bureau of the Census

Healthy People 2020 (continued)
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ObjeCtive

 
baSeline (year)

 
target

Current  
data (year)

 
data SOurCe

EH-20: Reduce exposure to selected 
environmental chemicals in the popula-
tion as measured by blood and urine 
concentrations
•	 Arsenic
•	 Cadmium
•	 Lead
•	 Mercury	(children	1–5	years)
•	 Mercury	(women	16–49	years)

•	 Chlordane
•	 DDT
•	 Beta-hexachlorocyclohexane
•	 Paranitrophenol
•	 3,4,6-Trichloro-2-pyridinol

•	 3-Phenobenzoic	acid

•	 PCB	153

•	 PCB	126
•	 1,2,3,6,7,8-Hexachlorodibenzo- 

p-dioxin
•	 Bisphenol	A
•	 Perchlorate
•	 Mono-n-butyl phthalate
•	 BDE	47

(2003–2004 unless 
otherwise indicated)
 
 
50.4 µg/g of creatinine
1.6 µg/L
4.2 µg/dL
1.8 µg/L
4.6 µg/L
(2001–2002)
37.7 ng/g of lipid
1,860 ng/g of lipid
56.5 ng/g of lipid
2.89 µg/g of creatinine 
9.22 µg/g of creatinine
(2001–2002)
3.1 µg/g of creatinine
(2001–2002)
97.1 ng/g of lipid
(2001–2002)
68.7 ng/g of lipid
68.5 ng/g of lipid

11.2 µg/g of creatinine
12.0 µg/g of creatinine
91.6 µg/g of creatinine
163 ng/g of lipid

 
 
 
 
35.28 µg/g of creatinine
1.12 µg/L
2.94 µg/L
1.26 µg/L
3.22 µg/L
 
26.39 ng/g of lipid
1,302 ng/g of lipid
39.55 ng/g of lipid
2.02 µg/g of creatinine
6.45 µg/g of creatinine
 
2.32 µg/g of creatinine
 
67.97 ng/g of lipid
 
48.09 µg/g of creatinine
47.95 ng/g of lipid

7.84 µg/g of creatinine
8.4 µg/g of creatinine
64.12 µg/g of creatinine
114.1 ng/g of lipid

 
 
 
 
NDA
NDA
NDA
NDA
NDA
 
NDA
NDA
NDA
NDA
NDA
 
NDA
 
NDA
 
NDA
NDA

NDA
NDA
NDA
NDA

National Report on Human 
Exposure to Environmental 
Chemicals, CDC, NCEH, 
NHANES, CDC, NCHS

EH-21: Improve quality, awareness, and 
use of existing information systems for 
environmental health

16 states 51 states and the Dis-
trict of Columbia

NDA National Environmental 
Health	Tracking	Network,	
CDC, NCEH

EH-22: Increase the number of states, ter-
ritories, tribes, and the District of Columbia 
that monitor diseases or conditions caused 
by exposure to environmental hazards
•	 Lead	poisoning
•	 Pesticide	poisoning
•	 Mercury	poisoning
•	 Arsenic	poisoning
•	 Cadmium	poisoning
•	 Acute	chemical	poisoning
•	 Carbon	monoxide	poisoning

 
 
 
 
29 states, DC
28 states
24 states
22 states
21 states
17 states
20 states

Total	coverage	in	56	
states, territories, and 
District of Columbia 
for	all	subobjectives

NDA Council	of	State	and	Ter-
ritorial Epidemiologists, 
State Reportable Condi-
tions Data Inventory

EH-23: Reduce the number of new 
schools sited within 500 feet of an in-
terstate or Federal or State highway

18.9% 18.9% or less NDA GRASP/ATSDR	geocoded	
data from Homeland Secu-
rity Information Program

EH-24: Reduce the global burden of 
disease due to poor water quality, sani-
tation, and insufficient hygiene

2.2 mil deaths 2 mil deaths NDA Global Burden of Disease 
Project,	WHO

NDA:	No	data	available	on	objective	status	from	Healthy	People	2020	site.

Based on: U.S. Department of Health and Human Services. (2014). Environmental health.	Retrieved	from	http://www.healthypeople.gov/2020/topicsobjectives2020/over-
view.aspx?topicId=12

Healthy People 2020 (continued)
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Components of the Human 
Environment
The environmental context that influences human health incor-
porates a number of components. These include the natural and 
constructed, or built, environments, as well as the social and 
psychological environments. In this chapter, we will deal with 
aspects of the natural, built, and social environments. Other ele-
ments of the social environment and the psychological environ-
ment are addressed in other chapters throughout this book.

The Natural Environment
The natural environment consists of those features of the 
environment that exist in a natural state, unmodified in any 
significant way by human beings. Elements of the natural 
environment include plants, animals, and biological agents; 
weather and climate, terrain (e.g., mountains, rivers, oceans), 
and natural resources (air, wood, water, fuel). Some of the con-
cerns related to the natural environment include air and water 
pollution, global climate change and its consequences, radia-
tion and temperature extremes, biological hazards, and the 
depletion of natural resources. As we will see, many of these 
concerns are interrelated and are connected to the features of 
the social and built environments.

PLANTs, ANImALs, AND BIOLOGICAL AGENTs. A 
 variety of living organisms found in the environment affect human 
health. These include plants, animals, and a myriad of biological 
agents such as bacteria, viruses, and so on. Some of these living 
organisms are beneficial to human beings and others contribute 
to a variety of health problems. For example, plants serve as food 
sources for humans as well as for animals that, in turn, provide 
food for people. On the other hand, many plants are poisonous if 
ingested or cause different types of allergies through pollens (e.g., 
hay fever-type allergies) or toxins (e.g., poison oak or poison ivy).

Animals also have both beneficial and negative effects on hu-
man health. We have already noted animals as a food source for 
omnivorous human beings. Animals, particularly as pets, serve 
as a source of companionship and promote psychological health 
for many people. Similarly, many animals help control other 
nuisance organisms. For example, birds and fish eat a variety of 
insects that may cause human disease or destroy food crops.

Animals are also a source of exposure to a variety of patho-
gens. Both wild and domestic animals may contribute to hu-
man illness. Zoonoses, or diseases transmitted from animals 
to people, are occurring with greater frequency than in the past 
because of greater potential for human–animal interaction. The 
U.S. Agency for International Development (USAID) has de-
veloped a tracking system for animal-to-human disease trans-
mission throughout the world. This PREDICT system permits 
identification of animal-to-human disease outbreaks that pro-
mote early intervention and prevent further spread of disease 
(USAID, 2011). For further information about the system, see 
the External Resources section of the student resources site.

As a result of growth of human populations and encroach-
ment on the habitats of wild animals, there is greater potential 

for interaction between humans and wild animals (UC Davis 
Veterinary Medicine, n.d.). This interaction can lead to disease 
transmission and injury. For example, a variety of diseases, 
such as Lyme disease, human granulocytic anaplasmosis, and 
babesiosis, are transmitted by ticks found on wild animals  
(Joseph et al., 2011). Ticks may also be transferred to domestic 
animals and then infect people.

Humans encounter animals in several other settings in ad-
dition to their wild habitats. The National Association of State 
Public Health Veterinarians (2011) has noted that many venues 
promote human–animal interactions including, zoos, petting 
zoos, pet stores, circuses, farms, state fairs, and in educational 
settings. Each of these settings promotes interaction and may 
result in health problems such as enteric diseases, injuries, ra-
bies exposure, and other bacterial, viral, fungal, and parasitic 
infections. For example, tuberculosis has been transmitted from 
elephants to human handlers in a Tennessee elephant refuge. In 
addition, the disease was transmitted to several nonhandlers in 
nearby offices due to aerosolized bacteria that entered the fa-
cility’s ventilation system when barns were pressure washed or 
swept (Murphree, Warkentin, Dunn, Schaffner, & Jones, 2011).

The National Association of State Public Health Veterinari-
ans (2011) has developed a set of guidelines for settings in which 
human–animal interactions occur to limit the transmission 
of diseases from animals to humans. Use of these guidelines 
is particularly important in the protection of young children, 
pregnant women, and persons who are immunocompromised.

Pets also serve as a source of disease for humans. An esti-
mated 60% of U.S. households have pets, including approxi-
mately 60 million dogs and 75 million cats. As much as 33% 

increased interaction between wild animals and human beings 
increases the potential for transmission of diseases such as 
plague. (© 46boris48/Fotolia)
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of dogs and 60% of cats sleep in or on their owners’ bed in-
creasing the potential for disease transmission. In addition, 
kissing or being licked by a pet may transmit disease. Examples 
of diseases transmitted by pets include plague (from fleas), cha-
gas disease, cat-scratch disease, pasteurella infection, staphylo-
coccus (including methicillin-resistant infection), rabies, and 
parasitic infections. Bites are also a source of potential injury 
particularly when overly possessive dogs are kept in their own-
ers’ bedrooms (Chomel & Sun, 2011).

More and more people are also keeping more exotic pets, 
which increases the potential for more unusual disease occur-
rences. For example, pet African dwarf frogs have been associated 
with cases of salmonella infection (National Center for Emerging 
and Zoonotic Infections, 2011). Similarly, pet kinkajous pose a 
risk of human infestation with raccoon roundworms, which may 
result in serious neurological disease (Division of Parasitic Dis-
eases and Malaria, 2011). Foreign travel may also increase the risk 
of exposure to zoonotic diseases. For example, nearly a fourth of 
U.S.-reported cases of rabies were acquired outside of the coun-
try, and travelers visiting areas where zoonoses are common 
should use precautions in interacting with animals (National 
Center for Emerging and Zoonotic Infections, 2010).

In addition to being spread by animals, biological agents of 
disease are transmitted from human to human through social 
interaction as a part of the social environment, which will be 
discussed later in this chapter. Biological agents are also trans-
mitted by food and water. Waterborne illnesses will be discussed 
in more detail in the section on water pollution. Although 
foodborne disease incidence reached the Healthy People 2010 
target for reduction to less than 1 case per 100,000 population 
(Division of Foodborne, Waterborne, and Environmental Dis-
eases, 2011b), the Centers for Disease Control and Prevention 
(CDC, 2011a) estimates that 48 million people are affected by 
 foodborne illness in the United States each year. Of these people, 
128,000 are hospitalized and 3,000 die. Many of these illnesses 
result from 31 pathogens known to cause foodborne illnesses, 
many of which are tracked by public health surveillance systems. 
Eight pathogens account for an estimated 91% of foodborne ill-
nesses. Noroviruses, for example, cause approximately 58% of 
the foodborne disease cases in the United States, and nontyphoi-
dal Salmonella infections cause an estimated 28% of the related 
deaths. Other offending agents include Clostridium perfringens, 
Campylobacter, Staphylococcus aureus, Toxoplasma gondii,  
E. coli, and Listeria monocytogenes (CDC, 2011a).

Foodborne disease outbreaks occur as a result of contamina-
tion of food with pathogens and other disease-causing agents 
(e.g., mercury in fish). Contamination may occur when food is 
being produced, during processing, or prior to consumption. 
For example, contamination of oysters and other shellfish oc-
curs when shellfish grow in contaminated waters. Similarly, use 
of human waste as fertilizer or irrigation with untreated waste 
water for foods crops imported from Mexico and other coun-
tries contaminates fresh foods such as strawberries, tomatoes, 
sprouts, and other fruits and vegetables. Contamination may 
also occur during food processing or as a result of failure to 
properly refrigerate foods. For example, cases of botulism have 

been associated with commercially produced potato soups that 
were improperly refrigerated (Division of Foodborne, Water-
borne, and Environmental Diseases, 2011a). Finally, contami-
nation may occur during preparation in the home, as when 
fresh foods are prepared on a cutting board that has been used 
in the preparation of contaminated meats, such as chicken.

WEATHEr AND CLImATE. As we will see in Chapter 25 ,  
the natural environment contributes to a variety of human 
health hazards in the form of disasters related to high winds, 
precipitation, earthquakes, and so on. Weather and climate also 
have positive effects on human health. For example, a moderate 
level of precipitation (both rain and snow) is required for crop 
growth and adequate water supplies for human consumption.

Weather has multiple effects on human health. For example, 
in 2010, weather-related events resulted in 490 deaths, 2,369 in-
juries, and nearly $9.9 million in damages (National Weather 
Service [NWS], 2011c). More than a quarter (28%) of weather-
related deaths were due to exposure to excessive heat, and the 
number of deaths was three times higher than in 2009 (NWS, 
2011b, 2011d). From 2000 to 2010, an average of 115 heat- 
related deaths occurred each year in the United States (NWS, 
2011d). Conversely, hypothermia, primarily due to cold weather, 
accounted for an average of 25 deaths per year during the same 
period (NWS, 2011a). About half of both cold- and heat-related 
deaths occurred among elderly persons (NWS, 2011a, 2011b). 
In addition, poor weather conditions contribute to a significant 
portion of motor vehicle accidents. Other health-related effects 
of weather events are summarized in  Table 4-1•.

Although there have always been deaths due to hypo- and 
 hyperthermia and motor vehicle accidents caused by weather 
conditions, the potential for illness and injury due to temperature 
extremes and adverse weather conditions has increased recently 
as a result of global climate changes. Population health nurses 
can educate individuals, families, and communities to prevent 
weather-related mortality. For example, education tips for pre-
venting heat-related deaths are provided on page 80. Guidelines 
for governmental response to heat waves have also been devel-
oped by the WHO European Region (Mathies,  Bickler, Marin,  
& Hales, 2008). For further information about the guidelines, see 
the External Resources section of the student resources site.

Global climate change has been described as the “biggest 
global health threat of the 21st century” (Bell, 2011, p. 804). 
Climate change is a natural phenomenon, but is occurring 
much more rapidly than it normally would due to human ac-
tivities. Mean global temperatures increased by 0.6° to 0.9° Cel-
sius from 1906 to 2005, and the rate of temperature increase 
has more than doubled in the last half century (National Aero-
nautics and Space Administration, Earth Observatory, n.d.). A 
team of U.S. and WHO scientists has estimated that more than 
150,000 excess deaths and 5 million illnesses occur yearly due 
to climate change (West, 2014).

Climate change has both direct and indirect health effects. 
Direct effects relate primarily to severe weather events dis-
cussed above and their impact on human health. Indirect ef-
fects arise out of changes in plant allergens and their effect on 
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asthma prevalence and severity, increases in insect populations 
and consequent  insect-borne diseases, mental health issues, 
and increasing health disparities between segments of popula-
tions. A number of disease vectors, such as mosquitos, sandflies, 
ticks, tsetse flies, and black flies, have become more numerous or 
moved to other areas as a result of climate change (West, 2014). 
Many diseases have also been found to be climate sensitive (Bell, 
2011), and climate change is contributing to the emergence of 
new diseases and reemergence of several tropical diseases (Yu-
mul, Cruz, Servando, & Dimalanta, 2011). Indirect effects may 
also include social disruption related to population dislocation 
and civil conflict over scarce food and water resources created by 
climate changes.

Global efforts have been initiated to address the reduction 
in CO2 emissions, one of the most significant of greenhouse 
gases contributing to global warming, within the context of 
the Kyoto Protocol, which went into effect in February 2005. 
The Kyoto Protocol amends the United Nations Framework 
Convention on Climate Change to control emissions of CO2 
and five other greenhouse gases. Unfortunately, the protocol 
remains unsupported by the United States, which contrib-
utes a significant proportion of the world’s CO2 emissions. In 
December 2009, the U.S. Environmental Protection Agency 
(EPA) promulgated an administrative report that included 
both “endangerment” and “cause” findings. The endanger-
ment findings noted that current and projected concentrations 
of six greenhouse gases, including CO2, threaten the public 
health and the welfare of current and future generations. The 
cause findings specifically implicated motor vehicle engines 
as contributing to greenhouse gas pollution leading to public 
endangerment (EPA, 2011e). In spite of these findings, how-
ever, the greenhouse gas emission regulations implemented 
by the EPA in January 2011 are being challenged by entities 
such as the American Petroleum Institute and other producers  
(Isakower, 2011). Several challenges to the endangerment 
finding have been made in Congress and in the court system. 
Unfortunately, the 1996 Congressional Review Act allows 

TABLE 4-1 Health Effects and Populations Affected by selected Weather Events

Weather Event Health Effects Populations most Affected
Heat waves Heat stress Extremes of age, athletes, people with  

respiratory disease
Extreme weather events (rain, hurricane,  
tornado, flooding)

Injuries,	drowning Coastal, low-lying land dwellers, low SES

Drought, floods, increased mean temperature Vector-, food-, and waterborne diseases Multiple	populations	at	risk
Sea level rise Injuries,	drowning,	water	and	soil	salinization,	

ecosystem and economic disruption
Coastal areas, low SES

Drought, ecosystem migration Food and water shortages, malnutrition Low ES, elderly, children
Extreme weather events, drought Mass	population	movement,	international	

conflict
General population

Increases in ground-level ozone, airborne  
allergens, and other pollutants

Respiratory disease exacerbations (COPD, 
asthma, allergic rhinitis, bronchitis)

Elderly, children, those with respiratory disease

Climate change generally, extreme events Mental	health Young, displaced, agricultural sector, low SES

Data from: Centers for Disease Control and Prevention. (2009). CDC policy on climate change and public health. Retrieved from http://www.cdc.gov/climatechange/ 
pubs/Climate_Change_Policy.pdf

congress to veto agency regulations (OMB Watch, 2010). For 
this reason, it is important for population health nurses to stay 
abreast of environmental legislation and motivate the public to 
speak out against actions that imperil the environment.

CLIENT EDuCATION

During heat waves:

•	 Check	on	infants,	young	children,	elderly,	disabled,	
mentally ill, or homebound persons frequently.

•	 Evaluate	persons	at	risk	for	heat-related	death	
frequently for heat-related hazards and illnesses, and 
take appropriate preventive action.

•	 Never	leave	anyone	unattended	in	a	closed	vehicle.
•	 Drink	plenty	of	fluids.	Refrain	from	alcohol	consumption.
•	 Stay	indoors	or	seek	air-conditioned	environments.
•	 Take	cool	showers	or	baths.
•	 Wear	lightweight,	light-colored,	loose-fitting	clothing.

If exposure to heat cannot be avoided:

•	 Reduce,	eliminate,	or	reschedule	strenuous	activities.
•	 Limit	activity	to	morning	and	evening	hours.
•	 Reduce	exercise	or	replace	fluids	and	electrolytes	during	

exercise.
•	 Drink	water	or	nonalcoholic	fluids	frequently.
•	 Wear	a	wide-brimmed	hat	and	sunglasses	and	use	broad	

spectrum (UVA/UVB protection) sunscreen of SPF 15 or 
higher.

•	 Avoid	direct	sunlight	and	rest	in	shady	areas.

Data from: Centers for Disease Control and Prevention. (n.d.). Tips for 
preventing heat-related illness. Retrieved from http://www.bt.cdc.gov/disasters/
extremeheat/heattips.asp

Preventing Heat-related Deaths
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POLLuTION. Pollution is another area of environmental 
concern that has significant health effects for populations. Con-
siderations to be addressed in this chapter include water and air 
pollution, and radiation.

Water pollution. The safety and adequacy of the world’s water 
supply is of serious concern. Approximately 97.5% of the world’s 
water is either salt water or is contaminated. Seventy percent of 
what remains is frozen in the polar ice caps, which leaves only 
approximately 0.01% of the earth’s water for human consumption. 
The World Bank estimates that 100 to 200 gallons of water are 
needed per person per day to meet basic personal needs, excluding 
water needs for agricultural and industry, yet about 1 billion people 
lack access to safe water throughout the world. It is anticipated that 
this number will increase as populations grow (Levy & Sidel, 2011).

As water shortages become more acute, it is likely that waste 
water will be used increasingly to irrigate food crops. Although 
waste water has been used for irrigation for more than 3,000 
years in China and for centuries in Vietnam, its use poses the 
risk of disease transmission through contamination of food 
crops with bacteria-laden water. Because of increasing interde-
pendence among nations for food products and greater move-
ment of produce worldwide, the potential for global spread of 
disease is vastly enhanced compared to preglobalization eras, 
and there is a need for both local and international regulation 
of water safety and food production.

In the United States, threats to the safety of water supplies arise 
from an aging water infrastructure, chemical and pathogenic con-
tamination, the impact of climate change on water availability, 
and the development of new ways to obtain and use water (CDC, 
2011b). Some of the health effects of water pollution include diar-
rheal diseases, malaria, trachomatis infection, intestinal helminths, 
Japanese encephalitis, heavy metal poisoning, and hepatitis A. 
The most current U.S. Geological Survey (USGS) data on water 
sources in the United States indicate that about 80% of water is de-
rived from surface water and only 20% from ground water sources 
(USGS, 2014). Both water sources can become contaminated, with 
some contamination resulting naturally, and significant pollution 
arising from pollutants derived from land use, such as use of fertil-
izers, agricultural runoff, and industrial pollutants.

Groundwater resources are covered by drinking water regu-
lations promulgated by the EPA. Well water, on the other hand, 
is not covered. The EPA has developed both primary and sec-
ondary drinking water regulations. Primary drinking water 
regulations are legally enforceable standards for public water 
systems that specify acceptable limits of seven categories of con-
taminants. These categories include seven microorganisms (in-
cluding turbidity or the amount of suspended solids in water), 
four disinfection by-products, three disinfectants, 16 inorganic 
chemicals, 53 organic chemicals, and four radionuclides. Sec-
ondary drinking water regulations are unenforceable guidelines 
for water contaminants that cause cosmetic effects (e.g., discol-
oration of teeth and skin), aesthetic effects (e.g., odor, color, or 
taste), corrosivity, and so on (EPA, 2011d).

There is some fear that diminishing water availability will 
result in increasing conflict throughout the world. For example, 

there have been predictions of conflict between India and Paki-
stan over use of the waters of the Indus River (Pappas, 2011). 
Similarly, conflicts, although not armed, occur among states 
drawing water from the Colorado River for irrigation as well as 
for human consumption. In addition, there is a need to assist 
jurisdictions with water management strategies that conserve 
water and prevent flooding as climate change occurs.

Several public health roles have been identified for protection 
of water supplies throughout the world, and population health 

Global Perspectives

According to the World Health Organization (WHO) and UNICEF 
(2014) , 11% or 748 million of the world’s people continued to 
lack access to improved drinking water sources and 2.5 billion 
people were without improved sanitation facilities in 2012. An 
estimated 173 million people rely on untreated surface water 
sources open to myriad contaminants. Improved drinking water 
sources are those that protect water supplies against outside 
contamination, particular fecal contamination. Improved sanita-
tion facilities are those that prevent contact with human excreta.

Globally,	the	Millenium	Development	Goal	(MDG)	of	halve	the	
proportion of the world’s population without access to improved 
drinking water sources was met in 2010; however, specific areas 
have failed to do so and are not on track to meet the goal by the 
2015 target.  Lack of safe drinking water and sanitation, for ex-
ample, are more common in rural areas where residents encom-
pass 90% of those without improved water sources or improved 
sanitary facilities. Similarly, in sub-Saharan Africa, 40% of people 
are without access to improved drinking water sources and sanitary 
facilities and this number is increase due to population growth. 
Open defecation, defined as defecation in open space areas, such 
as fields, forests, bushes or open bodies of water, continues to be 
practiced by 1 billion people or 17% of the world’s population who 
have no access to sanitary facilities of any kind. Open defecation 
is most common in India where more than 597 million people en-
gage in this practice. Open defecation, is actually increasing in 
sub-Saharan Africa, again, due to a sanitation infrastructure that 
has not kept up with population growth (WHO & UNICEF, 2014).

Lack of access to safe water supplies and sanitation has a vari-
ety of health-related effects. Contaminated water transmits enteric 
pathogens and other harmful substances resulting in diarrheal dis-
ease and other health problems. In addition, the need to collect 
water from infested sources contributes to diseases caused by 
contact rather than ingestion (e.g., guinea worm infestation). Lim-
ited water resources also limit peoples’ abilities to engage in ap-
propriate hygiene, particularly handwashing, which would limit the 
transmission of communicable diseases. In some places, women 
and girls face the added threat of violence as well as lost time 
and productivity through the need to travel significant distances to 
acquire	water.	The	need	to	defecate	or	urinate	in	open	fields	also	
places them at risk for assault (WHO & UNICEF, 2014).

Water Quality and Health
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Evidence-Based Practice

Access to safe Drinking Water
Worldwide, 768 million people lacked access to improved drink-
ing water sources in 2011 (WHO & UNICEF, 2013). Even if the 
Millennium	Development	Goal	of	halving	the	number	of	people	
without access to safe water by 2015 is achieved, an estimated 
600 million people will still lack access to safe water systems. 
Unsafe water contributes to more than 5 billion waterborne dis-
ease fatalities and more than 2 million deaths from diarrhea in 

young children each year (Natural Resources Defense Council, 
n.d.). Research suggests that in developing countries, significant 
water contamination occurs between water sources and home 
use and that use of household water treatment and safe storage 
(HWTS)	strategies	in	individual	homes	can	minimize	the	health	
effects of waterborne diseases.

The	U.S.	Centers	for	Disease	Control	has	developed	an	evidence-
based	strategy	for	HWTS	that	includes	three	aspects:	(a)	use	of	an	
easily accessible, inexpensive chlorine solution in water for home 
use, (b) storage in safe containers, and (c) education on hygiene 
and	water	use	practices.	The	CDC	Safe	Water	System	(SWS)	has	
been implemented in more than 30 countries since 1998 and has 

provided thousands of people with safe drinking water (Division of 
Foodborne, Waterborne, and Environmental Diseases, n.d.).

Based	on	the	results	of	multiple	projects	to	promote	SWS	use	
in households in numerous countries, a number of lessons have 
been	learned	that	can	inform	other	similar	projects.	These	les-
sons	are	summarized	in	Table	4-2•.

Much of the world’s population does not have access to potable water 
sources. (africa/Fotolia)

nurses can be actively involved in these roles. They include rais-
ing awareness of the need for clean water access among the public 
and policy makers, documenting water conflicts and their effects 
on human health, and promoting water conservation and efforts 
to prevent water contamination. Additional roles include promot-
ing nonviolent conflict resolution strategies, promoting proactive 
cooperation on water issues, and working toward achievement 
of Millennium Development Goal 7 to reduce the proportion of 
people without access to safe water and basic sanitation (Levy & 
Sidel, 2011). This goal reflects the last of the Healthy People 2020 
environmental health objectives presented earlier in this chapter.

Air pollution. Hazardous air quality is another issue of 
concern at both national and global levels. Air pollution arises 
from the discharge of gaseous and particulate emissions into 

the air. Four general categories of air pollution sources are 
recognized: biogenic sources, mobile sources, point sources, 
and area sources (EPA, 2011a). Biogenic sources are natural 
sources of pollutants, such as volcanic eruptions or wild fires 
that create numerous gaseous pollutants and particulate matter. 
Plant pollens and dust are other biogenic sources of pollutants. 
Mobile sources include most forms of transportation as well as 
lawn mowers and other devices that move and pollute the air 
(EPA, 2010b, 2011a). Point sources are stationary sources that 
arise from a single point, such as a factory smoke stack or a 
storage tank. Area sources are a collection of stationary sources 
in a specific locale, for example, a residential area in which many 
homes use coal- or oil-based heating systems (EPA, 2010b).

Six major pollutants, also called criteria pollutants, af-
fect air quality in the United States and their emissions are 
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monitored by the EPA. These include carbon monoxide, lead, 
nitrogen dioxide, volatile organic compounds, particulate 
matter, and sulfur dioxide. In 2009, for example, 70  million 
tons of carbon monoxide were discharged into U.S. air. Simi-
lar discharges for other pollutants were as follows: lead—
2000 tons, nitrogen  oxides—14 million tons, volatile organic 
compounds—13  million tons, particulate matter—2  million 
tons, and sulfur  dioxide—9 million tons (EPA, 2011b). Ozone  
is another  major pollutant. Ozone is not typically discharged di-
rectly into the air from a pollution source, but results from chem-
ical interactions of nitrous oxide and hydrocarbons produced by 
burning or evaporation of volatile substances (American Lung 
Association, 2011). Ozone  production is exacerbated by heat. 

From 1980 to 2009, emissions of six of the criteria pollutants de-
creased by 57%, but carbon dioxide emissions increased by 28%. 
Despite decreases, more than 80 million people in the United 
States lived in areas where air quality concentrations were above 
the National Ambient Air Quality Standards for at least part of 
the year in 2009 (EPA, 2011b). In addition, half of the population 
lived in areas with dangerous levels of ozone or particulate mat-
ter in 2010 (American Lung Association, 2011).

Each of these pollutants has a variety of health consequences. 
The most obvious are, of course, respiratory effects including 
lung cancer and exacerbation of asthma and other respira-
tory diseases. Air pollution has also been associated with car-
diovascular disease, and there is some evidence that exposure 

TABLE 4-2 Lessons Learned about safe Water system Campaigns

Category Lessons Learned
Project	design Target	populations	in	need	who	have	sufficient	resources	to	purchase	the	products	needed	and	existing	

distribution systems
Develop long-term funding strategies by creating a locally viable market for the products that is 
self-sustaining
Incorporate a range of technical expertise in planning including consultants and locally knowledgeable staff

Production of safe water product Enable local production of product (bottle, cap, chlorine solution, label) in standardized packaging, consid-
ering technical and production capabilities and internal and external quality control mechanisms
Provide ongoing product quality monitoring to maintain safety and effectiveness
Produce products with an extended shelf life (at least 12 months)
Standardize correct chlorine dosage
Standardize plastic water containers to assure correct chlorine dose
Use packaging appropriate for rural transport and distribution

Regulatory environment Involve all relevant government agencies from the beginning
Respond immediately to government concerns
Educate program staff to answer technical questions about the product

Marketing	and	communication Focus on rural communities with unsafe water for program launch rather than high-profile political figures 
in prominent areas
Address specific safe water program behavioral constructs by providing an understanding of diarrheal 
 disease severity, transmission, and effectiveness of SWS strategies and handwashing
Use a positive and aspirational branded marketing campaign with focus on positive aspect of use (versus 
disease severity)
Use campaign messages complementary to related campaigns
Consider	timing	of	launch	efforts	(e.g.,	just	before	seasonal	disease	peaks)
Choose communication channels appropriate to the context (e.g., media in urban areas and personal com-
munication in rural areas)
Use targeted technical information to address concerns about chlorine use
Provide for sustained funding
Develop marketing templates that can be adapted to local needs (verbal, pictorial, or combination designs)

Sales and distribution Combine	commercial	sector	and	project	push	for	distribution	of	the	product
Capitalize	on	NGO	networks	to	promote	the	project,	particularly	in	rural	areas
Encourage commercial sector participation by use of a socially marketed product

Creating partnerships Develop partnerships at all levels (e.g., government, nongovernment, local, international, etc.)
Promote	donor	advocacy	and	support	for	the	project	through	integration	into	other	project	contracts
Coordinate with NGOs to reach rural and high-risk populations
Use trusted spokespersons and product champions

Product costs, pricing, and cost 
recovery

Recover product costs through sales (usually no need for subsidies, but other costs usually covered by ex-
ternal donors)

Integrating safe water into HIV/AIDS 
programming to meet the needs of 
the most at risk populations for wa-
terborne diseases

Partner with local NGOs that serve the HIV/AIDs population
Use interest in reaching the HIV/AIDs population to stimulate a national safe water campaign

Data from: U.S. Agency for International Development. (2007). Best practices in social marketing safe water treatment solution for household water treatment: Lessons 
learned from Population Services International Field Programs. Washington, DC: Author. Retrieved from http://pdf.usaid.gov/pdf_docs/PNADI479.pdf
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to particulate matter may contribute to insulin resistance in 
persons with diabetes (American Lung Association, 2011). 
Population health nurses can educate the public to prevent air 
pollution as well as assist them in avoiding the worst effects of 
pollution. Specific strategies are addressed later in this chapter, 
but population health nurses can also alert people regarding 
warning mechanisms for unsafe air conditions. Client educa-
tion information regarding air quality and health implications 
is included below.

In addition to exposure to pollutants in the outside or 
ambient air, many people are also exposed to indoor air 
pollution, the primary source of which is environmental to-
bacco smoke. Exposure to environmental tobacco smoke 

contributes to an estimated 50,000 deaths each year in adult 
nonsmokers due to lung cancer and heart disease. Environ-
mental tobacco smoke exposure has also been implicated in 
sudden infant death syndrome (SIDS) and contributes to na-
sal and eye irritation. Approximately 35% of U.S. children (21 
 million children) are exposed to tobacco smoke in the home, 
and 49% of nonsmoking children with in-home exposure to 
tobacco smoke have detectable cotinine blood levels indi-
cating increased risk for long-term consequences (Cramer, 
 Roberts, & Stevens, 2011).

Radiation. Radiation also affects the natural environment, 
often in conjunction with features of the built and social 
environments. Human health is affected by two types of 
radiation, ionizing and nonionizing radiation. Ionizing radiation 
is created through decay of unstable isotopes of certain elements. 
The term ionizing indicates that the energy created is sufficient 
to break molecular bonds resulting in charged or “ionized” 
atoms. Ionizing radiation is of two types; radioactive particles 
and high-frequency electromagnetic radiation (e.g., X-rays). 
Human exposure to ionizing radiation occurs both naturally 
(e.g., radon in the ground in some areas) and by artificial means, 
such as medical use, radioactive discharges from nuclear plants, 
and so on. Human effects of ionizing radiation include somatic 
effects, such as cancer, genetic effects, and teratogenic effects 
on infants exposed in utero (Environmental Protection Agency, 
2012).

An estimated 21,000 lung cancer deaths each year are re-
lated to radon exposure. Lung cancer incidence is increased by 
the interaction of radon exposure in the natural environment 
and smoking behavior. Although the Healthy People 2020 ob-
jectives address radon testing and remediation for homes in 
areas with high radon levels, it is estimated that declines in 

uncontrolled industrial processes may contribute to a variety of 
environmental health concerns. (Akiyoko/Shutterstock)

Air Quality and Health Implications

Code Air Quality Health Implications
Green Good Continue routine activity
Yellow Moderate Limited outdoor exertion for highly sensitive 

people
Orange (advisory) Unhealthy for sensitive groups Limited outdoor exertion for active children, 

adults, and people with respiratory conditions
Red (alert) Unhealthy Avoid outdoor exertion by active children, 

adults, and people with respiratory conditions; 
limited outdoor exertion by all others

Purple (health alert) Very unhealthy Avoid outdoor exertion by active children, 
adults, and people with respiratory conditions; 
limited outdoor exertion by all others

Data from: AIRNow. (2010). Air Quality Index (AQI) – A guide to air quality and your health. Retrieved from http://www.airnow.gov/index.cfm?action=aqibasics.aqi

CLIENT EDuCATION
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smoking behaviors will have a greater effect on radon-related 
lung cancer than home remediation (Mendez, Alshanqeety, 
Warner, Lantz, & Courant, 2011).

Nonionizing radiation is produced by sources such as 
power lines, mobile telephones, and so on. There are known ef-
fects of exposure to high levels of nonionizing radiation result-
ing from the sudden heating of body tissue. The Occupational 
Safety and Health Administration (OSHA) has developed stan-
dards for exposures to sources of nonionizing radiation such as 
electromagnetic radio waves, due to the potential for adverse 
health effects of chronic exposure (OSHA, 2013).

ENvIrONmENTAL susTAINABILITy. The last conside-
ration with respect to the natural environment to be discussed 
here is the concept of environmental sustainability. Sustainabil-
ity is often viewed as continued growth of the economy and 
may be conceptualized from both public and business perspec-
tives. From a public perspective, environmental sustainability 
can be defined as “the satisfaction of basic economic, social, and 
security needs now and in the future without undermining the 
natural resource base and environmental quality on which life 
depends” (EPA, 2011h). A business perspective views the goal 
of sustainability as increasing value while decreasing use of ma-
terials and minimizing negative environmental impacts. A syn-
ergistic perspective entails “recognition of the need to support a 
growing economy while reducing the social and economic costs 
of economic growth” (EPA, 2011h).

Population health nurses can assist members of the popu-
lation to recognize environmental sustainability issues and to 
promote a sustainable environment. This may be done through 
conservation initiatives and through development of more ef-
fective and less environmentally damaging industrial, personal, 
and transportation-related activities. Strategies that may be 
used by population health nurses to achieve these ends are pre-
sented later in this chapter.

The Built Environment
The U.S. Department of Health and Human Services,  (USDHHS, 
2012) defined the built environment as “human-made ( versus 
natural) resources and infrastructure designed to support 
 human activity” (p. 64). Elements of the built environment in-
clude homes, schools, workplaces, roads, and features such as 
transportation systems, highways, electrical transmission and 
waste management systems, and parks and recreation areas. 
Public health experts have broadened the concept of the built 
environment to incorporate land use planning and environmen-
tal policy, which will be considered in the discussion of the social 
environment.

The built environment has both direct and indirect effects 
on health. Direct effects derive from exposure to hazardous 
conditions arising from the built environment. Examples of 
direct health effects include lead poisoning arising from inges-
tion or inhalation of lead from older structures painted with 
lead-based paints or respiratory disease due to air pollution. 
The focused assessment on page 86 provides tips for assessing 
the potential for lead exposure.

Indirect effects are the result of the effects of the built en-
vironment on the natural environment (e.g., contamination 
of air and water) or on human health-related behaviors. As we 
saw earlier, much of the contamination of the natural environ-
ment arises from features of the built environment. For exam-
ple, air pollution is a result of motor vehicle use in the built 
environment, and pollution tends to be worse in areas near 
major highways and other heavily traveled areas.

Home safety is another area of concern related to the built en-
vironment. In 2009, for example, more than 5% of U.S. housing 
units were considered inadequate, with deficiencies in plumb-
ing, heating, electricity, hallways, or upkeep. An additional 21% 
of housing units were considered unhealthy due to potential for 
exposure to toxins, rodents, water leaks, peeling paint, and lack 
of functional smoke detectors (Raymond, Wheeler, & Brown, 
2011). Home conditions can also influence a variety of chronic 
illnesses for better or worse. For example, homes specifically 
constructed to minimize the presence of asthma triggers have 
been associated with an increase in asthma-free days and a de-
crease in urgent care visits for people affected by asthma (Ta-
karo, Krieger, Song, Sharify, & Beaudet, 2011).

Rural environments have traditionally been considered nat-
ural and more healthful than urban environments. However, 
the built environment also influences rural areas. For example, 
“factory farms” or concentrated animal feeding operations 
(CAFOs) cause significant air and water pollution, but are 
exempt from enforcement of provisions of the Clean Air Act 
pending further study. Particulate emissions, for example, have 
been found to be three times higher than permitted levels at 
some factory farms, and thousands of pounds of ammonia may 
be produced on the worst days. In addition, hydrogen sulfides 
have been found to exceed acceptable levels for other indus-
tries and are often worse than in many cities (Environmental 
 Integrity Project, 2011).

both natural and built environments affect human health. (Joey Chan/

Pearson Education. Inc)
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The built environment also influences human health- 
related behavior. For example, the proximity of tobacco outlets 
in residential areas has been associated with success or failure 
of tobacco cessation initiatives (Reitzel et al., 2011), and a pre-
ponderance of small grocery stores in urban neighborhoods 
has been related to higher BMIs and greater prevalence of obe-
sity. Similarly, moving from a rural to an urban area has been 
shown to result in lower BMIs, possibly due to greater avail-
ability of healthy food choices (Gibson, 2011).

The presence of parks and recreation areas in the built en-
vironment influences health-related physical activity levels in 
the population, and parks with supervised activity classes have 
been shown to promote physical activity more than parks 
without such programs (Parra et al., 2010).  Unfortunately, 
many such programs are being eliminated as a result of city, 
county, and state budget cuts. A number of studies have dem-
onstrated the link between access to physical activity venues 
in the built environment and engagement in physical activ-
ity. For example, James and colleagues (2013) found that ele-
ments of the built environment were associated with physical 
activity levels and body mass index (BMI) (James et al., 2013). 
Similarly, greater density of fast-food restaurants in a com-
munity is associated with increased BMI, particularly for 
low-income residents (Reitzel et al., 2014). The presence of 
parks also influences physical activity, and public parks have 
been suggested as avenues of escape from stress for victims of 
natural disasters (Rung, Broyles, Mowen, Gustat, & Sothern, 
2011).

Urban sprawl is another feature of the built environment that 
has drawn considerable attention in recent years.  Urban sprawl 
has been defined as “a pattern of uncontrolled development 
around the periphery of a city,”  (Resnick, 2010, p. 1853) and is 
characterized by low population density, loss of open spaces, 

aspects of the built environment strongly influence health-related 
behaviors such as physical activity. (Monkey Business Images/Shutterstock)

FOCusED AssEssmENT Lead Exposure risk

•	 Do	you	or	family	members	use	products	from	other	countries	
that may contain lead (pottery, medicines, spices, food, candy)?

•	 Do	you	serve	food	in	leaded	crystal,	pottery,	or	pewter	dishes?

•	 Do	you	or	members	of	your	family	chew	on	nonfood	items	
(e.g., dirt, paint chips)?

 An affirmative answer to any of these questions suggests the 
need for blood lead testing.

Adapted from: New York State Department of Health. (2009). Lead exposure 
risk assessment questionnaire for children. Retrieved from http://www.health.
state.ny.us/environmental/lead/exposure/childhood/risk_assessment.htm; 
Texas	Department	of	State	Health	Services.	(2011).	Risk assessment for lead 
exposure: Parent questionnaire. Retrieved from http://www.dshs.state.tx.us/lead/
pdf_files/pb_110_parent_questionnaire.pdf

•	 Do	you	live	in	or	regularly	visit	a	house	or	building	built	
before 1978 with chipped or peeling paint or current or 
recent renovation?

•	 Have	you	ever	lived	outside	of	the	United	States?

•	 Is	anyone	you	know	(family	member,	neighbor’s	child,	child’s	
playmate) being treated for lead poisoning?

•	 Do	any	jobs	or	hobbies	of	family	members	involve	exposure	
to lead?

•	 Do	you	live	near	an	active	lead	smelter	or	battery	recycling	
plant or other industry that may release lead into the 
environment?

•	 Do	you	live	near	a	heavily	traveled	road	or	highway?
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automobile dependence due to low connectivity between des-
tinations, air and water pollution, and limited opportunities to 
walk or bicycle to work or school. Other characteristic features 
of urban sprawl include poor land use mix, limited activity cen-
ters and downtown areas, “leapfrogging” development, and em-
ployment dispersion.

Urban sprawl can be counteracted by smart growth, which 
has been defined as a “policy framework that promotes an ur-
ban development pattern characterized by high population 
density, walkable and bikeable neighborhoods, preserved green 
spaces, mixed use development (i.e., development projects 
that include both residential and commercial uses), available 
mass transit, and limited road construction” (Resnick, 2010, p. 
1853).

Smart growth has been resisted by some entities for a variety 
of reasons. These include possible decreases in property values, 
diminished affordability of housing, restrictions on property 
owners on their use of their land, and the potential to increase, 
rather than decrease, urban sprawl as new planned communi-
ties are built. In addition, smart growth may disrupt existing 
communities and displace low-income minority residents from 
center city areas (Resnick, 2010).

Mixed-use development refers to the extent to which ur-
ban development creates areas that combine residential and 
commercial endeavors. Poor land use mix has a long histori-
cal tradition in the United States, mandating segregated land 
use for residential and commercial purposes. Leapfrogging 
development is the practice of developing distant parcels 
of land while skipping over those closer to developed areas. 
Both types of arrangements result in the necessity for people 
to commute to work or shopping areas and increase motor 
vehicle traffic while decreasing opportunities for physical 
activity through walking and bicycling. Urban sprawl wastes 
available land and converts valuable agricultural land to 
other uses as well as increasing energy use and contributing 
to pollution.

All of the characteristic features of urban sprawl lead to 
increased resource use. The extent of resource use is concep-
tualized in terms of humanity’s ecological footprint, which 
has been defined as the amount of environmental resources 
in terms of productive land or water required by a popula-
tion to support a current lifestyle (World Wildlife Federa-
tion, n.d.). An ecological footprint is usually measured in 
hectares per person (one hectare is 10,000 square meters or 
2.47 acres). Worldwide, the current ecological footprint is 
2.7 hectares per capita, but only 2.1 hectares can be regen-
erated each year, suggesting that we are outpacing our re-
sources. The ecological footprint of industrialized nations is 
even greater. Earlier in this chapter, we referred to the need 
for sustainable development. In this context, a sustainable or 
ecological community is one with an acceptable ecological 
footprint. For further information on determining your own 
ecological footprint, see the External Resources section of the 
student resources site.

The Social Environment
Throughout this book, we discuss the effects of several el-
ements of the social environment on the health of popu-
lations. For example, Chapter 5  discusses the cultural 
aspects of the social environment, and Chapter 6  addresses 
the economic aspect. In this chapter, we will focus on four 
aspects of the social environment as they affect health: so-
cial capital, social policy, energy consumption, and waste 
management.

sOCIAL CAPITAL. A basic definition of social capital was 
presented in Chapter 1 . The World Bank (2011) conceptual-
ized social capital as “the institutions, relationships, and norms 
that shape the quality and quantity of a society’s social interac-
tions” (para 1). Social capital is derived from relationships that 
make resources available to members of a group and depends 
on the overall level of resources available to the group. These 
relationships may involve both horizontal and vertical associa-
tions and are facilitated by an enabling social and political envi-
ronment. Horizontal relationships are social networks of people 
that increase their productivity by facilitating cooperation and 
coordination. Interactions with your classmates that facilitate 
assimilation of educational concepts (e.g., study groups) are ex-
amples of horizontal relationships. Vertical relationships may 
also provide social capital. For example, the expertise of your 
nursing faculty may also facilitate your learning. The culture 
of a nursing program that promotes open interaction between 
faculty and students is an example of an enabling environment.

The social capital available to a population or to a segment 
of the population has been shown to be related to population 
health status, independent of the economic status of the indi-
vidual or family. For example, higher economic-level neighbor-
hoods have been associated with lower obesity risk for adults. 
Similarly, a study in Brazil indicated that people in the richest 
residential areas had a healthy life expectancy more than twice 
as high as that of slum dwellers (Szwarcwald, de Mota, Dama-
cena, & Pereira, 2011).

Resources, in the context of social capital, include those 
available to individual members of the group as well as to the 
group as a whole. Because of the relationships among group 
members, resources available to one member become available 
to others. The extent of social capital in a community or popu-
lation group depends on the resources available to the group as 
well as the relationships that permit access to those resources.

Communities with high levels of social capital have also 
been characterized by cohesion and collective efficacy. The ex-
tent of social capital in a community or population group may 
also be affected negatively by community or neighborhood 
characteristics. These negative effects also have health-related 
implications. For example, overall neighborhood poverty has 
been associated with higher cardiovascular disease risk for 
women, and neighborhood crime rates and segregation have 
been linked to cancer risk in both men and women (Freedman, 
Grafova, & Rogowski, 2011).
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Some authors, however, note the potential for disadvantages 
to social capital. These disadvantages lie in the group norms 
and in the relationship of the group to the outside world. Group 
norms can, in some instances, promote “antisocial  capital”—
that is, social capital put to inappropriate uses. Examples given 
include social norms and behaviors related to drug rings, nep-
otism, cronyism, and crime. Neighborhood crime rates have 
been linked to health-related behaviors such as physical activity, 
particularly among youth (Moore et al., 2010).

Another area for consideration is the differential effect of 
social capital on some subgroups within the population. For 
example, young people in the community may not have ac-
cess to some elements of community social capital. As an-
other example, homeless individuals are denied access to 
community social capital when they are prohibited from us-
ing public facilities such as parks. With respect to interac-
tions with the larger society, some authors have warned that 
an emphasis on building social capital within groups and 
communities may be used as an excuse not to redistribute 
economic resources to address structural inequalities in ac-
cess to resources.

sOCIAL POLICy. Social policy also has multiple effects 
on the environment and on human health and health- related 
behaviors. Policies may relate directly to environmental 
conditions or to behaviors that affect the environment. For 
 example, smoke-free policies for multiunit housing may 
prevent tobacco smoke exposure. Approximately 40 million 
 Americans live in multiunit housing in which smoke is easily 
transmitted among units. Landlords have resisted initiation of 
smoke-free policies for a variety of reasons. Chief among these 
is an expectation that smoke-free policies will lead to higher 
vacancy and turnover rates. In actual fact, however, in units 
with smoke-free policies, vacancy rates increased by only 11% 
compared to an expected 54%, and turnover rates were less 
than 4% compared to an anticipated 50%. Other reasons for 
not instituting smoke-free policies in rental properties include 
difficulties in enforcement, anticipated tenant objections, and 
loss of rental market share (Cramer et al., 2011).

Policies related to smoking in the workplace are also an is-
sue with respect to environmental health. The National  Center 
for Chronic Disease Prevention and Health Promotion (2011) 
reported an increase from zero to 26 in the number of states that 
prohibit smoking in the workplace, bars, and restaurants from 
2000 to 2010, and nearly half of U.S. residents live in smoke-free 
jurisdictions. Unfortunately, more than 88 million nonsmok-
ers over 3 years of age continue to be exposed to second-hand 
smoke. The Healthy People 2020 objective is to increase the prev-
alence of smoke-free workplace, bar, and restaurant laws to all 
states. In addition to decreasing exposure of nonsmokers to sec-
ond-hand smoke, such laws assist smokers in cessation efforts, 
change social norms regarding smoking, and decrease hospital-
izations related to heart disease and asthma.

At the national level, the EPA has promulgated a wide va-
riety of social policies with regulatory enforcement to reduce 

environmental health risks. Two prominent examples are 
the Clear Air Act of 1970 and the Clean Water Act of 1972. 
The EPA (2011c) estimates that the Clean Air Act will pre-
vent more than 230,000 premature deaths in 2020 through 
its enforcement of emission standards related to industry and 
transportation. Several amendments have been made in the 
legislation since its enactment, the most recent being regula-
tions regarding the emission of greenhouse gases discussed 
earlier. The precursor to the Clean Water Act was passed in 
1948 as the Federal Water Pollution Control Act, but was sub-
stantially reorganized in 1972 and labeled the Clean Water Act 
in 1977. This act regulates wastewater and sets standards for 
contaminants in surface water (EPA, 2011f). The EPA also 
develops policy in a variety of other areas of environmental 
concern, including waste management, radon exposure, acid 
rain, lead and other heavy metal exposures, climate change, 
pesticide exposures, and so on.

The EPA (2010a) has developed a set of five strategic goals 
for 2011 to 2025. These goals and related objectives are pre-
sented in Table 4-3•. Similar environmental-policy-making 
bodies may also operate at local and state levels. At the interna-
tional level, WHO provides a focus for global health initiatives 
and policy development.

Other types of social policies also affect human health. For 
example, minimum wage policies have been shown to affect 
access to health. States with higher minimum wage laws also 
tend to have a lower risk of unmet health needs among low-
skilled workers. Such findings refute contentions that mini-
mum wage laws might actually decrease access to care due 
to lowered numbers of workers hired, fewer hours worked 
to eliminate the need to provide health insurance benefits, 
or reductions in available benefits (McCarrier, Zimmerman, 
Ralston, & Martin, 2011). Many other social policies also affect 
health, from enactment of seat belt legislation to food labeling 
laws. Political influences on health and the role of population 
health nurses in policy formation are discussed in more detail 
in Chapter 9 .

ENErGy CONsumPTION. Energy consumption is anoth-
er aspect of the social environment to be considered. Energy 
consumption, which plays a large part of the human ecological 
footprint discussed earlier, arises out of social mores and stand-
ards of living. Total energy use in the United States during 2012 
was 95 quadrillion British thermal units (Btus), nearly three 
times the energy use in 1950. Less than 10% of 2012 energy con-
sumption resulted from residential and commercial use, 20.5% 
from industrial use, and nearly 27% from transportation (U.S. 
Energy Information Administration [EIA], 2013a). Results of 
the Residential Energy Consumption Survey indicate that per-
household residential energy use in the United States decreased 
from 1980 to 2009, but that each household still used an average 
of 90 Btus per year. In 2013, less than 10% of energy consump-
tion came from renewable energy sources (EIA, 2014).

In large part, reductions in home energy consumption are 
related to use of more energy-efficient appliances and heating  
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and cooling systems as well as housing units with more energy-
conserving features. For example, in 2009, 58% of homes sur-
veyed had multipane windows and 80% of new homes built after 
2000 had energy-efficient windows. Similarly, 39% of house-
holds used an Energy Star refrigerator and 36% had an Energy 
Star clothes washer. On the other hand, more homes (40%) use 
DVRs rather than VCRs and DVD players. DVRs consume 
more energy than VCRs or DVD players. In addition, 75% of 
homes now have computers and 35% have two or more comput-
ers. Another 50 million homes have three or more televisions, 
adding to the level of home energy consumption (EIA, 2011).

Manufacturing or industrial energy consumption declined 
by nearly 17% from 2002 to 2010, but still accounted for 14 
quadrillion Btu in 2010 (EIA, 2013b). All forms of energy 
consumption are contributing to rapid depletion of natural 
resources, and there is a serious need to develop alternative 
forms of energy production.

Some alternative energy sources, however, pose envi-
ronmental health hazards themselves. For example, deple-
tion of oil resources has motivated the development of new 
methods of natural gas extraction, which make natural gas a 
more cost-effective alternative fuel than in the past. The ex-
traction process, called “fracking,” uses chemicals that leak 
into groundwater supplies and are known to cause damage 
to lungs, liver, kidneys, blood, and the brain (Finkel & Law, 
2011). As was seen in the aftermath of the tsunami and flood-
ing of nuclear reactors in Japan, use of nuclear power has 
other potential health-related risks. Similarly, conversion of 
food products, such as corn, to fuel alternatives minimizes 
their availability as food supplies for humans and domestic 
animals. Wind and solar power may be more healthful as 

well as renewable energy sources, but their long-term health 
effects are not yet known. Population health nurses need to 
stay current on the research on the health effects of various 
energy sources and educate the public and policy makers to 
make informed decisions. In addition, nurses can be instru-
mental in promoting energy conservation.

WAsTE mANAGEmENT. The final aspect of the social en-
vironment to be addressed is the issue of waste management. 
Categories of waste to be considered include solid waste, haz-
ardous waste, chemical waste, heavy metals, and biological 
waste. Solid waste consists of paper products, glass, metal, plas-
tics, rubber and leather, textiles, wood, and other wastes, which 
include food scraps, yard trimmings, and other organic wastes. 
According to the U.S. Census Bureau (2011a), U.S. residents 
generated nearly 250 million tons of solid waste in 2008, an in-
crease of 65% over 1980. Approximately one third of the solid 
waste generated in 2008 was recovered by recycling, compost-
ing, or burning as an energy source. Another 135 million tons 
were discarded to landfills and other sites.

Hazardous waste is defined as “waste that is dangerous or 
potentially harmful to our health or the environment. Hazard-
ous wastes can be liquids, solids, gases, or sludges. They can 
be discarded commercial products, like cleaning fluids or pes-
ticides, or the by-products of manufacturing processes” (EPA, 
2011i). Hazardous wastes are of concern in terms of their dis-
posal and in terms of transportation from one place to another. 
In 2007, the United States generated more than 32 million tons 
of hazardous waste, 655,000 tons of which were transported 
posing risk for major exposures due to accidents in transit 
(U.S. Census Bureau, 2011c).

TABLE 4-3 EPA strategic Goals and related Objectives

strategic Goal related Objectives
Goal	1:	Taking	action	on	climate	change	and	improving	air	
quality

Address climate change by reducing greenhouse gas emissions and assisting the 
public to deal with effects of climate change.
Improve air quality by reducing the extent of toxic pollutants.
Restore ozone layer, protecting the public from ultraviolet radiation.
Reduce unnecessary radiation exposure, minimizing exposure and dealing with 
exposures that occur.

Goal 2: Protecting America’s water Reduce human exposure to contaminants in drinking water, shellfish, fish, and 
recreational water.
Protect and restore watersheds and aquatic ecosystems.

Goal 3: Cleaning up communities and advancing sustainable 
development

Promote sustainable and livable communities by promoting smart growth, land 
reclamation, and emergency preparedness.
Preserve land by decreasing waste generation, recycling, and effective waste 
management.
Restore land by cleaning up and restoring contaminated land and responding to 
toxic releases.
Strengthen health and environmental protection on Indian lands.

Goal 4: Ensuring the safety of chemicals and preventing 
pollution

Ensure chemical safety and reduce chemical exposures.
Promote pollution prevention.

Goal 5: Enforcing environmental laws Implement environmental law with vigorous enforcement and use of sanctions.

Data from: Environmental Protection Agency. (2010a). FY 2011–2011 EPA strategic plan: Achieving our vision. Washington, DC: Author.
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Hazardous wastes are primarily generated by human ac-
tivities, and may be biological, chemical, or metal. Biological 
hazardous wastes occur when harmful bacteria and other bio-
logical agents are discharged into water supplies or contaminate 
foods. Chemical hazardous wastes are generated by a variety of 
industrial processes and frequently contaminate water supplies. 
Use of personal products such as cleansing agents in the home 
may also lead to generation of hazardous waste. Metal contami-
nation of water supplies or land may also occur as a result of 
industrial processes or home use of products that contain heavy 
metals such as lead, arsenic, and so on. For example, in 2009, 
the prevalence of elevated blood lead levels (BLLs) in U.S. adults 
was 6.3 per 100,000 employed persons. Control strategies have 
resulted in a decreased prevalence of lead poisoning in adults, 
however. For example, the prevalence of elevated blood lead 
levels declined by more than 50% from 1994 to 2009 (Division 
of Surveillance, Hazard Evaluation, and Field Studies, 2011).

Toxic chemical waste releases actually decreased by 15% 
from 2003 to 2008, but total industrial releases in 2008 still 
totaled more than 3,861 million pounds. The greatest releases 

occurred from metal mining, followed by electric utilities (U.S. 
Census Bureau, 2011b). Agriculture also produces chemical 
wastes related to pesticides and fertilizers that contaminate 
water supplies through runoff. As we noted earlier, ammonia 
production at factory farms is also of concern.

In the past, many toxic hazardous wastes were stored or 
dumped in a variety of places that permitted their release 
into air and water. During the 1970s, the health implications 
of these hazardous waste sites were recognized prompting the 
development of the Superfund program; Superfund is the EPA 
program initiated to clean up these hazardous waste sites. It 
was established under the Comprehensive Environmental Re-
sponse, Compensation, and Liability Act of 1980 and permits 
EPA cleanup of sites placed on the National Priorities List, to 
compel parties responsible for hazardous waste dumping to 
engage in cleanup or compensate EPA for cleanup activities. 
Since the passage of the legislation, tens of thousands of sites 
throughout the nation have been cleaned up (EPA, 2011g). 
For further information on remaining  Superfund sites, see the  
External Resources section of the student resources site.

Biological wastes are created by humans, animals, and in-
sects, as well as by decomposing plant matter. Biological 
wastes become hazardous to human health when they contain 
pathogens that contaminate water and food supplies. In devel-
oped countries, most human biological wastes are controlled 
through sewage treatment systems. In other parts of the world, 
however, sanitation is rudimentary and the consequent risk of 
exposure to fecal pathogens is high. Animal and insect drop-
pings are also sources of many communicable diseases. For ex-
ample, the presence of mouse droppings in the environment 
increases the risk of hantavirus exposure. Similarly, flies, cock-
roaches, and other insects contaminate food and water sup-
plies. Population health nurses can help to educate populations 
for control of biological wastes and prevention of food and wa-
ter contamination by biological agents.

Interactions Among Environmental 
components
Although we have discussed the natural, built, and social envi-
ronments as if their effects on health are independent of one 
another, they are actually intimately related. For example, in-
dustrial and human wastes deposited into the ocean from the 
built environment have polluted waters and altered the marine 
food chain. Overfishing of coastal waters has, in turn, led to an 
increasing dependence on farmed fish, which may have higher 
levels of contaminants than wild fish, thereby increasing the 
potential for human health effects. Similarly, ozone levels that 
contribute to air pollution peak during traffic rush hours (part 
of the built environment) and with increasing temperatures 
during the day (the natural environment). Surprisingly, ozone 
levels may be worse in less densely populated areas due to in-
creased vehicle use as a result of urban sprawl.

Elements of the natural environment also interact with hu-
man development, human behavioral factors, and elements of 

Pollution affects everyone's health. (Jules Selmes/Pearson Education, Inc.).
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the social environment to contribute to health problems. For 
instance, the effects of severe heat waves are associated with 
increased age, decreased socioeconomic status, poor housing 
quality, and lack of air conditioning, as well as with the use of 
alcohol and some medications. Another example of the inter-
actions between built and natural environments lies in the ag-
ing water systems in most U.S. cities, leading to breakdowns 
and contamination of natural water supplies.

We noted before the effects of the built environment on hu-
man health-related behaviors such as walking. Community de-
sign also affects the natural environment. Urban development, 
for example, increases the amount of impervious surfaces that 
do not absorb rain water, leading to greater storm water vol-
ume and runoff, which have the potential to contaminate water 
sources or increase flood risk in residential areas. The built en-
vironment also affects levels of social capital through its effects 
on opportunities for people to congregate and interact with 
each other. For example, communities with walkable, mixed-
use neighborhoods tend to exhibit higher levels of social capital 
than automobile-dependent ones.

Social environmental changes such as the move to smaller, 
nuclear families requires more housing, uses more natural re-
sources, and creates a larger ecological footprint. These effects, 
as well as those of global climate change in the natural environ-
ment, are anticipated to result in major social upheavals such 
as water wars and environmental refugees (Pappas, 2011).

Population Health Nursing and 
Environmental Influences on 
Health
Because of their consistent presence in the community, popula-
tion health nurses are some of those most likely to become aware 
of environmental health problems, yet they are often unprepared 
to recognize and deal with them. Protection of the environment is 
one of the essential functions of public health, and the participa-
tion of population health nurses in this function is critical. Popu-
lation health nursing activity related to environmental health 
issues occurs at individual/family client and population levels.

Standards and competencies for occupational and environ-
mental health nursing practice have been developed and are 
discussed in Chapter 23 . In addition, a number of national ini-
tiatives support the role of nursing with respect to environmen-
tal health issues. The first of these initiatives was an offshoot of 
the Agency for Toxic Substances and Disease Registry (ATSDR). 
ATSDR, part of the Superfund legislation passed in 1980, was cre-
ated to prevent or minimize public exposure to hazardous sub-
stances. In 1994, ATSDR established the Environmental Health 
Nursing Initiative to promote research, collaboration, and edu-
cational opportunities related to environmental health. The 
ATSDR initiative was designed to promote a more active role for 
the nursing profession in addressing environmental health with 
a goal of making environmental health “an integral component 
of nursing practice, education, and research” (ATSDR, n.d.). 

To that end, the initiative has developed a series of education 
resources and training programs and roundtable discussions 
around nursing involvement in environmental health.

In 1995, the Institute of Medicine report, Nursing, Health, 
and the Environment (Pope, Snyder, & Mood, 1995), promul-
gated four general competencies for nursing with respect to en-
vironmental health. The first of these competencies addressed 
knowledge related to mechanisms for environmental exposure, 
prevention and control strategies, and the need for evidence-
based approaches to dealing with environmental issues. The 
second competency dealt with the ability to take an environ-
mental exposure history and make appropriate referrals for 
health care services as well as informing the public regarding 
environmental hazards. The third competency underscored the 
need for advocacy to support environmental justice in resolv-
ing environmental health problems, and the fourth reflected 
knowledge and use of legislative and regulatory processes to 
address environmental conditions that jeopardize health.

In 2010, the Alliance of Nurses for Healthy Environments 
joined the American Nurses Association (ANA) to incorporate 
a standard related to environmental health in ANA’s revised 
Nursing: Scope and Standards of Practice. The standard ad-
dresses competencies for both the basic registered nurse and 
graduate-prepared nurses (Gilden, 2010). For further informa-
tion on the competencies, see the External Resources section of 
the student resources site.

Population health nurses can use the population health 
nursing model to address environmental health problems. Use 
of the model focuses on assessment, intervention planning, and 
evaluation of environmental interventions.

Assessing Environmental Health Influences
The first step in ameliorating environmental health problems is 
an assessment of the factors contributing to them and their ef-
fects on human health. In addition to identifying environmen-
tal factors in the community that may affect health, population 
health nurses assess the population for factors that may in-
crease the risk or severity of the health effects of environmental 
conditions. Factors in each of the determinants of health cat-
egories may be addressed.

BIOLOGICAL DETErmINANTs. Biological determinants 
such as age, genetics, and existing health problems may increase 
a population’s risk of environmentally caused health problems. 
For example, children’s higher metabolic rate increases the rate 
of absorption of toxins, and very young children are closer to  
the floor, where air pollutants, in particular, accumulate. In ad-
dition, the rapid rate of growth and cell differentiation in chil-
dren fosters genetic alteration and carcinogenesis. Older adults, 
because of changes in their cardiovascular, renal, pulmonary, 
and immune systems, are less able to detoxify environmental 
toxins and, consequently, have a higher risk of adverse health 
effects. The population health nurse would determine the age 
composition of the population as it affects risk for and presence 
of health problems related to environmental factors.
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Existing genetic and physiologic conditions may also increase 
the potential for health effects of environmental factors. For exam-
ple, levels of environmental toxins that might not harm an adult 
may be harmful to the fetus in a pregnant woman. A higher preva-
lence of chronic respiratory conditions, such as asthma, increases 
the adverse health effects of plant pollens and air pollution.

Population health nurses also assess population groups and 
individual clients for evidence of environmentally caused dis-
ease. Air pollution, for example, affects the respiratory system 
primarily, but may also produce cardiovascular, central nervous 
system, or hematopoietic effects. Air pollution also irritates the 
eyes and mucous membranes of the respiratory system.  Water 
pollution can affect the gastrointestinal system, skin, liver, and 
reproductive, hematopoietic, lymphatic, cardiovascular, and 
genitourinary systems. Pesticides can adversely affect the cen-
tral nervous system and produce kidney damage, a variety of 
cancers, and chromosomal changes. Radiation can cause skin 
cancer, visual impairment, cataracts, and genetic mutations, 
as well as lung and other cancers. Lead poisoning damages 
the central nervous system as well as the gastrointestinal sys-
tem and can impair growth and development. Other metals 
and hazardous chemicals may cause cancers or central nervous 
system, gastrointestinal, and metabolic damage. High levels of 
noise not only compromise human hearing but can also con-
tribute to gastrointestinal, dermatologic, central nervous sys-
tem, cardiovascular, and psychological problems. Finally, built 
environments that hinder physical activity contribute to obe-
sity, osteoporosis, and depression. Some of the effects of these 
environmental hazards are presented in Figure 4-2•.

PsyCHOLOGICAL DETErmINANTs. Psychological deter-
minants within the population may influence behaviors that 
contribute to environmental risk or affect the consequences 
of environmental conditions for members of the population. 
For example, stress may increase smoking behavior, leading 
to greater levels of smoke exposure for both smokers and non-
smokers. Conversely, environmental conditions may affect the 
mental health of the population. For example, persistent rain 
may lead people to stay indoors and lead to a higher incidence 
of depression. Certainly, environmentally caused disasters 
have significant psychological effects on the population.

ENvIrONmENTAL DETErmINANTs. Population health  
nurses would also assess the environmental conditions that 
may affect the health of the population. What is the extent of 
air and water pollution? To what extent do weather conditions 
 affect health? What features of the built environment contrib-
ute to health or ill health?

sOCIOCuLTurAL DETErmINANTs. Sociocultural de-
terminants such as occupation, income, and educational levels; cul-
tural beliefs, behaviors, and attitudes; and social and environmen-
tal policies influence environmental conditions that affect health.  
 Occupational settings give rise to multiple opportunities for ex-
posure to environmental hazards, and population health nurses 
should assess the potential for exposure to hazardous  environmental 

 conditions created by local occupations and industries. A related 
issue is the extent of recreational pursuits that entail exposure to 
toxins. Other social factors, such as socioeconomic status, may in-
fluence exposure to environmental hazards. For example, children 
living in housing of lower economic value are at higher risk for lead 
poisoning or injury resulting from home safety deficiencies. Simi-
larly, social capital available to the population may affect their abil-
ity to address environmental risk factors. Educational levels influ-
ence the population’s knowledge of environmental issues and their 
awareness of strategies to prevent environmentally caused health 
problems or recognition when those problems exist.

Cultural attitudes toward the environment may also influ-
ence concern for environmental issues and the population 
health nurse would assess public awareness of environmental 
concerns and willingness to take relevant actions to prevent or 
ameliorate problems. The population health nurse would also 
examine policies related to environmental issues and the ex-
tent to which they promote or impede environmental health. 
Closely aligned with policies is the existence of special interest 
groups that may resist social policies that promote and protect 
environmental health. For example, economic costs have been 
used to argue against implementation of clean air regulations 
in some industries. What groups within the population support 
or resist policies aimed at promoting environmental health and 
what is the basis for their support or resistance?

BEHAvIOrAL DETErmINANTs. Certain personal behav-
iors prevalent in the population may interact with elements of the 
physical environment to cause or exacerbate health problems. 
Smoking, for example, increases lead absorption levels for both 
smokers and their children. Similarly, reliance on biomass fuels 
for cooking and heating creates indoor air pollution. Recreation-
al activities are also affected by environmental factors. For exam-
ple, after-school sports and after-work physical activity at times 
of peak ozone levels increase the potential for respiratory health 
effects. Similarly, swimming and other water-related recreational 
activities increase the potential for exposure to microorganisms 
and chemical agents when water is contaminated.

Population health nurses would also assess the extent of be-
haviors within the population that prevent environmental pol-
lution and environmental health effects. What is the attitude 
to and extent of recycling in the population? To what extent 
do members of the population limit energy consumption or 
conserve water? What protective measures do members of the 
population take to prevent environmental exposures (e.g., use 
sunscreen, wear hats, fence swimming pools)?

HEALTH sysTEm DETErmINANTs. Finally, factors 
related to the health care delivery system may contribute to 
or exacerbate environmental health problems. For example, 
screening for lead levels in high-risk children and adults does 
not always occur when indicated. Health care providers in gen-
eral have little knowledge of the manifestations or treatment of 
many environmentally caused diseases. The focused assessment 
on page 94 provides tips to assist you in your assessment of en-
vironmental health issues.
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Figure 4-2 Human Health effects of environmental Conditions

Ear
• Impaired hearing

Metabolic/Endocrine System
• Metabolic acidosis
• Pituitary tumor
• Thyroid tumor

Hematopoietic/Lymphatic System
• Anemias
• Hematopoietic
      cancers
• Hemolysis
• Immune suppression

Gastrointestinal System
• Abdominal pain
• Bowel cancer
• Cirrhosis
• Esophageal cancer
• Esophagitis
• Gastritis
• Hepatitis
• Liver cancer
• Mucous membrane 
      irritation

• Nausea
• Pancreatic cancer
• Peritoneal cancer
• Salivary gland
      cancer
• Stomach cancer
• Ulcer
• Vomiting

Genitourinary System
• Acute & chronic
      renal failure
• Adrenal tumor
• Bladder cancer

• Kidney damage/
      cancer
• Prostatic cancer

Integumentary System
• Acneform dermatitis
• Alopecia
• Contact dermatitis
• Discoloration

• Folliculitis
• Hyper/hypopigmentation
• Skin cancer
• Ulceration

• Immunologic
      sensitization
• Lymphatic cancers
• Marrow depression

Eye
• Blindness
• Cataracts
  

• Impaired visual acuity
• Irritation

Central Nervous System
• Ataxic gait
• Behavior change
• Brain tumor
• CNS depression
• Cranial or 
      peripheral
      neuropathy
• Developmental
      disability
• Fatigue
• Hallucination
• Headache

• Impaired mental
      function
• Impaired psychomotor
      function
• Increased intracranial
      pressure
• Irritability
• Memory impairment
• Neurasthenia
• Psychosis
• Seizures
• Tremors

Cardiovascular System
• Chest pain
• Heart disease
• Hypertension

• Impaired exercise
      tolerance

Respiratory System
• Asphyxia
• Asthma
• Chronic lung disease
• Emphysema
• Granulamatous
      disease
• Impaired exercise
      tolerance
• Irritation
• Laryngeal cancer

• Lung cancer
• Mesothelioma
• Mucous membrane
      irritation
• Nasal ulceration
• Pharyngeal cancer
• Pneumonitis
• Pulmonary fibrosis
• Sensitization

Reproductive System
• Breast cancer
• Congenital
      abnormalities
• Genetic mutation
• Low birth weight

• Neonatal death 
• Prematurity
• Spontaneous abortion
• Sterility
• Testicular cancer

Musculoskeletal System
• Bone cancer • Osteoporosis

General
• Obesity                      • Depression

Some environmental assessment data can be obtained pri-
marily by observation in the home or community. For example, 
elements of the built environment such as traffic safety hazards 
or recreational opportunities are easily observed. Data related 
to environmental health effects may be available from local 
health departments or environmental protection agencies or 
from state agencies. Information on human behaviors that con-
tribute to environmental health problems (e.g., smoking) is best 

obtained by asking family members or in community surveys. 
Information on environmental policy can be obtained from lo-
cal government, environmental protection agencies, and local 
businesses and industries. Other elements of environmental as-
sessment are addressed in relevant chapters in this book (e.g., 
community assessment in Chapter 15  and school and occupa-
tional settings in Chapters 22  and 23 , respectively), as well 
as in assessment tools included on the student resources site.
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Planning to Address Environmental  
Health Issues
Population health nurses assess for environmental hazards 
present in the community, the factors contributing to them, 
and the health effects that result. They then use this informa-
tion to plan interventions, in conjunction with others in the 
population, to address environmental health problems affect-
ing the population. These interventions can address promo-
tion, prevention, resolution, and restoration.

PrOmOTION. With respect to promotion, population 
health nurses can advocate for environments that promote 
health and healthful behaviors. For example, they can col-
laborate with other segments of the population to foster built 
environments that promote physical activity. Similarly, they 
can advocate for environments in which access is provided to 
healthful and nutritious foods at reasonable prices.

PrEvENTION. A significant portion of population health 
nurses’ efforts, with respect to environmental health, will relate 
to prevention efforts. Prevention strategies may focus on pre-
vention of environmental degradation or prevention of human 
exposure to adverse environmental conditions. These activities 
may include education of the public regarding prevention as 
well as advocacy for environmental policies that protect the 
environment or minimize human exposures. For example, the 
population health nurse can educate members of the public for 
energy conservation while advocating for the development of 
new energy resources and industrial processes that can mini-
mize energy consumption and decrease emission of greenhouse 
gases, reducing the effects of global warming. Nurses can ini-
tiate recycling campaigns within the community or in health 
care facilities. They can also educate the public regarding  vector 

control measures that do not jeopardize human health (e.g., 
care in use of rodenticides or pesticides).

Prevention within the built environment would include the 
development of well-designed communities that minimize ur-
ban sprawl, limit resource use, promote mixed land use and 
the development of social capital, and foster healthy behaviors 
such as walking and bicycling. In addition, the contributions of 
the built environment to degradation of the natural environ-
ment could be minimized by investing in more effective wa-
ter systems that make use of newer technological approaches 
that are more effective and more environmentally friendly. For 
example, use of waterless toilets, recycling, and rainwater har-
vesting can conserve water and make it available for human 
needs (Natural Resources Defense Council, 2012). Population 
health nurses can advocate for water treatment systems that do 
not damage the natural environment and yet provide safe wa-
ter for human consumption. In addition, they can educate the 
population with respect to water conservation, use of drought 
tolerant landscaping, and other measures to conserve water. 
They can also educate clients on inexpensive water treatment 
measures when more technologically advanced systems are 
not available (e.g., in underdeveloped countries or on a camp-
ing trip).

Developing countries that will not be able to initiate water 
treatment systems in the near future can encourage point-
of-use water treatment systems that incorporate use of dilute 
solutions of sodium hypochlorite (laundry bleach), solar dis-
infection by means of ultraviolet light projected through clear 
plastic bottles or bags, and safe water storage in narrow-mouth 
containers that require pouring or the use of a spigot to prevent 
recontamination of the water by dipping. Use of such systems 
will require access to the needed supplies and public motiva-
tion to offset the added costs in terms of time and money.

FOCusED AssEssmENT
Assessing Environmental Influences on 
Population Health

•	 What	barriers	exist	to	improving	environmental	conditions?

•	 What	is	the	potential	for	eliminating	hazardous	
environmental conditions? What is the potential for limiting 
human exposure if hazardous environmental conditions 
cannot be eliminated?

•	 What	actions	will	be	required	to	address	environmental	
health concerns within the population?

•	 Does	the	health	care	system	contribute	to	environmental	
health hazards? If so, how?

•	 Is	the	health	care	system	adequate	to	address	
environmentally caused diseases in the population?

•	 Are	health	care	providers	adequately	prepared	to	recognize	
and treat environmentally caused diseases in individual 
clients?

•	 What	natural,	built,	and	social	environmental	conditions	have	
the potential to influence the health of the population? How 
do these conditions affect health? What is the extent of their 
influence on health at the present time?

•	 What	segments	of	the	population	are	most	likely	to	be	
adversely affected by environmental conditions? Why?

•	 What	factors	contribute	to	the	presence	and	influence	of	
environmental conditions within the population?

•	 To	what	extent	do	environmental	conditions	arise	from	or	are	
influenced by individual behavior (e.g., smoking, recycling, 
water conservation)?

•	 What	are	the	attitudes	of	members	of	the	population	to	
environmental health issues? What priority is given to 
resolution of environmental health issues?
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TABLE 4-4  Prevention measures for Populations, Individuals, and Families  
related to selected Environmental Concerns

Environmental Concern Population Individual/Family

Radiation Educate the public on the hazards of radon exposure 
and preventive measures.

Educate the public on the hazards of radon exposure 
and preventive measures.

Engage in political activity to promote building stan-
dards that safeguard occupants in areas with high 
levels of natural radiation.

Encourage spending most of one’s time in higher lev-
els of the home.

Educate public about the hazards of overuse of diag-
nostic X-rays.

Discourage overuse of diagnostic X-rays.

Engage in political activity to promote and enforce 
safety standards for nuclear reactors.
Educate the public about the hazards of exposure to 
ultraviolet radiation.

Encourage adequate cleaning of door seals on micro-
wave ovens and maintenance of safe distance while 
microwave is in operation.
Discourage sunbathing.
Encourage use of sunscreen and protective clothing 
when outdoors.

Promote availability of smoking cessation services. Discourage smoking in home; refer for smoking ces-
sation assistance.

Lead and heavy metals Encourage communities to remove lead-based paint 
from older homes.
Advocate for funds for lead remediation of older 
homes.

Encourage families to remove lead-based paint from 
older homes.

Encourage covering surfaces on which paint is 
peeling.
Encourage families to wash small children’s hands as 
well as toys to remove lead-contaminated dust.
Encourage close supervision of small children.

Encourage policy makers to set and enforce stan-
dards for solid waste sites to prevent metal contami-
nation in waters.

Encourage calcium intake to limit lead absorption.
Encourage families to use cold water to drink and 
cook with and to allow the tap to run for a few 
minutes.

(Continued )

Public education and social support will be required for all 
of these initiatives, and many of them will require political ad-
vocacy as well. For example, there is a need for additional lead 
poisoning prevention legislation, funding for programs, and 
public education to foster identification of risk groups and in-
tervention to reduce exposure risks. Similarly, developers and 
community development agencies will need to be convinced 
of the need for smart growth and for provision of affordable 
mass transit located near schools, homes, and workplaces in 
those communities already affected by urban sprawl. Popula-
tion health nurses can be actively involved in all of these ac-
tivities. For example, they may organize local residents to work 
with developers to plan mixed-use communities and commu-
nity designs that promote fitness and exercise. Such strategies 
can be employed in the design of new communities, but are 
also appropriate to the redevelopment of older existing com-
munities. Additional prevention activities by population health 
nurses directed at promoting environmental health for individ-
uals/families and for populations are presented in  Table 4-4•.

rEsOLuTION. Resolution-related activities also reflect care 
of individuals and families as well as population groups. Popu-
lation health nursing interventions with individuals and their 

families would be geared to identifying and resolving existing 
health problems caused by environmental conditions. For ex-
ample, population health nurses might be involved in screen-
ing for elevated lead levels or for hearing loss. They might also 
make referrals for testing of water supplies for clients who are 
concerned about potential contamination. When possible en-
vironmentally caused health conditions are identified, popula-
tion health nurses might make referrals for medical diagnosis 
and treatment as needed. They might also make referrals for 
assistance with eliminating environmental hazards. For exam-
ple, the nurse might be aware of lead-based paint in dwellings 
in some parts of town. He or she can screen young children in 
the area for elevated blood lead levels (BLLs) and make referrals 
for treatment for children with positive test results. The nurse 
might also make a referral for assistance in removing lead-
based paint from the homes of affected children. Finally, the 
nurse might monitor children’s responses to therapy and the 
potential for continued exposure to lead.

At the population level, population health nurses might pro-
mote targeted screening programs to identify the prevalence of 
risk factors in the community. Population health nurses can 
also encourage policy makers to adopt targeted screening prac-
tices for appropriate populations in the community.
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TABLE 4-4  (continued)

Environmental Concern Population Individual/Family
Noise Promote noise abatement ordinances. Encourage families to limit noise in the home.

Encourage use of ear protection in high-noise areas.
Infectious agents Educate the public on the need for immunizations. Promote routine immunization for all ages.

Encourage policy makers to provide low-cost 
 immunization services.

Encourage good hygiene, particularly  
handwashing.

Promote enforcement of regulations for food process-
ing and food handlers.

Encourage washing fruits and vegetables before 
eating.
Encourage adequate cooking and refrigeration of 
food.

Advocate for adequate sanitation, waste disposal, 
and water treatment.

Encourage susceptible individuals to boil water for 
cooking and drinking in areas with unsafe water.

Insects and animals Advocate for development and enforcement of pet 
immunization and leash laws.

Encourage immunization of family pets.
Discourage exotic pets and educate owners regarding 
hazards and prevention.

Advocate for ordinances controlling insect-breeding 
areas.

Refer for assistance in eliminating insects, rats, and 
other pets from the home.
Encourage use of insect repellant and protective 
clothing when outdoors.

Plants Promote elimination of poisonous plants from recre-
ation areas.

Eliminate poisonous houseplants.

Educate the public about poisonous plants. Eliminate poisonous plants from yards.
Eliminate other hazardous plants (e.g., poison ivy, 
plant allergens) from home environment.
Encourage close supervision of small children.

Poisons Educate the public on hazards of household chemi-
cals and medications.

Educate families on proper use, storage, and disposal 
of household chemicals and medications.
Encourage close supervision of children.

Advocate for legislation to limit use of hazardous 
chemicals in home and industry.

Encourage proper disposal of hazardous wastes.

Advocate for effective hazardous waste disposal 
services.

Air pollution Promote legislation to prevent air pollution. Encourage limiting physical activity on days with high 
air pollutant levels.

Promote incentives for carpooling. Encourage carpooling.
Advocate for legislation to develop and enforce safety 
standards for home-heating devices.

Discourage use of space heaters in poorly ventilated 
areas.

Promote building standards that ensure adequate 
ventilation.

Encourage frequent cleaning or replacement of 
heater and air-conditioning filters.
Encourage opening doors and windows to permit air 
exchange.

Advocate replacement of hazard-producing industrial 
processes.

Encourage replacement of asbestos insulation as 
needed.

Advocate legislation mandating CO monitors in resi-
dential units.

Encourage installation of CO monitors in home.
Educate for use of hazardous household products 
with adequate ventilation.

Water pollution Promote development and enforcement of legislation 
to prevent water pollution.

Encourage use of bottled water by high-risk persons 
in areas with heavily polluted water.

Promote replacement of hazard-producing industrial 
processes.

Encourage use of fewer polluting products.

Promote filtration of water sources for new 
 pathogens, etc.

Educate about water purifying techniques as needed.

Energy consumption Advocate for policies that conserve resources, 
 promote smart growth, and limit urban sprawl.

Educate regarding interventions to conserve 
 electricity, water, natural gas, etc.

Advocate for recycling programs. Promote recycling.
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TABLE 4-5  resolution measures for Individuals, Families, and Populations  
related to selected Environmental Concerns

Environmental Concern Population Individual/Family
Radiation Monitor	incidence	of	health	problems	caused	by	

radiation.
Promote access to diagnostic and treatment facilities.
Monitor	longevity	to	determine	effects	of	treatment	in	
groups of people affected.

Look for signs of health problems that may be caused 
by radiation among clients and members of their 
families.
Refer for diagnosis and treatment as needed.
Monitor	effectiveness	of	treatment.

Lead and heavy metals Promote access to screening services.
Promote	compliance	with	Medicaid	lead-screening	
guidelines for children.
Promote adequate reimbursement for lead-screening 
services.
Monitor	incidence	of	heavy	metal	poisoning.
Promote access to diagnostic and treatment facilities.
Monitor	prevalence	of	complications	due	to	heavy	
metal poisoning.

Screen for elevated blood levels of heavy metals in 
persons at risk.

Observe for signs of heavy metal poisoning.
Refer for diagnosis and treatment as needed.
Monitor	effects	of	treatment.

Noise
Promote access to hearing-screening services.
Promote access to diagnostic and treatment services.

Screen for hearing loss in persons at risk.
Refer for diagnosis and treatment as needed.
Monitor	effects	of	treatment.

Infectious agents Promote access to screening services for infectious 
diseases.
Monitor	incidence	of	communicable	diseases.

Screen for selected communicable diseases in high-
risk persons.
Observe for signs of communicable diseases.

Insects and animals Promote access to treatment for animal bites.
Monitor	the	incidence	of	diseases	caused	by	insects	
or animals.
Promote access to diagnostic and treatment services 
for diseases caused by insect or animal bites.

Educate families about first aid for insect and animal 
bites.
Observe for signs and symptoms of diseases caused 
by insects or animals.
Refer for medical assistance as needed.

Plants
Educate the public about poison control activities.
Promote community support of poison control 
centers.

Inform families of poison control center activities.
Refer families for poison control center services as 
needed.
Refer for treatment of allergies and other conditions 
caused by plants.

Poisons Educate the public about first aid for poisoning.
Monitor	the	incidence	of	accidental	poisoning.
Promote access to poison control services.

Educate families about first aid for poisoning.
Observe for signs and symptoms of poisoning.
Refer families for poison control services as needed.

Air pollution Advocate development and enforcement of legislation 
to reduce pollutant emissions.
Promote access to diagnostic and treatment services.

Observe for signs and symptoms of diseases caused 
by air pollution.
Refer for diagnosis and treatment as needed.

Water pollution
Promote legislation to control water pollution.
Promote access to diagnostic and treatment services 
for water-related diseases.

Observe for signs and symptoms of water-related 
diseases.
Refer for diagnosis and treatment of water-related 
diseases.

Political activity by population health nurses might also be 
needed to influence health policy makers to provide adequate 
access to diagnostic and treatment facilities for people with 
health problems caused by environmental conditions. Or a 
nurse might campaign for stricter standards for pollutant emis-
sions in air and water. Table 4-5• provides additional examples 
of resolution measures that might be taken to improve environ-
mental health in families and population groups.

rEsTOrATION. Population health nurses may need to work 
with individuals or families to prevent recurrence or complica-
tions of environmentally caused health problems. For example, 
a nurse might assist a family to find housing where exposure 
to lead is not a problem. Or the nurse might provide parents 

with referrals for assistance in coping with the  mental effects of 
long-standing lead poisoning in their children. Another resto-
ration measure might involve suggestions for  decreasing noise 
levels in the home to prevent further  impairment of hearing.

Restoration activities might also be needed to deal with envi-
ronmental problems at the aggregate or group level. An example 
might be political activity to mandate standards that prevent the 
recurrence of a leak at a nuclear power plant or to pass a bond 
issue to renovate a water treatment plant and prevent recon-
tamination of drinking water with sewage. Advocacy for funds 
to remove lead hazards from older homes or legislation man-
dating lead removal in rental units are other possible population 
health nursing interventions related to restoration. Advocacy for 
continued funding of Superfund clean-up  activities is another 
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TABLE 4-6  restoration measures for Populations, Individuals, and Families  
related to Environmentally Caused Health Conditions

Population Individual/Family
Monitor	effects	of	environmental	changes	on	incidence	of	environmen-
tally caused conditions.

Monitor	for	long-term	effects	of	environmentally	caused	conditions.

Promote access to services for members of the population affected by 
environmentally caused conditions.

Promote	adjustment	to	the	long-term	effects	of	environmentally	caused	
conditions.
Refer families to personal or environmental health services to deal with 
consequences of adverse environmental conditions.

Advocate environmental policies to prevent recurrence of environmental 
health problems.

Promote changes in environmental conditions or minimize subsequent 
exposure to prevent recurrence of environmentally caused disease.

population-level restoration intervention. Table 4-6• pres-
ents several restoration interventions related to environmental 
health in the care of individuals/families and populations.

Evaluating Environmental Health Measures
Population health nurses are also involved in evaluating the 
effectiveness of environmental control measures. Evaluation 
would focus on the effectiveness of promotion, prevention, 
resolution, and restoration measures related to individuals, 
families, and population groups. For example, the nurse might 
monitor blood lead levels of children in housing with lead-
based paint to determine whether preventive measures have 

prevented initial elevation. For those children who already have 
elevated blood lead levels, evaluation would focus on the effects 
of chelating agents in reducing blood levels and the preven-
tion of symptoms of lead poisoning. Evaluation of restoration 
measures would be aimed at the effectiveness of abatement pro-
cedures in preventing blood lead levels from rising again after 
treatment. Similar approaches to evaluation of promotion, pre-
vention, resolution, and restoration interventions could be used 
for each of the environmental health problems addressed in this 
chapter. Evaluation at the aggregate level would focus on the ex-
tent to which national objectives for environmental health have 
been achieved as well as on the effectiveness of specific promo-
tion, prevention, resolution, and restoration interventions.

Janice Wu, a community health nurse, is visiting a new client in 
a nursing home in an inner-city area in Los Angeles. As she en-
ters the nursing home, she notices that several of the residents 
are doing calisthenics in the yard. Some of the residents are sit-
ting on the sidelines and appear quite short of breath. When 
Janice checks to make sure they are all right, they tell her that 
they usually have a hard time breathing when they exercise on 
smoggy days like today. The residents say that they usually try 
to continue their exercises because it is one of the few activities 

that get them out of the building. They also enjoy the social as-
pects of the exercise sessions. Many of them state that they have 
always been active and want to maintain their strength and mo-
bility as long as possible. They express fears of being bedridden 
and unable to care for themselves.

After Janice is sure that all of the residents will be all right, 
she goes on to see her client. When she enters the building, she 
notices that it is quite hot inside, even though all the windows 
and doors are open. Although it is only 10 a.m., it promises to 

CAsE sTuDy

Population health nurses are in a prime position to identify en-
vironmental influences on health and to initiate measures to fos-
ter health promoting environments. They assess factors related 
to each of the six categories of determinants of health arising 
from natural, built, and social environments and collaborate 

with others to plan and implement environmental strategies re-
lated to health promotion, illness and injury prevention, prob-
lem resolution, and health restoration. They are also involved in 
the evaluation of the effectiveness of interventions in modifying 
environmental factors that influence population health.

CHAPTEr rECAP

 Environmental Advocate
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be one of L.A.’s scorching summer days. After seeing her cli-
ent, Janice talks to the director about the heat in the building. 
The director tells her that the building is always hot and that 
the air conditioning has never worked properly. The last time 
the service people came to fix the air-conditioning unit, they 
said it could not be repaired and would have to be replaced. 
The nursing home is run by a large national corporation, and 
the director says she has been told they will have to wait until 
the next budget year (October) before money will be available 
for a new air conditioner. Fortunately, the heating system is 
separate, so there will be heat when the colder weather starts. 

The director says that staff members have been particularly 
careful about maintaining hydration in the residents during 
the hot weather, but many of the residents seem fatigued and 
listless with the heat.

1. What hazards are present in the natural, built, and social 
 environments in this situation? What health effects, if any, 
are these hazards causing?

2. What levels of intervention are warranted in this situation? 
What might Janice do to intervene?
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worldview
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Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Differentiate among culture, race, nationality, and ethnicity.

 2. Discuss direct and indirect influences of culture on health and health care.

 3. Describe cultural competence.

 4. Identify barriers to cultural competence.

 5. Conduct a cultural assessment of an individual, family, group, or health system.

 6. Design, implement, and evaluate culturally competent care and health care delivery systems.
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Helper Woman

Like many nurses of her generation, Elinor Delight Gregg went against the expectations of her 
 family to pursue a career in nursing. As the youngest daughter, Elinor was expected to stay at 
home to care for aging parents, and at one point actually interrupted her career to care for her 
 increasingly debilitated father. Elinor’s early career encompassed positions in a variety of  different 
fields,  including industrial nursing, as Assistant Superintendent of Nurses at Cleveland City 
 Hospital, as Superintendent of Infant’s Hospital in Boston, and as a Red Cross Nurse in Europe 
during World War I (Pflaum, 1996). After the war, she completed postgraduate work in public 
health nursing at Simmons College (van Betten & Moriarty, 2004).

In 1922, Elinor accepted a position as a Red Cross Nurse on loan to the Bureau of Indian Affairs 
and was assigned to the Pine Ridge and Rosebud Reservations in South Dakota. In an era when 
the focus in the Bureau was on assimilation into the mainstream society, Elinor displayed a level 
of cultural sensitivity that led to her adoption as a member of the Sioux with the name “Helper 
Woman.” Throughout her 2-year tenure on the reservation, she focused on trying to improve the 
living conditions of the residents as well as their access to health care. In one report, she wrote:

“This report sounds as if my mind were more occupied with social problems than with nurs-
ing activities. After all, what is done effectively in nursing lines depends so much on the 
proper adjustment to the existing social structures that the thorough knowledge of the social 
structure should come first” (quoted in Pflaum, 1996, p. 100).

In addition to providing direct care in a clinic in her home, she traveled the reservation noting the 
needs of the population and agitating among supervisors in Washington, DC, for appropriate medi-
cal and nursing personnel. As a result of her work on the reservation, Elinor was made Supervisor of 
 Public Health Nursing for the Bureau of Indian Affairs and spent the remainder of her career travel-
ing to reservations across the country assessing needs and recruiting qualified nurses to address 
those needs. During her tenure in the Bureau, the size of the health workforce increased by 600%. 
Even in retirement, Elinor continued her advocacy for the needs of ethnic populations through volun-
teer work at a free clinic serving the Hispanic population in Santa Fe, New Mexico (Pflaum, 1996).
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ow Meeting the Needs of an Ethnic Population

Hollywood, California, is often equated with wealthy movie stars, but there is a growing ethnic popu-
lation in the area as well. In fact, one local area is officially known as Koreatown, with 23% of its 
population of Korean descent. Members of this community, like other ethnic groups, often experience 
culture shock when encountering scientific health care systems. Problems encountered are as widely 
varied as language barriers, lack of ethnic food choices in hospital menus, and the inability to have 
family members present. Recognizing the effects of these issues on the health of the population, 
 Hollywood Presbyterian Medical Center created a Korean Care Center (KCC) which later became the 
Asian Pavilion dedicated to meeting the needs of clients from multiple Asian countries. The KCC em-
ploys bilingual nurses who speak Korean and provides culturally appropriate food choices as well as 
access to Korean television and newspapers. In addition, the center provides an environment in which 
family can engage in their traditional roles in the care of ill members. In fact, nursing staff are asked 
to identify a family member as a patient care partner during the client’s hospital stay (Magda, 2010).

Efforts to modify health care services to meet the needs of ethnically diverse clients do not have to 
be as extensive as those initiated by Hollywood Presbyterian Medical Center. What actions might be 
taken in health care systems with which you are familiar to better meet the needs of these populations?
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W hy study culture? The most obvious answer, of 
course, is to enable us to provide effective care 
for the increasingly diverse populations that 
we serve. There are, however, other reasons as 

well. Each of us is the product of a cultural background that in-
fluences, often unconsciously, our thoughts, beliefs, values, at-
titudes, and behaviors. When we are unaware of the influences 
of culture on our own behaviors, we are less able to recognize 
how our attitudes and behaviors influence others. The more 
we know about culture in general, and our own culture in par-
ticular, the better able we are to modify our interactions with 
others to provide effective care. In addition, as nurses, we are 
immersed in a biomedical culture; the influences of which are 
again often unrecognized. Awareness of the influences of the 
biomedical culture on our practice can assist us to modify ele-
ments of that culture that impede effective health care. Finally, 
as nurses, we generally work with health care institutions and 
organizations that have their own distinct cultures. If we are to 
work effectively within these organizations, we must conform 
to the cultural expectations others have of us. Similarly, recog-
nition of organizational culture and its influence on practice 
can help us modify health care systems to better meet the needs 
of clients from diverse cultural backgrounds.

The principles of cultural assessment and cultural compe-
tence can be applied in client care situations as well as profes-
sional interactions within nursing and between nursing and 
other disciplines. Throughout this chapter, we will examine 
cultural principles as they relate to traditional ethnic cultures, 
the dominant U.S. culture, biomedical culture, and organiza-
tional culture.

Basic Concepts Related  
to Culture and Health
Culture is often equated with ethnicity, nationality, or race. As 
we saw above, however, groups other than ethnic minorities or 
national populations are influenced by culture. Similarly, cul-
ture may cut across racial or ethnic groups. For example, both 
White nurses and nurses of color are imbued with the culture 
of nursing, which cuts across racial boundaries. Similarly, Arab 
Muslims and African American Muslims subscribe to similar 
aspects of culture derived from their adherence to Islam, but 
display other cultural beliefs and behaviors unique to their 
ethnic heritage. As an example of the interaction of race and 
ethnicity, the population categories included in the most recent 
census subdivided racial categories of Black and White into 
subcategories of Black/Hispanic, Black/non-Hispanic, White/
Hispanic, and White/non-Hispanic, combining features of race 
and ethnicity to create more informative categories.

Culture has been described as “a system of symbols and 
meanings that members of a group use to make sense of their 
world” (Green, 2010, p. 28). In other words, culture is the way 
that people think about their world and interact with it. For 
our purposes, culture is defined as the ways of thinking and 

acting developed by a group of people that permit them to in-
teract effectively with their environment and to address con-
cerns common to the human condition. A group’s worldview, 
which shapes culture, is their way of looking at their universe 
and their relationship to that universe.

Ethnicity, on the other hand, is defined as “belonging to 
a common group with shared heritage, often linked by race, 
nationality and language” (Edmonton Seniors Coordinating 
Council, n.d.). An ethnic group usually has a relatively homo-
geneous social culture. Ethnicity is self-defined and may be 
influenced by one’s personal, social, and political experiences. 
Ethnicity is also a fluid concept and may change over time or 
with the situation. For example, I generally perceive myself as 
American, but in some contexts, I would describe myself in 
terms of my largely German heritage. Nationality usually re-
fers to one’s country of birth, but may also refer to a country 
adopted for permanent residence. Again, nationality may cut 
across ethnic and racial designations. For example, citizens of 
the United States consider themselves Americans (nationality), 
but include members of all three racial groups (White, Black, 
and Asian) as well as multiple ethnicities (e.g., German Ameri-
cans, Irish Americans, African Americans).

Hmong residents in the United States maintain their cultural 
heritage with traditional New Year’s costumes and celebrations. 
(Photo by Mary Jo Clark)
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Race is an artificial categorization of people based on ge-
netic inheritance and such physical characteristics as skin 
color, blood type, hair color and texture, and eye color or 
shape. Much of the demographic and other information used 
for planning health care delivery services (e.g., census data, 
morbidity, and mortality data) is categorized on the basis of 
race. The five categories currently used by the Office of Man-
agement and Budget (OMB) for national data purposes are 
Black or African American, White, Asian, American Indian or 
Alaska Native, and Native Hawaiian or Other Pacific Islander. 
The OMB also collects ethnicity data related to Hispanic or 
non-Hispanic origin. In a 2009 report, however, the Institute of 
Medicine (IOM) recommended the expansion of data catego-
ries to include the OMB racial and ethnic designations along 
with “granular ethnicity” data and information about preferred 
language and English proficiency in the population. Granular 
ethnicity refers to more in-depth exploration of ethnicity as, for 
example, Puerto Rican or Cuban, rather than merely  Hispanic 
(Ulmer, McFadden, & Nerenz, 2009).

Societal or ethnic culture is most often learned within the 
family, but is also transmitted in one’s day-to-day interactions 
with other members of the group. Biomedical and professional 
cultures, on the other hand, are learned in the context of spe-
cific educational preparation and through interactions with 
others in professional practice. Similarly, the organizational 
culture of the workplace is transmitted through both formal 
and informal mechanisms in the workplace (e.g., through for-
mal orientation programs and through everyday interactions 
with supervisors and coworkers).

Culture is not static and is undergoing constant change even 
if that change is very slow. The culture of a specific group is 
influenced by interactions within and outside the group and is 
constantly being renegotiated and redefined in different con-
texts. For example, migration from one’s country of origin to 
another country usually results in profound changes in culture 
as a result of interactions between members of the cultural 
group and those of the dominant culture. The aspects of cul-
ture that influence the behavior of members include values, be-
liefs, and customs or behaviors. The interrelationship of these 
factors has been conceptualized as a pyramid. Values serve as 
the broad foundation or base of the pyramid and are the com-
ponent of culture that is the least amenable to change. Beliefs 
rest on the foundation of values and are somewhat more open 
to change. Finally, customs or behaviors flow from beliefs and 
form the apex of the pyramid. Customs and behaviors with a 
cultural basis are much more easily modified than either beliefs 
or values (Hulme, 2010).

Even though culture affects virtually every aspect of life, its 
influence is largely unconscious. The influence of culture is 
rarely consciously noted, unless one purposefully undertakes a 
study of one’s own culturally determined behavior. This is why 
nurses need to become aware of their own cultural beliefs, bi-
ases, and behaviors in order to understand their influence on 
interactions with clients and with members of other health care 
disciplines.

Some authors have noted that culture is an individual concept 
as well as a group phenomenon. In addition, culture is a facet 
of organizations. The culture of any particular group is unique. 
 Although several cultures may exhibit certain commonalities, no 
two cultures, like no two individuals, are exactly alike. The beliefs 
and behaviors that constitute a particular culture arise from the 
unique constraints faced by a given group of people in dealing 
with problems common to humanity. These unique situational 
constraints are the source of cultural variation among groups of 
people. For example, the arid nature of the southwestern United 
States has led to water conservation practices among residents of 
the region that would not be seen in other parts of the country. 
Similarly, although the cultures of nursing and medicine have 
some commonalities, they also have many distinct differences. 
Likewise, the organizational culture of one health care institu-
tion may differ markedly from that of another institution even 
though both exist for the same basic purpose.

Even within a cultural group, there is considerable varia-
tion among group members. Each individual exhibits a unique 
blending of various cultures to which he or she belongs. Some 
authors note that culture is “taken up selectively” by indi-
viduals within a group, with adherence to some aspects of the 
typical culture and nonadherence to others. Intracultural vari-
ability exists within cultural groups because culture is not the 
only factor that influences behavior and because people engage 
in interactions with others outside the cultural group and re-
spond differently to circumstances based on those interactions. 
Not only do members of a particular group vary with respect 
to adherence to the behavioral aspects of culture, but they may 
also not be homogenous even with respect to genetic traits. Af-
rican Americans, for example, represent a gene pool of more 
than 100 different genetic strains, making for a great deal of 
variation within the group (Campinha-Bacote, 2009).

Variability also occurs within professional cultures. A par-
ticular nurse, for example, may not always believe or act in 
ways typical of nursing’s culture. Similarly, not all members of 
an ethnic population exhibit the beliefs and behaviors typical of 
the group. Adherence to the values and behaviors of a particu-
lar culture is influenced by the extent of one’s acculturation. 
Acculturation is a process by which people react to contact 
with another culture, adopting some features of the new cul-
ture, while retaining elements of their own culture, to develop 
a new composite culture (Acculturation, n.d.). Acculturation 
involves the acquisition of at least some of the beliefs, values, 
and behaviors of another culture (Hulme, 2010). Acculturation 
usually occurs because such adaptation is required for survival 
in a new environment. For members of ethnic groups, accul-
turation is usually considered in terms of their acquisition of 
beliefs, values, and behaviors typical of the dominant societal 
culture, and members of a given cultural group may exhibit 
various levels of adherence to the beliefs, values, and behaviors 
of that group. Some people, for example, maintain a traditional 
cultural stance, adhering strongly to the culture of their family 
of origin. Others are bicultural, and are equally at home in tra-
ditional and dominant cultures.
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Acculturation is not only seen in movement from ethnic 
cultural traditions to those of the dominant culture, but is 
also reflected in the degree to which gay and lesbian individu-
als subscribe to the mores of those subcultural groups. Finally, 
some people may be marginal in their cultural affiliations, with 
little interaction with either a culture of origin or the dominant 
culture. Many homeless individuals may be considered cultur-
ally marginalized.

Acculturation also takes place in other venues. Your nurs-
ing education, for example, is designed to promote your ac-
culturation to the nursing profession and its unique culture. 
In the same way, you are becoming acculturated to the overall 
biomedical culture. You will also need to become acculturated 
to a certain extent to the health care institution or agency that 
employs you, if you are to be successful there. In all of these 
examples, acculturation may have both positive and negative 
effects. Assimilation is a process similar to acculturation, but 
goes even further. Assimilation involves complete acceptance 
of the values, beliefs, customs, behaviors, and so on of another 

cultural group (Hulme, 2010). In other contexts, assimilation 
may be conceived of as “going native.”

Additional concepts that relate to cultural considerations 
include pluralism, stereotyping, cultural imposition, discrimi-
nation, and cultural competence. Pluralism involves the pres-
ence of multiple distinct entities or groups within a society. 
These distinct groups may be the result of differences in cul-
ture, ethnicity, nationality, religion, or other characteristics 
(Hulme, 2010). Stereotyping is defined as an “exaggerated 
over-generalization” about a group of people based on limited 
knowledge (Campinha-Bacote, 2009). Stereotyping often re-
sults from a tendency to react to people on the basis of what 
one thinks is typical of a group with which they are associated. 
One is tempted to apply what one knows about a given culture 
to all of the members of the culture in spite of the intracultural 
variation discussed earlier. Knowledge of some facets of a cul-
ture may be used as a starting point for intercultural interac-
tions, but should not be acted upon until its accuracy has been 
validated with the individual client.

Cultural imposition is an expectation that others will con-
form to the dictates of one’s own culture. Expecting hospital-
ized clients to bathe at times convenient to hospital routine is 
an example of imposing health care culture on clients whose 
own behaviors may be quite different. Discrimination involves 
being treated differently than others based on some perceived 
trait or characteristic or membership in a particular group. At 
the health care organizational level, discrimination may take 
the form of “institutional racism,” which has been described as 
“collective failure of an organization to provide an appropriate 
and professional service to people because of their color, cul-
ture, or ethnic origin” (as quoted in Hulme, 2010, p. 275). We 
will explore some of the health-related effects of discrimination 
later in this chapter.

Cultural competence, on the other hand, is a positive re-
sponse to the cultural diversity encountered in today’s health 
care system. Cultural competency has been defined as

A developmental process in which individuals or institutions 
achieve increasing levels of awareness, knowledge, and skills 
along a cultural competence continuum. Cultural competence 
involves valuing diversity, conducting self-assessments, avoid-
ing stereotyping, managing the dynamics of differences, ac-
quiring and institutionalizing cultural knowledge, and adapting 
to diversity and cultural contexts in communities. (Office of 
Minority Health [OMH], 2013a, p. 139)

Characteristics of cultural competence and strategies for 
promoting culturally congruent health care encounters will be 
addressed in more detail later in this chapter.

Culture and Health
Culture, whether it is that of an ethnic group, the dominant 
society, a professional discipline, or health professionals as 
a group, has both positive and negative health consequences. 
For example, the dominant U.S. culture values cure of  disease, 
 often through the use of expensive technology. This  cultural 

Traditional music enables some cultural groups to maintain their 
heritage. (Abbitt/Fotolia)
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value results in extensive expenditures for costly high- 
technology therapies and little attention to health promotion 
and  illness prevention needs. At the same time, the dominant 
culture  values an attractive physical appearance, which may 
lead  people to engage in more exercise activities than they 
would if uninfluenced by this value.

Ethnic/Societal Culture and Health
Ethnic minority cultures and the dominant societal culture 
have both direct and indirect effects on health. Direct effects 
stem from specific culturally prescribed practices related to diet 
and food or to health and illness. For example, all cultures have 
prescribed practices intended to promote health and prevent 
illness or to restore health when illness occurs. Similarly, all 
cultures have particular dietary practices that influence nutri-
tional status and, thereby, the health status of their members. 
For example, the typical diets of many ethnic minority groups 
are basically healthful, but some dietary practices (e.g., the pre-
ponderance of fried food in the southern United States) have 
negative health effects. Similarly, the prevalence of fast food 
and “super sizing” in the dominant culture contributes to obe-
sity and other adverse health effects.

Ethnic and societal cultures also affect health indirectly. 
Some of these indirect effects result from cultural definitions 
of health and illness, acceptability of health care programs 
and providers, and cultural influences on compliance with 
suggested health or illness regimens. Cultural definitions of 
health and illness determine what kinds of health problems 
are considered worthy of attention and what conditions are 
likely to be disregarded. If, for example, certain behaviors that 
are perceived as evidence of mental illness by health profes-
sionals are considered normal in the client’s culture, then the 
client is unlikely to take any action to deal with those behav-
iors. Similarly, minor illnesses may be ignored if health is de-
fined in terms of one’s ability to work or to perform other 
social roles. In general, people are likely to disregard any 
type of condition that is not defined as illness in their own 
culture. This cultural propensity can lead to serious health 
consequences.

Cultural factors may also determine the acceptability of 
both health programs and health providers. For example, cul-
tures that eschew scientific medicine in favor of healing based 
on faith in God may view immunization programs as inimical 
to their beliefs. In other cultures, health care providers may be 
considered lower-class persons not to be associated with, effec-
tively preventing people from taking advantage of many health 
opportunities.

Cultural factors often determine whether clients will comply 
with recommendations when they do seek professional help. 
Culture gives rise to certain expectations regarding treatment. 
If health care providers’ recommendations are too far removed 
from these expectations, the provider loses credibility, and the 
client is unlikely to comply with those recommendations. For 
example, in the dominant U.S. culture, clients have come to 

expect health care providers to address most health problems 
with prescription medications. When no prescription is pro-
vided, even though the health problem doesn’t really require 
medication, clients may be dissatisfied with care and fail to 
follow through on other more appropriate recommendations, 
such as dietary changes, weight loss, and so on.

Biomedical Culture and Health
Health culture has been defined as “a system that attempts to 
explain and treat sickness and to maintain health. Health cul-
tures are a component of the larger culture or tradition of a 
people and may be a popular or folk system or a technical or 
scientific one” (Health culture, n.d.). As this definition implies, 
health cultures exist within ethnic cultures as well as within the 
biomedical health care system, although many health care pro-
viders do not realize that their actions are often dictated by a 
biomedical culture.

Biomedical culture is characterized by several prominent 
features, including mind–body dualism, conceptualizations of 
disease versus illness, and a focus on cure over care (Crowley-
Matoka, Saha, Dobscha, & Burgess, 2009). Mind–body dualism 
refers to the generalized belief in the biomedical system that 
the mind and body are separate entities, with the physical body 
taking priority over issues related to the mind. In addition, 
biomedical culture tends to focus on disease, the visible mani-
festations of ill health noted in anatomical and physiological 
changes. An illness focus, on the other hand, emphasizes the 
social context of ill health and its effects on clients’ lives in ad-
dition to physical signs and symptoms. Finally, biomedical cul-
ture revolves around strategies for the cure of physical diseases 
rather than on the care of the individual who is experiencing 
it. These characteristic features differ markedly from the con-
ceptualizations of ethnic health cultures and may contribute to 
difficulties in intercultural interactions.

Like ethnic and dominant societal cultures, the overall bio-
medical culture and the cultures of professional health disci-
plines and organizations may have both positive and negative 
influences on the health of population groups. The emphasis 
on the provider as an authority and the client as subordinate 
that pervades the biomedical culture may lead clients to forgo 
health care in an effort to control their own lives and health or 
to fail to accept responsibility for health actions on their own 
behalf. Unfortunately, health professionals often fail to recog-
nize the influence of the biomedical culture and the dominant 
societal culture on their practice, and may see biomedicine as 
having been “purged” of cultural influences by its reliance on 
objective scientific evidence.

Authors in the health professions and other disciplines give 
a variety of examples of the cultural rituals and artifacts em-
bedded in the biomedical culture. For example, the use of the 
hospital gown in biomedically oriented hospitals is a ritual that 
conveys the dependence of the client on the institution and 
their loss of autonomy with respect to even their own apparel. 
Similar rituals include meals served at specific times whether 
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clients are hungry or not and the need to schedule an appoint-
ment to receive services in most biomedical organizations. 
These cultural rituals within the biomedical and health profes-
sional communities are primarily based on dominant cultural 
values of efficiency and time consciousness.

The biomedical culture in the United States has also been 
characterized by vacillation between risk taking and risk avoid-
ance. There is a tendency to want to try new things, such as 
experimental therapies, mixed with distrust of new ideas. 
Negative health effects can result from either perspective. For 
example, clients may be pressured to agree to new treatments 
with undetermined efficacy. Conversely, providers may resist 
implementation of evidence-based practice guidelines.

Culture may also have adverse effects on the health profes-
sions themselves. For example, some nurse authors have cited 
the lack of cultural sensitivity in the NCLEX-RN exam as a 
contributing factor in the dearth of nurses representative of 
ethnic minority groups and in the exacerbation of the nurs-
ing shortage. In addition, the cost of preparing for and taking 
the examination itself may disadvantage minority nurses. This 
may be particularly true for nurses prepared in other countries 
whose programs may not include some of the content tested 
on the examination. Even within the United States, nurses edu-
cated in Puerto Rico are successful on Puerto Rican advanced 
practice certification examinations, but have difficulty with na-
tional certification examinations due to language and cultural 
differences.

Ethnic Diversity in  
the United States
As we noted earlier, one of the primary reasons for becoming 
knowledgeable about culture and its effects on health lies in 
the ethnic and cultural diversity of the clients that we serve. 
Beyond the period of early colonization of North America 
by settlers primarily from England, the United States has al-
ways been ethnically and culturally diverse. Even in the early 
colonial periods, there were cultural differences in the groups 
that settled here. For example, many of the first settlers were 
members of specific religious groups seeking religious free-
dom that brought their own cultures with them. Later immi-
grant groups came from other Western European countries, 
particularly Ireland and Germany, and from other parts of the 
world as well. Although possessed of their own distinct cul-
tures, these groups had more in common than many later im-
migrant groups.

Today, the United States is more ethnically and culturally 
diverse than ever before. For example, the Latino/Hispanic 
population, constituted 12.5% of the total U.S. population in 
2002, but had increased to 15.7% of the population by 2009, 
and is expected to comprise 17.7% of the population by 2015. 
In 2009, African Americans constituted 12.9% of the popula-
tion, and Asians comprised another 4.5% of the population. 
In addition, there were 3.1 million Americans of American 

Indian or Alaskan Native descent and more than 578,000 na-
tive Hawaiians and Pacific Islanders compared to more than 
244 million White Americans. Each of these groups is expected 
to increase at a greater rate than the White population between 
2010 and 2015 (U.S. Census Bureau, 2013f, 2013g). Much of 
the change in population composition in the United States 
is a result of natural increase through birth, but a significant 
 portion of it results from international migration (U.S. Census 
 Bureau, 2013a). In 2010, for example, slightly over 12% of the 
U.S. population was foreign born (U.S. Census Bureau, 2013c).

Even these figures do not give a full picture of the extent of 
diversity in the population because of the different ethnicities 
represented within each of these large groups. For example, in 
2009, 20% of the U.S. population spoke a language other than 
English at home, ranging from 35.4 million Spanish speakers to 
speakers of various European languages and multiple Asian lan-
guages, to those who speak Arabic or a variety of  Native Ameri-
can languages. There is great variation even within groups that 
speak the same language. For example, Arabic speakers may 
include people from Egypt, Iraq, Jordan,  Lebanon, Morocco, 
 Palestine, and Syria among others (U.S. Census Bureau, 2013d). 
Similarly, the Hispanic population includes people from Spain, 
Mexico, Puerto Rico, and a variety of Central and South Ameri-
can countries, each with its own unique culture and different 
health problems and service needs.

Even among the Anglo population of the United States, 
there are distinct cultural groups. For example, dietary patterns 
among Southern Whites may differ significantly from those 
of Caucasian groups in other areas of the country (e.g., Mid-
western German Americans or Italian Americans in the north-
east). Diversity also exists within cultural groups with respect 
to other population characteristics. For example, as an aggre-
gate group, Asian Americans had higher mean family incomes 
than their White, Black, or American Indian/Native Alaskan 
counterparts in 2009, and lower rates of poverty than all groups 
except White Americans (U.S. Census Bureau, 2013e). On 
the other hand, there are considerable differences in income 
among different Asian subgroups. This is particularly true for 
foreign-born ethnic populations among whom 10.5% of house-
holds had annual family incomes below $15,000 in 2010 com-
pared to only 7% of native-born residents (U.S. Census Bureau, 
2013c). European immigrants are less likely than their Asian or 
Latin American counterparts to have low family incomes (U.S. 
Census Bureau, 2013b).

The United States is not the only country to experience cul-
tural diversity, yet diversity may be even less well recognized 
in other nations than in the United States. For example, a 
group of Japanese nursing students visiting the United States 
to study social and health care cultures were amazed to note 
the cultural diversity present there. When they were asked 
about cultural diversity in their own country, they indicated 
that there was no diversity. They were unable to recognize the 
cultural diversity posed by the Ainu, the original population of 
Japan, and the large resident Korean population as well as the 
wide variety of foreign visitors to Japan.
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Assessing Cultural Influences  
on Health and Health Care
As noted earlier, population health nurses must incorporate 
cultural concepts into the care of individuals and their families 
as well as the development and implementation of health care 
programs for population groups. In addition, nurses must be 
able to function effectively within the biomedical, professional, 
and organizational cultures in which they work and modify 
those cultures to improve population health care. To accom-
plish these tasks, nurses must have knowledge of the cultural 
groups with which they interact. Such knowledge is derived 
from a cultural assessment, including assessment of the group 
to determine typical beliefs, values, and behaviors, and assess-
ment of individual members of the group in terms of their ad-
herence to those beliefs, values, and behaviors.

Principles of Cultural Assessment
Four basic principles should guide the study of a culture. First, 
view the culture in the context in which it developed. As noted 
earlier, cultural practices arise out of a need to meet common 
human problems in a particular human setting. That setting 
must be considered in exploring culture.

Second, examine the underlying premise of culturally de-
termined behavior. What was the intended purpose for the 
behavior when it originated? Does the behavior still fulfill this 
purpose? When one knows the underlying reason for behaviors 
that seem strange, the behaviors may not seem quite so strange 
after all. Third, the nurse examines the meaning of behavior in 
the cultural context. The meaning of certain behaviors from 
the perspective of the nurse may be very different from the be-
havior’s meaning to others. Using the previous example of the 
hospital gown, its original purposes were to minimize spread of 
microorganisms via clothing brought in from the outside, pro-
mote ease of access to clients for therapeutic procedures, and 
prevent ruin of clients’ personal clothing by blood and other 
substances. With the advent of washing machines, however, 
the first and third purposes are really no longer relevant in 
many situations. In fact, given the rate of nosocomial infection 
in hospitals, wearing one’s personal clothing might actually be 
safer than wearing a hospital gown. Similarly, when faced with 
the potential meaning attached to the practice from a client 
perspective of dependence and loss of autonomy, is the advan-
tage of the hospital gown to providers outweighed by its dis-
advantages in the provider–client relationship? Using another 
example, the dominant U.S. cultural values of independence 
and self-sufficiency make sense in the light of the historical 
development of the United States, but do they still serve their 
underlying purpose in the context of an increasingly interde-
pendent global society?

Finally, there is the need to recognize intracultural varia-
tion. Not every member of any given cultural group displays all 
of the beliefs and behaviors typical of that culture. As we saw 
earlier, subgroups within a cultural group may exhibit different 

behavior patterns. Or individuals may be more or less adherent 
to the beliefs, values, attitudes, and behaviors typically expected 
by members of the culture. Not all Mexican Americans, for ex-
ample, will demonstrate a belief in the “evil eye.” Similarly, not 
all perinatal providers believe that an enema is a necessary part 
of preparation for birth. Another term used to denote the de-
gree of adherence or nonadherence to elements of a culture is 
heritage consistency, or the degree to which one conforms to 
one’s cultural heritage. Although this concept was obviously 
developed in relation to ethnic cultural heritages, it is equally 
applicable to the “tribal culture” of nursing or biomedicine. 
Principles of cultural assessment are summarized above.

Obtaining Cultural Information
How does one become knowledgeable about a culture? Perhaps 
the best way to begin is to recognize the influences of culture 
on one’s own life and behavior. Personal insights regarding 
culture will enable the nurse to recognize and accept cultural 
beliefs and behaviors that may differ from his or her own. Once 
familiar with his or her own cultural heritage, the nurse can 
begin to read literature related to other cultures of interest. In 
reading, the community health nurse should examine the qual-
ifications of the authors writing. Was the book or article writ-
ten by a member of the culture? Is it based on empirical data 
derived from research, on personal experience with a particular 
culture, or on stereotypes? Information about a culture from 
the perspective of nonmembers of the culture can also be in-
structive. For example, some of the sociological and social an-
thropological research on professional cultures can assist us to 
see the elements of culture that are embedded in biomedicine 
or in nursing practice that we might not have identified when 
viewing them from inside the culture.

A second means of acquainting oneself with a culture is 
to interview colleagues who are members of that culture. Ex-
plore with them their concepts of health and illness and at-
titudes and practices affecting health. Discover how these 
concepts may differ from those held by previous generations 
or other members of their family. Health care professionals, by 
virtue of their knowledge of health matters, are likely to have 
achieved a greater degree of acculturation and conformity 
with the dominant U.S. culture with respect to health practices 

Principles of Cultural Assessment
•	 View	all	cultures	in	the	context	in	which	they	developed.

•	 Examine	underlying	premises	for	culturally	determined	
 beliefs and behaviors.

•	 Interpret	the	meaning	and	purpose	of	behavior	in	the	
 context of the specific culture.

•	 Recognize	the	potential	for	intracultural	variation.

Highlights
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than nonprofessionals from the same group. These individu-
als, however, usually remain a valid source of information re-
garding cultural health beliefs and practices. Such strategies are 
also effective in understanding the “culture” of other groups, 
such as members of the gay, lesbian, bisexual, and transgender 
(GLBT) populations (see Chapter 20 ).

You can also use this strategy of interviewing members of 
a culture when newly employed or considering employment 
in a particular health care organization. Talk about the orga-
nizational culture with people who are already members of 
the organization. How are clients viewed? How are employ-
ees viewed? How are employees expected to interact with each 
other? With clients? If the organizational culture seems to be 
too alien to your own personal culture, you may not want to 
work there. Clients’ perspectives on the biomedical culture can 
also be enlightening. How do they perceive some of the atti-
tudes and behaviors typical of the culture? Do these percep-
tions enhance or impede effective health care delivery?

Another effective way to become familiar with a particular 
culture is to spend time living within it. For example, prospective 
nursing students may be encouraged to engage in volunteer work 
or to shadow practicing nurses to explore the culture of nursing as 
a career option. Similarly, one might spend time living within an 
ethnic cultural group. This approach, however, is not always fea-
sible. Alternatives include home visits to families within the group 
to observe daily living in the cultural context and questioning cli-
ents and families regarding health-related beliefs and practices. 
Another possible approach is observing activities and interactions 
at health facilities and community or religious functions.

When assessing another culture directly, whether it is an 
ethnic cultural group or the organizational culture of a health 
care institution, the population health nurse should follow 
a few general guidelines. First, look and listen before asking 
questions or taking action. Observation aids in asking perti-
nent and timely questions and forestalls actions that may be 
inappropriate. Second, explore how the group feels about being 

studied. Explain that your reasons for studying the culture 
are practical and do not arise out of idle curiosity. Third, dis-
cover any special protocols. Should one speak to a local leader 
or agency supervisor before beginning to observe a group? Is 
there a council or leadership group who should grant permis-
sion for participation in group activities? Fourth, foster human 
relations, putting them before the need to obtain information. 
Information will not assist the nurse to provide care or func-
tion effectively in a work setting if he or she alienates members 
of the group. Social amenities are important in many cultures 
and should be attended to before the “business” of information 
gathering begins in earnest. In fact, information about social 
amenities is part of the data needed by the nurse.

Many people, in exploring another culture, look for differ-
ences from their own culture. The nurse, however, should also 
look for cultural similarities to use as a foundation in aiding 
clients to accept and use health care services. Cultural differ-
ences should be accepted as normal.

Locate group leaders and respected residents, those con-
sidered wise, “ordinary” group members, and clients who can 
converse knowledgeably about the culture. Critics of tradi-
tional aspects of the culture may also be interviewed to provide 
a balanced picture.

Participate as well as observe. The nurse must assess each cul-
tural situation as it occurs to determine whether participation 
or observation is the more appropriate activity. Participation 
conveys an openness to cultural differences and a willingness 
to engage in culturally prescribed activities rather than ridicule 
them. Some activities, however, are closed to outsiders, and the 
population health nurse’s participation would not be welcomed.

When exploring another culture, the nurse should also con-
sider the feelings of group members about questions asked. The 
nurse should ascertain what types of questions are acceptable 
or offensive in a particular culture. For example, U.S. Peace 
Corps volunteers in India found it difficult to adjust to frequent 
questions about their salary or how much their clothes cost. 
Such questions were perfectly acceptable in Indian society, but 
considered impolite or “nosy” in the United States. Similarly, 
there may be certain questions that can safely be asked within 
the biomedical culture. For example, some physicians may re-
spond readily to questions about a particular element of their 
practice or the plan of care for a client, whereas others would 
perceive questions as threatening to their authority. The same 
may be true in the employment setting, where certain ques-
tions are acceptable and others are not.

A little forethought as to the phrasing and timing of questions 
can prevent serious mistakes. Ask questions positively with-
out implying value judgments. For example, “I notice you put 
garlic on a string around the baby’s neck; can you tell me what 
it’s used for?” is far more acceptable than “Why in the world 
do you hang garlic around the baby’s neck?” Nurses might ask 
the same questions themselves and gauge their own emotional 
reaction to the questions. A nurse can also try out questions on 
colleagues who are members of the culture being explored. Sug-
gested modes of cultural exploration are summarized below.

Modes of Cultural Exploration
•	 Become	conversant	with	your	own	culture	and	its	influences	

on your life.

•	 Review	the	existing	literature	on	beliefs,	values,	and	
 behaviors of specific cultural groups.

•	 Interview	colleagues	who	are	members	of	the	cultural	group	
in question.

•	 Immerse	yourself	in	the	culture	to	be	studied.

•	 Observe	members	of	specific	cultural	groups.

•	 Interview	members	of	cultural	groups,	particularly	group	
leaders.

•	 Interview	other	persons	who	are	conversant	with	the	culture.

Highlights 
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Cultural Assessment Data
General areas to be considered in a cultural assessment based 
on the population health nursing model include factors related 
to biological, psychological, physical, environmental, sociocul-
tural, behavioral, and health system determinants.

Biological Determinants
Biological considerations in cultural assessment include those 
related to maturation and aging, genetics, and physiologic 
function. Each of these areas will be explored with respect to 
ethnic cultures and the dominant U.S. culture. Where appro-
priate, aspects of biomedical and professional cultures and 
 organizational culture are also discussed.

MATURATION AND AgINg. Cultural groups may dis-
play different attitudes toward age. For example, the dominant 
U.S. culture is oriented toward youth, and youth is valued over 
age. A significant proportion of the gross domestic product is 
expended each year on trying to look, feel, and act young. In 
many traditional ethnic cultures, on the other hand, older per-
sons tend to be highly respected and influential within the fam-
ily and the social group.

Biomedical and organizational cultures may also display 
differential attitudes toward age. For example, many health 
care providers believe that because older clients are nearing the 
end of their lives health promotion interventions will have little 
effect and are unwarranted. Research, however, indicates that 
health promotion activities with the elderly can have profound, 
positive effects on health status and self-care capacity. As we 
will see in Chapter 19 , ageism and stereotypes of the elderly 
significantly affect the type of health care services provided to 
older clients. Similarly, age may be viewed differently in differ-
ent organizational cultures. How are older employees treated 
in the organization? Is their expertise valued, or are they ex-
pected to move aside in favor of younger employees?

In addition to the attitudes of the cultural group toward ag-
ing and people of different age groups, the population health 
nurse would want to consider the age composition of the cul-
tural group because this information will help identify po-
tential age-related health concerns. For example, if a large 
percentage of the cultural group is young children, different 
types of services will be required. Similarly, if a large portion 
of the workforce in the organization is close to retirement age, 
consideration needs to be given to finding replacements. This 
is currently a problem for health care professions in general 
and nursing in particular.

gENETIC INHERITANCE. Considerations related to ge-
netics would be more relevant in the assessment of ethnic cul-
tural groups than for biomedical or organization cultures. Gen-
erally, ethnic groups differ with respect to several genetically 
determined physical characteristics, such as body build and 
structure, skin color, enzymatic variations, and susceptibility to 
disease (Spector, 2012).

Physical differences based on genetic inheritance in some 
ethnic groups have implications for nursing, and nurses need 
to be conversant with these physiologic variations. For ex-
ample, different ethnic groups may experience enzymatic 
variations such as the lactose intolerance of many Asian and 
Native American groups. Similarly, “normal” skin color var-
ies widely between groups based on the amount of melanin 
typically found in the skin. Campinha-Bacote (2009) described 
the need to assess skin from a “melanocentric” perspective, 
based on the amount of pigment in the skin, rather than a Eu-
rocentric perspective based on what is considered normal for 
light-complected people of European ancestry. She suggested 
several basic considerations in assessing skin, including: (a) es-
tablishing a baseline color by asking or comparing with family 
members, (b) observing the skin in direct sunlight rather than 
artificial light, (c) observing areas with the least pigmentation, 
(d) palpating, rather than observing, for evidence of rashes, and  
(e) comparing the skin in corresponding areas when possible.

Genetic inheritance may also play a part in the types of 
health problems commonly seen in members of some  ethnic 
groups. For example, African Americans and people of 
 Kurdish and Sephardic Jewish descent experience higher rates 
of glucose-6-phosphate dehydrogenase (G-6-PD) deficiency, 
an enzyme deficiency that causes red blood cell hemolysis, than 
members of other groups (Dugdale & Mason, 2010). Similarly, 
data from the 2009 National Patient Information Reporting 
System (NPIRS) indicate that diabetes prevalence was 77% 
higher in non-Hispanic Blacks, 66% higher in Hispanics, and 
18% higher in Asian Americans than among non-Hispanic 
White adults (Centers for Disease Control and Prevention 
[CDC], 2011). Knowledge of the prevalence of these diseases 
in certain population groups can promote accurate diagnosis 
and treatment. Ethnic groups may also vary in their capacity 
to metabolize drugs, resulting in the need to adjust dosages to 
accommodate these differences (Purnell, 2012). There may also 
be differences among groups with respect to their susceptibility 
to adverse health effects of environmental hazards.

PHySIOLOgIC FUNCTION. Considerations related to 
physiologic function are the third aspect of biological determi-
nants of health addressed in a cultural assessment. Areas to be 
considered include health problems prevalent in a particular 
group (beyond those with a genetic component discussed above) 
and attitudes to body parts and functions. Population health 
nurses should be familiar with the kinds of health problems ex-
perienced by a particular ethnic cultural group. This permits the 
development of health delivery programs to meet specific needs 
in the population. At the same time, such knowledge may lead to 
stereotyping and inappropriate individual diagnosis and treat-
ment within the biomedical culture. Uncertainty about a clinical 
diagnosis on the part of a professional provider may lead him 
or her to rely on probability to make a diagnosis. Knowing that 
a certain ethnic group has a high prevalence of a specific condi-
tion may lead to a diagnosis of that condition, when the symp-
toms are actually the result of some other disease.
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ATTITUDES TOWARD BODy PARTS AND  PHySIOLOgIC 
FUNCTIONS. There may be considerable difference in the 
attitudes toward body parts and physiologic functions among 
ethnic cultural groups and between these groups and the 
dominant U.S. culture. For example, Muslims are  extremely 
modest and may be reluctant to bare their bodies to health 
care providers, particularly a provider of the opposite gender 
 (Wehbe-Alamah, 2008). In India, it is common for women to 
bare their midriff, but in village society in many parts of the 
country, baring the shoulders is considered indecent. Similarly, 
the head is considered sacred in many Asian cultures (Purnell, 
2012), and touching the head of another may be considered 
threatening or insulting.

Clothing and exposure of different body parts is an area of 
culture that may change drastically over time. It was not so 
very long ago when women wore floor-length skirts, and to 
show even as much as an ankle was considered “fast” behavior 
in the dominant U.S. culture. Today, short skirts or shorts and 
bare legs and midriffs are common among youth in the United 
States and other parts of the world, but may be shocking to 
older people, even within the dominant culture. Among many 
Muslim groups, modest women are expected to be completely 
covered, including their hair and face, but the style of dress 
varies among Muslim groups (Wehbe-Alamah, 2008).

Different ethnic cultural groups also have different atti-
tudes toward specific physiologic functions. In many cultures, 
menstruating women are considered unclean and are expected 
to remove themselves from the flow of daily life. In the previ-
ous century in the United States, menstruation was sometimes 
viewed as a time of weakness and vulnerability in the dominant 
culture, and women were expected to rest and not engage in 
strenuous activity during their menstrual periods. Today, most 
menstruating women continue their normal life activities. 

Breast-feeding, urination, defecation, and sexual activity are 
other bodily functions that are viewed differently by different 
cultural groups.

Many members of the dominant U.S. societal culture are 
embarrassed to see women breast-feeding in public, yet this is 
a commonly accepted practice in many ethnic cultural groups. 
Similarly, urinating, defecating, and spitting in public are prac-
tices that are generally frowned upon in “polite” U.S. society, 
but may be common, or even necessary, in places without pri-
vate sanitation facilities. Groups may also differ with respect 
to the position assumed for defecation or cleansing themselves 
afterward. For example, most American homes are equipped 
with sit-down flush toilets. Even in some areas in rural Amer-
ica that still use “outhouses,” a seating area is provided. In 
other countries, such as Japan and India, even some modern 
toilets are designed for squatting rather than sitting. Similarly, 
most people in the United States would use toilet paper to 
cleanse themselves after urinating or defecating. This practice, 
however, is considered very unsanitary by those in other cul-
tures (e.g., rural India) who wash themselves with water using 
the left hand. The left hand is then considered contaminated 
and is not used for clean activities such as eating. Similarly, 
many Muslims eat only with the right hand and will not accept 
something offered with the left hand  (Wehbe-Alamah, 2008).

Different groups also differ with respect to the types of 
touch that are permissible in public and who may touch whom. 
In the dominant U.S. culture, kissing and holding hands is per-
missible between men and women, but may be less so in cer-
tain settings and situations (e.g., in church). In other cultural 
groups, such intimate behaviors are not condoned between 
members of opposite genders, but may be acceptable between 
members of the same gender without connoting a same-sex 
sexual orientation.

FOCUSED ASSESSMENT Biological Determinants  
in Cultural Assessment

•	 Do	members	of	the	cultural	group	display	genetically	
determined physical features or physiologic differences?

•	 Do	group	members	display	differences	in	normal	physiologic	
values (e.g., hematocrit, height)?

•	 What	genetically	determined	illnesses,	if	any,	are	prevalent	in	
the cultural group?

Physiologic Function

•	 What	physical	health	problems	are	common	within	the	
cultural group?

•	 What	are	the	cultural	attitudes	to	body	parts	and	physiologic	
functions? How do these attitudes affect health and health 
care delivery?

Maturation and Aging

•	 What	is	the	age	composition	of	the	cultural	group?

•	 What	attitudes	toward	age	and	aging	are	prevalent	in	the	
culture? How do these attitudes affect health and health care?

•	 At	what	age	are	members	of	the	culture	considered	adults?

•	 Are	there	cultural	rituals	associated	with	coming	of	age?

Genetics

•	 What	is	the	gender	composition	of	the	cultural	group?	Are	
there differences in the cultural value given to one gender 
over the other?

•	 Does	gender	play	a	role	in	the	acceptability	of	health	care	
providers?
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In the biomedical culture, providers usually think nothing 
of baring whatever body part needs to be examined or treated. 
Often, there is scant concern for clients’ modesty and the em-
barrassment that results. Although nurses are taught to respect 
clients’ privacy and to protect their modesty during proce-
dures, often the pace of the work setting leads nurses to forget 
these “amenities.” Similarly biomedical culture often under-
takes invasive procedures (e.g., shaving the head for surgery) 
that may have very negative connotations in other cultures. 
Tips for a focused assessment of biological factors in cultural 
assessment are included on page 112.

Psychological Determinants
Areas to be considered in assessing psychological determinants 
of health related to culture include the extent of and typical 
sources of stress experienced by members of the group, the 
importance of group versus individual goals, attitudes toward 
change, and attitudes toward mental health and mental illness. 
An additional area for exploration is that of culture-bound syn-
dromes. The importance of culture in relation to mental health 
is highlighted by findings that treatment programs specifically 
designed for certain ethnic groups have better outcomes than 
generalized mental health programs.

ExTENT AND SOURCES OF STRESS. The extent of stress 
experienced by the cultural group affects the health status of its 
members. As we will see later, stressful interactions with the 
dominant culture in the form of prejudice and discrimination 
affect health both directly and indirectly. Members of ethnic 
cultural groups may also experience stress related to intergen-
erational conflict as some generations become more accultur-
ated to the dominant culture while others attempt to retain 
traditional cultural orientations. Similarly, some members of 
the gay, lesbian, bisexual, and transgender cultures may expe-
rience rejection or estrangement from family because of their 
sexual identity or orientation. Membership in the biomedical 
culture can itself be a source of stress given the life-and-death 
decisions that are sometimes required of members of this cul-
tural group. Similarly, members of professional cultures may 
experience stress and frustration in situations in which they are 
unable to achieve desired outcomes for their clients. This stress 
may be exacerbated by the relative loss of control of one’s own 
practice that has accompanied the move to manage systems of 
health care.

INDIvIDUAL vERSUS gROUP gOALS. Cultural groups 
differ with respect to the priority given to individual goals ver-
sus those of the larger group, and may be characterized as ei-
ther collectivist or individualist societies. Collectivist societies 
emphasize the good of the group, harmonious relationships, 
traditional values, and group loyalty. Individualist societies are 
characterized by the primacy of individual needs over those of 
the larger group. In individualist societies, people expect to be 
able to make and act on their own decisions independent of 
influence or coercion by others. Although these perspectives 

might also be considered part of the sociocultural determinants 
of health, they are included under psychological determinants 
because of their potential for adverse effects on the psychologi-
cal health of members of a cultural group when there is conflict 
between individual and group goals.

The dominant U.S. culture is highly individualistic. Many 
traditional ethnic cultures, on the other hand, have a collectiv-
ist perspective. For example, in many Asian and Latino cultural 
groups, family goals take precedence over the personal goals of 
members. Many Native American tribal cultures are commu-
nity oriented, and illness may be perceived as resulting from 
estrangement from the community. For these reasons, family 
and community members are important participants in health 
and illness care in many Latino and Native American groups, 
as well as among Muslims (Center for Health and Healing, n.d.; 
Green, 2010; Wehbe-Alama, 2008).

Medicine as a culture has some elements of collectivism. 
For example, the previous taboo against advertising medical 
services and the reluctance to criticize the medical practice of 
others might be seen as attempts to protect the professional 
group. Certainly, much political activity undertaken by medi-
cal groups has collectivist underpinnings in promoting the 
welfare of the medical profession. Nursing, on the other hand, 
although also a collectivist culture, has worked more often for 
the benefit of the collective society than for the profession it-
self. A move away from individualism in medicine can also be 
seen in the dwindling number of independent practitioners 
and the expansion of group practice and managed care.

ATTITUDES TOWARD CHANgE. Group attitudes toward 
change also influence the psychological environment and health 
care for members of cultural groups. The dominant U.S. culture 
is positively oriented toward change, which is frequently la-
beled “progress.” Biomedical culture tends to vacillate between 
the desire for change and the tendency to stick to traditional 
forms of care. In the biomedical culture, change is often linked 
to technological advances, and more particularly, to public 
knowledge of and demand for care based on those advances. 
One of the interesting areas of change in biomedical culture 
that is occurring primarily in response to public demand is the 
incorporation of what were once considered traditional “folk” 
health practices, now termed complementary and alternative 
medicine (CAM). We will discuss CAM in more detail later in 
this chapter.

The culture of nursing is also characterized by a certain de-
gree of ambiguity with respect to attitudes toward change. On 
the one hand, nursing is attempting to move toward evidence-
based practice. On the other, many nurses are unwilling to give 
up practices that have not demonstrated therapeutic effective-
ness or that are no longer practical in the current health care 
system because they learned to provide care that way. Nursing 
education has been criticized for its willingness to “jump on ev-
ery bandwagon that comes by,” but cannot agree on a single 
mechanism for entry into the profession. Changes in nurs-
ing education often lack a sound basis in student and societal 

M05_MARY9591_06_SE_C05.indd   113 06/09/14   6:09 PM



114  Unit 2 influences on Population health

needs and evidence of the effectiveness of specific educational 
activities.

Ethnic cultural groups vary with respect to their eagerness 
to engage in change, but many tend to hold to traditional ways 
of doing things. Attitudes toward change also differ within cul-
tural groups (and within professional groups, as well), based on 
the level of acculturation to the dominant culture.

Closely allied to group attitudes toward change are culturally 
based attitudes of resignation and acceptance. In many areas of 
the world, notably underdeveloped countries but also among 
the poor of the developed world, people have little access to the 
means to change the circumstances of their lives. Over many 
years or generations, people in such groups may become re-
signed and develop fatalistic attitudes. Widespread resigna-
tion within a cultural group can hinder health promotion and 
disease prevention initiatives, and may even affect willingness 
to seek care for existing health problems. For example, cancer 
fatalism has been associated with unwillingness to participate  
in screening activities in general (Baron-Epel, Friedman, & 
 Lernau, 2009) and breast cancer screening in particular (Clark 
& Natipagon-Shah, 2008). Fatalism is defined as the belief that 
one’s fate is fixed and that personal efforts can do little to  affect 
that fate (Fatalism, n.d.). Population health nurses working 
with members of other cultural groups should determine the 
effects that fatalistic beliefs have on health behaviors.

PREvALENCE AND PERCEPTIONS OF MENTAL 
HEALTH AND ILLNESS. Cultural groups also differ in their 
definitions of what constitutes mental health and mental illness 
and their attitudes toward mental illness. For example, in some 
groups, symptoms that would be construed as mental illness in 
the biomedical culture are considered normal behavior or a fact 
of life. In addition, cultural groups often differ with respect to 
the extent of mental illness present in the population.

In many cultural groups, including segments of the domi-
nant U.S. culture, mental illness carries an unpalatable stigma, 
leading members of the group to avoid seeking care. Mental ill-
ness may also be seen as a stigma for the family as well as for 
the individual involved. Chinese Americans, for example, may 
 experience strong stigma attached to mental illness (Yeung et al., 
2010). Asian Indian families have been known to hide  family 
members with mental illness in the home to avoid social stigma 
against the family. Some American families may abandon men-
tally ill/disabled family members in public institutions. Among 
Islamic cultures, mental illness may be perceived as punishment 
or a test of one’s faith (Ciftci, Jones, & Corrigan, 2013). In the 
dominant U.S. culture, those with a history of mental illness 
or substance abuse may encounter difficulty with employment 
or election to public office, among other social effects. Among 
some cultural groups, mental illness may be perceived as posses-
sion by an evil spirit or failure to honor good spirits, warranting 
religious intervention rather than psychotherapy. Psychological 
distress may be concealed or expressed psychosomatically due 
to perceptions of stigma attached to mental illness. Other cul-
tural groups are more tolerant of mental health problems.

In the dominant U.S. culture, and even in the biomedical 
and professional cultures, mental illness also continues to carry 
a stigma, although much progress has been made in this area. 
The degree of stigma varies with the type of condition and is 
less severe for problems like depression than for chronic men-
tal health problems, such as schizophrenia, in which bizarre 
 behavior may be displayed.

Some ethnic cultural groups may recognize a variety of 
emotional conditions that are not documented in the Diagnos-
tic and Statistical Manual (DSM-5), which serves as the com-
pendium of mental illness in the biomedical culture. These 
conditions are often referred to as culture-bound syndromes. 
The general diagnosis of culture-bound syndrome has, how-
ever, been added to later versions of the DSM-IV and defined 
as recurrent patterns of behavior or symptoms that lie outside 
the biomedical system.

Culture-bound syndromes are conditions involving behav-
ioral, affective, and cognitive symptoms that manifest within a 
specific culture and represent behaviors different from those 
expected in the culture (Singh Balhara, 2011). Although unique 
to a given culture, similar conditions may occur, with some 
variations, in other cultural groups. For example, dhat, is an 
Asian Indian culture-bound syndrome that involves weakness, 
loss of vitality, sexual dysfunction, and loss of virility attributed 
to loss of bodily fluid through urine, nocturia, or masturbation. 
Other variants of dhat are found in China, Europe, Russia, 
and the Americas (Singh Balhara, 2011). Amok is another ex-
ample of culture-bound syndromes found in Malaysia. Amok 
involves a period of brooding followed by a sudden violent out-
burst. Nerviosismo is a culture-bound syndrome noted in Latin 
America and the Caribbean. It is characterized by somatiza-
tion, anxiety, dizziness, emotional lability, and difficulties with 
sleeping and concentrating, and is believed to be brought on by 
stress (Hulme, 2010).

Care should be taken in attributing symptoms of emotional 
distress or unusual behavior to culture-bound syndromes 
without exploring other possible causes. Several authors note 
that culture-bound syndromes can only be understood in the 
context of the cultures in which they occur and that therapy 
often depends on the “deep grammar” or underlying circum-
stances resulting in disease (Yang, Tranulis, & Freudenreich, 
2009). Assuming that symptoms experienced by a client from 
another culture represent a culture-bound syndrome may pre-
vent accurate diagnosis of underlying mental health problems 
(Green, 2010). Rather, it may be more appropriate to accept the 
client’s explanation of the underlying issues and combine con-
ventional and traditional therapies in addressing their cause.

Culture-bound syndromes are not unique to ethnic cul-
tural groups, but may also be seen in the dominant U.S. and 
biomedical cultures. For example, anorexia nervosa is a rec-
ognized illness in Western cultures, particularly in the United 
States, that is not seen in many other cultural groups and has 
been described as a culture-bound syndrome (Isaac, 2013). Its 
incidence in U.S. women may reflect the cultural pressure to 
be thin (National Alliance on Mental Illness, 2013). Similarly, 
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seasonal affective disorder, a form of depression recognized by 
the biomedical culture and believed to be caused by diminished 
light in winter, is seen in some Western cultures (e.g., in the 
United States), but not in others.

Population health nurses should also assess the prevalence 
of specific mental illness diagnoses in the population as well 
as the extent of use of mental health services. For example, it 
has been estimated that 17% of Asian Americans may experi-
ence psychiatric illness at some point in their lives, but that 
their use of formal mental health system services is low. Often, 
informal support systems are sought instead (Spencer, Chen, 
Gee, Fabian, & Takeuchi, 2010). Other authors have suggested 
that Asian Americans do seek health providers’ assistance with 
mental health issues but are often undiagnosed due to failure of 
providers to recognize symptoms reported as evidence of men-
tal health problems (Yeung, et al., 2010).

As we have seen, psychological determinants related to cul-
ture may have profound effects on the health of population 
groups. Tips for a focused assessment of psychological deter-
minants in cultural assessment are provided below.

Environmental Determinants
Cultural groups differ in their perceptions of relationships be-
tween people and their environment. The dominant U.S. cul-
ture seeks mastery over the environment. Many traditional 
ethnic cultures, on the other hand, seek harmonious relation-
ships with the external physical environment. For example, tra-
ditional African American cultural groups have often perceived 
a need for cooperation with a powerful natural environment in 
order to promote survival. Similarly, some cultural groups also 
view seasonal changes as directly affecting human health and 
behavior. Again, seasonal affective disorder is an example rec-
ognized in the biomedical culture.

Other aspects of relationships to the external environment 
include perceptions of space and time. With respect to time, 

some cultural groups, such as the dominant culture in the 
United States and African American culture, are future ori-
ented, whereas others are past or present oriented. Many Asian 
cultures, for example, attach great importance to the past and 
are considered past oriented. Native American and Latino 
groups, on the other hand, tend to be oriented to the present 
moment (Spector, 2012). Both past- and present-oriented cul-
tural groups may have difficulty in long-range planning for fu-
ture events or may not be attuned to preventive health care.

Other perceptions related to time may also be of importance 
in planning nursing care for individual clients or for population 
groups. Care of a Muslim client, for example, may need to be 
planned to prevent interference with specified times for prayer 
(Wehbe-Alamah, 2008). At the group level, effective health pro-
grams targeted to Jewish clients or Seventh-day Adventists would 
not be scheduled on Saturday. Similarly, many cultural groups 
have fluid concepts of time that make appointment-based health 
care delivery, a biomedical cultural norm, less effective.

Cultural groups also have differing attitudes to space. 
Most population health nurses in the United States subscribe 
to  European American notions of acceptable personal space 
in certain situations. Preferred distance between people in 
 European American culture can be described as follows:

•	 Public	distance:	greater	than	12	feet
•	 Social	distance:	4	to	12	feet
•	 Personal	distance:	1.5	to	4	feet
•	 Intimate	distance:	within	1.5	feet	(Spector,	2012)

European Americans are frequently uncomfortable when their 
perceived personal space is invaded by another person. Among 
other cultural groups, however, there is considerable varia-
tion in what is perceived as one’s personal space, leading to the 
 potential for discomfort and conflict.

One final consideration with respect to the physical envi-
ronment relates particularly to immigrant and refugee groups. 

FOCUSED ASSESSMENT Psychological Determinants  
in Cultural Assessment

•	 Do	members	of	the	cultural	group	exhibit	attitudes	of	
resignation and fatalism? If so, what effect does this have on 
the use of health care services?

•	 What	attitudes	toward	mental	health	and	illness	are	
held by members of the cultural group? Is there stigma 
attached to mental illness for the individual? For the 
family?

•	 Does	the	group	recognize	any	culture-bound	syndromes?	
If so, what are they? What are their characteristic 
features?

•	 Does	the	culture	have	an	individualist	or	collectivist	perspective?

•	 How	do	members	of	the	cultural	group	prioritize	individual,	
family, and group welfare and goals?

•	 What	is	the	extent	of	stress	experienced	by	members	of	the	
cultural group? What are the usual sources of stress? How do 
group members typically cope with stress?

•	 Is	there	intergenerational	conflict	within	the	cultural	group	
that contributes to stress?

•	 How	do	members	of	the	cultural	group	perceive	change?	How	
do they adapt to change?

M05_MARY9591_06_SE_C05.indd   115 06/09/14   6:09 PM



116  Unit 2 influences on Population health

The change in their physical environment may lead to a vari-
ety of health problems not encountered in their homelands. 
For example, the heavy traffic patterns in most U.S. cities have 
contributed to traffic fatalities among Hmong children whose 
parents are not accustomed to having to teach traffic safety. 
Similarly, exposure to a variety of household cleaning products 
common in U.S. households has led to a number of acciden-
tal poisonings among refugees. In addition, research has indi-
cated that refugee children may experience elevated blood lead 
levels several months after coming to the United States due to 
the need to find housing in older run-down areas with a high 
degree of lead contamination. Tips for assessing elements of 
the physical environmental dimension of culture as they affect 
health are presented above.

Sociocultural Determinants
Cultural elements related to the sociocultural determinants of 
health can have profound effects on health and health-related 
behaviors. Each cultural group has norms that govern the in-
teraction of its members. Considerations to be addressed in 
assessment include cultural values, relationships with the su-
pernatural, interpersonal roles and relationships, relationships 
with health care providers and the larger society, socioeco-
nomic status, and life experiences such as those related to sexu-
ality and reproduction, coming of age, marriage, immigration, 
and death.

vALUES. As we noted earlier, the values held by a  cultural 
group are some of the elements most resistant to change. 
 Cultural groups may differ significantly on the value attached 
to certain conditions and differences in strongly held values 
between group members and the dominant culture may give 
rise to difficulties. Data from the World Values Survey of 79 
nations from 2005 to 2008 indicated that cultural values differ 
along two main dimensions. The first is the traditional/secular-
rational dimension, which denotes differences between cultures 
in which religion is very important and those that have a more 
secular view of the world in which religion is less important. 
Other related values tend to vary along traditional/secular lines. 
For example, groups with more traditional values tend to em-
phasize deference to authority and traditional family values. 

Groups with a secular-rational values orientation tend to value 
self-determination and rationality (Inglehart & Welzel, n.d., 
2010).

The second major dimension on which values vary among 
cultural groups is the survival/self-expression dimension. In 
this dimension, according to the theory posed by Inglehart and 
Welzel (2010), societies that have major concerns with basic 
survival tend to emphasize values that support survival, such as 
order, economic security, and conformity. On the other hand, 
in societies in which survival is more or less taken for granted, 
higher value is placed on self-expression, subjective well-being, 
and quality of life. These values are accompanied by modifi-
cations in other areas of life such as more permissive parent-
ing, fostering of tolerance for diversity, and so on (Inglehart & 
 Welzel, n.d., 2010).

For example, the dominant culture, including the biomedi-
cal culture, strongly values being on time. Appointments are 
made for specific times and clients are expected to arrive at that 
time or earlier. This value, however, frequently does not seem 
to apply to providers themselves, who may keep clients wait-
ing to be seen for significant periods of time. Examples of other 
values that may differ among cultural groups or between mem-
bers of these groups and the dominant culture are those related 
to autonomy and self-sufficiency, work ethic, dignity of life, 
importance of family, and the need for education or health-
related activities.

The population health nurse explores with members of the 
culture the areas of strongly held values. Often this is done 
through observation since people may be unable to adequately 
articulate values in conversation.

RELATIONSHIPS WITH THE SUPERNATURAL.  Human 
psychological health is often intertwined with spiritual health, 
particularly among many ethnic cultural groups. Even in the 
dominant societal culture, spiritual interventions, such as 
prayer, are commonly invoked in health promotion and resto-
ration. Attitudes and behaviors with respect to the supernatural 
world are often exhibited in the form of religious affiliation and 
magical practices.

Religiosity, the belief or participation in religious ob-
servances, is conceptualized as having two aspects: social 

FOCUSED ASSESSMENT Environmental Determinants  
in Cultural Assessment

•	 What	is	the	orientation	of	the	cultural	group	to	time?

•	 What	changes	in	their	physical	environment	have	members	
of the cultural group experienced? What influence do these 
changes have on the health status of the group?

•	 How	do	members	of	the	cultural	group	perceive	their	
relationship to the environment?

•	 How	do	members	of	the	cultural	group	perceive	personal	
space?
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religiosity and individual religiosity. Social religiosity reflects 
the extent to which members of the population affiliate with 
religious organizations and spend time in religion-oriented ac-
tivities. Individual religiosity addresses individual beliefs in a 
God and the importance of God and religious observance in 
one’s life (Okulicz-Kozaryn, 2010). These two aspects of religi-
osity may also be referred to as extrinsic and intrinsic religios-
ity (Abdel-Khalek, 2009).

The influences of religion and spiritual beliefs may be seen 
in five areas. First, specific religious beliefs or practices may 
influence health, either positively or negatively (Rabinowitz, 
Mausbach, Atkinson, & Gallagher-Thompson, 2009). Second, 
religious groups may be involved in the provision of health care. 
In addition, participation in organized religious activities may 
contribute to a sense of belonging  (Okulicz-Kozaryn, 2010).  
Religious beliefs may also act as a source of personal  support 
in times of adversity, and religiosity has been associated with 

better life satisfaction and mental health (Abdel-Khalek, 
2009; Okulicz-Kozaryn, 2010). Finally, the type and quality 
of  interactions between religious leaders and the health care 
system can profoundly influence the acceptability and use of 
health care services.

Biomedical culture tends to separate health care and religion 
or spirituality as distinct and unrelated fields, despite  evidence 
that religious practices may enhance well-being. There is grow-
ing recognition, however, that spirituality may play a signifi-
cant role in clients’ well-being. In fact, the National  Cancer 
Institute (2012) has recommended spiritual assessment of 
clients with cancer. This assessment has been adapted in the 
Focused Assessment below to assess religious and spiritual in-
fluences on population groups.

Religious belief and magic are closely intertwined in some 
cultures. In other cultures, magic is conceived as antithetical to 
religion and as an act against God (Greenwood, 2009).  Magical 
effects may be conceptualized as resulting from sympathetic 
magic or analogical thinking. Sympathetic magic may be 
based on two perspectives: homeopathic magic or contagious. 
In  homeopathic magic, effects occur based on associations of 
similarity in which a desired effect can be achieved by imita-
tion (Greenwood, 2009). In rural Appalachia, for example, 
scissors may be placed beneath the mattress of a woman in la-
bor to “cut” or reduce her pain. The basic concept is that “like 
causes like.” In contagious magic, effects result from contact. 
For  example, an object in contact with a person is believed to 
absorb the attributes of that person. For example, a pair of a 
laboring woman’s husband’s pants might be placed on the bed-
post to impart his strength to her.

In analogical thinking, reasoning is based on similarities per-
ceived between one thing and another in the view of the person 
making the analogy (Greenwood, 2009). Analogical thinking is 
the basis for some religious rituals. For example, baptism with 
water is symbolic of being cleansed of one’s sins, the analogy 

Religion is an important aspect of a group’s culture. (Eray/Fotolia)

FOCUSED ASSESSMENT Population Spiritual Assessment

•	 To	what	extent	are	adverse	events	(e.g.,	serious	illness,	natural	
disaster) likely to result in a loss of faith in the population?

•	 What	conflicts,	if	any,	exist	between	religious	beliefs	and	
health care practices?

•	 To	what	extent	do	religious	beliefs	and	spirituality	contribute	
to healthy behaviors?

•	 What	views	of	death	and	afterlife	are	held	by	members	of	the	
population? How do these views affect their participation in 
health-related behaviors?

Adapted from: National Cancer Institute. (2012). Spiritual assessment. 
Retrieved from http://www.cancer.gov/cancertopics/pdq/supportivecare 
/spirituality/Patient/page3

•	 What	religious	denominations	are	represented	in	the	
population?

•	 What	beliefs	or	philosophies	are	prevalent	in	the	population?

•	 How	important	are	spiritual	practices	or	rituals	within	the	
population?

•	 To	what	extent	do	members	of	the	population	view	religion	or	
spirituality as a source of support?

•	 To	what	extent	does	religion	or	spirituality	contribute	to	a	
feeling of belonging among members of the population?

•	 To	what	extent	do	members	of	the	population	engage	in	
prayer or meditation as a source of comfort or help?
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being that as water washes dirt from the physical body, it also 
washes sins from the soul. Greenwood (2009), an anthropologist 
who has studied magic extensively, adds a third view of magic as 
“magical consciousness,” which is seen as expanded awareness of 
the world and participation through multiple connectedness be-
tween persons, between persons and other features of the physi-
cal world (e.g., animals), and between the living and the dead.

Belief in magic as a means of causing or curing disease is 
common in many traditional ethnic cultures, including  African 
American, Italian, Native American, and Latino groups 
( Spector, 2012). Magic may even be perceived as the origin of 
scientifically diagnosed illnesses. For example, when health care 
providers were unable to provide Thai clients and their fami-
lies with an explanation for the development of schizophrenia, 
many family members attributed the disease to supernatural 
powers or black magic (Sanseeha, Chontawan, Sethabouppha, 
Disayavanish, & Turale, 2009).

Belief in and practices related to magical thinking are not only 
found among members of ethnic cultural groups. In the dominant 
culture, as well, many of us engage in “magical rituals” that com-
fort us or give us confidence in tricky situations, like wearing your 
“lucky poker shirt.” Population health nurses would assess the 
place of magic in the belief system of a given population and the 
relationship of those beliefs to health and health-related behaviors.

FAMILy AND COMMUNITy RELATIONSHIPS. Cultur-
ally defined roles and relationships are learned first within the 
family, and may differ by family type, age, and gender. The pre-
dominant family form in U.S. societal culture remains the two-
parent nuclear household, with loose relationships with kin in 
both parents’ families of origin. As we will see in  Chapter 14 ,  
however, this family form is being supplanted by a variety of 
other family forms, including single-parent families, nuclear 
dyads, extended families, and cohabiting couples. In many 
ethnic cultural groups, the extended family remains the pre-
dominant family type, but in many countries this is changing as 
younger family members move away from the family of origin 
in search of employment opportunities.

Roles within the family are frequently defined by age, gen-
der, and family position. In the traditional U.S. culture of the 
past, men were considered the family providers and women 
were responsible for care of the home and family, except in 
families that were dependent on women’s income to replace or 
supplement that of male family members. Gender role expec-
tations in the dominant culture, however, have experienced a 
number of changes with women more often employed outside 
the home and men taking on more traditionally female tasks 
with respect to homemaking and child rearing.

In many traditional ethnic cultures, on the other hand, gen-
der roles are more specifically defined. Men are often consid-
ered the head of the family and the primary decision maker 
on major family issues. In other ethnic cultural groups (e.g., 
some Native American tribes), women are the primary deci-
sion makers. Women’s traditional role is often defined in terms 
of childbearing and care of the home and family. Gender roles 

may also entail strict separation of men from women except 
within the immediate family. In same-sex families, family roles 
may be shared by both partners or may be divided in ways that 
best meet the needs of the family.

Age may also play a role in family decision making. For ex-
ample, in most cultural groups, including the dominant U.S. cul-
ture, parents often make decisions related to their children. In 
the dominant culture, however, adolescents are often given more 
decision latitude regarding their own behavior than their coun-
terparts in other cultural groups. Middle adults in the dominant 
culture may also find themselves in the position of making deci-
sions for older parents. In some ethnic cultural groups, on the 
other hand, decision making is the province of family elders.

Children in many ethnic cultural groups are expected to 
respect and obey their parents without question. Children in 
the dominant U.S. culture, however, are generally given more 
latitude to question parents’ decisions or the rationale for those 
decisions. As we saw earlier, the dominant culture is youth ori-
ented, and the elderly are not as well respected as may be the 
case in many ethnic cultural groups.

Family relationships may also be affected by illness or dis-
ability among family members. In some cultures, ill or disabled 
family members may be hidden to escape social stigma for the 
family. In others, they may be overprotected and prohibited 
from developing to their full potential.

Relationships with extended family members also have 
many cultural aspects. As noted earlier, extended families in 
some cultural groups have often lived together in joint house-
holds or in close proximity to other family members. Members 
of the GLBT population, on the other hand, may experience 
strained relationships with their families of origin and strive 
to create their own “families” with other individuals like them-
selves. Transgendered women, in particular, may create a “sis-
terhood” to replace or augment family ties.

Age and gender also influence roles within the biomedi-
cal and health professional cultures. Traditionally, as a largely 
female profession, nurses were expected to be subservient 
to physicians, and only recently have nurses begun to be re-
spected as equally expert providers of care. An interesting twist 
to this hierarchy is seen in the military health care culture, 
where respect and authority are based on rank, not profes-
sional discipline. The influence of age in the biomedical and 
professional cultures is less forthright. Older professionals 
have greater experience than their younger counterparts, but 
in many instances, this advantage is offset by better education 
among younger practitioners.

COMMUNICATION AND LANgUAgE.  Communication 
plays a significant role in interpersonal interactions within 
and between cultures. In assessing cultures, population health 
nurses attend to all types of communication, including oral and 
written communication, the language spoken, forms of nonver-
bal communication and acceptable behavior, speed of speech 
and intonation, slang, and culturally inappropriate words, 
phrases, and topics.
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The language spoken by members of ethnic cultural groups 
and group members’ facility with the language of the domi-
nant culture, will affect intercultural interactions, particularly 
as they influence health. Differences in dialects within cultural 
groups may also impede communication. In the United States, 
21% of the population over 5 years of age, speak a language 
other than English at home. Although many of these people 
also speak English, 8.5% of them speak English less than “very 
well” (U.S. Census Bureau, American Fact Finder, 2012). Non-
English speakers are more likely than English speakers to have 
incomes below poverty level and less than a high school educa-
tion. The Office of Minority Health (OMH, 2013a) defined lin-
guistic competency as the ability to communicate effectively 
and convey information in ways that are easily understood by 
persons with limited English proficiency, low literacy or health 
literacy levels, or communication disabilities.

Patient and provider concordance with respect to language 
is important in providing culturally competent care. Language 
differences make for miscommunication and may compromise 
care and client outcomes resulting in increased disparities, in-
equities, dissatisfaction, and inefficiency in health care deliv-
ery systems (Tang, Lanza, Rodriguez, & Chang, 2011). Ideally, 
health care providers should be able to speak a client’s native 
tongue, but this is not always possible or practical. In such 
cases, interpreters or other linguistic services may be needed to 
assist with communication.

Linguistic services generally consist of four components: 
oral services, interpretation services, written services, and 
translation services. Interpretation services are used in the 
context of oral communication. Interpretation is not a word-
for-word rendering of what is said, but involves conveying 
meaning for meaning. Translation, on the other hand, is the 
rendering of the written word in another language (Partner-
ship for the Public’s Health, n.d.). Interpretation services are 
not always available in many health care settings due to their 
cost, yet research has shown that clients who receive interpre-
tation services made more visits to providers, received more 
preventive services, and were given more prescriptions than 
those who needed, but did not receive, interpretation services. 

It is hypothesized that ultimate health care costs may be de-
creased enough, due to prevention and earlier intervention, to 
warrant the added cost of interpretation services.

Approaches to interpretation in health care settings range 
from the ideal of bilingual and bicultural providers to using 
family members as interpreters. Unfortunately, the lack of 
qualified bicultural providers and the cultural diversity encoun-
tered in many health care settings often prohibits this solution 
to problems of interpretation. Even when providers speak the 
same language as the client, there may be difficulties related 
to dialect or socioeconomic status that make communication 
difficult. Health care agencies may also employ other bilingual 
staff who serve as interpreters. This approach is most effective, 
but also most costly, when staff are used exclusively for inter-
pretation rather than being pulled away from other responsi-
bilities to provide interpretation services. Another option is the 
use of outside interpreters or telephonic interpretation. These 
approaches usually need to be arranged in advance and so are 
not particularly useful in emergency situations. In addition, 
these services tend to be expensive, and the interpreter may not 
be conversant with medical terminology. Telephonic interpre-
tation also has the disadvantage of the loss of communication 
through body language. Family members should be a last re-
sort in meeting interpretation needs. Use of family members 
to interpret runs the risk of violating client confidentiality and 
creates the potential for family conflict or other adverse effects. 
Tips for assessing the need for interpretation services with a 
particular client are provided below.

Interpretation and translation are usually considered in terms 
of communication between providers and members of ethnic cul-
tural groups. It is wise to keep in mind, however, that both inter-
pretation and translation may be required to render  biomedical 
terminology intelligible to clients and other members of the 
lay public. The Program for International Assessment of Adult 
Competencies (PIAAC) assesses health literacy ( ability to read 
and understand information), numeracy ( ability to  calculate), 
and problem-solving skills in the United States and 22 other 
countries. The 2012 PIAAC data indicated that 16  countries 
had literacy levels higher than those in the United States,  

FOCUSED ASSESSMENT Assessing Interpretation Needs

•	 When	does	the	client	prefer	an	interpreter?

•	 Can	the	client	rephrase	instructions	to	staff	in	the	language	
of the dominant culture?

Data from: McLaurin, J. A. (2002). Assimilation, acculturation, and 
alternative medicines. MCN Streamline: The Migrant Health News 
Source, 8(6), 1–3.

•	 What	language	does	the	client	speak	at	home?

•	 How	long	has	the	client	been	speaking	the	language	of	the	
dominant culture?

•	 What	is	the	client’s	level	of	literacy	in	the	language	of	origin?	
In the language of the dominant culture?

•	 What	types	of	things	does	the	client	read	in	each	language?
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and only 7 countries had lower scores. Since the assessment is 
only given in English, these scores vastly underrepresent lit-
eracy levels among non-English-speakers. The U.S. scores were 
not significantly different from those derived from the National 
 Assessment of Adult Literacy (ALL) in 2003–2008 (National 
Center for  Education Statistics, 2012). Health  literacy has been 
defined by the World Health Organization (WHO, 2009) as 
cognitive and social skills that motivate and enable people to 

obtain, understand, and use health-related information to pro-
mote their health.

Two Healthy People 2020 objectives related to health com-
munication and information technology deal specifically with 
health literacy and communication with health care provid-
ers. These objectives are summarized below. The first ob-
jective, with its subobjectives, is developmental in nature, 
so there are no existing baseline data or established targets 

 
ObjecTive

 
baSeliNe (YeaR)

 
TaRgeT

cURReNT daTa 
(YeaR)

 
daTa SOURce

HC/HIT-1 Improve the health literacy of the 
population

    

1.1 Increase the proportion of persons who 
report that their health care provider always 
gave them easy-to-understand instructions 
about what to do to take care of their illness 
or health

Developmental Developmental NDA Medical Expenditure 
 Survey, AHRQ

1.2 Increase the proportion of persons who 
report that their health care provider always 
asked them to describe how they will follow 
the instructions

Developmental Developmental NDA Medical Expenditure 
 Survey, AHRQ

1.3 Increase the proportion of persons who 
report that their health care providers’ office 
always offered help in filling out a form

Developmental Developmental NDA Medical Expenditure 
 Survey, AHRQ

HC/HIT 2 Increase the proportion of persons 
who report that their health care providers 
have satisfactory communication skills

    

2.1 Increase the proportion of persons who 
report that their health care provider always 
listened carefully to them

59% (2007) 65% 61.9% (2010) Medical Expenditure 
 Survey, AHRQ

2.2 Increase the proportion of persons who 
report that their health care provider always 
explained things so they could understand 
them

60% (2007) 66% 60.6% (2010) Medical Expenditure 
 Survey, AHRQ

2.3 Increase the proportion of persons who 
report that their health care provider always 
showed respect for what they had to say

62% (2007) 68.2% 64.9% (2010) Medical Expenditure 
 Survey, AHRQ

2.4 Increase the proportion of persons who 
report that their health care provider always 
spent enough time with them.

49% (2007) 54% 51.4% (2010) Medical Expenditure 
 Survey, AHRQ

NDA = No data available. 
U.S. Department of Health and Human Services. (2013). Health communication and health information technology. Retrieved from http://www.healthypeople.gov/2020/
topicsobjectives2020/overview.aspx?topicid=18

Healthy People 2020

Selected Objectives Related to Cultural Competence
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for accomplishment. As data collection systems are devel-
oped, baseline data will be collected and appropriate targets 
determined.

There may also be difficulties in communication within 
the biomedical culture itself due to the different languages 
employed by many health care disciplines. For example, how 
well do members of other disciplines understand the language 
of nursing diagnosis? Similarly, health care professionals re-
cruited internationally to address shortages in the United States 
may face a variety of communication difficulties with clients 
and other providers. These health care providers need to learn 
the language of the profession as employed in the United States 
as well as the conventions of interprofessional communica-
tion, which may differ significantly from those of their coun-
tries of origin. Language proficiency tests are not specific to 
the nursing profession and may not adequately assess English 
proficiency in a professional context. Communication difficul-
ties are often exacerbated on the telephone and in reading and 
writing charts. Some of the problems that may occur include 
basic grammar, use of lay vocabulary and that of other profes-
sionals, pronunciation difficulties, lack of understanding of 
different levels of interaction (formal, informal), and failure to 
recognize the variability of cultural norms among clients seen.

In addition to the words used, paralanguage variations may 
be important in communication between cultures. Paralan-
guage includes the tone of voice, volume, and inflection typi-
cally used in verbal communication (Purnell, 2012). For 
example, some cultural groups may use loud volume for urgent 
messages and repeat messages for emphasis. Others routinely 
use a louder voice and more rapid speech in ordinary conversa-
tion than is common in some cultural groups. In the dominant 
U.S. culture, a loud voice may convey an emergency but may 
also be interpreted as anger.

Inflections also signal meaning in conversation. For exam-
ple, in English, a question is indicated with an upswing in tone 
at the end of the sentence. In other languages, such as Marathi, 
an Asian Indian language, questions may be indicated by ap-
pending a word to the end of the sentence or by means of an 
interrogative word at the beginning of the sentence (similar to 
English).

Nonverbal communication also varies among cultural 
groups. For example, nurses often rely on nonverbal cues to 
identify clients in pain; however, when the cues differ between 
the nurse’s and the client’s culture, effective pain relief may 
be compromised. Gestures are another element of nonverbal 
communication that may differ among cultural groups. For ex-
ample, when you want someone to come closer to you in the 
dominant U.S. culture, you might crook your finger. In India, 
on the other hand, you would use a sweeping motion of the 
fingers toward you with the hand held prone. In yet other cul-
tures, beckoning in any form is considered rude.

Another aspect of communication to be considered in a cul-
tural assessment is the level of prescribed reticence within the 
group—the extent to which people are expected or willing to 
share private information. In the dominant U.S. culture, it is 

not uncommon for people to tell much of their life story dur-
ing a chance encounter in the grocery store. Yet, there are cer-
tain things that one does not ask or tell. For example, it would 
be considered rude to ask a chance acquaintance how much 
money they make or whether they are sexually active. Yet, these 
kinds of questions are routinely asked by health care profes-
sionals and may insult even members of the dominant culture 
if the reason for them is not carefully explained. Among many 
other cultural groups, there may be even greater reluctance to 
provide personal or family information, particularly when it 
relates to emotions.

RELATIONSHIPS WITH THE LARgER SOCIETy. The 
relationship between members of different cultural groups 
and the dominant society may also have significant effects on 
health status. Many people in the dominant U.S. culture dis-
play xenophobia, an irrational fear of strangers (Spector, 2012), 
particularly those who are significantly different from oneself 
in appearance or behavior. When this fear centers on those of 
different sexual orientations, it is termed homophobia. Xeno-
phobia, homophobia, and other negative reactions to persons 
of a cultural group may lead to racism, prejudice, and discrimi-
nation. Racism is the belief that people can be classified on the 
basis of biophysical traits into groups that differ in terms of 
mental, physical, and ethical capabilities, with some groups be-
ing intrinsically superior or inferior to other groups. Prejudice 
is the holding of negative attitudes or feelings toward members 
of another group. It is an internal perspective, and may or may 
not be acted upon. Discrimination, as we saw earlier, is a behav-
ioral demonstration of racism or prejudice involving differen-
tial treatment of an individual or group based on unfavorable 
attitudes toward the group. When discrimination is directed 
toward persons with a handicapping condition or disability, it 
is termed ableism.

Discrimination has been shown to have negative effects 
on health through both direct and indirect mechanisms. Dis-
crimination by health care providers leads to inappropriate 
and ineffective care. Discrimination may be seen in response 
to members of ethnic cultural groups, but also in response to 
other individuals as well. For example, GLBT individuals re-
port significant discrimination against them by members of the 
dominant U.S. society, as well as among health care providers. 
As noted earlier, the elderly and disabled populations may also 
face discrimination from the general public or from health care 
providers who believe certain health services (e.g., health pro-
motion and illness prevention) are not warranted. Discrimina-
tion may have indirect effects in terms of willingness to seek 
health care services or via the stress caused by exposure to 
 culture-related discrimination or harassment.

Responses to negative experiences with the larger society 
can also have adverse effects on health. A large body of research 
has linked various forms of discrimination and even percep-
tions of discrimination to the health status of multiple groups 
characterized by differences from the mainstream population 
(Juang & Alvarez, 2010; Pascoe & Smart, 2009). Perceived 
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discrimination against members of racial and ethnic minority 
groups by health care providers has also been reported (Sorkin, 
Ngo-Metzger, & De Alba, 2010).

Members of the biomedical culture also experience different 
relationships with the larger societal culture. In most ethnic cul-
tures and in the dominant U.S. culture, health care providers are 
held in high esteem by the society in which they function. In the 
dominant U.S. culture, this can be seen in the incomes of physi-
cians and in the trust placed in nurses. Nursing has not always 
been as highly valued as a profession, however. In the early days 
of the history of modern nursing, for example, nursing was seen 
as an occupation of lower-class women that most families would 
not want to see their daughters enter. This was also true on the 
Indian subcontinent as few as 40 years ago and may still be true 
in some parts of the world. Even in cultures in which nursing is 
esteemed, the profession may not be valued as highly as medi-
cine. Although the status of nursing is changing within the bio-
medical culture, nursing has not usually been as highly valued as 
medicine and some other health professional disciplines. In fact, 
nursing is still viewed in some settings and by some members of 
other professional disciplines as a handmaiden group.

SOCIOECONOMIC STATUS. The socioeconomic status 
of a cultural group also influences its health status. Gener-
ally speaking, most members of the biomedical culture are of 
relatively high socioeconomic status. Even within this group, 
however, there is considerable variation, with physicians and 
dentists more often included in the upper to upper middle class 
and nursing and other health care disciplines considered to be 
middle- to lower-middle-class occupations. Members of many 
ethnic minority groups in the United States, on the other hand, 
tend to have relatively low socioeconomic status, but even that 
status varies among groups. For example, some Asian cultural 
groups enjoy relatively high educational and income levels, 
while others, particularly more recent immigrants and refugees, 
include large numbers of the poor or poorly educated. In gen-
eral, members of the GLBT population tend to be fairly highly 
educated, but may have lower incomes than their “straight” 
counterparts due to the need to accept positions in organiza-
tions that are accepting of their sexual orientation or identity.

Income, education, and the resulting lower socioeconomic 
status are some of the major contributing factors in health dis-
parities noted in the United States. Health disparities are par-
ticularly prevalent among immigrant and refugee populations, 
who tend to have lower education and economic levels than the 
general population. Chapter 6  presents a general discussion of 
poverty and health insurance and their influence on health dis-
parities. Specific health disparities and their underlying causes 
are discussed in relevant chapters throughout this book. Popu-
lation health nurses assess the typical socioeconomic status of 
the cultural groups with whom they interact. They also examine 
the effects of these factors on the health status of the population.

LIFE EvENTS. Cultural groups may differ significantly 
in the ways they address life experiences common to human 

 existence. Although all cultural groups deal with these common 
life experiences, cultural beliefs and behaviors related to them 
can vary considerably. Life experiences that will be addressed 
here include experiences related to sexuality and reproduction, 
coming of age, marriage, and death.

Sexuality and reproduction. Different cultures have differ-
ing perspectives on and attitudes toward human sexuality and 
sexual activity. Some groups (e.g., fundamentalist Muslims and 
Christians) perceive sexual activity as inherently sinful and to 
be tolerated only within the bounds of marriage. Other groups 
are more tolerant of sexual activity outside of marriage, but 
may differ in terms of their application of this norm to men 
and women. For example, among some populations extramari-
tal sexual activity is accepted for men but not women. “Good” 
women are not sexually experienced or knowledgeable and may 
not be willing to discuss sexual issues with their partners for 
fear of being thought a prostitute. These cultural attitudes place 
these women at risk for sexually transmitted diseases and cer-
vical cancer since sexual beliefs have been found to influence 
willingness to obtain pap smears.

Attitudes toward homosexuality are another area that 
should be explored by the population health nurse engaged in 
a cultural assessment of a group of people. Homosexuality may 
be defined and perceived differently in some cultures than in 
the dominant U.S. culture. For example, Muslims and tradi-
tional Christians and Jews generally consider homosexuality 
sinful. In some Asian cultures, homosexuality can be viewed as 
expressing disdain for societal norms that include expectations 
for marriage and children and brings shame to the family of the 
homosexual individual. China and Iran are particularly repres-
sive of homosexual behavior, and such attitudes may accom-
pany recent immigrants (Purnell, 2012). The dominant U.S. 
culture is generally homophobic and members of the GLBT 
populations experience considerable discrimination as we will 
see in Chapter 20 .

Cultural groups also vary with respect to attitudes and be-
haviors related to contraception. In societies where child-
bearing is an expectation, contraception is not approved and 
abortion is not permitted. Nonetheless, even in these cultures, 
there may be a variety of methods employed to induce abor-
tion, some of which can be extremely dangerous. For example, 
poisoning with pennyroyal, a common abortifacient that is 
highly toxic, occurs periodically in the United States and else-
where (Natural Medicines Comprehensive Database, 2012).

Many ethnic cultural groups also engage in a variety of be-
haviors designed to prevent conception, some of which are 
based on traditional explanatory models for conception. For 
example, some African Americans believe that one is more 
apt to get pregnant if one has intercourse during menses and 
is “safe” at mid-cycle or that it is impossible to become preg-
nant until one has had a menstrual period following deliv-
ery of a baby. This latter belief may also be seen among some 
 Italians (Purnell, 2012) and members of other cultural groups. 
Members of cultural groups may also engage in a variety of 
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behaviors to promote conception. Selected cultural beliefs and 
behaviors related to menstruation, conception, and contracep-
tion are included in tables presented in the Further Information 
section of the student resources for this book.

All cultural groups have prescribed and proscribed be-
haviors to be performed when pregnancy does occur, as well 
as during labor and delivery. Some authors have noted the 
relatively positive birth outcomes among immigrant women, 
particularly Latinas, compared to other low-income women, 
suggesting that healthful behaviors and social support arising 
out of cultural beliefs about pregnancy should be emulated by 
other groups.

Birth rituals occur in some form in all cultures. Birthing sys-
tems usually prescribe a specific locale for the birth event to 
take place, as well as specific practices to be employed. Gener-
ally speaking, the technocratic society of the United States and 
other developed nations advocates birth in a specialized locale, 
usually a delivery room within a hospital setting. Some authors 
have noted that this locale is designed to make the birth easy 
for the birth attendants rather than the mother. The second lo-
cale specified for births is the woman’s local sphere. In many 
ethnic cultural groups, this is the home. Home births are a 
growing phenomenon in some segments of the dominant U.S. 
culture, as is the use of birthing centers. For members of other 
groups, birth should take place outside of the home because it 
is an unclean event and would contaminate the home.

Cultural groups also forbid some practices during preg-
nancy and engage in a number of others to promote a posi-
tive pregnancy outcome. For example, some ethnic cultural 
groups perceive pregnancy as a hot condition and, thus, refuse 
prenatal vitamins, a hot medication. In some cultures, part of 
the role of the traditional midwife or an older family member 
is to instruct the pregnant woman on the cultural taboos to be 
observed.

Biomedical culture is not exempt from birthing rituals, 
many of which have little scientific basis or evidence of effec-
tiveness. For example, the practice of performing an episiotomy 
to keep the perineum from tearing has no scientific evidence of 
its efficacy and may be a function of the dominant U.S. cultural 
value for trying to speed up a natural process. Similarly, the 
routine practices of fetal monitoring and giving an enema prior 
to delivery have not demonstrated any difference in pregnancy 
outcomes. Advances in reproductive technology have made 
it possible for members of the GLBT population to have chil-
dren and biomedical cultural birthing practices may need to be 
modified to accommodate same-sex parents or surrogate par-
ents. Selected cultural beliefs and behaviors related to the peri-
natal period are presented in the Further Information  section of 
the student resources.

Coming of age. Some ethnic cultural groups have specific 
 ceremonies that mark the movement of children into  adulthood. 
For Jewish children, for example, the bar mitzvah for boys 
and the bat mitzvah for girls mark their entry into adult life. 
 Similarly, in the southern United States, some groups still hold 

debutante parties as a rite of passage for young girls. Initiation 
of dating may be seen as a coming-of-age ritual in some seg-
ments of the dominant U.S. culture. In rural India, this change 
is typically signaled by a change in female clothing from a short 
dress or skirt and blouse to the traditional sari.

Female genital mutilation (FGM) is an extreme coming-of-
age ritual for young girls in some cultural and religious groups 
in which portions of the female genitalia (clitoris and possibly 
the labia) are excised to promote chastity. Some authors sug-
gest that immigrant women may be at greater risk for FGM 
in resettlement areas than in their country of origin due to 
attempts by the group to maintain their cultural identity. Al-
though FGM is illegal in the United States and other countries, 
it does still occur. Population health nurses should be alert to 
the possible practice of FGM in client populations with whom 
they work because of the serious physical and psychological 
health effects, including infection and difficulties with fertility, 
pregnancy, and delivery.

Marriage. Some of the issues that may affect health include 
the typical age at marriage, who is considered an appropriate 
marriage partner, how marriages are contrived, and the roles 
and rights of the partners in marriage. In cultural groups where 
marriage takes place soon after a woman’s first menstrual pe-
riod, the potential for complications of pregnancy increase. 
Conversely, in the dominant U.S. society, marriage is occurring 
at later ages, and women may be nearing the end of their child-
bearing years when a first pregnancy occurs, which may also 
increase the risk of adverse maternal and infant outcomes.

Who is considered an appropriate spouse within the cul-
tural group is also a consideration. In some societies, excessive 
consanguinity may result in a high prevalence of genetically 
determined diseases. In others, marriage to an “outsider” is not 
considered acceptable and may cause significant stress for the 
couple and their children. Finally, the nurse should consider 
the attitude of the cultural groups to same-sex couples. In the 
dominant U.S. culture, for instance, this is a current issue that 
is being hotly debated and cultural attitudes and family reac-
tions to same-sex couples have been shown to create increased 
stress on the marriage and for the participants.

In the dominant U.S. culture, most marriages are “love 
matches,” but in other parts of the world and in some ethnic 
groups within the United States, marriages may still be ar-
ranged by parents. Such marriages do not necessarily create 
negative health effects unless one party or the other resents be-
ing forced to marry, which may lead to individual as well as 
family stress. Pressure to marry may also occur in some groups 
when a girl becomes pregnant out of wedlock, although such 
pressure is less likely to occur today with the increasing num-
ber of single-parent families. Cultural attitudes toward divorce 
may also lead to stigma for couples who become divorced. 
Although this is not usually a problem in the dominant U.S. 
culture today, it may create family conflict in cultural groups 
that have a more traditional concept of the permanence of 
marriage.

M05_MARY9591_06_SE_C05.indd   123 06/09/14   6:10 PM



124  Unit 2 influences on Population health

Finally, the population health nurse would assess the roles 
and responsibilities expected of marital partners within the cul-
tural group. Is the wife expected to be subservient to her hus-
band? Is she allowed to own property in her own right? What 
are either partner’s rights in the event of abuse? Answers to all 
of these questions have implications for the physical and emo-
tional health of the couple as well as other family members.

Death and dying. All cultural groups have beliefs and prac-
tices related to death and dying that may vary considerably 
from those of other groups. Culture influences attitudes toward 
death and dying in a number of ways. One area of influence is 
the need for comfort experienced by the dying client. In those 
cultures in which death is seen as a normal part of life, there 
may be less need to comfort the dying and his or her family; 
conversely, in cultures in which death is feared, comfort may 
be needed and appreciated. Members of the biomedical culture, 
because of their focus on cure and promoting longevity, tend 
not to deal well with the concept of death and may need assis-
tance in dealing with the death of a client or a loved one. They 
may also need to be encouraged to accede to clients’ requests to 
die with dignity and without heroic lifesaving measures. For the 
GLBT population, the right of the significant other to be pres-
ent during hospitalization, particularly when death is imminent 
is an area that may require advocacy on the part of population 
health nurses.

The population health nurse should assess whether those he 
or she is dealing with have a cultural belief in an afterlife. Some 
non-Western religions, including Hinduism, believe in rein-
carnation until the soul has achieved perfection and passes to 
Nirvana. Do religious beliefs regarding death and afterlife offer 
a source of comfort to clients and families, or do they engender 
fear and anxiety?

Culture also influences the selection and perception of 
health care providers when death is imminent. People from 
some cultures, including a growing body of mainstream 
 Americans, believe that death should occur at home and are 
therefore unlikely to seek medical care for a dying client for 
fear that he or she will be removed from the home and placed 
in a hospital to die. For many people, going to the hospital 
means that death is inevitable.

Care of the body following death and funeral and burial 
practices are also influenced by culture, as are expectations 
regarding grief and mourning and practices to be observed 
during this period. Mourning is a cultural expression of grief 
following death, and mourning practices may vary from group 
to group.

Finally, culture influences communication regarding death, 
particularly with respect to children and their knowledge of and 
participation in the rites that accompany a death. Some groups 
are quite open in their communication about death; children 
may help with the care of the dying family member and partici-
pate in funeral and grieving practices. Despite this participation, 
members of many cultural groups may resist telling the client or 
others regarding imminent death (Purnell, 2012).

Similarly, some cultural groups may resist the discussion or 
use of advance directives for fear that such a discussion implies 
a belief that death is near and may cause the ill client to lose 
hope. For these groups, discussion of death is avoided. Use of 
advance directives may also be resisted in some cultures be-
cause of a perceived lack of need for them. For example, among 
African Americans, the family usually makes end-of-life deci-
sions (Purnell, 2012).

Other questions relate to who should attend the dying client. 
The eldest son of a Chinese patient is often expected to be pres-
ent with his dying parent, whereas in some Native American 
tribes, the maternal aunt is the more important figure. Some 
members of other tribes believe that the spirit cannot leave the 
body until family members are present.

Nurses should be familiar with the death rites of specific cul-
tural groups so they can assist the family through their time of 
grief. Should the nurse wash and prepare the body, or is a fam-
ily member responsible for this? Should personal belongings 
be left with the body or given to the family? The nurse should 
learn the answers to such questions when working with clients 
from other cultures. Death rites and the presence of family 
members may violate institutional policies in some health care 
settings, and nurses may need to function as advocates for cul-
turally congruent care in these instances.

Members of many Native American tribes see the body as a 
“seed to be planted” and believe that the body must be disposed 
of in its entirety. Thus, family members may request amputated 
limbs to be kept until death and disposal of the body. They may 
also resist having an autopsy performed. Autopsy may also be 
resisted by members of some other cultural groups. In a simi-
lar vein, members of some cultural groups may request the 
return of hair or nail clippings from hospitalized clients to pre-
vent their use by witches. Disposal of the body can vary among 
cultures and may include burning, burial, or exposure to the 
elements.

Mourning can be very emotional in some cultural groups 
and very subdued in others and may last for varying periods of 
time. For instance, following 4 days of mourning, the Cheyenne 
and Quechan cease grieving, as do members of some other 
tribes. In some tribes, the name of the deceased is never spo-
ken again, and memory of the deceased is actively suppressed. 
Among Hmong clans, mourning may last until the following 
New Year celebration (which usually occurs in late December).

Clothing may assume special meanings in relationship to 
death. The clothing of a deceased person is believed, in some 
cultural groups, to contain evil spirits. Family members of hos-
pitalized clients should be encouraged to take clothing home 
until the client is discharged. If the client should die, the family 
may be reluctant to accept the deceased’s personal effects. In 
the dominant U.S. culture, family members are usually respon-
sible for going through and disposing of the deceased person’s 
belongings, although who takes responsibility and how items 
are allocated vary considerably from family to family.

Clothing is also used to symbolize mourning, and mourn-
ing garments are worn for varying lengths of time in different 
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cultures. The color of mourning can also vary. For example, 
black is the color of mourning for many cultures, includ-
ing the dominant U.S. culture, but among the Hmong and 
 Vietnamese, white signifies mourning and black is worn for 
weddings and other celebrations.

Non-Anglo cultural groups often celebrate death in a way 
that is foreign to many members of the dominant U.S. culture. 
The dominant culture, and particularly the biomedical culture, 
is more likely to try to defy death. In traditional African Ameri-
can culture, death is perceived as a passage from one realm of 

FOCUSED ASSESSMENT Sociocultural Determinants  
in Cultural Assessment

•	 What	is	the	attitude	of	members	of	the	dominant	culture	
toward the cultural group? What is the attitude of members 
of the cultural group toward the dominant culture?

•	 To	what	extent	are	members	of	the	cultural	group	subjected	
to or perceive prejudice, discrimination, hostility, or 
harassment?

Socioeconomic Status

•	 What	is	the	attitude	of	members	of	the	cultural	group	toward	
material wealth and possessions?

•	 What	is	the	education	level	typical	of	members	of	the	
cultural group? What is the group’s attitude toward 
education?

•	 What	is	the	socioeconomic	status	typical	of	members	of	the	
cultural group? What effect does socioeconomic status have 
on health and access to health care services?

Life Events

•	 What	attitudes	and	beliefs	do	members	of	the	cultural	group	
hold toward sexuality?

•	 What	are	the	attitudes	of	group	members	toward	differences	
in sexual orientation and gender identity?

•	 What	attitudes	and	practices	related	to	conception	and	
contraception are displayed by members of the cultural 
group?

•	 What	are	the	attitudes,	beliefs,	and	practices	of	the	cultural	
group related to pregnancy, birth, and the postpartum period?

•	 Are	there	specific	coming-of-age	rituals	within	the	cultural	
group? What are the health effects of these rituals and 
practices, if any?

•	 How	is	marriage	perceived	within	the	cultural	group?	At	what	
age does marriage usually occur?

•	 Who	is	considered	an	appropriate	spouse	for	a	member	of	the	
cultural group? How are marriages contracted?

•	 What	are	the	expected	roles	and	responsibilities	of	couples?	
How are they expected to interact with other family members?

•	 What	are	the	attitudes,	beliefs,	and	practices	of	the	group	
with respect to death?

•	 Is	there	a	cultural	belief	in	an	afterlife?	If	so,	what	effect	
does this belief have on attitudes toward death and dying?

•	 What	cultural	practices	are	typical	of	the	group	in	its	care	of	
dying members, mourning, and funeral rites?

Values

•	 What	are	the	strongly	held	values	of	the	group?

•	 In	what	ways	do	values	affect	health	and	illness	within	the	group?

•	 What	is	the	value	given	to	health	in	the	cultural	group?	What	
priority is given to health over other group values?

Relationships with the Supernatural

•	 What	are	the	perceptions	of	members	of	the	cultural	group	
with respect to supernatural forces?

•	 What	roles,	if	any,	do	supernatural	forces	have	in	health	and	
illness?

•	 What	are	the	religious	affiliations	of	members	of	the	cultural	
group? What are the major tenets of the religion(s)?

•	 What	influence	does	religious	affiliation	or	spirituality	have,	
if any, on health care beliefs and practices?

•	 Do	religious	leaders	have	a	role	with	respect	to	health	and	
illness within the cultural group? If so, what is that role?

•	 Do	magical	influences	play	a	part	in	health	and	illness	within	
the cultural group?

Family and Community Relationships

•	 What	are	the	gender	roles	expected	within	the	cultural	group?

•	 What	roles	are	expected	of	family	members	in	various	
positions (e.g., parent, child, elder)?

•	 What	is	the	typical	family	structure	within	the	cultural	group?	
Has this structure changed with recent life events? If so, 
what are the health effects of change in family structure?

•	 Who	is	responsible	for	decisions	within	the	family?	Within	
the larger cultural group?

•	 What	behaviors	are	expected	in	interactions	with	others	
within	the	cultural	group?	Outside	the	group?

•	 What	is	the	primary	language	of	the	cultural	group?	What	
is the level of fluency with the language of the dominant 
culture among members of the group?

•	 What	other	forms	of	communication	are	employed	by	
members of the cultural group?

•	 What	is	the	level	of	prescribed	reticence	expected	of	
members of the cultural group?

Relationships with the Larger Society

•	 What	is	the	quality	of	interaction	between	the	larger	society	
and members of the cultural group?
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life to another. Funerals are generally occasions for celebration 
despite the grief of family members left behind. As is true in 
the larger society, funerals and wakes are seen as a psychosocial 
mechanism that facilitates grieving. Funerals for many Latinos 
are evidence of their deep religious belief in an afterlife. Among 
the Hmong, funerals are very elaborate functions that may last 
for several days. As we have seen, beliefs and behaviors regard-
ing death and dying vary among different cultures. Selected 
cultural behaviors related to death and dying and presented 
in the Further Information section of the student resources for 
this book. Tips for a focused assessment of sociocultural deter-
minants in cultural assessment, including the consideration of 
life events, are provided on page 125.

Behavioral Determinants
Culturally determined lifestyle patterns and related behaviors 
may also influence the health status of members of a cultural 
group. Aspects of the behavioral dimension to be addressed in 
a cultural assessment include dietary practices, other consump-
tion patterns, and other health-related behaviors.

DIETARy PRACTICES. Apparel and dietary practices are 
some of the more obvious differences among ethnic cultural 
groups, with dietary practices having significant implications 
for health and illness. Some dietary practices have a religious ba-
sis. For example, for both Jews and Muslims, pork is eschewed 
on religious grounds, and both groups follow strict butchering 
practices. Other religiously motivated dietary practices among 
Muslims relate to halal, permitted food and actions, and haram, 
prohibited food and actions (Katme, 2009). Muslims also fast 
during the month of Ramadan, eating and drinking nothing 
between sunrise and sunset. Among Orthodox Jews who keep 
kosher, separate utensils are used for preparing meat and dairy 
products, and these foods are not eaten together. In addition, 
only mammals with cloven hooves and fish with fins and scales 
are eaten (Keeping kosher: Jewish dietary laws, n.d.). Jains, a 
religious group found primarily on the Indian subcontinent, 
are strict vegetarians because of their beliefs in the sanctity of 
all life. For Jains and other cultural groups, including the domi-
nant U.S. culture, food is a way of establishing community, 
particularly in a new place. Food may have religious connota-
tions aside from specifically prescribed and proscribed foods. 
For instance, bread and wine are the staples of the Christian 
communion rite.

Among other ethnic cultural groups, food preferences and 
dietary practices are more a function of foods available than 
of religious beliefs and practices. For example, poverty and 
climate gave rise to the staple items of Southern Black diets. 
Immigration and acculturation to the dominant culture may 
have a negative effect on the healthier aspects of some tradi-
tional diets. Ethnic cultural groups are not the only ones to 
experience changes in dietary patterns. For example, the move 
from home-cooked meals to fast foods in the dominant U.S. 
and other cultures contributes to the increasing prevalence of 
obesity. Patterns of food consumption have also changed, with 

fewer meals eaten as a family group and more special family 
occasions celebrated with dinner in a restaurant than a celebra-
tory home-cooked meal. Generally speaking, the health impact 
of these and other similar changes in dietary patterns is a nega-
tive one.

In addition to considering the food preferences and meal 
patterns of a particular cultural group, the nurse may also 
want to assess the meaning of food (and specific food items) 
within the culture. Other considerations relate to what con-
stitutes food for a cultural group (e.g., snails or hamburger, 
tomatoes or dandelion greens), who does the cooking and 
how, and the uses of food for specific health purposes. For 
 example, corn is used for religious ceremonies in some Native 
 American groups, and turkey is the traditional Thanksgiving 
meat in the dominant U.S. culture. With respect to cooking 
practices, some groups (e.g., some Asian cultures) use stir-fry 
methods that preserve vitamins; others (e.g., residents of the 
southern United States) eat a lot of fried foods that increase 
fat intake. Still other groups may boil vegetables until vitamins 
are lost. Finally, some foods (e.g., the classic chicken soup or 
Jell-O in the dominant U.S. culture), are used to promote or 
restore health.

OTHER CONSUMPTION PATTERNS AND HEALTH-
RELATED BEHAvIORS. Other consumption patterns are 
also addressed in an assessment of behavioral determinants 
within a cultural group. Areas that the population health nurse 
might explore are the extent of tobacco use, alcohol consump-
tion, attitudes toward and use of prescription and nonprescrip-
tion medications, caffeine consumption, and so on. Additional 
considerations include use of safety precautions, leisure-time 
pursuits, and exercise.

Smoking and other forms of tobacco use are prevalent in 
many cultural groups, including the dominant U.S. culture. 
Other stimulants may also be used; for example, betel leaves are 
frequently chewed in some parts of India. Cultural groups also 
vary with respect to physical activity. For instance, large seg-
ments of the dominant U.S. culture and many ethnic cultural 

ethnic markets support cultural food preferences. (xuanhuongho/Fotolia)
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groups do not engage in the recommended level of physical ac-
tivity. Cultural fatalism may influence safety behaviors such as 
seat belt or helmet use.

Use of and attitudes toward alcohol are other areas in which 
cultural groups may vary. For example, French and Italian 
groups usually include wine with most meals, yet experience 
low prevalence of alcohol abuse. In other groups, however, 
where drinking alcohol is seen to be a sign of adulthood or 
manliness, alcohol abuse is more prevalent. Ease of access to 
controlled substances is an area of concern in the biomedical 
culture. Cultures also vary in their perceptions of alcohol and 
other substance abuse, with some cultures perceiving it as a 
disease (biomedical culture) and others as a character weakness 
(e.g., some fundamentalist religious groups).

Another area for assessment with respect to behavioral 
factors influencing the health of cultural groups is the use of 
health-related and safety practices. Among many immigrants, 
for example, the use of child car seats is limited due to the num-
ber of children in the family and the cost of car seats. Members 
of the biomedical culture may also vary in the degree to which 
they engage in safety practices such as the use of gloves during 
routine procedures such as immunization.

Culturally determined behaviors and attitudes toward 
health-related behaviors can have a profound effect on a 
group’s health status. Tips for a focused assessment of behav-
ioral considerations in cultural assessment are provided below.

Health System Determinants
Factors related to health systems also affect the health of popu-
lation groups. In assessing cultural groups, one would address 
health system factors related to perceptions of health and ill-
ness and disease causation, the design of health systems, health 
care providers, and health care practices.

PERCEPTIONS OF HEALTH AND ILLNESS AND 
 DISEASE CAUSATION. Cultural groups may differ signifi-
cantly in their perceptions of what constitutes health and ill-
ness and beliefs about what causes disease. To protect or restore 
health, one must be able to identify health and illness and devise 
interventions that address their causes. Based on their percep-
tions of health and disease, cultural groups develop explanatory 

models that address causation, symptomatology, pathological 
processes, the course of the disease, and appropriate treatment. 
For many Asians and some Latinos, health is a balance between 
hot and cold forces, and intervention is directed toward restor-
ing that balance. Other groups view health as the ability to stay 
active and to participate in desired activities and functions.

For some groups, disease may have natural or supernatural 
causes. In keeping with common cultural beliefs in karma, fate, 
or God’s will, disease may be perceived as punishment for one’s 
own wrongdoing or that of one’s ancestors. A variety of beliefs 
about disease causation are also seen in the dominant U.S. cul-
ture, where illness may be thought to occur as a result of ex-
posure to cold, wrong living (e.g., drinking, sexual activity), 
pathogens, poor diet, and so on. In the past, in the biomedical 
culture, disease was perceived to have a discrete external caus-
ative agent (e.g., a microorganism, exposure to environmental 
carcinogens). More recently, greater attention is being given to 
mind–body interactions in psychoneuroimmunology and to 
concepts of multiple causation.

Cultural groups may also develop complex disease taxono-
mies or types and categories of diseases encountered in the pop-
ulation. The International Classification of Disease (ICD-10)  
is the biomedical culture’s comparable classification system. 
Cultural conceptions of disease causation and treatment are 
discussed in more detail below.

HEALTH CARE SySTEMS. Health care is provided in sev-
eral domains and each may be used to a different degree by 
members of different cultural groups or by individuals within 
those groups. These three domains include the professional, 
popular, and folk or alternative care domains. The profes-
sional domain involves care by biomedical providers. The 
popular domain consists of health care engaged in by indi-
viduals themselves or family members. This domain has been 
expanded considerably by the availability of health-related 
information on the Internet. The folk domain involves care 
by specialized members of the cultural group, usually after 
a period of apprenticeship. Each domain is characterized by 
explanatory models of health and illness, social roles for the 
players involved, and appropriate settings in which health 
care occurs (Gupta, 2010).

FOCUSED ASSESSMENT Behavioral Determinants  
in Cultural Assessment

•	 What	is	the	effect	of	acculturation	on	dietary	practices?

•	 What	are	the	other	consumption	patterns	of	the	cultural	
group (e.g., tobacco and alcohol use, caffeine consumption)?

•	 To	what	extent	do	members	of	the	cultural	group	engage	in	
health and safety behaviors?

•	 What	dietary	practices	are	typical	of	members	of	the	cultural	
group? What are the preferred foods? How are they typically 
prepared? Are any foods proscribed?

•	 Do	certain	foods	or	dietary	practices	(e.g.,	fasting)	have	
religious significance for members of the cultural group?
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Use of health systems in any of the three domains is the re-
sult of health-seeking behavior, which is a dynamic process of 
self-evaluation of symptoms, possible self-treatment, and seek-
ing and acting on professional advice. Health-seeking behav-
ior is greatly influenced by culture, and conventional providers 
need to consider each of these areas in interacting with clients 
from any cultural group. Areas for consideration include the 
meaning of the experience as viewed through a client’s cultural 
lens, use of popular and alternative therapies, the meaning of 
health advice within the context of the culture, and the result-
ing effects on behavior (Gupta, 2010).

Considerations related to health care systems address the 
perceptions of members of the cultural group with respect to 
health care and the design and philosophical underpinnings 
of the health care system. Health systems may differ in their 
focus and their perspectives on individual responsibility for 
health and illness (Purnell, 2012). The biomedical culture and 
many health professional cultures focus heavily on curative 
practices. The dominant U.S. culture emphasizes restoration 
of health rather than health promotion and illness prevention, 
as seen in the level of funding provided for these various ac-
tivities. The U.S. health system is generally focused on disease 
entities. Only recently has there been somewhat greater atten-
tion paid to health promotion and illness prevention in the 
biomedical culture. Health and illness tend to be seen as indi-
vidual or family responsibilities, with less attention to societal 
factors influencing health. Illness is often seen as the result of 
personal behaviors over which the client has considerable con-
trol. As we saw in Chapter 1 , it is only relatively recently that 
attention has been given to the effects of social determinants 
of health.

Many ethnic cultural health systems, on the other hand, 
place significant emphasis on health promotion and illness 
prevention. Health is viewed holistically, and in some cultural 
groups, health and illness may have significant implications for 
the group or community in terms of both cause and resolution. 
Naturopathy, for example, is a health system that places  special 
emphasis on illness prevention, and therapeutic interven-
tions in this system often focus on promoting healthy lifestyles 
and facilitating the body’s natural ability to heal (American 
 Association of Naturopathic Medicine, 2011).

Recent biomedical literature abounds with references to 
CAM. The National Center for Complementary and Alter-
native Medicine (NCCAM, 2012c) defined complementary 
and alternative medicine as “a group of diverse medical and 
health care systems, practices, and products that are not gen-
erally considered part of conventional medicine” (p. 2). Com-
plementary medicine involves the use of CAM in conjunction 
with conventional medicine; alternative medicine systems use 
CAM in place of conventional therapy (NCCAM, 2012a). The 
term integrative medicine may also be used, denoting the in-
tegration of these nonconventional practices into mainstream 
health promotion and treatment (NCCAM, 2013b).

NCCAM has identified several broad categories of CAM to 
include natural products, mind–body medicine, manipulative 

and body-based practices, and other CAM practices (NCCAM, 
2012b). Natural products include herbal remedies, vitamins, 
minerals, and other natural products, such as probiotics, live 
microorganisms that are similar to those found normally in 
the gastrointestinal tract. Mind–body medicine encompasses 
therapies that emphasize interconnections between the mind 
and the body and use of the mind to affect physical health. 
Some examples of mind–body practices include meditation, 
yoga, acupuncture, hypnotherapy, progressive relaxation, and 
tai chi. Manipulative and body-based practices include chiro-
practic and other practices that may involve rubbing, press-
ing, or manipulating the spinal column, muscles, or soft tissue. 
Other CAM practices involve such interventions as move-
ment therapy, healing practices of traditional healers, manip-
ulation of energy fields, (e.g., qigong or healing touch), and 
whole medicine systems. Whole medicine systems are com-
plete theoretical systems outside of conventional  medicine, 
such as homeopathy, Chinese medicine, and Ayurveda  
(NCCAM, 2012a). Shamanism is another alternative health 

Tea and toast are a common popular remedy in mainstream  
U.S. culture. (Jannyjus/Fotolia)
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system employed in some ethnic cultural groups. Each of these 
health care systems, including the biomedical or allopathic 
system, includes basic theoretical and philosophical concepts, 
perceptions of disease causation, and specific diagnostic and 
therapeutic practices. Table 5-1• describes salient features of 
some of these health care systems. For more information about 
categories of CAM, see the Further Information section of the 
student resources site.

A number of concerns have been raised regarding the in-
creasing use of CAM in the United States, particularly regard-
ing herbal preparations. These concerns deal with issues of 
regulation, standardization, quality, safety, and efficacy. Be-
cause herbals are considered dietary supplements by the U.S. 
Food and Drug Administration (FDA), they must carry labels 
indicating that they are not intended for use to prevent or treat 
illness. Unfortunately, herbals are often used by the public for 
these purposes without FDA evaluation of their safety or ef-
ficacy. In addition, there is no standardization regarding the 
strength of active ingredients or their biological activity, which 
often vary from batch to batch due to differences in plants and 
growing conditions. Quality is an issue in that preparations do 
not always contain what they are supposed to, possibly due to 
incorrect plant identification, contamination and adulteration, 
inability to disintegrate completely in the body, or misleading 

product information. Safety is another area of concern. Herb-
als are considered “natural substances,” so people may not be 
aware of their potential side effects, allergic reactions, or adverse 
events (NCCAM, 2012b). In addition, the safety of many herb-
als for children and pregnant women has not been determined. 
Finally, although many herbals are the basis for many phar-
maceuticals, there is limited information about the efficacy of 
many other herbs. One other area of concern is the potential 
for interaction with prescription medications and the fact that 
many clients who use CAM do not disclose that use to biomedi-
cal providers (NCCAM, 2012b). Reasons given for nondisclo-
sure include failure of the provider to ask, lack of importance, 
lack of understanding by providers, and fear that providers 
would disapprove of or discourage CAM use (IOM, 2005).

Complementary and alternative therapies may be used for 
health promotion, illness prevention, or curative purposes. An 
array of cultural approaches to health promotion, prevention, 
and treatment is included in the Further Information section 
of the student resources site. Many of the health promotion 
preventive strategies could also be used to prevent recurring 
health problems.

HEALTH CARE PRACTICES AND PRACTITIONERS.  
Each of the health care systems described in Table 5-1 makes 
use of a cadre of providers who function in accord with the pre-
cepts of that system. There are also a few independent providers 
who do not subscribe to a particular system of care as the basis 
for their activities. Health care providers within cultural health 
systems vary with respect to how they enter their profession, 
the type of training they receive, their degree of specialization 
and focus of care, the health promotion and curative practices 
they employ, and the way in which they are viewed by members 
of the culture.

Health practitioners may come to their calling in several 
ways, including inheritance, family position, birth portents, 
revelation, apprenticeship, self-study, and formal education. 
Healing skills are sometimes believed to be passed down in 
families from generation to generation. One’s position within 
the family may also indicate special abilities, for instance, a sev-
enth or ninth child or a child born after twins. Unusual occur-
rences during pregnancy or at birth, such as being born with a 
“caul,” or amniotic membrane over the face, may also herald 
healing skills. Other practitioners may be called in a dream or 
vision or after recovering from a life-threatening illness them-
selves. Others show an aptitude for healing and may be ap-
prenticed to an experienced healer. A few practitioners learn 
their calling on their own because of personal interest. In the 
biomedical culture, professional health care providers receive 
specific training in their discipline, most often in a recognized 
institution for postsecondary education. Even within the bio-
medical culture, however, there are variations in educational 
preparation for practice in a specific discipline (e.g., diploma, 
associate degree, and bachelor’s degree preparation for entry 
into the nursing profession versus post-baccalaureate educa-
tion for physicians and dentists).

Herbal remedies are common in many cultures. (Photobee/Fotolia)
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System Description

Ayurveda Source: India
Basic Concepts:
All matter is composed of five elements: ether, air, fire, water, and earth.
Human beings are composed of body (dhatus—body tissues, malas—waste products, and doshas—physiologic 
elements) and soul (atma—soul or spirit, and nana—mood, cognition).
Doshas are the embodiment of the five elements in the body:
Vata dosha: composed of ether and air; controls functions of the central and sympathetic nervous systems; 
 regulates feelings and emotions; prevalent after age 55 years
Pitta dosha: composed of fire and water; controls heat production and metabolism, vision, skin texture; 
 influences intellect and cheerfulness, anger, hate, and jealousy; prevalent from puberty to middle age
Kapha dosha: composed of water and earth; influences strength, cell reproduction, memory, emotional bonding, 
greed, and envy; prevalent in childhood
Individuals differ in the preponderance of each element in the body, giving rise to seven different “constitutions” 
that influence physical and behavioral aspects of the individual.
Cause of Disease: Disease is caused by imbalance among elements of mind and body or ineffective functioning of 
one or more elements.
Diagnosis: Diagnostic processes include observation, touch, questioning, assessment of pulses; examination 
of urine, stool, tongue, bodily sounds, eyes, skin, and total appearance; and assessment of digestive capacity, 
 personal habits, and individual resilience.
Treatment: Treatment entails four types of therapies:
Shodan: cleansing by means of five panchakarma: intestinal cleansing, cleansing of the stomach and duodenum, 
medicinal enemas, medicinal nasal oils, and, occasionally, bloodletting
Shaman: palliation through burning toxic wastes, fasting, yoga, lying in the sun, breathing exercises, and meditation
Rasayan: rejuvenation through herbal remedies and dietary supplements
Satwajaya: stress reduction, mental nurturing, and spiritual healing

Biomedicine (Allopathy) Source: Cartesian worldview of mind–body separation
Basic Concepts: The body functions mechanically, based on complex physical and chemical interactions and 
 independent of the influence of the mind.
Cause of Disease: Disease causation is perceived from a mechanistic perspective, that is, changes in structure 
or function of the human “machine” in response to specific factors (e.g., microorganisms, fat intake, genetics) 
result in disease.
Diagnosis: Diagnosis tends to rely on symptom presentation, invasive tests, and technological processes.
Treatment: Treatment focuses on repair or replacement of bodily processes by means of pharmaceutical, 
 immunological, and surgical interventions.

Chinese Medicine Source:	Originated	in	China,	but	has	spread	throughout	much	of	Asia
Basic Concepts:
The human body is composed of several vital substances:
Qi (pronounced “chee”) is the body’s vital energy force, responsible for effective physiologic function. It forms 
the basis for the other bodily substances.
Blood moistens and nourishes the body.
Jing (essence) is a specific hereditary energy force contained in the kidney that determines constitution and 
 regulates growth, development, and reproduction.
Body fluids such as saliva, mucus, sweat, urine, and excretory fluids may be deficient or stagnant.
Shen encompasses the mental, emotional, and spiritual aspects of the individual.
Qi flows through a network of 12 principal meridians or channels within the body and can be adjusted through 
acupuncture.
All life is composed of male and female aspects of yang and yin. Yin is related to the water element and has 
properties of moistness, coolness, and substance. Yang is related to fire and has properties of warmth, dryness, 
and lack of substance.
Cause of Disease: Disease is caused by an imbalance between forces of yin and yang and among the five elements 
of wood, fire, earth, metal, and water. Yin/yang imbalance may be related to deficiency, stagnation, counterflow, 
or sinking Qi.
Diagnosis: Diagnosis relies on two primary mechanisms: examination of the depth and quality of pulses in 
 multiple locations, and examination of the color, shape, coating, and moistness of the tongue, which indicates 
the nature of imbalance between yin and yang.

TABLE 5-1 Selected Health Care Systems
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System Description

Treatment: Traditional treatments in Chinese medicine include:
Acupuncture: insertion of slender needles at specific points on the meridians to influence the flow of Qi within 
the body
Qigong: meditative movements and breathing exercises to improve the flow of Qi
Herbal preparations

Chiropractic Source: Roots in ancient Chinese and Greek writings; promoted in the United States with the establishment of a 
chiropractic professional organization by Daniel David Palmer in 1895 and the Palmer School of Chiropractic in 
1897
Basic Concepts:
Natural and conservative methods are best used to promote and restore health.
The human body has a vast capacity to heal itself.
Adjustment and manipulation of musculoskeletal articulations, particularly in the area of the spine, and adjacent 
tissues can be used to treat functional disorders.
Cause of Disease: Disease is caused by misalignment of body parts.
Diagnosis: Based on perceptions of misalignment, may include specific measures of alignment through physical 
examination or X-ray.
Treatment: Treatment focuses on manipulation of body parts.

Homeopathy Source: Developed by a German allopathic physician, Samuel Hahnemann, who was disenchanted with 19th-
century biomedicine
Basic Concepts:
One’s	vital	force	can	promote	self-healing.	Stimulation	of	vital	force	promotes	the	body’s	healing	response.
Based on the law of similars—“like cures like”—and the law of infinitesimals—disease can be cured by use of 
very dilute doses of substances that are similar to the disease and would produce symptoms similar to those of 
the disease in a healthy person.
Small doses of substances cure; larger doses damage the body’s ability to heal itself. The smaller the dose, the 
more effective in healing.
Hering’s laws of cure:
Healing occurs from head to foot.
Healing occurs from internal to external.
Healing progresses from more-vital to less-vital organs.
Symptoms disappear in the reverse order of their appearance.
Cause of Disease: Disease is caused by an imbalance or disruption in vital energy.
Diagnosis: Diagnosis occurs by means of case taking or an interview to determine the client’s problem and all 
symptoms experienced, and involves categorizations of the client’s constitutional type.
Treatment: Treatment is individualized and holistic, considering lifestyle as well as emotional state and other 
 factors. Treatment involves prescription of remedies that are akin to the symptoms experienced, based on the 
 Materia Medica, a compendium of remedies and their uses. Remedies may be derived from plant, mineral, or 
 animal sources and are regulated by the FDA.

Native American Healing Source: North American tribes
Basic Concepts:
Health is a reflection of harmony between the individual and nature, supernatural beings, and other people.
Body and spirit are one entity.
Health and disease have both physical and spiritual aspects.
Cause of Disease: Disease results from disharmony and may be caused by:
Internal factors, such as negative thinking or disturbance in life energy
External factors, such as:
pathogenic forces (e.g., microorganisms, sorcery, or supernatural beings)
environmental poisons (e.g., pollution, alcohol abuse, poor diet)
traumatic physical, emotional, or spiritual events
breach of taboo and inharmonious relationships with nature, other people, or spiritual beings
Diagnosis: Diagnostic approaches vary from group to group and may include hand trembling, crystal gazing, 
dream interpretation, divination, questioning, and observation.
Treatment: Treatment also varies among groups, but may include prayer, music and chanting, purification  rituals 
and ceremonies, herbs, massage, counseling, and fasting. Family and community are frequently intimately 
 involved in healing practices.

(Continued)

(Continued )

TABLE 5-1 
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System Description

Naturopathy Source: Initiated in the United States by Benjamin Lust, a proponent of hydrotherapy
Basic Concepts:
The body has the ability to heal itself.
Natural substances have healing properties.
Treatment should encompass the whole person.
Prevention and health promotion are important to health.
Cause of Disease: Disease results from alterations in the mechanisms by which the body heals itself.
Diagnosis: Diagnosis is made by history and physical examination.
Treatment: Treatments include a variety of therapies such as nutrition, botanicals, fasting, heat, cold, exercise, 
counseling, and lifestyle modification.

Shamanism Source:	Siberia	and	Central	and	Southeast	Asia.	Variations	also	found	among	indigenous	people	worldwide.
Basic Concepts:
Shamanism focuses on harmony with nature, healing of self and community, daily spiritual practice, connection 
with sacred places.
Health and illness result from the imbalance between the person and natural forces.
Cause of Disease: Disease results from an imbalance between the individual and the spiritual world.
Diagnosis: Diagnosis occurs by means of communication with the spirits responsible.
Treatment: Ceremonies to honor natural spirits and promote harmony and balance

Traditional African Healing Source: African tribal, Native American, and White colonial practices
Basic Concepts:
Human beings are composed of body and spirit (which includes mind).
The balance between hot and cold in the body is important for health.
Cause of Disease: Disease may be caused by natural and supernatural causes or an imbalance between hot and 
cold.
Treatment: Treatment varies with the identified cause of disease and may employ spiritual or magic practices, 
herbs and diet therapy, massage, and dermabrasive practices such as cupping, pinching, rubbing, and burning.

Data from: American Chiropractic Association (2014a, 2014b); Mhame, Busia, & Kasilo, 2010; National Center for Complementary and Alternative Medicine (2012a, 
2012b, 2012c, 2012d, 2013a, 2013b, 2013c, 2013e). (See References in this chapter for full citations.)

(Continued)

There is also wide variation in the types of people who pro-
vide health care in different cultural groups, from the family 
member or friend with expertise in dealing with illness to the 
specialist practitioner. Many people first seek advice on health 
from knowledgeable family members or friends before seeking 
more professional assistance. In the dominant U.S. culture, as 
well, people may rely on the wisdom and expertise of family 
members and friends for the care of minor illnesses or in mak-
ing the decision to seek the assistance of a professional health 
care provider.

Professional assistance may be sought from a variety of dif-
ferent practitioners, depending on one’s cultural background. 
There is also a growing tendency among the general public to 
seek health care from providers in non-biomedical health sys-
tems. Many clients with back pain or headache, for example, 
are seeking pain relief through acupuncture and the use of 
chiropractic services. The National Health Interview Survey 
indicated that 38% of U.S. adults and 12% of children used 
some form of CAM (NCCAM, 2008). In 2007, national out-of-
pocket expenditures for CAM were almost $34 billion. This fig-
ure represents only 1.5% of total health care expenditures, but 

more than 11% of out-of-pocket spending (NCCAM, 2013d). 
Some health insurance plans are beginning to cover some 
CAM practices such as chiropractic and acupuncture; however, 

Members of many cultural groups seek the services of traditional 
practitioners. (Max Tactic/Fotolia)
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there are frequent restrictions on the type and extent of CAM 
covered, and deductibles and copayments may be higher than 
for conventional care (NCCAM, 2013d). Increases in insurance 
coverage for CAM are a function of consumer demand and the 
growing body of research indicating the effectiveness of some 
forms of CAM for a variety of health problems.

Some cultural groups include a wide array of health provid-
ers, many of whom are highly specialized. Zuni (Native Ameri-
can) healers, for example, are divided into several highly secret 
medicine societies, each of which specializes in the treatment 
of specific conditions. Specialization is also an emphasis in bio-
medicine, and there is a variety of specialty areas of practice 
in medicine and in nursing. Population health nursing is one 
example of specialization in nursing. Among the Navajo, heal-
ers may be divided into medicine men or women and diagnos-
ticians. The function of the diagnostician is to determine the 
cause of illness through divination, whereas the medicine man 
or woman treats it (Spector, 2012). Singers are considered the 
most specialized practitioners among the Navajo and cure by 
means of specific songs and ceremonies (Purnell, 2012). Asian 
practitioners are often divided into the categories recognized 
in Chinese medicine, including acupuncturists and herbalists. 
Herbalists are also found among African American, Latino, 
and Appalachian cultural groups.

Religious healers, faith healers, or spiritualists are found 
among many cultural groups, including Asians, Latinos, 

African Americans, and Appalachians. Religion as a source of 
healing is common, and prayer and other religious rituals may 
accompany more scientific forms of healing for many. The 
charismatic healing tradition of the Roman Catholic Church 
is another example of the use of religious practices in healing. 
Other cultural groups embrace the practice of psychic healers 
thought to possess healing energy that can be transmitted to 
others, usually by some form of touch. Belief in this transfer of 
energy underlies the practice of therapeutic touch as a nursing 
intervention.

Practitioners of healing magic may also be found in a num-
ber of ethnic cultural groups. For example, espiritistas in the 
Latino alternative health tradition of spiritualism specialize in 
the treatment of illness caused by witchcraft (Purnell, 2012). 
Spiritual healers may also be seen among African  American 
cultural groups, and the voodoo priest or priestess found 
among some African American groups is another example of 
magic used in healing (Spector, 2012).

Another group of health practitioners found in many cul-
tures specializes in massage and is exemplified by the sabador 
in some Latino cultures. Massage and manipulation of body 
parts are also employed in chiropractic practice. Finally, many 
cultural groups include midwives as recognized health practi-
tioners. In fact, midwifery as a specialized practice is a growing 
phenomenon in nursing that is gaining in popularity through-
out the United States.

Evidence-Based Practice

CAM for HIv Symptom Relief
The advent of highly active antiretroviral therapy (HAART) has 
resulted	 in	 the	 transformation	of	HIV/AIDS	 from	an	acute	 and	
frequently fatal communicable disease to a chronic disease with 
multiple symptoms and undesirable treatment effects. HAART 
can often result in total viral suppression with rigid adherence to 
the treatment regimen. Adherence, however, is compromised by 
the experience of unpalatable side effects. Many people experi-
encing the chronic effects of both the disease and side effects 
of therapy have turned to a variety of complementary and alter-
native methods of symptom control. For example, in one study, 
38%	 of	 HIV	 infected	 persons	 used	 a	 CAM	 provider	 and	 89%	
used a variety of micronutrients. In another study, nearly half of 
the	 patients	 seen	 in	 an	HIV/AIDS	 treatment	 program	 reported	
using some form of CAM. For these reasons, it is important that 
the evidence base for CAM use in conjunction with HAART be 
examined.

A systematic review of 40 studies conducted from 2000 to 
2009 examined the effectiveness of four categories of CAM 
and specific interventions related to each. The four categories 
of therapy included whole medicine systems (homeopathy, natu-
ropathy, Ayurvedic medicine, and traditional Chinese medicine), 

body–mind medicine (e.g., support groups, cognitive behavioral 
therapy, meditation, prayer, etc.), biologically based practices 
(e.g., herbs, dietary supplements, and specific foods), and energy 
therapies (e.g., therapeutic touch, qigong, reiki). Two prior sys-
tematic reviews in 2002 and 2005 had found limited evidence to 
support CAM use, with some suggestion that stress management 
strategies might eventually be found to improve quality of life.

After the present review, Hoogbruin (2011) concluded that 
there is insufficient evidence that any particular complementary 
or	 alternative	 therapy	 was	 effective	 in	managing	 HIV	 disease.	
Many CAM therapies interact with HAART or may lead to non-
compliance with therapy in the belief that the disease is ad-
equately controlled using CAM. For these reasons, population 
health	 nurses	 should	 educate	 the	 population	 of	 HIV-infected	
persons regarding the overall lack of evidence of effectiveness of 
CAM	in	addressing	HIV	symptoms	and	HAART	side	effects.	Cli-
ents in this population should be cautioned to discuss intended 
use of CAM with their conventional health care provider. Popula-
tion health nurses should cultivate an awareness of the effective-
ness of CAM for other health conditions in order to assist clients 
to make informed decisions about CAM use.
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In assessing health system determinants for any cultural 
group, the population health nurse explores several areas re-
lated to health care providers. Among these are the types of 
practitioners recognized by the group, the health-related ser-
vices provided, and the methods employed. Who and where 
are the practitioners? Is there a recognized hierarchy among 
practitioners? Who uses what type of provider, and what is the 
prevailing attitude of community members toward different 
types of providers?

INTERACTIONS WITHIN AND AMONg HEALTH 
CARE SySTEMS. Another component of cultural assessment 
is the exploration of relationships and interactions between and 
among health care systems. Do members of an ethnic cultural 
group use the services of both biomedical and traditional health 
systems? If so, what is the effect of this dual usage? Another 
area for consideration lies in the attitudes of providers in one 
system toward providers in other systems. To what extent do 
providers in different systems interact with each other? What is 
the character of that interaction? For example, is it collaborative 
or adversarial?

Providers in one system may fail to see the value of practices 
of another system. This attitude is not restricted to biomedi-
cal practitioners. For example, a few biomedical and alternative 
providers believe that having a disease such as measles provides 
more effective immunity than immunization. Similarly, bio-
medical providers may perceive spiritual or magico-religious 
health practices employed in some traditional health systems as 
evidence of superstition.

Varying degrees of interaction occur between and among 
health care systems. In this discussion, we will focus primarily 
on interactions between the biomedical system and other sys-
tems of health care. Some of the failure of interactions among 
systems is the result of repression of traditional systems of 
health care. For example, the practice of lay midwives attend-
ing births was actively discouraged by the medical community 
in the United States, and many practiced their calling outside 
the law. On the other hand, interaction between systems may 
be encouraged. For example, CAM has been integrated into the 
national health systems of several countries. Referrals between 
health systems may be somewhat uneven, however, rather than 
equally reciprocal. In general, CAM practitioners may be more 
likely to make referrals to the biomedical system than vice versa.

Lack of interaction between and among health care systems 
may lead to a variety of problems for their users. As we saw ear-
lier, for example, failure to tell providers of one system that one 
is using the services of another may contribute to health prob-
lems such as drug–drug interactions. Many CAM users believe 
that biomedical physicians are prejudiced against herbals and 
other traditional practices or that they know little about them. 
In some instances, reliance on traditional health care practices 
may lead to delay in seeking care and more severe illness when 
biomedical care is sought.

People in ethnic cultural groups may encounter a variety of 
barriers to obtaining care in the biomedical system, resulting 

in a preference for seeking care in traditional systems. Racial 
and cultural biases and inappropriate services, philosophi-
cal differences, language barriers, and a lack of knowledge of 
available biomedical services are some of the reasons given 
for not seeking care in the biomedical system. In addition, 
some members of ethnic cultural groups report “language 
discrimination,” being treated unfairly because of their lan-
guage or accent. As we will see in Chapter 20 , members of 
the GLBT culture may experience discrimination from bio-
medical health care providers.

Some authors have noted that Eastern and Western systems 
of mental health care differ greatly due to their different philo-
sophical traditions and conceptualizations of mental illness. 
Differences in interpersonal boundaries and language issues 
also complicate the use of conventional mental health services 
by members of some cultural groups. In addition, nonlinear 
thinking patterns typical of some cultural groups may be inter-
preted by Western practitioners as confusion or resistance to 
treatment, and culturally unfamiliar behaviors may be viewed 
as pathological. Similarly, key concepts (e.g., death, rape, sui-
cide) may have significantly different meanings in different 
cultural contexts, resulting in different emotional responses. 
All of these factors may lead to inappropriate diagnoses and 
treatment approaches in the Western mental health tradition.

Another health system determinant involves expectations 
of interactions between clients and health care providers. In 
many ethnic cultural groups, as well as in the dominant U.S. 
and biomedical cultures, the provider is seen as dominant and 
the client as subordinate. In some respects, this expectation is 
changing as many members of the dominant U.S. culture gain 

global Perspectives

Although traditional Chinese medicine is gaining greater accep-
tance and use in the United States, its use in China is declining. 
Some of the reasons for its decline are an increased emphasis 
on profit, decentralization, and movement to a fee-for-service 
and private insurance system for health care. In addition, there 
are a growing number of for-profit Western hospitals in China 
and greater emphasis on Western medicine in the education of 
younger providers. Another reason for the decline is the increas-
ingly busy lifestyle of modern Chinese, who no longer have the 
time for frequent provider visits or preparation of herbal teas and 
other remedies. These pressures to move to a Westernized ap-
proach to health care are viewed by some as a threat to the cul-
tural significance of traditional Chinese medicine, a reduction in 
the availability of low-cost services, and loss of a valuable source 
of care for major segments of the population (Burke, Wong, & 
Clayson, 2003). How might the principles of integrative health 
care discussed in this chapter help to prevent this loss?

Decline of Traditional Medicine 
Use in China
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knowledge of health-related matters from the Internet and are 
exposed to marketing initiatives by health-related vendors such 
as pharmaceutical companies.

Members of some groups expect providers to spend time in 
casual conversation or even to share meals before addressing 
intimate health issues. In the biomedical culture, however, the 
focus is on obtaining health-related information rather than 
on observing social amenities. Similarly, health care providers 
are taught to withhold personal information, which may make 
it difficult for clients from other cultural groups to develop a 
trusting relationship. Differences in relationships between pro-
vider and client may lead members of some cultural groups to 
prefer traditional healers to professional providers. Some of the 
reasons for this preference may be perceptions of low risk in 
the interaction, an emphasis on high-touch interpersonal re-
lationships, and a perception that traditional healers stimulate 
one’s innate healing mechanisms rather than using chemicals 
and other approaches that may seem unnatural to the client 
(Jackson, 2010). Tips for a focused assessment of health system 
determinants of health in cultural groups are presented above.

As we have seen, cultural assessment includes explora-
tion of factors in each of the six categories of determinants of 

health. A comprehensive tool for cultural assessment based 
on the  determinants of health can be found on the student 
 resources site.

Planning Culturally Congruent 
Care and Delivery Systems
Providers in all health systems should engage in culturally con-
gruent care. Doing so requires that individual providers and 
health delivery systems emphasize cultural congruence with 
the populations served. The need for culturally appropriate 
care and care systems lies in the increasing diversity of popu-
lations throughout the world, the increasing provision of care 
in the home setting where cultural factors are more influential, 
and the increasing disparities in health status among many eth-
nic cultural minorities (OMH, 2013a). Benefits of culturally 
competent care include more appropriate and accurate diag-
noses of health problems and better compliance with treatment 
recommendations, reduced delay in care seeking and use of 
services, enhanced client/provider communication, and greater 
compatibility of biomedical and traditional health care systems.

FOCUSED ASSESSMENT 
Health System Determinants  
in Cultural Assessment

Health Care Providers and Systems

•	 From	whom	do	members	of	the	cultural	group	seek	advice	on	
health promotion and illness prevention?

•	 From	whom	do	members	of	the	cultural	group	first	seek	
assistance with health care problems?

•	 For	what	types	of	health	issues	is	assistance	sought	by	
members of the cultural group?

•	 Do	members	of	the	cultural	group	seek	assistance	from	
different types of providers for different problems? If so, 
whom do they seek for what kinds of problems? What is the 
rationale for the types of providers selected?

•	 Who	are	the	recognized	providers	of	health	care	within	the	
cultural group? What types of care do they provide? What is 
the extent of their use by members of the group?

•	 Do	members	of	the	cultural	group	voice	a	preference	
for providers with certain characteristics (e.g., nurse 
practitioners over physicians, providers of a specific gender, 
herbalists over biomedical providers)? If so, on what beliefs 
and attitudes are these preferences based?

•	 Are	there	barriers	to	the	use	of	specific	types	of	health	care	
providers? If so, what are they?

•	 If	members	of	the	cultural	group	use	multiple	providers,	are	
the providers aware of this? If not, why?

Perceptions of Health and Illness and Disease Causation

•	 How	do	members	of	the	cultural	group	define	health	and	
illness? What do they perceive as the cause(s) of disease?

•	 How	does	the	cultural	group	classify	disease?

Health Practices

•	 What	practices	do	members	of	the	cultural	group	typically	
employ to promote health and prevent illness?

•	 What	home	remedies,	if	any,	do	members	of	cultural	groups	
employ to treat health problems? For what problems are they 
used? How are they used?

•	 What	over-the-counter	remedies	are	used	by	the	cultural	
group? For what and how are they used?

•	 What	provider-prescribed	medications	and	treatments	are	
used by the cultural group? By whom are they prescribed? 
If therapies are prescribed by multiple providers, are all 
providers aware of this?

•	 What	are	the	client’s/cultural	group’s	preferences	with	
respect to the type of treatment modalities prescribed (e.g., 
massage, medications in liquid or tablet form)?

•	 What	measures	are	used	by	the	cultural	group	to	deal	with	
the consequences of long-term health problems (e.g., pain 
relief, mobility limitation)?

•	 Are	any	of	the	health	practices	or	therapies	employed	by	the	
cultural group potentially harmful?
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Cultural Competence
A number of terms are used to describe nursing and health 
care that take into account elements of clients’ culture. These 
include cultural congruence, ethnic nursing care, culture care, 
and culturally congruent care. The term that will be used in 
this book is cultural competence or culturally and linguisti-
cally appropriate care. Culturally congruent care has been 
defined as “actions and decisions that fit with people’s lifeways 
to  support satisfying health care and promote well-being or 
dignified death” (McFarland, Mixer, Wehbe-Alamah, & Burk, 
2012, p. 263). Campinha-Bacote’s (2009) definition of cultural 
competence was presented earlier in this chapter. Another 
widely accepted definition of cultural competence is that ad-
vanced by the Office of Minority Health (2013b, para. 1), “a 
set of congruent behaviors, attitudes, and policies that come 
together in a system, agency, or among professionals that en-
ables effective work in cross-cultural situations.” Basically, 
culturally appropriate care is care that meets, or is congruent 
with, the expectations of the recipient whatever their cultural 
orientation.

Culturally appropriate care incorporates several compo-
nents. These include cultural diversity, cultural awareness, 
cultural sensitivity, and cultural competence. Cultural diver-
sity reflects the cultural differences that exist between health 
care professionals and a given population or cultural group 
(e.g., differences between “straight” health care providers and 
members of the GLBT population or between “able” provid-
ers and disabled clients). Cultural awareness encompasses pro-
viders’ recognition of the influence of culture on health and 
health-related behaviors. Cultural sensitivity involves assum-
ing a learner role with respect to the cultures of the populations 
served, and being willing to recognize cultural factors that in-
fluence our interactions with others. Cultural competence, on 
the other hand, is the ability to interact effectively with people 
from all backgrounds (Edmonton Seniors Council, n.d.).

Several models of cultural competence have been developed 
that delineate the critical elements of the concept. Two of these 
are Leininger’s (2006) theory of culture care diversity and uni-
versality and Campinha-Bacote’s (2009) process of cultural 
competence in health care services model. Leininger’s theory 
addresses the similarities (universalities) and differences (di-
versities) among cultures and incorporates three modes of 
nursing activity, preservation and maintenance, accommoda-
tion/negotiation, and restructuring/repatterning (McFarland 
et al., 2012). In the preservation and maintenance mode, the 
population health nurse assists members of the cultural group 
to maintain and promote healthful beliefs and practices, often 
by incorporating them in the plan of care. In the accommoda-
tion/negotiation mode, the nurse assists the cultural group to 
adapt care delivery services or negotiate for culturally congru-
ent care. When cultural beliefs and practices may be harmful 
to health, the nurse assists group members to restructure or 
repattern lifeways to more healthful ones. Restructuring and 
repatterning may also lead to changes in health professional 
behaviors or health care systems (Hulme, 2010).

A significant amount of repatterning has already occurred 
among many biomedical providers, resulting in a willingness 
to employ CAM in their practices. Similarly, repatterning has 
taken place in the insurance world, leading to coverage for 
some complementary and alternative therapies. As more such 
therapies are integrated into the biomedical system, it is antici-
pated that the system itself may be repatterned in ways that will 
change the overall delivery of care to a more humanistic, less 
mechanistic perspective.

Repatterning may also be warranted for members of ethnic 
cultural groups to be able to function effectively within the dom-
inant culture. For example, there may be a need to explain host 
country laws regarding child care and neglect to immigrants 
whose cultural practice is to have older siblings care for younger 
children. The presence of lead and other toxic substances in 
some traditional remedies is another area in which repattern-
ing may be required. For example, lead in Cambodian protec-
tive amulets has been linked to lead poisoning in young children 
(Healthy Homes and Lead Poisoning Prevention Bureau, 2011).

Clients from ethnic cultural groups, particularly immi-
grants, may need nursing assistance in dealing with intergen-
erational conflicts arising from different levels of acculturation 
among family members. For example, traditional food prepa-
ration may create difficulty, conflict, and guilt for younger 
women who do not have time to prepare traditional cultural 
dishes due to changes in their roles with the necessity to work 
outside the home to support their families. Culturally compe-
tent population health nurses could engage in interventions 
that could assist families experiencing these and other stresses 
of relocation.

Leininger’s theory gives rise to the Sunrise model in which 
culture is situated within the group’s worldview and social and 
cultural dimensions of life. The model also includes guidance 
for cultural assessment addressing elements of technological 
factors; religious and philosophical factors; kinship and social 
factors; cultural values, beliefs, and lifeways; political and legal 
factors; economic factors; and educational factors as they influ-
ence the health of the cultural group (McFarland et al., 2012).

Campinha-Bacote’s model of the process of cultural com-
petence in the delivery of health care services encompasses 
components of cultural desire, cultural awareness, cultural 
knowledge, cultural skill, and cultural encounters. The cul-
tural desire component reflects the population health nurse’s 
motivation to provide culturally congruent care. Cultural de-
sire includes the concept of cultural humility, which involves 
“seeing the greatness in others and coming into the realization 
of the dignity and worth of others” (Campinha-Bacote, 2009, 
p. 49). Cultural awareness involves exploration of one’s own 
biases, stereotypes, prejudices, and assumptions about those 
who differ from oneself. The element of cultural knowledge 
includes seeking information about the health-related beliefs 
and practices of the cultural group, incidence and prevalence 
of specific conditions within the group, and knowledge of 
treatment  efficacy (e.g., rates of drug metabolism, responses 
to treatment). Cultural skill is the ability to collect data in a 
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culturally sensitive way and to perform a culturally based phys-
ical assessment attending to differences in normal and abnor-
mal findings. Finally, the process involves deliberately seeking 
opportunities for interactions with members of another cul-
tural group in order to learn (Campinha-Bacote, 2009).

CHARACTERISTICS OF CULTURAL COMPETENCE.  
Provision of culturally congruent care requires the development 
of cultural competence on the part of individual health care 
providers and health care organizations. Individual  cultural 
competence encompasses several characteristics. First among 
these is an awareness of one’s own culturally determined per-
spectives without letting them influence one’s interactions with 
others. Cultural competence is also characterized by knowledge 
and understanding of another culture and by acceptance of 
and respect for other cultures. The culturally competent health 
care provider does not assume that other cultures are similar 
to his or her own and is nonjudgmental in examining the be-
liefs, values, attitudes, and practices of other cultural groups. 
In addition, the competent provider displays an openness to 
and comfort with encounters with persons from other cultural 
heritages. Finally, cultural competence is characterized by a 
conscious process of adaptation of care to the cultural context 
(Purnell, 2012).

At the health system level, culturally and linguistically ap-
propriate health care programs also display certain character-
istic traits. These include a broad definition of culture beyond 
considerations of race, language, ethnicity, and recognition of 
value in clients’ cultural heritage. Culturally competent systems 
are also characterized by a recognition of the complexities in-
volved in language interpretation and an awareness of the need 
to consider linguistic variation within cultural groups (includ-
ing professional cultures), cultural variation within language 
groups (e.g., among the multiple cultural groups that speak 
Spanish), and variation in literacy levels among members of a 
particular cultural group. Culturally competent systems of care 
facilitate learning between providers and communities and 
involve communities in defining and addressing their health 
care needs. They also foster interagency collaboration and take 
steps to institutionalize cultural competency within the system. 
Characteristics of cultural competence at the individual pro-
vider and health system levels are summarized in Table 5-2•.  

These characteristics are exemplified in adherence to the 
 “National Standards for Culturally and Linguistically Appropri-
ate Services (CLAS) in Health and Health Care” developed by 
the OMH (2013a). These standards are discussed in more de-
tail below.

CHALLENgES IN DEvELOPINg CULTURAL  COMPETENCE.  
A number of challenges have been identified that may impede 
the development of cultural competence in individual provid-
ers or in health care systems. The first challenge is the recog-
nition of clinical differences among cultural groups. Providers 
may be “culturally blind” and fail to recognize the differences 
among cultures (including biomedical culture) and the influ-
ence of culture on health and health care. Communication 
among cultural groups may also be a challenge in developing 
cultural competence, even among those that share a common 
language. The challenge in that case arises from differences 
in the way words are used, their particular meanings, and the 
interpretation of paralanguage and nonverbal aspects of com-
munication. A third challenge is developing a sense of ethics 
and recognizing when it is appropriate to incorporate elements 
of culture in the plan of care and when those elements of cul-
ture may be harmful and should be eliminated or modified. 
Developing trust between members of a cultural group and 
those of the biomedical culture may be another challenge in de-
veloping cultural competence. As we will see in Chapter 20 ,  
many members of the gay, lesbian, bisexual, and transgender 
cultures have reason to distrust health care providers. Distrust 
of biomedical providers is also a relatively common occurrence 
among members of some other cultural groups.

Cultural competence may also be impeded by stereotypes 
held by providers. Development of culture-specific knowledge 
has both benefits and disadvantages. On the plus side, knowl-
edge of other cultures leads to recognition of cultural differ-
ences, opens the mind to alternative viewpoints, and serves 
as a starting point for cultural assessment of individual clients 
or subgroups within the population. However, such knowl-
edge may give providers a false sense of security in working 
with members of other cultures and may lead to stereotyping 
as discussed earlier. Stereotyping is a useful cognitive strategy 
for organizing information about the complex world in which 
we live, and is not necessarily associated with negative attitudes 

TABLE 5-2 Individual and System-Level Characteristics of Cultural Competence

Individual Characteristics System Characteristics

•	Awareness	of	personal	perspectives
•	Knowledge	and	understanding	of	other	cultures
•	Not	assuming	similarity	to	one’s	own	culture
•	Nonjudgmental	view	of	other	cultures
•	Openness	to	and	comfort	with	cultural	encounters
•	Conscious	adaptation	of	care	to	the	cultural	context

•	Broad	definition	of	culture
•	Value	attributed	to	cultural	beliefs
•	Recognition	of	complexity	in	language	interpretation
•	Facilitation	of	learning	between	providers	and	cultural	communities
•	Involvement	of	cultural	communities	in	defining	and	addressing	health	needs
•	Interagency	collaboration
•	Institutionalization	of	cultural	competence
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toward members of other cultural groups. It is when providers 
fail to assess individuals or segments of a population group to 
see how closely they conform to beliefs and behaviors typical of 
the cultural group that stereotyping interferes with culturally 
competent care.

Other barriers to the provision of culturally competent care 
include viewing cultures as “them,” not “me,” without recogniz-
ing the influence of culture on one’s own life; confusing race, cul-
ture, and ethnicity; and misdiagnosing ethnic-specific medical 
concerns due to lack of knowledge or communication difficul-
ties. Cultural mismatches may also impede culturally competent 
care. Ideally, both an ethnic match and a language match exist 
between the provider and the client. An ethnic match occurs 
when both the client and the provider have the same ethnic iden-
tity. Given the dearth of biomedical providers from many ethnic 
cultural minority groups, ethnic matches are often difficult to 
obtain. In a language match, the client’s native language is one in 
which the provider is fluent. Ethnic and language matches seem 
to be particularly important in the area of mental health.

DESIgNINg CULTURALLy AND LINgUISTICALLy  
APPROPRIATE HEALTH CARE DELIvERy  SySTEMS.  
Organizations, like individuals and other groups, have their 
own distinct culture. Organizational culture is the shared as-
sumptions, beliefs, and values that result in shared behavioral 
norms and expectations for members of the organization. The 
organizational cultures of health care agencies and systems may 
make it more or less difficult for providers to engage in cultur-
ally congruent care.

In addition to providing culturally and linguistically ap-
propriate care for individual clients, families, and population 
groups, population health nurses can contribute to the devel-
opment of culturally appropriate health care delivery systems. 
In 2000, the Office of Minority Health developed the National 
Standards for Culturally and Linguistically Appropriate Ser-
vices, better known as the CLAS standards, to guide health care 
organizations in providing culturally competent care. Those 
standards were revised and enhanced in 2013 (OMH, 2013a), 
and are summarized in Table 5-3•.

TABLE 5-3  National Standards for Culturally and Linguistically Appropriate  
Services (CLAS)

Focus Related Standards

Principal Standard •	Provide	effective,	equitable,	understandable,	and	respectful	quality	care	and	services	that	are	responsive	to	diverse	
cultural health beliefs and practices, preferred languages, health literacy, and other communication needs.

Governance, leadership, 
workforce

•	Advance	and	sustain	organizational	leadership	that	promotes	CLAS	and	health	equity	through	policy,	practices,	and	
 allocated resources.

•	Recruit,	promote,	and	support	a	culturally	and	linguistically	diverse	governance,	leadership,	and	workforce	that	are	
responsive to the population in the service area.

•	Educate	and	train	governance,	leadership,	and	workforce	in	culturally	and	linguistically	appropriate	policies	and	
 practices on an ongoing basis.

Communication and 
language assistance

•	Offer	language	assistance	to	individuals	who	have	limited	English	proficiency	and/or	other	communication	needs,	at	
no cost to them, to facilitate timely access to all health care and services.

•	Inform	all	individuals	of	the	availability	of	language	assistance	services	clearly	and	in	their	preferred	language,	
 verbally and in writing.

•	Ensure	the	competence	of	individuals	providing	language	assistance,	recognizing	that	the	use	of	untrained	individuals	
and/or minors as interpreters should be avoided.

•	Provide	easy	to	understand	print	and	multimedia	materials	and	signage	in	the	languages	commonly	used	by	the	
 populations in the service area.

Engagement, 
 continuous 
 improvement, and 
accountability

•	Establish	culturally	and	linguistically	appropriate	goals,	policies,	and	management	accountability,	and	infuse	them	
throughout the organization’s planning and operations.

•	Conduct	ongoing	assessments	of	the	organization’s	CLAS-related	activities	and	integrate	CLAS-related	measures	into	
measurement and quality improvement activities.

•	Collect	and	maintain	accurate	and	reliable	demographic	data	to	monitor	and	evaluate	the	impact	of	CLAS	on	health	
equity and outcomes and to inform service delivery.

•	Conduct	regular	assessments	of	community	health	assets	and	needs	and	use	the	results	to	plan	and	implement	
 services that respond to the cultural and linguistic diversity of populations in the service area.

•	Partner	with	the	community	to	design,	implement,	and	evaluate	policies,	practices,	and	services	to	ensure	cultural	
and linguistic appropriateness.

•	Create	conflict	and	grievance	resolution	processes	that	are	culturally	and	linguistically	appropriate	to	identify,	prevent,	
and resolve conflicts or complaints.

•	Communicate	the	organization’s	progress	in	implementing	and	sustaining	CLAS	to	all	stakeholders,	constituents,	and	
the general public.

Source:	Office	of	Minority	Health.	(2013a).	National standards for culturally and linguistically appropriate services (CLAS) in health and health care: A blueprint for 
advancing and sustaining CLAS policy and practice. Retrieved from https://www.thinkculturalhealth.hhs.gov/pdfs/EnhancedCLASStandardsBlueprint.pdf
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Movement toward cultural proficiency and provision of 
culturally and linguistically appropriate care requires that a 
health system provide care with an understanding of and re-
spect for culture and its influences on health and that the care 
provided incorporates community participation in its plan-
ning and delivery. In addition, it requires staff who respect the 
cultures of others and who reflect and respond to the values 
and demographics of the population served. Finally, move-
ment toward cultural proficiency and competent care requires 
policies that assure a consistent response to cultural differ-
ences in the population served and continual improvement 
and accountability (OMH, 2013a). For further information 
about the CLAS standards, see the External Resources section 
of the student resources site.

The incorporation of CAM into biomedical practice through 
“integrative medicine” is another means providing culturally 
and linguistically appropriate health care services. Integrative 
medicine is defined by the American Association of Integrative 
Medicine (AAIM, 2011) as “health care that views the patient 
as the most important member of the medical team and applies 
all safe and effective therapies without subservience to any one 
school of medical thought.” The intent of integrative medicine 
is to deal with symptoms of illness as well as causes, whether 
those causes are mental, physical, or spiritual or a combination 
of these, through the best possible application of conventional 
and traditional therapies.

The World Health Organization’s (WHO) Traditional 
 Medicines Strategy 2002–2005 identified four areas for  action to 
promote the integration of CAM into biomedicine. Although 

these strategies were developed several years ago, they  continue 
to be relevant to population health nursing practice. The  action 
areas identified included strategies to address needs related 
to policy; safety, efficacy, and quality; access; and rational use 
(WHO, 2002). Table 5-4• highlights each strategy and the 
 related actions needed for effective integration of CAM into 
biomedical practice.

A 2005 report by the ”Institute of Medicine, 2005” suggested 
a systematic process for evaluating the appropriateness of in-
corporating CAM into biomedical health systems. The process 
should begin with a determination of the persons responsible 
for gathering information about various forms of CAM and for 
making incorporation decisions. Both the informal and formal 
mandates affecting the system should be examined, as should the 
system’s mission and values and their congruence with various 
forms of CAM. In addition, an assessment of the internal and 
external environments as they affect incorporation of CAM in 
the institution should also be conducted. For example, are quali-
fied practitioners of desired CAM available to the system? What 
forms of CAM are covered by insurance plans among the sys-
tem’s clientele? All of this information can lead to an informed 
decision on whether or not to incorporate CAM in the setting.

Education regarding appropriate and inappropriate use of 
CAM is another way in which population health nurses may 
assist with repatterning for members of ethnic cultural groups 
as well as members of the dominant culture. WHO (2004) 
identified several considerations in educating the public re-
garding safe and effective use of CAM that are still appropri-
ate for population health nursing care. Categories of education 

TABLE 5-4 WHO-Defined Areas for Action in Integrating CAM in Biomedical Practice

Area for Action Expected Outcomes

Policy Increased government support for and policies related to CAM
Integration of relevant CAM into national health care systems
Preservation of indigenous knowledge of CAM

Safety, efficacy, quality Increased knowledge of CAM through exchange of accurate information
Review of research on use of CAM
Selective support for clinical research on CAM
Regulation of herbal medicines
Safety monitoring of herbals, other CAM products, and practices
Development of guidelines for evaluating the safety, efficacy, and quality of CAM
Development of criteria for evidence-based data related to CAM

Access Development of criteria and indicators to measure cost-effectiveness of and access to CAM
Official	recognition	of	CAM	providers
Increased provision of CAM through national health systems
Increased number of national organizations of CAM providers
Development of guidelines for good agricultural practice related to medicinal plants

Rational use Training in CAM therapies for allopathic providers
Training in basic primary care practice for CAM practitioners
Provision of reliable consumer information on proper use of CAM
Improved communication between CAM providers and conventional health care professionals

Source:	World	Health	Organization.	(2002).	WHO traditional medicine strategy: 2002–2005. Retrieved from http://apps.who.int/medicinedocs/en/d/Js2297e/8.1. 
html#Js2297e.8.1
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needed include general considerations, such as the need to be 
informed consumers and for both CAM and biomedical pro-
viders to be conversant with CAM; knowledge of how to find 
reliable information; information about specific therapies; 
information regarding providers; and information about the 
costs of and insurance coverage for CAM. Specific areas of 
public education related to CAM are delineated in the client 
education box at right.

Population health nurses can be involved in the devel-
opment of culturally and linguistically appropriate health 
care services in a number of ways. If they are employed in 
a particular organization that needs to adopt more cultur-
ally appropriate approaches to health care, they can assess 
current practices and the barriers to culturally and linguisti-
cally appropriate care that they represent. They can also be 
involved in the development of policies and procedures that 
promote cultural competence in the organization. In addi-
tion, population health nurses can help the agency conduct 
an assessment of the cultural groups served and assist in the 
development of agency–community partnerships to better 
meet the needs of the population. If the nurse is not an em-
ployee of an agency that needs to improve the cultural con-
gruence of its services, he or she can bring to the attention 
of agency administrators the concerns of members of local 
cultural groups regarding the services provided. Community 
assessment and policy development may also be areas of in-
volvement for nonemployee population health nurses. The 
process used in the development of culturally and linguisti-
cally appropriate health care systems is essentially the same 
process used to develop any kind of health care program dis-
cussed in Chapter 15 .

Evaluating Cultural Competence
Evaluation of care provided to clients from another cultural 
group should focus on both the outcomes of care and the deliv-
ery processes employed. In terms of outcomes, nurses should 
examine indicators of health status for individual clients and 
for subcultural groups. For example, has the nurse been able 
to improve the client’s nutritional status without changing his 
or her cultural dietary pattern? Has the frequency of success-
ful pregnancy outcomes been increased for members of a given 
cultural group? Have inappropriate biomedical practices been 
modified to promote better care?

Health care delivery systems should also be examined in 
terms of their cultural congruence. The assessment profile 
discussed earlier provides direction for assessing the cultural 
congruence of care provided by health care delivery systems. 
At the population level, the extent to which disparities in health 
among culturally diverse populations have been decreased is 

another way of evaluating the cultural congruence of the na-
tional health care system. A particular health system could look 
also at the extent of disparities among its clientele as one mea-
sure of its cultural competence.

CLIENT EDUCATION

General Considerations

•	 Use	of	CAM	by	informed	consumers,	knowledgeable	
about appropriate uses and safety considerations

•	 Extent	of	provider	knowledge	regarding	CAM	including	
knowledge of CAM use by particular clients

Finding and Identifying Reliable Information  
Regarding CAM

•	 Credibility	and	objectivity	of	information	sources
•	 Purpose	of	the	information	source	(e.g.,	if	product	

sales are the primary purpose, information may be 
slanted)

•	 Relevance	and	accuracy	of	information	presented
•	 Frequency	with	which	information	is	updated

Information Regarding Specific Therapies

•	 Claims	and	evidence	supporting	them
•	 Product	quality	information	regarding	active	ingredients,	

recognition of quality standards, storage information, 
expiration date, quality control of raw materials

•	 Precautions	for	use
•	 Adverse	events/potential	toxicity
•	 Interactions	and	contraindications
•	 Information	regarding	dose,	time,	frequency,	duration,	

method of administration, preparation instructions
•	 Safety	for	use	with	children,	pregnant	women,	the	

elderly

Information Regarding CAM Practitioners

•	 Qualifications	for	practice,	education,	and	experience	
related to the therapy

•	 Certification,	if	relevant
•	 Surveillance	and	monitoring

Cost/Insurance Coverage

•	 Typical	costs	of	CAM
•	 What	forms	of	CAM	are	covered	under	insurance

Source:	World	Health	Organization.	(2004).	Guidelines on developing consumer 
information on proper use of traditional, complementary and alternative medicine. 
Geneva, Switzerland: Author.

Safe Use of Complementary and  
Alternative Medicine
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Many groups display unique cultural beliefs, values, and behav-
ior, including the dominant U.S. and biomedical cultures as well 
as other groups such as ethnic cultural groups and members of 
the GLBT and disabled populations. Culture influences health 
in a variety of ways, both direct and indirect. Culture affects 
definitions of health and illness within a population group and 
influences how health and illness are viewed, as well as the value 
of health to members of the population. Culture also influences 
how population groups seek to promote health and prevent and 
deal with health problems.

Cultural assessment can be directed by the six categories of 
determinants of health included in the population health nurs-
ing model. Culturally congruent care may include preserving 
elements of a cultural heritage, negotiation and accommoda-
tion of clients’ cultures or that of the biomedical community, or 
repatterning to eliminate cultural practices that are harmful to 
health. Culturally congruent health care occurs at the individ-
ual client/family level and in the design of health care systems to 
provide care that is congruent with the values and expectations 
of the client population.

CHAPTER RECAP

Apple Valley is a rural agricultural community approximately 
100 miles from the U.S.–Mexico border. Because of the mild 
climate, there are crops to be tended and harvested much of 
the year, and many Latino migrant workers are involved in this 
work. Although there is work for a significant portion of the 
year, many of the laborers have extended families still in Mexico. 
They frequently work for several months, then return to Mexico 
to share their earnings and visit family members. When they 
return to the United States, they often come as nuclear family 
groups, and both parents work in the fields. Children may or 
may not attend school while in Apple Valley.

There are high infant and maternal mortality rates among 
this group as the women do not usually receive care during their 
pregnancies. In part, this is because of the high cost of care, but 
it also results from lack of facility with English and inability 
to take time from work to receive care. Although most of the 
workers are legal immigrants, they are not eligible for financial 

assistance or care at the local health department prenatal clinic. 
Complicated deliveries often occur in the local hospital, how-
ever, and contribute to the burden of “uncompensated care” 
since the migrant families are usually unable to pay the hospital 
bills. According to some of the workers, there is a Latino woman 
living year round in Apple Valley who serves as a midwife for 
some of the women.
1. What cultural factors are operating in this situation? What 

other circumstances, not necessarily cultural in origin, com-
plicate the situation?

2. What interventions by the population health nurse could 
help reduce the infant and maternal mortality rates?

3. Who else should be involved in efforts to resolve the prob-
lem? Why?

4. How could the population health nurse motivate involve-
ment by other segments of the population?
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6 Economic Influences  
on Population Health

Learning Outcomes

After reading this chapter, you should be able to:

 1. Analyze the interrelationships among economic conditions, health care services, and health 
status.

 2. Discuss factors contributing to escalating health care costs.

 3. Discuss the effects of economic factors on the provision of public health services.

 4. Analyze the effects of selected health care reimbursement mechanisms.

 5. Distinguish among selected approaches to financing health care services.
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Establishing a “Shoestring” Clinic

Economic issues related to access to health care are a continuing problem in American Society and 
were part of the impetus for such developments as the Henry Street Settlement. In much of the na-
tion, these issues have continued to undermine the health of the population, and various strategies 
have been undertaken to address them.

Upper East Tennessee is on the edge of the Appalachian region and shares a number of features 
of that region, including lack of access to health care for a significant portion of the population. 
Awareness of this need prompted population health nursing students and faculty to create a weekly 
“clinic” to meet the health care needs of low-income residents of a federal housing project. The 
clinic was first held in a recreation room at the housing project, but this proved untenable because 
the landlord was not willing to permit regular use of the room. The clinic was moved to rooms pro-
vided by a nearby church, and members of the congregation became part of its clientele. Clinic 
services included health histories and physical examinations, blood pressure monitoring, health 
education, and referral for needed health care services.

During the academic year, the clinic was staffed 1 day a week by population health nursing 
faculty and students. Faculty members continued to staff the clinic during breaks and over the 
summer to assure continuity of services. Students were involved in planning the services and de-
veloping a record system, forms, and referral contacts in the larger community. In addition to the 
weekly clinic, students and faculty made home visits to clients needing additional follow-up. Local 
physicians were contacted to inform them of the availability of the clinic for low-income clients 
who needed monitoring or health education. Several physicians took advantage of the services to 
request follow-up for their clients regarding issues of medication compliance or health education.

Although the clinic was initiated in the 1980s, long before the days of Health Insurance Porta-
bility and Accountability Act (HIPAA), strict measures were taken to promote client confidentiality. 
Client records (and equipment) were not left at the clinic site, but were locked in the trunk of one 
faculty member’s car and transported to the site each week. Over the course of several years, sev-
eral hundred clients were seen and multiple referrals were initiated to obtain low cost services for 
clients in need of them.
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Promoting a Living Wage

A community needs assessment conducted by a collaborative of community agencies and  residents 
and coordinated by a population health nurse indicated that low salaries were a significant 
 influence on the health status of the community. After additional data gathering, the members 
of the  collaborative initiated a campaign to promote a living wage for as large a segment of the 
 population as possible. As a result of their efforts, a living wage ordinance was passed by the 
city. The ordinance required payment of a living wage, approximately three times the minimum 
wage level in the state, to all city employees. In addition, all businesses that contracted with the 
city were required to guarantee the same living wage to their employees before submitting bids 
for  contract services. Although the ordinance did not cover the entire population, it provided an 
 adequate income for a large proportion of the city’s residents.
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Economics can be defined as the way in which a 
 society distributes its resources to address human 
wants and needs. Scarcity results when there are in-
sufficient resources to satisfy the wants and desires 

of the population, and economics determines how those scarce 
resources will be distributed among the population. Currently, 
the federal government and the states are experiencing an eco-
nomic crisis that affects the health of the population as well 
as the health care services that are provided. This crisis is the 
result of several factors, including recent tax cuts, poor eco-
nomic performance, and increased expenditures in areas such 
as defense and national security. In 2010, for example, federal 
spending related to national defense was more than twice the 
funds spent on all nondefense activities (U.S. Census Bureau, 
2013). These factors are unlikely to change in the near future 
for a number of reasons. Congress is unlikely to reduce federal 
spending and likely to extend tax cuts under pressure from 
many constituencies. These factors will maintain expenditures 
while reducing the revenues that could fund them. Although 
tax cuts and low interest rates will stimulate the economy in the 
short run, they are likely to cause a long-term imbalance, lead-
ing to increasing deficits, lower rates of national savings, higher 
interest rates, and a slowed economy as well as reductions in 
government-supported services. All of these factors will lead to 
a greater scarcity of health resources and more severe effects on 
the health of the population.

When we consider the economic context of health, we often 
think of the effects of poverty on health status or the  increasing 
cost of health care. However, there are many different aspects 
to the economic context in which population health  nursing 
takes place. The two major considerations in this area are 
the interrelationships between economics and health and the 
 financing of health care services. Each of these aspects will be 
discussed here.

Economics and Health—The 
Interrelationships
Three fundamental economic principles must be considered 
in examining the effects of economic conditions on health and 
health care services. The first principle is that resources are 
always more limited than what is needed for desired levels of 
consumption. Second, resources have alternative uses. Third, 
different people will have differing ideas as to what those uses 
should be. Based on these principles, the basic question related 
to health care economics is how limited resources should be 
used. What types of health services should consume the re-
sources available?

The interrelationships among economic factors and health 
status are many and varied. In this chapter, we will discuss 
three specific relationships: (a) the relationship between health 
and societal productivity and stability, (b) health care spending 
and rising costs, and (c) the effects of socioeconomic factors on 
health status.

Societal Productivity and Stability
As we noted earlier, we often think of the effects of economic 
factors on health status. What we tend to forget, however, is 
that health also affects a nation’s economic welfare. A healthy 
population is more productive than an unhealthy one and is 
better able to learn and to use education effectively to increase 
society’s overall productivity. When people are unable to work 
due to health deficiencies, society loses their productive ca-
pability. In addition, the productive capacity of other family 
members may also be lost. For example, diseases leading to dis-
ability result in lost productivity for those affected and for fam-
ily members who must leave work to care for them.

Poverty and ill health lead to lower income and slowed eco-
nomic growth as well as social instability and conflict. Con-
versely, nations with strong economies are better able to afford 
health care and other determinants of health.

Health care programs may also have a more direct  effect 
on the economy than that seen in increased capacity for 
 production. For example, state Medicaid programs  generate 
revenue for states beyond the costs of the programs. This 
 revenue comes from a number of sources, including federal 
block grants that would otherwise not come to the states, new 
business, and new jobs. A block grant is a lump sum made 
available to the states by the federal government to be used as 
each state sees fit within certain broadly defined parameters. 
Similarly, health care services in general generate revenues that 
support the overall economy.

Health Care Spending
The amount of money spent on health care services in the 
United States has been increasing at an alarming rate for the 
last several years. For example, national personal health care 
expenditures increased from $27.3 billion in 1960 to nearly 
$2.5 trillion in 2009 (U.S. Census Bureau, 2013). Health spend-
ing is expected to continue to grow by an average rate of 6.2% 
per year from 2015 through 2022 (Centers for Medicare and 
Medicaid Services [CMS], 2014b).

Overall, health care spending has risen from 5% of the gross 
domestic product (GDP) in 1960 to 17.2% in 2012 (CMS, 
2014d), and is expected to rise to 19.9% of the GDP by 2022. 
U.S. per capita expenditures for health care in 2012 were $8,195 
(CMS, 2014c). Per capita expenditures reflect the  average 
amount spent on health care per person per year. Health care 
expenditures have increased consistently from 1 year to the 
next. From 1990 to 2009, per capita health care expenditures 
more than doubled (U.S. Census Bureau, 2013). Figure 6-1• 
presents a breakdown of different types of health care expen-
ditures as well as the sources of funding for health care, which 
will be discussed in more detail later.

Factors that have contributed to increasing health care 
spending include an aging population, greater use of technol-
ogy, an emphasis on costly specialty care, costs of care for the 
uninsured, and the labor-intensive nature of health care deliv-
ery (Sultz & Young, 2010). An aging  population  contributes 
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to greater demand for and use of services,  particularly as the 
prevalence of chronic diseases with high costs for disease man-
agement increases in older age groups. The size of the older 
population relative to other age groups in the United States has 
increased consistently over the last  several decades. In 1990, for 
example, people over the age of 65 years comprised only 29.6% 
of the U.S. population; by 2010 the proportion of the popula-
tion over 65 years of age had increased to 38.6% of the popula-
tion (U.S. Census Bureau, 2013). People over age 65 consume 
a large portion of the health care services provided each year.

Greater use of technology, particularly in response to fears 
of malpractice, and greater use of specialty care have also con-
tributed to an increase in health care spending. Nearly two 
thirds of U.S. physicians are specialists, who tend to command 
higher reimbursement than generalists and employ more ex-
pensive technology. In addition, specialists have been associ-
ated with more inappropriate use of costly therapies. Greater 
use of technology also creates a demand for a better prepared 
health care workforce at all levels, thereby increasing the costs 
of its use (Sultz & Young, 2010).

Health care spending differs for different elements of the 
health care system. For example, as indicated in Figure 6-1, an 
estimated 28% of health care dollars was spent on hospital care, 
43% on physician and clinical services (physicians, nurse prac-
titioners, and others), 5% on dental care, 7% on nursing home 
care, 4% on home health care, and 13% on prescription drug 
costs (CMS, 2013c). Health care delivery is a labor-intensive 
segment of the economy, requiring 24-hour-a-day and 7-day-
a-week coverage in some settings.

Costs of uncompensated care for the uninsured and in-
creasing prescription drug prices are two other factors 

implicated in rising health care costs. Uncompensated care 
is that proportion of care for which the provider receives no 
reimbursement and includes both charity care and bad debt 
(American Hospital Association [AHA], 2014). A large seg-
ment of the population is uninsured or underinsured, result-
ing in large amounts of uncompensated care provided by 
health care institutions and providers. Approximately three 
fourths of uncompensated care is provided by federal, state, 
and local government agencies (Clemans-Cope, Garrett, & 
Buettgens, 2010).

Before the enactment of the Patient Protection and Afford-
able Care Act, uncompensated care amounted to about $61 bil-
lion per year, but this is expected to drop to $25 billion as the 
provisions of the Act are implemented (Clemans-Cope et al., 
2010). AHA data indicate that uncompensated hospital care in 
the United States amounted to $45.9 billion in 2012 or 6.1% of 
U.S. hospitals’ total expenses (AHA, 2014).

Uncompensated care leads to a phenomenon known as cost 
shifting, the passing on of the cost of uncompensated care to 
those who do pay for care, either those who pay out-of-pocket 
or those covered by health insurance. Cost shifting leads in 
turn to higher insurance premiums and higher overall costs for 
health care.

U.S. drug prices have risen considerably more than the 
consumer price index. The consumer price index (CPI) is 
“a measure of the average change over time in the prices paid 
by urban consumers for a market basket of consumer goods 
and services” (U.S. Bureau of Labor Statistics, 2013a, para. 1). 
In 2009, U.S. prescription drug costs amounted to $249.9 bil-
lion, and prescription drug spending increased by nearly 9% 
from 2008 to 2009 alone (U.S. Census Bureau, 2013). In 2011, 

FIguRe 6-1 Distribution of Health Care Funding Sources and National expenditures, 2012
Source: Centers for Medicare and Medicaid Services. (2013c). Medicare and Medicaid research review/ 2013 statistical supplement. Retrieved from http://www.cms.gov/ 
Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MedicareMedicaidStatSupp/Downloads/2013_Section1.pdf

Personal health care expenditures, 2012
Expenditures: $2.3 trillion

Source of funds

Medicaid (16%)

Out-of-
pocket
(14%)

Private
insurance

(34%)
Medicare

(23%)

Dental (5%)

Hospital
(28%)

Physician and
clinical services

(43%)

Home
health (4%)

Type of expenditures 

Other health
insurance (4%)

Other third-party (9%)

Prescription
drugs (13%)

Nursing care
facilities (7%)
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the average retail price for each drug prescribed for people over  
65 years of age was $28 (Kaiser Family Foundation, 2011).

Many authors have suggested allowing U.S. citizens to pur-
chase less expensive prescription drugs from international 
markets or discounted drugs from U.S. manufacturers. The 
Veterans Administration (VA) and other federal agencies, for 
example, have very successfully negotiated for drug discounts 
with U.S. pharmaceutical companies.

A large proportion of Americans are without any assistance 
in paying for prescription medications. With increasing costs, 
many employers are reducing or eliminating prescription cover-
age from health care plans or requiring higher copayments by 
beneficiaries. As a result, many people fail to take medications as 
directed due to the costs. Those most seriously affected by rising 
prescription drug costs have been the elderly who live on fixed 
incomes that do not increase with rising inflation rates. Some 
effort has been made to improve prescription drug access for 
Medicare beneficiaries through the Medicare Prescription Drug, 
Improvement, and Modernization Act of 2003. This legislation 
initiated Medicare Prescription Drug Coverage to assist older 
Americans with drug costs. This program will be discussed in 
more detail in the section related to the Medicare program.

Socioeconomic Factors and Health Status
Socioeconomic status affects health directly, in terms of ac-
cess to health care, as well as indirectly, through factors such 
as social and educational opportunities, knowledge of health 
promotion and prevention measures, and shaping health be-
haviors. Despite the relatively high standard of living in the 

United States, the point has been made that “there are consid-
erable pockets of the population for whom access to care and 
the  effects on health status are much more similar to those of 
poorer and less successful Third World countries than they 
are to the rest of the industrial world” (Vladek, 2003, p. 16). 
This statement was supported by the findings of Crossing the 
 Quality Chasm, an Institute of Medicine report published in 
2001, and continues to be supported by current data.

Socioeconomic factors have a variety of effects on the health 
status of the population. Two major factors that will be discussed 
here are poverty and lack of health insurance. Questions for 
 assessing the economic status of a population are provided in the 
focused assessment on page 149. A more in-depth  assessment 
tool is available on the student resources site.

POvErTy. Poverty affects one’s ability to gain access to the 
necessities of life that support health and wellness, including 
food, shelter, and access to health care services. Poverty is 
measured in terms of one’s income relative to the current 
federal or state income guidelines. The poverty level is defined in 
terms of both household income and size. In 2013, for example, 
the poverty level for a family of five was an annual income less 
than $25,570 in all states except Alaska and Hawaii, which had 
slightly higher income levels defining poverty (CMS, 2012a).

In 2011, 46.2 million people in the United States were liv-
ing in poverty. This figure represents 15% of the U.S. popula-
tion. The median household income declined by 8.1% between 
2007 and 2011, with steeper declines for Blacks and non-His-
panic Whites (DeNavas-Walt, Proctor, Smith, 2012). In large 
part, these declines are due to the overall economic downturn 

Evidence-Based Practice

Health and Neighborhood Socioeconomic Status
Numerous recent research studies have demonstrated links be-
tween the socioeconomic status of one’s neighborhood and a vari-
ety of adverse health events. These associations have been found 
independent of one’s own socioeconomic status in the United 
States as well as other countries such as Japan (Murakami, 
 Sasaki, Takahashi, & Uenishi, 2010), Germany (Dittmann & 
 Goebel, 2010), and Israel (Gerber, Myers, Goldbourt, Benyamini, 
& Drory, 2011). For example, neighborhood socioeconomic sta-
tus has been linked to psychosocial functioning and frailty in 
older adults (Everson-Rose et al., 2011; Lang et al., 2009) and 
overall health status among persons with diabetes (Gary-Webb et 
al., 2011). Neighborhood socioeconomic status has also been 
linked to rates of fatal coronary heart disease (Foraker et al., 
2011) and hospitalizations for injuries (Zarzaur, Croce, Fabian, 
Fischer, & Magnotti, 2010).

In addition, neighborhood socioeconomic levels have been as-
sociated with health-related behaviors. For example, youth from 
lower socioeconomic status neighborhoods were found to be 

less involved in physical activity than those from more affluent 
neighborhoods (Boone-Heinonen et al., 2011). Similar findings 
were noted with respect to physical activity following myocardial 
infarction (Gerber et al., 2011). Neighborhood socioeconomic 
status has even been linked to screen-time in preschool children 
(Carson, Spense, Cutumisu, & Cargill, 2010), fruit and vegetable 
consumption among older women (Nicklett et al., 2010), and 
overall life satisfaction (Dittmann & Goebel, 2010).

Population health nurses may be able to help individual 
 clients and families deal with economic issues, but they  cannot 
address the issue of low neighborhood socioeconomic status 
by themselves. As we saw in the Advocacy Now feature at the 
 beginning of this chapter, however, they can advocate for a 
 living wage, more effective economic assistance programs, and 
 better overall economic status for members of the population in 
 conjunction with other groups and organizations. What might you 
do to promote improvements in socioeconomic status for low-
income neighborhoods in your community?
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FOCuSEd ASSESSmENT Assessing the Economic Status  
of a Population

•	 What	proportion	of	the	population	receives		employment-
based health insurance benefits? Why do  others not 
receive benefits (e.g., part-time employment, cannot afford 
premiums, etc.)?

•	 How	are	most	health	care	services	for	the	population	funded?

•	 What	revenue	sources	fund	public	health	services	for	the	
population? Are these revenues adequate to provide needed 
services?

•	 What	is	the	average	income	of	the	group?

•	 What	proportion	of	the	group	has	incomes	at	or	below		poverty	
level?

•	 What	subpopulations	are	included	in	the	low-income	group?

•	 What	proportion	of	low-income	families	receives	some	form	
of public assistance? Are all those eligible for assistance 
receiving it? If not, why not?

•	 What	is	the	level	of	unemployment	in	the	population?	For	
those who are employed, what are the typical salaries?

beginning in 2007. Poverty rates differ considerably among ra-
cial and ethnic groups with the highest rates among U.S. Blacks 
(25.8% in 2009) followed by Hispanics (25.3%), and Whites and 
Asians (12.2% and 12.5%, respectively) (U.S. Census Bureau, 
2013). Children constitute a significant proportion of those liv-
ing in poverty, and in 2011, 21.9% of U.S. children under 18 
years of age were living in poverty (DeNavas-Walt et al., 2012).

Poverty contributes to a variety of disparities related to 
health among segments of the population. A health disparity 
is defined by Healthy People 2020 as:

a particular type of health difference that is closely linked with  
social or economic disadvantage. Health disparities adversely 
affect groups of people who have systematically experienced 
greater social or economic obstacles to health based on their 
racial or ethnic group, religion, socioeconomic status, gen-
der, mental health, cognitive, sensory, or physical disability, 
sexual orientation or gender identity, geographic location, or 
other characteristics historically linked to discrimination or 
 exclusion. (U.S. Department of Health and Human Services 
[USDHHS], 2010, para.6)

Disparities occur with respect to morbidity and mortality 
as well as access to preventive health services. Poverty leads 
to malnutrition, poor housing, lack of health care, and lack of 
adequate child care, all of which have negative health implica-
tions. In addition, poverty is associated with low literacy levels, 
which limit earning power and access to health care.

LACK OF HEALTH INSurANCE. The second major way 
in which economic factors affect health is through diminished 
access to needed health care services. Diminished access occurs 
as a result of the mixed effects of poverty and lack of health 
care insurance. In fact, 38% of the uninsured are people with 
incomes below poverty level. During 2011, 48 million non-
elderly people in the United States were uninsured. This is 
a decrease of 1.3 million from 2010 (Kaiser Commission on 
Medicaid and the Uninsured, 2012a). Lack of insurance is not 
confined to those living in actual poverty. In 2009, for example, 

32% of people with incomes 200% to 300% above the federal 
poverty level were uninsured, and more than one fifth of those 
300% to 400% above poverty were without health  insurance. 
People who remain uninsured for a year or more are seven 
times more likely to forgo needed health care due to costs, 
and even being without coverage for 1 to 3 months results 
in a fourfold likelihood of forgoing or delaying care (Fox &  
Richards, 2010). The likelihood of going without needed care is 
twice as high for uninsured persons with disabilities as it is for 
those without a disability (National Center for Health Statistics 
[NCHS], 2010). Data from 2002 to 2004 suggested that 21% of 
the 92 million adults with chronic conditions were uninsured 
for at least 1 month, and 23% of those with both chronic 
conditions and disabilities were uninsured at some point. Lack of 
insurance among these groups led to greater problems accessing 
needed care, fewer ambulatory care visits, less prescription drug 
use, and higher out-of-pocket expenses than for their insured 
counterparts (Gulley, Rasch, & Chan, 2011).

Research has shown that low-income  neighborhoods affect the 
health of even those of moderate  income who live in them.
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Lack of health insurance is most common among young 
to middle-aged adults. More than 83% of those uninsured for 
the entire year in 2009 were 18 to 64 years of age, compared to 
14.8% of children under age 18 and only 1.3% of persons over 
65 years of age (U.S. Census Bureau, 2013). In large part, these 
coverage differences are due to the availability of Medicare for 
the elderly and the Medicaid and Children’s Health Insurance 
Programs (CHIP) for children. Each of these programs will be 
discussed in more detail later in this chapter.

Differences in health insurance coverage are also noted by 
race and ethnicity, with members of ethnic minority groups 
less likely to be covered. For example, in 2009, only 16% of 
the White U.S. population was uninsured compared to 32% 
of  Hispanic, 21% of Black, and 17% of Asian residents (U.S. 
 Census Bureau, 2013).

There are a number of reasons for lack of health insurance 
in such a large portion of the population. Slightly more than 
half (55.8%) of people under 65 years of age who had health 
insurance in 2009 received it as an employment-based ben-
efit (DeNavas-Walt et al., 2012). Those without insurance may 
be unemployed or work in jobs that do not provide insur-
ance coverage. Others may lose coverage due to job loss; loss 
of eligibility for Medicaid or State Children’s Health Insurance 
Programs (SCHIP); or loss of coverage through a spouse due 
to death, separation, or divorce (Kaiser Commission on Med-
icaid and the Uninsured, 2012a, 2012b). Even those eligible for 
 employment-based health insurance may not be covered due to 
inability to pay the beneficiary portion of premiums or compet-
ing priorities for limited incomes. For example, the average fam-
ily cost for employment-related health insurance was $15,745 in 
2012, comprising about 28% of total premium costs, beyond the 
ability of many families to afford. From 2002 to 2012, the over-
all cost of premiums increased by 97% and workers’ share of 
premiums increased by the same amount while wages increased 
by only 33% on average. In the 2009 National Health Interview 
Survey, 48% of those who were uninsured indicated that it was 
because of cost. Another 28% reported they had lost or changed 
jobs and so lost coverage, and 12% said their employers did not 
provide health insurance benefits or they were refused coverage 
by an insurance company (NCHS, 2011).

Lack of health insurance is associated with a variety of 
health effects. For example, the uninsured are less likely than 
those with insurance to receive cancer screening and other pre-
ventive services and are often less healthy in general than their 
insured counterparts. They are also less likely to comply with 
medication regimens for chronic diseases due to costs and may 
experience greater mortality.

Having health insurance is associated with better health 
status, a regular source of care, and more appropriate use of 
health care services. In addition, people with insurance are 
more likely to receive health-promotive and illness-preventive 
services (Kaiser Commission on Medicaid and the Uninsured, 
2012a). For example, in 2012, uninsured adults were five times 
more likely than insured adults not to have a regular source of 
care. Similarly, the uninsured were more than six times more 

likely to go without needed care due to cost and nearly five 
times more likely not to get a prescription filled than those 
with insurance (Kaiser Commission on Medicaid and the Un-
insured, 2012a).

According to a critical Institute of Medicine report (IOM, 
2003), lack of health insurance has implications for society as 
well as for the individuals involved. For example, lack of insur-
ance leads to premature death and loss of social productivity. 
In addition, the uncompensated care related to high numbers 
of uninsured individuals in the population may lead to health 
system closure and loss of providers, resulting in decreased 
community health care capacity. Because health problems have 
been allowed to escalate due to the inability to afford care, the 
ultimate societal costs for treatment are much higher than they 
would be if treatment was initiated earlier.

Lack of health insurance and its implications for access to 
needed health care services was recognized in the develop-
ment of the national health objectives. Access to health care 
 services is the first topical area addressed in Healthy People 
2020.  According to the U.S. Department of Health and Human 
 Services (USDHHS, 2013b), lack of access to health care leads 
to both personal and societal consequences that include unmet 
health needs, delay in receiving needed care, inability to obtain 
preventive services, and increased hospitalizations that might 
have been prevented. Healthy People 2020 objectives related to 
access to care are  presented on page 151. Many of the objectives 
are  developmental in nature, indicating that there is no baseline 
data for the current status of a particular objective. During the 
course of implementation of the objectives, baseline data will be 
 obtained and appropriate targets set for achievement by 2020.

Health Care reimbursement 
Systems
When people receive health care, those who provide care need 
to be paid for their services. Payment for health services or re-
imbursement, involves two aspects, the way in which payments 
are made and the source of the funds for payment. In this sec-
tion, we will discuss the approaches to paying for services, or 
reimbursement systems. Reimbursement is compensation, 
usually through a public or commercial insurance plan, for 
health services provided. Payment approaches to be addressed 
include retrospective and prospective reimbursement, capita-
tion, and a new approach termed pay-for-performance.

Retrospective Reimbursement
Retrospective reimbursement is payment for services ren-
dered based on the cost of those services; cost is determined 
after the fact. Forms of retrospective reimbursement include 
fee-for-service payment and discounted fee-for-service pay-
ment as well as per diem payment. In a fee-for-service system, 
providers are paid for each service rendered after that service 
has been provided. Fee-for-service payment is based on the 
unit of service, such as a single visit to a provider or a single 
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Healthy People 2020

Objectives for Access to Health Services

 
OBjeCtIVe

 
BaSelINe (yeaR)

 
taRget

CuRReNt Data 
(yeaR)

 
Data SOuRCe

AHS-1.1: Increase the proportion of 
 persons with health insurance

83.2% (2008) 100% 82.8%
(2011)

National Health  Interview 
 Survey (NHIS), CDC, NCHS

AHS-1.3: Increase the proportion of 
 persons with prescription drug coverage

Developmental Developmental NDA National Health Interview 
 Survey (NHIS), CDC/NCHS

AHS-2: Increase the proportion of 
 insured persons with coverage for clinical 
preventive services

Developmental Developmental NDA Children’s Health  Insurance 
Program (CHIP), CMS, AGing 
Integrated Database (AGID), 
AoA, CMS claims data, 
 Medicare Current  Beneficiary 
 Survey (MCBS), CMS

AHS-3: Increase the proportion of people 
with a usual primary care provider

76.3%
(2007)

83.9% 76.8%
(2010)

Medical Expenditure Panel 
Survey (MEPS), AHRQ

AHS-4: Increase the number of 
 practicing primary care providers

Developmental Developmental NDA 

AHS-5.1: Increase the proportion of 
persons of all ages who have a specific 
source of ongoing care

86.4%
(2008)

95% 86.8%
(2011)

National Health  Interview 
 Survey (NHIS), CDC, NCHS

AHS-6.2: Reduce the proportion of 
 individuals who are unable to obtain or 
delay in obtaining necessary medical 
care

7%
(2007)

4.2% 4.6%
(2010)

Medical Expenditure Panel 
Survey (MEPS), AHRQ

AHS-6.3: Reduce the proportion of 
 people who are unable to obtain or delay 
in obtaining necessary dental care

5.5%
(2007)

5% 5.8%
(2010)

Medical Expenditure Panel 
Survey (MEPS), AHRQ

AHS-6.4: Reduce the proportion of people 
who are unable to obtain or  delay in ob-
taining necessary prescription medicines

3.1%
(2007)

2.8% 3.3%
(2010)

Medical Expenditure Panel 
Survey (MEPS), AHRQ

AHS-7: Increase the proportion of  persons 
who receive appropriate  evidence-based 
clinical preventive services

Developmental Developmental NDA Medical Expenditure Panel 
Survey (MEPS), AHRQ

AHS-8: Increase the proportion of 
persons who have access to rapidly 
 responding prehospital emergency 
 medical services

Developmental Developmental NDA National EMS  Information 
 System (NEMSIS)

AHS-9: Reduce the proportion of 
 hospital emergency department visits in 
which the wait time to see an  emergency 
department clinician exceeds the 
 recommended time

Developmental Developmental NDA National Hospital  Ambulatory 
Medical Care Survey 
(NHAMCS), CDC, NCHS

NDA= No data available 
Source: U.S. Department of Health and Human Services. (2013a). Access to health services: Objectives. Retrieved from http://www.healthypeople.gov/2020/
topicsobjectives2020/objectiveslist.aspx?topicId=1
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procedure. Discounted fee-for-service mechanisms are used 
when third parties (e.g., an insurance company or health care 
plan) negotiates with providers who agree to charge less than 
their usual fee in return for being designated a “preferred 
 provider” to whom patients are routinely referred.

Per diem payment is a reimbursement arrangement in 
which a health care facility is paid retrospectively, at a flat 
rate per day, for the number of days a client was hospitalized 
or  received care. Per diem reimbursement is usually used for 
 institutional providers such as hospitals, skilled nursing facili-
ties, and long-term-care facilities.

Retrospective reimbursement has the disadvantage of en-
couraging health care providers to give services that may not 
be necessary, merely because they are reimbursable. A provider 
who can be reimbursed for each office visit may be tempted to 
see a client three times when two visits would suffice. Or tests 
and treatments may be given that are not strictly necessary. For 
example, a surgeon might suggest a hysterectomy to a woman 
when other, less expensive measures would be equally effective.

Prospective Reimbursement
In 1983, prompted by rising costs, the federal government in-
stituted prospective reimbursement for services provided un-
der Medicare. Prospective reimbursement is payment at a 
predetermined, fixed rate for a specific health care program 
or set of services (CMS, 2013f). Prospective payment rates are 
based on the extent of resources typically used in providing a 
given type of service. Prospective payment minimizes the im-
petus for providers to render unneeded services because they 
are paid on a per incident basis rather than on the basis of the 
number of services provided. Because prospective payment is 
based on the average amount of service required for a particu-
lar condition, health care providers actually lose money if they 
provide unneeded services.

Forms of prospective payment include diagnosis-related 
groups (DRGs), the Resource-Based Relative Value Scale 
(RBRVS), and capitation. Both DRG and RBRVS systems are 
based on payment for each episode of illness.

Prospective payment for services provided under the 
 Medicare program is based on clients’ diagnoses, with set 
fees for care of clients who fall into specific diagnosis-related 
groups. As we saw in Chapter 2 , DRGs are categories of cli-
ent diagnoses for which typical costs of care have been cal-
culated, based on the cost of specific services required. In the 
DRG system, health care organizations, such as hospitals and 
skilled nursing facilities, are paid a set fee based on a client’s 
diagnosis and the typical costs of care for someone with that 
diagnosis.

A similar prospective payment system, the Resource-Based 
Relative Value Scale (RBRVS), was initiated in 1992 for physi-
cian services provided to Medicare clients. In this system, the 
typical costs of a given health service have been calculated based 
on the prevailing cost for that service in a particular locale. 
Physicians providing a given service are paid a flat fee based on 

the estimated cost of the service. Costs are based on the cod-
ing categories of the Current Procedural  Terminology Manual 
(CPT) developed by the American Medical  Association (AMA) 
and used for Medicare billing purposes. The Healthcare Com-
mon Procedure Coding System (HCPCS), also based on the 
AMA’s CPT codes, is used in the National Correct Coding Ini-
tiative for providers billing Medicaid (CMS, 2014a). Variations 
of the RBRVS are also used by commercial insurance organiza-
tions to reimburse health care providers.

Capitation
Capitation is a particular type of prospective reimbursement 
in which the provider or health care system is paid a set prede-
termined fee for a defined set of health services for each client 
enrolled in a particular health plan (Goldsteen & Goldsteen, 
2012). In a capitated system, a third-party payer, such as an in-
surance company or health plan, pays providers on the basis of 
the number of persons enrolled in the plan who select the par-
ticular provider. Capitation has the advantages of certainty for 
the payer in terms of the cost of services and for the provider 
in a guaranteed patient population. However, the provider 
must provide all needed services under a fixed budget and may 
lose money if clients’ service needs exceed the amount of pay-
ment. Capitation is a prominent feature of many managed care 
plans, which will be discussed in the section on commercial 
insurance.

Pay-for-Performance
Pay-for-performance reimbursement is a relatively new ap-
proach to paying for health care services in which providers and 
health care institutions receive bonus payments for achieving 
specific quality outcomes. For example, providers whose immu-
nization rates reach certain targets may be given additional in-
come by insurance providers. Pay-for-performance may occur 
in the form of additional payments for meeting global threshold 
targets for an entire client population or using a piece-rate per-
formance reimbursement approach in which the provider is re-
warded for each client that meets designated benchmarks. This 
system has the advantage of rewarding high performing pro-
viders and organizations, but may not promote improvement 
in low performers. In addition, it may encourage providers and 
health care delivery systems to avoid high-risk clients for whom 
it is more difficult to achieve the targeted outcomes. Pay-for-
performance has been shown, however, to improve immuniza-
tion rates in systems in which it has been implemented (Chien, 
Li, & Rosenthal, 2010).

A reverse approach to pay-for-performance has been initi-
ated by Medicare with its “never events.” In 2002, the National 
Quality Forum (NQF) developed a list of serious reportable 
events (SREs) that are serious errors and events that include 
both “errors caused by care management (rather than the un-
derlying disease) and errors that occur from failure to follow 
standard care or institutional practices and policies” (NQF, 
2006, p. 1).The list includes 28 events in six categories: surgical 
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events, product or devices events, patient protection events, 
care management events, environmental events, and criminal 
events. These SREs or “hospital-acquired conditions” (HACs) 
are basically preventable with quality care and should “never 
occur.” Based on the concept of SREs, Medicare  developed 
a list of hospital-acquired conditions incorporating mul-
tiple diagnostic codes, for which health care institutions will 
not be reimbursed for care (although care to address  adverse 
 patient effects must be provided). An initial list of eight non-
reimbursable conditions was instituted in 2008, but has since 
been expanded (CMS, 2012b; Healy & Cromwell, 2012). The 
Affordable Care Act required that similar provisions for 
non- reimbursement of these events be incorporated into the 
 Medicaid reimbursement system (Medicaid.gov, n.d.c). These 
events have significant  financial implications in that health care 
organizations are not reimbursed for care provided for these 
preventable conditions. Institution of non-reimbursement 
for such events,  however, has led to a decline in the rates of 
several HACs including falls and trauma, catheter-associated 
urinary tract infections, and deep vein thrombosis/pulmonary 
 embolism (Healy &  Cromwell, 2012).

Health Care Funding Sources
The second aspect of payment for health care services  involves 
the source of funds for payment. Sources of health care 
 funding include personal payment, commercial insurance, 
 government-funded programs, and charity.

Personal Payment
Perhaps the easiest to understand and least often used ap-
proach to financing health care is personal payment. In a per-
sonal payment system, when you see a provider for care, you 
pay him or her directly out of your pocket. Personal payment 
tends to be used by the very wealthy, by the uninsured (if they 
can afford any payment at all), or for certain specific goods and 
services that are not covered under an insurance plan. For ex-
ample, if you do not have vision coverage in your health insur-
ance plan, you would personally pay for your eye examination, 
new glasses, and so on. The entire risk for the costs of health 
care rests on the recipient of care.

Personal payment for health care services and products 
comprises one part of out-of-pocket expenses incurred by 
people who receive health care services. Insurance premi-
ums, deductibles, and copayments are the other components 
of out-of-pocket funding. Premiums are the periodic, usu-
ally monthly, amounts paid for health insurance benefits.  
A  deductible is the amount of money that you must pay out- 
of-pocket before an insurance plan begins to pay for any care.  
A copayment or coinsurance payment is a fixed amount or 
 percentage of costs that a client pays for each visit or  service 
provided (Goldstein & Goldstein, 2012). Copayment is over 
and above the amount that is covered by one’s health insur-
ance. In 2012, out-of-pocket payments accounted for 14% of 
U.S. health care expenditures, compared to nearly 34% from 

private insurance and 45% from public sources (CMS, 2013c). 
Out- of-pocket expenses can be fairly significant, with more 
than 8% of people with health care expenses paying more than 
$2,000  out-of-pocket in 2006 (NCHS, 2013).

Personal payment is also the funding approach used in flat-
rate medical clinics that are becoming more common in the 
United States. Flat-rate clinics charge clients a fixed or flat rate, 
typically on a monthly (e.g., $100 a month) or per-visit basis 
(e.g., a flat rate of $30 for each visit) for routine health care. 
Many of the recipients of care at flat-rate clinics have health 
insurance coverage for hospitalization, but use the clinics to 
address routine illness needs (McDonald, 2012). In flat-rate 
clinics, the risk for the cost of care is borne by the clinic.

Commercial Insurance
Commercial insurance may involve either traditional fee-
for-service retrospective reimbursement or a managed care 
approach to health care services. In traditional indemnity in-
surance plans, the client or his or her employer pays for in-
surance coverage. When services are provided, the insurance 
plan “indemnifies” the client, compensating him or her for the 
expenses incurred in obtaining services. Sometimes the client 
pays for services and is reimbursed for the payment; more of-
ten, however, insurance companies pay providers directly. Pay-
ment is made retrospectively after services are provided and is 
based on whatever fee the provider charges.

Managed care has no single definition but refers to a set of 
principles that govern provider–payer–recipient relationships 
or “a system of health care delivery that influences or  controls 
utilization of services and costs of services by providing both the 
financing of care and the health services for covered  individuals” 
(Goldsteen & Goldsteen, 2012, p. 290). In  managed care, the 
payer and provider functions of health care are  combined in 
the same organization. This is in contrast to more  traditional 
indemnity insurance, in which the insurance  company 
pays for care but does not actually provide the care given.  
A managed care organization (MCO) is a system of health care 
delivery that attempts to control costs while being  accountable 
for the health outcomes of a group of enrolled individuals 
(Goldsteen & Goldsteen, 2012). MCOs are  characterized by 
integration of funding and delivery systems and a comprehen-
sive array of services. In 2010, 99% of the U.S. population who 
received health insurance through an employer were enrolled 
in some form of managed care plan (Claxton et al., 2010), and 
managed care plans covered more than 135 million people 
(Managed Care On-line, 2011).

Despite a wide and growing variety, managed care plans usu-
ally have two elements in common. First, they generally require 
some form of authorization for services, particularly specialty 
services, and second, they usually include some restriction 
on choice of providers. The types and forms of MCOs create 
a veritable alphabet soup and include open- and closed-panel 
health maintenance organizations (HMOs), preferred pro-
vider organizations (PPOs), point of service (POS) plans, and 
others. Managed care organizations are usually characterized 
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by a specific enrolled population, a designated set of covered 
services (usually including a variety of health-promotive and 
illness-preventive services), and a fixed subscription or enroll-
ment premium that covers all designated services. Table 6-1•  
summarizes key features of some of the more common forms 
of MCOs.

Commercial insurance may be purchased individually 
by private individuals or through employment-based group 
health plans. Both forms of commercial insurance will be dis-
cussed briefly.

INdIvIduAL INSurANCE. Individual health insurance is 
purchased by an individual directly from an insurance company. 
It tends to be expensive because the individual does not have 
the bargaining power of a large entity such as a corporation that 
can guarantee the insurance company a number of subscribers. 
Individual policies also tend to have limited coverage, again 
because of the expense. Some people may not be eligible for 
such policies because of existing health conditions that make 

them a poor economic risk for the insurance company. Under 
the Consolidated Omnibus Reconciliation Act (COBRA), 
individuals who have been insured under an employment-
based group plan may continue individual coverage at the 
group premium rate for 18 months after termination of 
employment. This legal provision is available whether or not 
there is a preexisting medical condition, but the individual is 
responsible for the entire cost of the premium, which makes 
it unaffordable for many people following a job loss (U.S. 
Department of Labor, n.d.).

EmPLOymENT-BASEd GrOuP HEALTH PLANS. By 
far the greatest number of people with commercial insurance 
obtains it by way of employment. Because of the number of 
people they insure, employers are able to obtain insurance for 
whole groups of employees at discounted rates not available to 
individual purchasers. Employment-based insurance is popular 
because it is purchased with pretax dollars. Employee health 
benefits are a pretax deduction for the employer and are not 

TABLE 6-1 Key Features of Common Forms of managed Care Organizations

Type of mCO Key Features

All MCOs Provide comprehensive health care to an enrolled group for a specified fee (premium). Emphasize health 
promotion and illness prevention as means of minimizing costs. Attempt to minimize costs by providing 
care in the least expensive environment with the least expensive provider.

Health maintenance organization (HMO) Depends on subtype (see below). Members are generally restricted to services from providers within 
the plan. Services provided outside the plan are not covered and the member is liable for the full cost 
of  outside services. Primary care providers (PCPs) function as “gatekeepers” preventing members from 
seeking specialty care without authorization.

Open-panel HMO HMO contracts with groups of providers who may see clients from other MCOs as well as fee-for-service 
clients.
•	Direct	contract—HMO	contracts	directly	with	independent	physicians	for	service	for	its	members
•	Individual	Practice	Association	(IPA)—HMO	contracts	with	groups	of	physicians

Closed-panel HMO Providers see only members of the particular HMO, usually in facilities provided by the HMO.
•	Group	model—HMO	contracts	with	a	group	of	providers	and	hospitals	separately	to	provide	services	

exclusively for HMO members (also known as an exclusive provider organization, EPO)
•	Staff	model—HMO	employs	providers	on	a	salaried	basis

Network model HMO HMO contracts with several large multispecialty groups of providers that operate independently of each other.
Mixed model HMO Same HMO incorporates two or more of the above types of arrangements. So a given HMO might have 

separate closed-panel and open-panel segments that usually operate independently of each other.
Individual Practice Association (IPA) Group of independent providers (usually physicians) forms an association to contract with managed care 

organizations to provide services to MCO enrollees.
Preferred provider organizations (PPOs) MCO includes a group of independent “preferred providers” (hospitals, physicians, and other  providers) 

that provide services at a discounted rate to MCO members. If members choose to obtain services 
 outside the plan, they are covered at a reduced rate, and the member must pay the difference (usually 
20% of costs).

Point of service (POS) plans Plan members choose a participating PCP who serves as a gatekeeper for specialty care. Specialty care 
requires a referral, but the member may choose to see a specialist outside the plan and pay a higher 
 deductible, copayment, or both. Differentials may be as high as 20% to 40% of the cost of services.

Integrated delivery systems (IDSs) Coordinated network of health care organizations that provide a continuum of services to a defined 
population. Characterized by a defined population, a defined set of services, clinical and administrative 
integration of services and information systems, a capitated payment system, and pooled revenues from 
several sources. Emphasizes centralized planning and management and a shared mission and vision. 
Includes hospital beds and at least one long-term-care service. May include contracts with several HMOs 
for the provision of services.

Other weird arrangements (OWAs) Because of the proliferation and combination of features of many different models of MCOs, there are 
other types of plans that defy description. These models are collectively referred to as OWAs.
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currently considered taxable income for employees. In 2011, 
56% of the U.S. population under 65 years of age obtained 
health insurance through an employer (NCHS, 2013), and 67% 
of the total U.S. population were enrolled in some sort of group 
health insurance plan (U.S. Census Bureau, 2013).

As we saw earlier, however, significant segments of the pop-
ulation are not eligible for employment-based health insurance. 
In 2013, only 72% of civilian workers in the United States had 
access to employment-based health benefits, and only 56% ac-
tually participated in benefits plans. Participation rates were 
even lower for low-income workers, with only 42% of those 
with wages in the lowest 25% participating (U.S. Bureau of 
Labor Statistics, 2013b). Access to health insurance benefits is 
somewhat dependent on the size of the employer’s workforce 
with 86% of companies with more than 100 employees provid-
ing access to health benefits compared to only 57% of those with 
fewer than 100 workers (U.S. Bureau of Labor Statistics, 2013b). 
Retirees may also lack access to continued employer-sponsored 
health insurance benefits. In 2010, for example, less than 18% 
of workers were employed by companies that provided health 
benefits to early retirees who were not yet eligible for Medicare. 
Those organizations that do offer retiree health insurance cov-
erage are changing to less expensive benefits packages, increas-
ing premiums, or reducing eligibility (Fronstin & Adams, 2012).

In addition, the cost of group health plan premiums, while 
not as expensive as individual insurance coverage, has contin-
ued to escalate, with annual increases in insurance premiums 
consistently outstripping wage increases and overall inflation 
rates. From 2003 to 2013, the average annual health insurance 
premium increased by 80%, and the contribution required of 
the average employee increased by 89% (Kaiser Family Foun-
dation and Health Research & Educational Trust, 2013). In 
2013, the average monthly premium for employment-based 
family insurance was $901 for all U.S. civilian workers, with ap-
proximately 31% of the cost of premiums contributed by the 
employee (U.S. Bureau of Labor Statistics, 2013b).

Employers are faced with one of several unpalatable options 
due to rising premium costs: (a) pay the increased premiums, 
thereby reducing their profit margins, (b) reduce the level of 
benefits covered, (c) pass a larger share of health insurance 
costs on to employees (e.g., a greater percentage of premiums 
and larger deductibles and copayments), or (d) discontinue 
coverage altogether (Kaiser Family Foundation and Health 
Research & Educational Trust, 2013). For example, in 2009, a 
single-person employment-based insurance policy required 
an average deductible of $917, and the average deductible for 
family coverage was $1,761. Similarly, nearly 73% of employer-
sponsored health plans required a copayment for each doctor 
visit, with an overall average copayment of $21.53. In addition, 
covered employees were required to pay 18.6% of the cost of 
care as a coinsurance payment (Davis, 2011).

Increases in the cost of health insurance have led to a pro-
liferation of types of employment-based coverage in an effort 
to reduce costs to employers, including defined benefits plans, 
defined contribution plans, fixed contribution plans, and 

 consumer-driven plans. In defined benefits plans, employers 
select a predetermined set of benefits that are covered by the 
plan. Differing sets of benefits may be available under different 
plans or from different companies. For example, benefits may 
or may not cover reproductive services such as contraception. 
Similarly, dental insurance plans may or may not cover any 
amount for orthodontics. Employees of large companies may 
have a choice among several different defined benefits plans.

In a defined contribution plan, the employer provides a set 
amount of money to each employee, which the employee can 
use to purchase whatever type of insurance plan is desired. 
Defined contribution plans have more advantages for employ-
ers than employees. Employers’ health insurance costs remain 
constant, but employees may find that the amount provided 
does not go far to cover the costs of a desirable health insur-
ance plan. In a fixed contribution plan, the employer chooses 
a specific benefits package and provides a fixed amount toward 
the premiums for that package, with the expectation that the 
employee will pay the difference in the cost of the plan.

A fourth approach is a consumer-driven plan, in which the 
employer usually provides a defined catastrophic coverage for 
serious illness or injury as well as a flexible health care spending 
account. The employee can then use the amount in the health 
spending account to pay directly for any other health care ex-
penses incurred. Health spending accounts are similar to the 
health savings accounts allowed by the Internal Revenue Service. 
A health savings account is money contributed by the employee 
through payroll deduction prior to taxes that is available for cer-
tain health care expenses not covered by insurance plans. The 
health spending account included in a consumer-driven health 
plan differs in that the contribution is made by the employer 
rather than the employee. In many such plans, monies left in a 
health spending account can be carried over in subsequent years; 
in others, whatever money is not spent in a given year is forfeited.

Consumer-driven plans have the advantage of covering cat-
astrophic events, the most expensive area of health care, with 
flexibility for addressing other health care needs. They have the 
disadvantage of controlling only the small portion of health 
care expenditures outside of catastrophic coverage. In addi-
tion, there is concern that ill-informed consumers may make 
poor health choices that later lead to the need for more costly 
services. Attempts to prevent this from occurring include the 
incorporation of online access to health-related information 
and nurse counseling and coaching. There is also the possibil-
ity that if many people who receive employment-based health 
care coverage opt for consumer-driven plans, it will reduce the 
number of people with traditional commercial insurance, driv-
ing prices beyond the capacity of many to afford.

The options available to most employees whose employers 
provide health insurance benefits include some form of man-
aged care plan. Most employers who provide access to health in-
surance (84%) offer only one option, with larger employers more 
likely to offer more than one plan option. Among all U.S. civil-
ian firms, 24% offered access to HMOs, 53% to PPOs, and 25% 
to POSs. Only 2% offered employees the option of conventional  
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fee-for-service insurance. A growing percentage of busi-
nesses (15% in 2010) offered eligible employees the choice of 
high- deductible health plans with a savings option (HDHP/
SOs). These plans are similar to consumer-driven plans dis-
cussed earlier and are characterized by a high annual deduct-
ible amount (averaging $1,700 to $2,000) to be paid by the 
employee before the insurance plan provides any coverage 
coupled with a Health Savings Account or Health Reimburse-
ment Arrangement. In the health savings account, the em-
ployee makes nontaxable contributions to the account to be 
used for health-related expenses. In a health reimbursement ar-
rangement, the contribution is made by the employer (Claxton 
et al., 2010). HDHP/SOs generally have lower premium costs 
than other group plans (Kaiser Family Foundation and Health 
Research & Educational Trust, 2013). Figure 6-2 • depicts the 
process of health care funding through employment-based 
managed care participation.

Self-funded insurance is another option selected by some 
businesses to minimize insurance costs. Self-funded insurance 
and self-insurance are more radical approaches taken by some 
large employers and unions. In a self-funded insurance plan, 
an employer collects pooled premiums from its employees and 

uses funds that would have paid insurance company premiums 
to pay for the costs of care provided to employees and their de-
pendents. Self-insured programs are similar, but the employing 
organization hires a third party (often a commercial insurance 
company) to administer the program and process claims. Some 
physician networks assist companies in developing self-funded 
insurance plans and may negotiate to provide services under 
the plan. Plans may also include PPO and POS managed care 
options (PhysiciansCare Health Plans, n.d.b). Self-funded 
 insurance is one component of the “other third-party” source 
of health care funding depicted in Figure 6-1.

Self-funded plans have a number of advantages for employ-
ers allowed under the Employee Retirement Income Security 
Act (ERISA). They avoid the third party that increases pre-
mium costs. In addition, costs are based on the level of pooled 
risk of the company’s employees, not all participants in an 
insurance program. Since employees of many companies are 
relatively young and healthy, this decreases costs. Self-fund-
ing avoids the premium tax collected by state governments 
as a percentage of commercial insurance premiums, and self-
funded programs are exempt from state insurance regulations. 
Although they are regulated by the U.S. Department of Labor, 
they do not have to meet the minimum benefits requirements 
of commercial plans and can provide a health benefits package 
tailored to the needs of the company’s employees (Physicians-
Care Health Plans, n.d.a).

In self-funded plans, the risk for excessive health care costs 
is borne by the employer or union. However, these organiza-
tions often get around this disadvantage by purchasing cor-
porate insurance protecting them against catastrophic losses 
(PhysiciansCare Health Plans, n.d.b).

HEALTH INSurANCE ExCHANGES. Under the Patient 
Protection and Affordable Care Act [HP 3590], enacted in 2010, 
each state is required to establish some form of health insurance 
exchange by 2014. The exchanges are designed to permit 
individuals and small businesses to shop for affordable health 
insurance coverage. States have some options in the development 
of the exchanges. The state may create its own exchange or 
separate exchanges for individuals and small businesses or let 
the federal government administer a state exchange. States may 
also choose to cooperate with other states to create regional 
exchanges (Alliance for Health Reform, 2010a).

State insurance exchanges will offer a variety of plans pro-
viding federally designated tiers of coverage. These tiers are as 
follows:

•	 Bronze	tier:	Covers	60%	of	costs	for	all	services	included	in	
the plan (exclusive of premiums)

•	 Silver	tier:	Covers	70%	of	costs	for	all	services	included	in	
the plan

•	 Gold	tier:	Covers	80%	of	costs	for	all	services	included	in	the	
plan

•	 Platinum	tier:	Covers	90%	of	costs	for	all	services	included	
in the plan (Healthcare.gov, n.d.a).

FIguRe 6-2 Health Care Funding through employment-based 
Managed Care Plan enrollment

Services

Copay

Provider

Employees

PremiumEmployer

Additional
premiums
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The exchanges will have the advantage of buying power 
due to the number of people involved, so coverage will be less 
expensive than is currently the case for individuals and com-
panies with small numbers of employees. State exchanges may 
be administered by state government agencies or by nonprofit 
groups (Alliance for Health Reform, 2010b) and will be avail-
able only to citizens and legal residents of the United States. 
They will not be available to anyone who is incarcerated, so 
it will not assist state and local law enforcement agencies to 
reduce the costs of health care to prisoners (Kaiser Family 
Foundation, 2013). They may, however, be available to per-
sons awaiting trial. Whether or not coverage will terminate 
if conviction occurs or will merely be suspended is yet to be 
 determined. The requirements to be met by state insurance 
 exchanges are highlighted at right. Data from one of the larg-
est existing state risk pools cover too few of the uninsured to 
resolve the overall problem of access to care, and concerns exist 
over how those enrolled will be integrated into the reformed 
health care system. As of September 2010, 27 states and the 
District of Columbia had chosen to administer their own risk 
pools, and the other 23 states had opted for a federally adminis-
tered plan (Blewett, Spencer, & Burke, 2011).

Government-Funded Care
Federal, state, and local governments are another significant 
source of health care funding in the United States. In govern-
ment-funded health programs, the risk for the costs of care is 
borne by the government, and ultimately by taxpayers. In 2012, 
43% of the insured population in the United States was covered 
by government health insurance (U.S. Census Bureau, 2013), 
and government funding sources paid for 45% of personal 
health care expenditures in the United States. (CMS, 2014d). 
These funds primarily fall into the Medicare and Medicaid 
sources of funding depicted in Figure 6-1. The remainder of 
federal government programs (e.g., Department of Veterans 
Affairs, Department of Defense, and so on) fall into the “other 
third-party” category in the figure.

Federal, state, and local governments have a variety of pro-
grams that finance health care. The two major federal gov-
ernment programs are Medicare and Medicaid. Medicare is 
designed to provide care for the elderly and certain individuals 
who are disabled. The Medicaid program is jointly financed by 
federal and state funds and was developed to address the health 
care needs of the poor. Other federal health care programs in-
clude the Department of Veterans Affairs, military programs 
including Department of Defense facilities and the TRICARE 
program, the Federal Employee Health Benefits Program 
( FEHBP), the Indian Health Service, and the National Health 
Service Corps.

The Department of Veterans Affairs and the Indian Health 
Service provide services for selected population groups, military 

Health care reform. (Nebari/Fotolia)

Requirements for State Insurance Exchanges

•	 Provide	easy	web-based	access	to	information	on	plan	
options, benefits, and costs in a standard format.

•	 Operate	a	toll-free	hotline	to	provide	information	to	
consumers.

•	 Assist	in	screening	and	enrolling	eligible	persons	in	existing	
public insurance programs.

•	 Use	a	standardized	enrollment	form	for	all	plans	and	
programs.

•	 Use	consumer	navigators	to	help	consumers	or	employers	
make health insurance decisions.

•	 Inform	consumers	of	satisfaction	and	quality	ratings	of	
insurance plans available through the exchange.

•	 Offer	plans	that:

•	 Cover	the	basic	federal	benefits	package	and	any	
additional benefits mandated by the state.

•	 Include	caps	on	out-of-pocket	spending	for	plan	
enrollees.

•	 Offer	only	designated	tiers	of	coverage	and	offer	at	least	
one silver and one gold level plan.

•	 Have	an	adequate	number	of	health	care	providers	in	 
the plan.

•	 Meet	specified	marketing	standards.
•	 Meet	relevant	quality,	quality	improvement,	and	

accreditation standards.
•	 Meet	transparency	standards,	including	disclosure	of	

claims denials.
•	 Make	prior	justification	for	premium	increases.

•	 Solicit	consumer	and	public	input.

•	 Publish	financial	information	and	be	audited	by	the	
Department of Health and Human Services.

•	 Be	self-financing	through	premiums	and	other	state	
resources by January 2015.

Data from: Families USA. (2010). Implementing health insurance exchanges:  
A guide to state activities and choices. Retrieved from http://familiesusa.org/
sites/default/files/product_documents/Guide-to-Exchanges.pdf

Highlights 
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veterans and Native Americans, respectively. Both Department 
of Defense and TRICARE programs provide services to active-
duty members of the military, retirees, and their dependents. 
Department of Defense facilities are managed and staffed by 
the military. TRICARE, on the other hand, is a program by 
which members of the military, retirees, and their dependents 
receive care in the civilian sector with funding provided by the 
federal government. TRICARE is also available to members of 
the National Guard and Reserves and their families. TRICARE 
functions much like traditional commercial health insurance 
or managed care plans and provides several options includ-
ing dental and pharmacy coverage options. A similar type of 
program, FEHBP, serves employees of federal agencies outside 
of the military. In this program, the federal government func-
tions primarily as an employer purchasing employment-based 
health insurance for employees, just as in the private sector 
(U.S. Office of Personnel Management, n.d.). The National 
Health Service Corps is designed to provide health care ser-
vices in underserved areas of the country. Like Medicaid, the 
SCHIP is funded by the federal government but administered 
by the states. The SCHIP program was initiated to provide care 
for poor children who did not meet eligibility requirements 
for Medicaid (Medicaid.gov, n.d.a). Medicare, Medicaid, and 
SCHIP are discussed in more detail below. Local jurisdictions, 
such as counties, often have programs that fund health services 
for indigent persons who are not eligible for Medicaid.

mEdICArE. Medicare is part of the social insurance 
program arising from provisions of the Social Security Act. 
Under Medicare, people over 65 years of age who are eligible 

for Social Security benefits receive partial coverage of health 
services. Certain other individuals, such as the disabled and 
those with end-stage renal disease who require renal dialysis 
or transplant, are eligible for Medicare coverage before age 
65 (CMS, 2013d; Social Security Administration, 2010). In 
2011, Medicare provided coverage for approximately 48.6 
million people, including 39 million over 65 years of age and 
8.3 million non-elderly people with permanent disabilities. 
Federal expenditures for Medicare in 2011 amounted to nearly 
$514.3 million and the federal allocation for 2012 was over  
$545 million (CMS, 2011).

At its inception in 1965, Medicare was intended to pro-
tect the elderly against expensive hospitalizations. The op-
tional Medicare Part B was added to cover physician expenses. 
Medicare Part C, previously called Medicare + Choice and 
now Medicare Advantage, was instituted in 1997 to provide 
beneficiaries with a choice of options among traditional fee-
for-service practices and managed care plans (Social Security 
Administration, 2010). Medicare Part D, Medicare Prescrip-
tion Drug Coverage, was initiated under the Medicare Pre-
scription Drug, Improvement, and Modernization Act of 2003 
and was fully implemented in 2006. Each of the components 
of Medicare will be discussed briefly. Elements of each compo-
nent are summarized in Table 6-2•.

Medicare Part A covers medically necessary  hospitalization, 
care in a skilled nursing facility (SNF), some home health care, 
hospice services, and blood administered in an  inpatient  setting. 
Part A coverage is available to all participants in the  Social Secu-
rity program and is provided without additional  premiums to 
those who are eligible for Social Security or  railroad  retirement 

TABLE 6-2 Components of medicare

medicare Component Services Premiums (2014) deductible (2014) Copayment

Part A •	Hospitalization
•	Skilled	nursing	facility
•	Home	health
•	Hospice
•	Blood	(given	in	an	

 inpatient setting)

•	None	for	99%	of	
 Medicare beneficiaries

•	$426/month	for	those	
who are otherwise 
ineligible

$1,216/benefit	period Hospitalization
•	None	for	first	60	days
•	$304/day	for	days	61–90
•	$608/day	for	days	91+

Part B •	Physician	services
•	Outpatient	services
•	Some	home	health	care
•	Durable	medical	

equipment
•	Screening/preventive	

services

$104.90/month	(2014) $147/year	for	approved	
services

•	20%	of	cost	for	most	
services

Medicare Advantage Plans •	Replaces	Medicare	A	&	
B for enrollees

•	May	include	additional	
services

Based on plan Based on plan Based on plan

Medicare Part D Prescription drug services Based on plan Maximum/year deter-
mined by CMS

•	25%	of	drug	costs	from	
$250	to	$2,850

•	47.5%	of	the	cost	of	brand	
name drugs and a variable 
amount for generic drugs 
(2014)
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benefits, a dependent parent of an eligible dead child, those 
meeting disability eligibility criteria, and spouses of those who 
paid Medicare taxes through their  employment, and those with 
kidney failure (Social Security Administration, 2010). Fund-
ing for Medicare Part A is derived from nonvoluntary Social 
 Security payroll taxes on one’s income with a matching pay-
ment from the employer. Elderly people who do not meet the 
eligibility criteria may enroll in Medicare Part A with payment 
of a monthly premium, and state assistance with premiums is 
available for low-income elderly (CMS, 2013d, 2013e; Cuban-
ski et al., 2010).

Part A benefits begin after the beneficiary has incurred the 
specified annual deductible amount ($1,216 in 2014) (CMS, 
2013b). Benefits are paid within a benefit period. A benefit pe-
riod begins with admission to a hospital or SNF and ends when 
no further hospital or SNF care has been received for 60 con-
secutive days. One may have several benefit periods within a 
given year and must pay the deductible for each benefit period. 
Within each benefit period, Medicare pays all covered costs 
for the first 60 days. For hospitalizations longer than 60 days, 
the beneficiary pays a copayment for each additional day ($304 
a day for days 61 to 90 and $608 a day after 90 days in 2014) 
(CMS, 2013b).

Medicare Part B covers medically necessary provider ser-
vices, outpatient care, some home health care, and other ser-
vices that are not covered under Part A (CMS, 2012c). Part B 
also covers a variety of preventive services including colorectal, 
breast, cervical, and prostate cancer screening; osteoporosis 
screening; immunizations; and so on.

Part B coverage is optional and entails payment of an ad-
ditional premium similar to that paid for private health 
insurance, but much less costly. Due to recent changes in regu-
lations, premiums are now somewhat higher for recipients with 
higher incomes than for the general population (Social Security 
Administration, 2010). By law, the Medicare Part B premium 
must be sufficient to cover 25% of the program’s costs, so the 
premium increases each year as health care costs increase. 
For 2014, the monthly premium was $104.90; the same as for 
2013 (CMS, 2013b). Part B premiums may be slightly higher 
for Medicare beneficiaries who did not enroll in Part B when 
they first became eligible. Beneficiaries with incomes less than 
135% of the federal poverty level may receive assistance with 
their Part B premiums, and for some Medicare enrollees, the 
Medicaid program pays their Medicare Part B premiums.

Like Part A, there is a deductible amount that must be paid 
before Part B coverage begins ($147 in 2014), but unlike Part A,  
the Part B deductible is paid only once a year. In addition to the 
monthly premiums and annual deductible, beneficiaries pay a 
copayment for Medicare-approved services or supplies. Provi-
sions of the Affordable Care Act eliminate cost-sharing (de-
ductible and copayment) requirements for preventive services 
under Medicare.

If health service providers accept Medicare assignment, 
beneficiaries do not have any additional costs for Medicare-
approved services. Assignment is an agreement whereby the 
Medicare beneficiary agrees to allow the service provider to 

bill Medicare directly for services or goods (e.g., a walker or 
ventilator) provided. In return, the provider agrees to accept 
the Medicare reimbursement amount as full payment. If pro-
viders do not accept assignment, the greatest amount that the 
beneficiary can be charged for a Medicare-approved service or 
product is 15% above the Medicare-approved amount for that 
service or product. This is called the limiting charge.

As noted earlier, Medicare Part C, or Medicare  Advantage, 
was intended to permit Medicare enrollees to exercise the 
same options with respect to their health care as others in the 
U.S. population and to take the place of medigap plans or 
supplemental insurance to cover costs for services not pro-
vided  under Medicare. Specifically, the program allowed ben-
eficiaries to apply their Medicare funding to enrollment in a 
Medicare-approved managed care plan. Medicare Advantage 
Plans may include health maintenance organizations, preferred 
provider organizations(PPOs), and Medicare private fee-for-
service plans, depending on what is available in a given locale 
( Medicare.gov, n.d.b). In 2010, 24.6% of Medicare Part A and 
20.4% of Part B disbursements were made to managed care or-
ganizations (CMS, 2011).

Medicare HMOs and PPOs are similar to those discussed in 
the section on employment-based group health plans. Medicare 
special needs plans provide coverage to select groups of people, 
such as nursing home residents, those who are eligible for both 
Medicare and Medicaid, and those with certain chronic or dis-
abling conditions. Medicare private fee-for- service plans allow 
recipients to choose any provider that accepts the plan, and 
the plan determines what the recipients’ share of the cost will 
be. Some Medicare Advantage Plans also include prescription 
drug coverage and services not included under the Original 
Medicare Plan (Parts A & B). Like Medicare Part B, there is 
usually an additional premium for a Medicare Advantage plan 
that is paid by the enrollee.

In 2006, the major provisions of the Medicare Prescrip-
tion Drug, Improvement, and Modernization Act of 2003 
were implemented as Medicare Part D, Medicare Prescription 
Drug Plans. This drug subsidization program is available to 
all Part A, B, and C recipients and requires beneficiaries to 
enroll in one of many Medicare Prescription Plans offered by 
private insurance companies. Although described as a “vol-
untary” plan, Medicare beneficiaries who choose not to enroll 
in a prescription plan will be required to pay increased pre-
miums of 1% for every month that they delay coverage, un-
less their drug coverage during that time was as good as Part 
D coverage (Social Security Administration, 2010). For some 
Medicare recipients, prescription drug coverage may be pro-
vided under Medicare Advantage plans rather than specific 
Part D plans (Medicare.gov, n.d.a). Prescription drug cover-
age plans vary in terms of costs, drugs covered, and pharma-
cies participating. Medicare beneficiaries with incomes below 
135% of poverty level can get assistance with Part D premi-
ums, and those between 135% and 150% of poverty level can 
receive partial assistance (CMS, 2013a). In 2010, more than 
28 million  Medicare beneficiaries were enrolled in Part D 
prescription plans (CMS, 2011).
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Plan beneficiaries pay a deductible amount prior to cover-
age. The deductible varies from plan to plan, but cannot ex-
ceed the amount specified by CMS for a given year. After the 
deductible is paid, the beneficiary pays a copayment (typi-
cally 25% of the cost) for each prescription until costs reach a 
specified amount ($2,850 in 2014). Once total drug costs have 
reached that amount, the beneficiary pays 47.5% of brand 
name drug costs and a specified amount for generic drugs 
that will decrease to 25% by 2010 until total drug expendi-
tures for the year reach another set amount, at which point 
the  beneficiary resumes paying a small copayment for each 
 prescription. Drug costs in the specified window are referred 
to as the “ doughnut hole,” or gap in prescription drug care cov-
erage under  Medicare (Medicare.gov, n.d.a). The Affordable 
Care Act provided a $250 rebate for Medicare beneficiaries in 
the doughnut hole during 2010 and will eventually close the 
coverage gap completely (Alliance for Health Reform, 2010b).

Although the Medicare program has provided significant 
assistance to the elderly population with respect to hospital-
ization and, to a lesser extent, provider services, it does not 
provide adequate coverage in a number of areas. For example, 
mental health services are only partially covered, and long-term 
custodial health care is not addressed at all by the program. As 
we saw earlier, prescription drug coverage may be inadequate 
even with Medicare Part D. Medicare has begun to provide for 
some preventive services such as influenza and pneumonia im-
munization and mammography, but these are generally con-
sidered insufficient to meet the health promotion needs of the 
elderly population.

mEdICAId. The Medicaid program was established in 
1965 to provide health care services to a large segment of the 
population who could not otherwise afford care. Its original 
purpose was to integrate the indigent into mainstream health 
care services. Medicaid and the Children’s Health Insurance 
Program (CHIP) provide services for more than 60 million 
people in the United States, including 31 million children, 
11 million non-elderly low-income parents, caretakers, 
pregnant women, and other adults, and 8.8 million people with 
disabilities. Medicaid also funds care for 4.6 million low-income 
seniors who need assistance with Part B Medicare premiums 
and prescription drug coverage and 3.7 million people with 
disabilities who also receive Medicare assistance (Medicaid.gov, 
n.d.b, 2014). Based on the most recent CMS Data Compendium, 
federal Medicaid expenditures for 2010 were $383.4 million, 
with a 2012 allocation of more than $997 million (CMS, 2011). 
Despite the availability of Medicaid coverage, however, many 
children remain uninsured. Given the economic downturn 
since 2007, however, the number of uninsured U.S. children 
would have been far higher without the Medicaid program 
(Kaiser Commission on Medicaid and the Uninsured, 2012a).

Medicaid is a means-tested program, which means that 
eligibility for services is based on one’s income (Goldsteen & 
Goldsteen, 2012). Under the program, the federal government 
provides block grants to the states that are combined with 

matching state funds. Matching rates depend on the per capita 
income of the state, with lower-income states receiving more 
federal money for every state dollar expended.

The Medicaid program is administered by the states, but 
state programs must provide a minimum set of federally 
defined benefits. Beyond that, states are free to determine 
the level of service provided as well as eligibility require-
ments for the program, and both benefits and requirements 
may differ drastically from state to state. States may choose 
to expand eligibility for Medicaid to cover people with in-
comes too high to meet regular eligibility requirements, but 
with extensive medical expenses. Eligibility expansions may 
also encompass other groups of people such as institution-
alized low-income persons, low-income women diagnosed 
with breast or cervical cancer through Centers for Disease 
 Control and Prevention (CDC) screening programs, and 
others (Medicaid.gov, 2014).

In the past, Medicaid covered most prescription drug costs 
for enrollees. Now prescription drug costs for “dual eligibles,” 
persons eligible for both Medicare and Medicaid, will be cov-
ered under a Medicare Prescription Drug Plan. Medicaid will 
cover the costs of Medicare Prescription Drug Plan premiums, 
but it is anticipated that the change will increase copayments 
for prescription drugs from those previously paid under the 
Medicaid program.

Because both Medicare and Medicaid are programs that arise 
out of federal legislation, they are often confusing. Table 6-3 •  
provides characteristic features that may help differentiate the 
two programs.

STATE CHILdrEN’S HEALTH INSurANCE PrOGrAm 
(SCHIP). The State Children’s Health Insurance Program was 
authorized by Congress in 1997 to address the health insurance 
needs of low-income children and pregnant women who do 
not meet the income eligibility requirements for Medicaid. The 
enacting legislation gave states the option of either expanding 
existing Medicaid programs or creating separate SCHIP 

TABLE 6-3  differentiating Features of 
medicare and medicaid

Feature medicare medicaid

Funding source Social Security 
contributions

General tax revenues 
(federal and state)

Program 
administration

Federal State

Beneficiaries Elderly and disabled 
persons

Medically indigent

Benefits Standardized for 
each component 
 Hospitalization, primary 
care (under Part B only), 
prescription drugs, 
selected preventive ser-
vices, no dental services

Vary from state to state 
Primary care, preventive 
services, prescription 
drug coverage, hospi-
talization, may include 
dental services
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programs to include uninsured children who were eligible for 
Medicaid but unenrolled, or with family incomes too high for 
Medicaid eligibility but too low to afford commercial insurance 
coverage (Medicaid.gov, 2014). Most SCHIP programs provide 
services to children in families with incomes at or below 
200% of the federal poverty level, but eligibility thresholds 
may be higher or lower in some states. The SCHIP program 
gave the states extraordinary latitude in determining how 
to deal with the problem of uninsured children and is an 
example of a phenomenon called devolution, or the transfer of 
responsibility for an area from federal to state governments or 
other jurisdictions (Devolution, 2011).

In 2010, 7.7 million children were enrolled under a SCHIP 
(CHIP Statistical Enrollment Data System, 2011). Under the 
provisions of the 2009 reauthorization bill, coverage was ex-
panded to 11 million to provide coverage for nearly half of the 
uninsured children in the United States (Alliance for Health 
Reform, 2010c). Total federal funding for 2010 for the CHIP 
program was $11.4 billion and the 2012 federal funding alloca-
tion was $13.4 billion (CMS, 2011).

Like Medicaid, SCHIP is state administered but funded 
jointly by federal and state governments. The federal govern-
ment pays an average of 72% of the costs of SCHIP in a given 
state. SCHIP, in conjunction with Medicaid, was responsible 
for decreasing the number of uninsured children by 2.7 mil-
lion in spite of increasing child poverty and family loss of 
 employment-based insurance. Both SCHIP and Medicaid 
have been shown to be effective in meeting the care needs 
of those insured. In addition, expansion of both SCHIP and 
Medicaid programs have been credited with decreases in 
child mortality as a result of external causes (e.g., accidental 
injury) (Howell, Decker, Hogan, Yemane, & Foster, 2010). 
For further information about Medicare, Medicaid, and 
SCHIP, see the External Resources section of the student re-
sources site.

Charity Care
Charity care is the “other private” source of health care fund-
ing depicted in Figure 6-1. Charity care is defined as care that 
is provided free of charge to individuals who meet established 
financial criteria and that was never expected to generate rev-
enue. There is no reliable estimate of the amount of charity care 
provided in the United States, because the costs for charity care 
are accounted for in different ways in health care organizations’ 
accounting systems. IRS data indicated that the percentage of 
charity care by U.S. hospitals in 2009 ranged from 7.3% for small 
hospitals to 9.8% for large hospitals (Dunn & Becker, 2013).

Private charitable giving for all purposes (not just health) 
amounted to $298.4 billion in 2010. Approximately 8.3% of 
charitable contributions are made to health care organizations; 
another 32% is given to religious organizations, and approxi-
mately 12% is contributed to human services agencies, both 
of which provide some health-related services. In addition, 
nearly 27% of the U.S. population provided voluntary services, 
amounting to 15.2 billion hours in 2011 (Blackwood, Roeger, &  

Pettijohn, 2012). Charitable giving tends to decrease during 
hard economic times and frequently does not keep pace with 
inflation and the cost of providing charity care. In addition, 
many nonprofit organizations are faced with growing demands 
for assistance during economic downturns stretching their re-
sources even further.

Charity care may be provided by individual health care or-
ganizations or funded by a wide variety of voluntary organi-
zations and philanthropic foundations. For example, the Gates 
Foundation has funded a massive international immunization 
campaign. Other organizations and foundations fund similar 
health care programs as well as providing services or funding 
services for individual needy clients and families. The National 
Center for Charitable Statistics (n.d.) lists three types of non-
profit organizations that may provide health-related services: 
501c3 organizations that include health care and community 
service agencies, 501c3 private foundations that most often 
provide funding grants to other nonprofit agencies, and other 
tax-exempt groups, such as unions, veterans groups, and social 
and recreational clubs. Voluntary health organizations will be 
discussed in more detail in Chapter 7 .

Both the Better Business Bureau (BBB, 2003) Wise Giving 
Alliance and the Federal Trade Commission (FTC) (2012) pro-
vide tips on selecting reputable charities to which one might 
wish to give donations. In addition, the BBB has promulgated 
standards for charity accountability against which a potential 
donor can judge a charity’s worthiness. The Alliance also pub-
lishes reports about major charity organizations that are avail-
able to the general public on its website.

Health Insurance and reform
In March of 2010, President Barack Obama signed the Patient 
Protection and Affordable Care Act instituting a variety of re-
forms to health insurance and programs to improve the health 
of the U.S. population. Some of the effects of the law have 
been presented earlier, but we will discuss others here. Gen-
eral categories of provisions within the law address mandatory 
coverage, employer requirements, expansion of public pro-
grams, premium and cost-sharing subsidies, tax changes, and 
the health insurance exchanges discussed earlier. Other areas 
addressed in the bill include creation of an essential benefits 
package, changes to private insurance, the role of the states in 
implementing the law, cost containment, quality improvement, 
prevention and wellness services, long-term care, and other in-
vestments (Kaiser Family Foundation, 2013).

Under the law, individual U.S. citizens and legal residents 
will be required to have health insurance coverage that meets 
minimum requirements or pay a tax penalty, which may be a 
flat fee or a percentage of family income. Similarly, employers 
with 50 or more employees will be required to provide health 
insurance coverage for their employees or pay a fee of $2,000 
per full-time employee. Some individuals and employers may 
be eligible for subsidies or tax credits to offset the costs of in-
surance premiums. In addition, some individuals may qualify 
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for cost-sharing subsidies to assist with deductibles and copay-
ments. Employers may also receive reimbursement for health 
claims of retirees not yet eligible for Medicare to offset the costs 
of allowing retirees to participate in employment-based group 
plans (Kaiser Family Foundation, 2013).

The law also provides for expansion of Medicaid eligibil-
ity to all non-Medicare eligible individuals with incomes up to 
133% of the federal poverty level and maintains state require-
ments for SCHIP programs. After 2015, states will receive an 
increase in their federal CHIP matching rates (Kaiser Family 
Foundation, 2013).

Some changes in tax provisions include removal of unpre-
scribed over-the-counter drugs from eligible expenses that 
can be reimbursed from health savings accounts and limiting 
contributions to flexible spending accounts to $2,500 per year 
(adjusted for cost of living increases). The law also changes 
the threshold for including unreimbursed health expenses as 
itemized deductions in computing income taxes, imposes new 
annual fees for pharmaceutical manufacturers, and initiates an-
nual fees for the insurance sector (with lower fees for nonprofit 
insurers). The law also provides for the creation of an essential 
health insurance benefits package that provides a comprehen-
sive set of services, covers 60% of the cost of services, and limits 
cost-sharing requirements. The Act, however, specifically pro-
hibits the inclusion of abortion services in the essential benefits 
package (Kaiser Family Foundation, 2013).

Some of the most far-reaching provisions of the Affordable 
Care Act involve changes to private insurance. These include 
increasing the age for dependent children’s coverage to 26 
years, prohibiting lifetime limits on coverage and withdrawal 
of coverage except in the case of client fraud, and requiring jus-
tification of premium increases. Additional provisions require 
all new plans to conform to one of the tiers of coverage dis-
cussed earlier, limit deductibles and waiting times for cover-
age and provide for the creation of an Internet website to assist 
individuals to explore insurance options, and the develop-
ment of standards for providing benefits information (Kaiser 
 Family Foundation, 2013). The legislation also prohibits denial 
of  coverage due to the presence of a preexisting condition and 
requires that 85% of insurance premiums from large employers 

and 80% from small employers be spent on health care services 
rather than administrative costs (U.S. Department of Health 
and Human Services [USDHHS], n.d.a).

Cost-containment provisions in the law include adop-
tion of a single set of rules for eligibility verification and  filing 
claims as well as a variety of cost-containment strategies for 
 Medicare and Medicaid. Research funding is included for qual-
ity improvement pilot projects. Another system improvement 
strategy is an increase in Medicaid payments to providers to 
conform to Medicare rates (Kaiser Family Foundation, 2013).

This far-reaching piece of legislation might go some way to 
providing coverage to the millions of uninsured residents of the 
United States and would also result in needed insurance reform. 
Unfortunately, however, provisions of the law are already being 
challenged. Recently, a federal judge ruled the mandate for indi-
vidual health insurance coverage to be unconstitutional because it 
exceeds the federal government’s authority to regulate interstate 
commerce. In doing so, however, the judge refrained from issu-
ing an injunction to stop implementation of the mandate pend-
ing appeal of his ruling (Lowes, 2010). In addition, powerful 
lobbies and members of the Republican party have already vowed 
to move toward repeal of the law. Population health nurses and 
other concerned citizens need to be actively involved in efforts to 
sway legislators to prevent this from happening. Thus far, most 
legal challenges to the law have not been successful.

One of the arguments against the legislation is the cost of its 
implementation. According to the Congressional Budget Office 
(CBO, 2010b), as much as $50 billion may be involved in imple-
mentation. Much of this funding is not included in the law it-
self, but would require additional congressional appropriations 
for functions added to existing federal agencies and grants and 
other program funding required under the legislation. There 
would also be costs associated with Internal Revenue Service ac-
tivities in verifying premium and cost-sharing credits included 
in income tax deductions and the increased eligibility under 
Medicare, Medicaid, and CHIP programs. On the other hand, it 
is also estimated that the direct spending and revenue effects at 
the federal level would result in a reduction of federal deficits of 
$118 billion from 2010 to 2019. During that time, federal finan-
cial commitment for health care would be expected to increase 
by about $210, but this increase would be offset by provisions of 
the law that would generate revenue and decrease the costs of 
providing health care through greater efficiency. Costs for state 
and local governments related to health care funding are ex-
pected to increase substantially, but overall the implementation 
of the law would reduce the number of uninsured non-elderly 
people in the United States by more than half (CBO, 2010a).

Health Care reform and 
Population Health
The Patient Protection and Affordable Care Act also includes a 
variety of provisions that will influence the health of the over-
all population beyond the effects of providing access to care 

Global Perspectives

Select three other countries and explore how health care services 
are funded in those countries. How does health care funding 
 differ from that in the United States? What are the advantages 
and disadvantages of these other approaches to funding health 
care delivery? What effects do they have on population health 
status? What effects, if any, do they have on the role of the 
 population health nurse?

Health Care Funding in Other 
Countries
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through health insurance. Significant attention is given in the 
law to coverage of preventive health services and elimination 
of cost-sharing requirements for health promotion and illness 
prevention services (Kaiser Family Foundation, 2013). Some of 
the specific preventive services for adults, women, and children 
addressed in the law include screenings (e.g., for abdominal 
aortic aneurysm, alcohol misuse, blood pressure, depression, 
and mammography, among others), immunizations for adults 
and children, tobacco counseling and cessation assistance, and 
other counseling services (e.g., diet, sexually transmitted in-
fection prevention) (USDHHS, n.d.b). Specific provisions in-
clude restriction of federal coverage to preventive services with 
significant levels of evidence of their effectiveness, removal of 
barriers to preventive services under Medicare and Medicaid 
(particularly for adults), initiation of annual wellness visits and 
personalized prevention plans for Medicare beneficiaries, and 
incentives to states to initiate activities among Medicaid re-
cipients to change lifestyle behaviors to prevent chronic illness 
(Trust for America’s Health, n.d.).

HR 3590 also created the National Prevention, Health 
 Promotion and Public Health Council to coordinate federal 
efforts related to prevention, wellness and health promotion, 

and public and integrative health systems. The council is also 
charged with creating a national strategy with goals and objec-
tives to improve health through federally supported prevention 
and promotion programs. In addition, the legislation estab-
lished a Prevention and Public Health Fund to support preven-
tion and public health initiatives, including research, screening, 
and intervention activities (Trust for America’s Health, n.d.).

HR 3590 also directs the Secretary of Health and Human 
Services to support planning and implementation of a  public–
private partnership and media campaign to promote public 
awareness and education related to health promotion and pre-
vention. Other provisions support school-based health centers 
and community transformation grants for community initia-
tives to prevent chronic disease and sequellae, address health 
disparities, and develop a stronger evidence base for preven-
tive activities; and grants to develop and evaluate promotion 
and prevention programs for Medicare beneficiaries (Trust 
for America’s Health, n.d.). Population health nurses can ac-
quaint communities with the opportunities for funding of 
health promotion and prevention programs and assist them in 
writing grant proposals and implementing and evaluating such 
programs.

Economic conditions have both direct and indirect effects on 
the population’s health. Direct effects stem from funding allo-
cated to health care services. Indirect effects reflect the ability of 
members of the population to obtain the resources needed for 
good health (e.g., appropriate housing, good nutrition) as well 
as their ability to afford health care services.

The cost of providing health care services in the United 
States has increased dramatically in the last few decades without 
an appreciable increase in the population’s health status. Some 
of the factors involved in this increase include an aging popu-
lation, greater use of technology, emphasis on costly specialty 
care, costs of care for the uninsured, and the labor-intensive 
nature of health care delivery. Failure to engage in health pro-
motion and illness prevention activities has also increased the 
costs of health care when problems occur.

Funding for health care services in the United States derives 
from several sources. These include personal payment, commer-
cial health insurance, government services and government-
funded insurance programs, and charity care. Approaches to 
reimbursement for health care services include retrospective 
payment, prospective payment, and pay-for-performance. Pop-
ulation health nurses need to be conversant with health services 
funding mechanisms to assist clients to obtain needed services. 
They can also campaign for allocation of sufficient funding for 
health care, particularly to cover the uninsured elements of the 
population, and develop and test cost-effective interventions to 
meet population health needs.

CHAPTEr rECAP

You have been appointed to the mayor’s task force on 
health care in the midsize community in which you work 
as a population health nurse. The assessment of population 

health and economic status conducted by the task force in-
dicates that most of the population’s health care needs are 
adequately met at all levels of health care. The exception to 

CASE STudy Financing Care for the underserved
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this,  however, is the population of the migrant farm camp at 
the edge of town.

This group consists primarily of male Mexican workers who 
have entered the United States on legal work visas. Very few of 
the workers have brought their families with them. Most of this 
population receives no health care except for treatment in the 
emergency room of the community hospital. Usually, this care is 
provided for work-related injuries or serious illness. Members of 
this group receive no health promotion or preventive care and do 
not seek care for minor illnesses because of their inability to pay.

Because most of these people are in the United States legally, 
they would be eligible for county medical assistance (CMA); 
however, very few have applied for this program because of lan-
guage barriers, lack of transportation to the social services of-
fice, and inability to afford to take the time off work to submit 
an application. Even if they did receive assistance, they would 
be unlikely to find a regular health care provider who has a 
contract with the county to provide services under CMA reim-
bursement. Only one community clinic and one independent 
nurse practitioner, in addition to the community hospital, have 
county contracts. Local physicians receive adequate income 

from private paying clients and those with private health insur-
ance. Because of the extended time between provision of ser-
vices and receipt of reimbursement, these physicians no longer 
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complementary/alternative health 
care subsystem

health care system

local public health system
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe the components of the U.S. health care system.

 2. Describe the organizational structure of the U.S. health care delivery system.

 3. Compare and contrast official and voluntary health agencies.

 4. Describe at least five functions performed by voluntary health agencies.

 5. Discuss the involvement of local, state, and national governments in health care in the 
United States.

 6. Compare selected features of national health care systems.

Health System Influences  
on Population Health7
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Nursing and Health System Reform

On February 22, 2010, a letter was sent to President Barack Obama and leaders in the U.S.  Senate 
and House of Representatives presenting the nursing profession’s perspectives on the  proposed 
health care reform legislation, which eventually became the Patient Protection and  Affordable Care 
Act. The letter was drafted by a coalition of 47 national nursing organizations called the Nursing 
Community and addressed multiple provisions of the proposed bill. Specifically, the letter sup-
ported provisions to expand the nursing workforce, nurse-managed health clinics, and primary 
care, prevention, health promotion, and emergency services. In addition, support was voiced for 
provisions to improve patient outcomes and reduce hospitalizations while reducing the costs of 
care, improving care coordination, increasing nursing home visitation programs, and incorporat-
ing best practices and evidence-based care into health care delivery systems, as well as provisions 
 related to reimbursement for advanced practice nursing services.

The letter also addressed provisions of the bill requiring modification. These included inclusion 
of nurse midwives and nurse anesthetists in pay-for-performance plans along with nurse practitio-
ners and clinical nurse specialists, equal representation from health disciplines on the National 
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Lemuel Shattuck and Public Health Organization

Although not a health professional, Lemuel Shattuck was known as a public health advocate. Fol-
lowing his career as an educator and merchant at age 46, he devoted the remainder of his life to 
improving public health. Shattuck was convinced of the need for the accurate collections of vital 
statistics as a means of monitoring the health of the public and was instrumental in the passage of 
the Massachusetts Registration Act (Koslow, 2011). In addition, Shattuck recommended a decen-
nial federal census (Lemuel Shattuck Biography (1739–1859), 2011).

Shattuck conducted a census of the city of Boston in 1845 and was shocked by the mortality 
figures collected, particularly with respect to maternal and infant mortality (Lemuel Shattuck (1793–
1789): Prophet of American Public Health, 1959). As a member of the Massachusetts legislature, 
he instigated the appointment of a state commission chaired by himself to investigate the sanitary 
conditions of the state. The commission’s report, published in 1850, made broad recommendations 
for measures to improve the public’s health. The members of the committee drafted sweeping legisla-
tion that addressed such issues as creation of state and local boards of health, sanitary laws, health 
promotion and illness prevention, immunization, sanitation and nuisance control, school health, food 
and medication safety, and communicable disease control. At the end of the report, the commission 
provided a series of reasons for approving the recommended plan of action as follows:

•  Because it is a practical measure
•  Because it is a useful measure
•  Because it is an economical measure
•  Because it is a philanthropic and charitable measure
•  Because it is a moral measure
•  Because the progress of the age demands it
•  Because it involves an important duty (Shattuck, 1850)
Although the commission’s legislative proposal was not passed, the vision for the organization 

of public health care services outlined in the report served as the foundation for the later develop-
ment of boards of health in Massachusetts and throughout the country (London School of Hygiene 
and Tropical Medicine, 2010).
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Health Care Workforce Commission, and inclusion of nurse-sensitive quality and performance indi-
cators in evaluation research.

Throughout the letter, the writers highlighted facts and figures that supported their positions. 
Given nursing’s often-divisive approach to change, the ability to develop a common voice with 
respect to health care reform legislation was a major accomplishment and one that advocated for 
both the status of the profession and the needs of the American public.

Population health nursing occurs in the context of a 
 health care delivery system that creates constraints 
and provides opportunities for practice. For ex-
ample, the lack of emphasis on health promotion in 

the health care delivery system increases the need for health 
promotion efforts by population health nurses but simultane-
ously limits funds available for health promotion activities. In 
order to function effectively within the system and to achieve 
improvements in the public’s health, population health nurses 
must understand how the health care delivery system is orga-
nized, how it works, and how it influences population health 
nursing practice and the public’s health status.

Exploring the organization of health care delivery systems 
can help us to understand how these systems developed, how 
they work, and how and why they sometimes fail to work. 
Moreover, we can identify factors that positively or negatively 
influence population health nursing practice. Finally, we can 
identify areas where change is needed in the health care deliv-
ery system to best fulfill our goal as population health nurses, 
namely, the promotion of the public’s health. We will look 
first at the U.S. health care system and then make some com-
parisons with the systems of other developed and developing 
nations.

The U.S. Health Care System
Sometimes referred to as a “nonsystem,” the health care deliv-
ery system in the United States is a mixture of multiple sources 
of care at multiple levels. Each source and level is affected by a 
variety of external forces.

Forces Influencing the Health Care System
Health system observers have identified several forces that in-
fluence the organization and effectiveness of the U.S. health 
care system. Some of these factors include changing popula-
tion demographics, growing numbers of uninsured residents, 
increasing demands for accountability, technological advances 
and innovation, professional labor issues, economic global-
ization, changes in delivery systems, and information man-
agement issues (Sultz & Young, 2014). The population in the 
United States, as in every other nation, is growing older, and 
older people tend to be the greatest users of health care services 
due to the prevalence of chronic disease in this population. In 

addition, the U.S. population is changing in terms of the ethnic 
groups represented; necessitating changes in health care deliv-
ery systems to accommodate clients from multiple cultures.

At the same time, there is a growing number of uninsured 
and underinsured individuals in the population, particularly 
among members of ethnic and cultural minority groups. In 
Chapters 6  and 21 , we have and will examine some of the 
factors leading to this growth, but the very existence of a large 
population of uninsured individuals results in unmet needs in 
the health care system as it currently exists. From 1994 to 2007, 
the number of uninsured people in the United States increased 
from 15.8% of the non-elderly population to 17.1%, and an es-
timated 45 million people had no health insurance coverage in 
2008 (Cover the Uninsured, 2009). The Affordable Care Act 
passed in 2010 was designed to provide insurance coverage for 
non-elderly persons with incomes below 133% of the federal 
poverty level (Kaiser Family Foundation, 2010); the legislation 
appears to have had a positive effect on the number of unin-
sured. For example, the percentage of people without health 
insurance had declined to 15.4% by 2012 (U.S. Census Bureau, 
2013). Projections indicate that by 2019 the Act will result in 
decreases in the rate of uninsured persons to less than 14% in 
all but one state, with a large number of states’ rates reduced 
below 8% (Commonwealth Fund, 2011).

Lack of health insurance is equivalent to lack of access to 
health care services for many people. In addition to the loss of 
health of individuals, lack of access to care poses significant 
costs to society. These costs lie in the loss of productive citi-
zens through early death and disability as well as higher health 
care costs due to increasingly serious diseases that could have 
been treated at lower cost early in their course. Access to health 
care through affordable health insurance is perhaps the most 
important focus for advocacy to promote population health in 
the United States.

Another influence on health care systems is increasing 
 public demand for accountability for both the quality of care 
provided and the use of resources to provide that care. Initia-
tives to assure standards of quality and limit the escalating costs 
of health care services have profoundly affected how health care 
is delivered. These and other economic influences on the health 
care system are addressed in more detail in  Chapter 6 . Tech-
nological advances significantly influence the cost of health care 
and greatly affect health care delivery systems. Furthermore, the 
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widespread availability of high-tech information sources, such 
as the Internet, allows the U.S. public to be better informed of 
technological advances in care and encourages them to demand 
costly, high-tech services.

The primary professional labor issue facing health care de-
livery systems is the shortage of health care personnel, particu-
larly nurses. With many other occupational choices available to 
potential recruits, health care systems have had to make many 
changes to attract young people to health care occupations and 
to specific practice locales (e.g., rural or inner-city areas). A sec-
ond issue related to the professional workforce is the increasing 
need for advanced education for effective practice. The cost 
of educating providers and the need to provide the technol-
ogy required to support the level of practice for which they are 
educated further increase the cost of health care services. In ad-
dition, health care systems are facing a need to change the ways 
they do business in order to attract providers (e.g., more flex-
ible schedules, opportunities for job sharing, etc.).

Chapter 8  will address the effects of globalization on health 
and health care delivery. As we will see, the effects of globaliza-
tion on health and health care delivery are both positive and 
negative. Changes in the organization of health care delivery 
systems also affect the operation and overall effectiveness of 
the U.S. health care system. For example, mergers of several in-
stitutions into large, for-profit organizations and competition 
among systems have a definite impact on health care delivery. 
Finally, changes in information management systems have led to 
changes in the completeness, accuracy, and transferability of in-
formation within and among health care organizations (Sultz &  
Young, 2014). For the most part this influence has been posi-
tive, leading to faster access to client care information, but it 
also raises issues of privacy and confidentiality.

All of these forces, as well as others that will be addressed 
elsewhere in this book (e.g., political activity and threats of ter-
rorism), have contributed to the U.S. health care system as it 
presently exists and as it continues to evolve. Exploration of 
the health care system within the context of these forces can 
help us develop strategies to guide that evolution to greater 
effectiveness.

Components of the U.S. Health Care System
The World Health Organization (WHO, 2014) has defined a 
health care system as the network of personnel, agencies and 
organizations, and resources designed to promote, maintain, 
and restore the health of the population. No two health systems 
are alike, but many national health care systems share a num-
ber of commonalities. The major exception to this perception of 
commonality is the United States, which is the only developed 
nation in the world without a comprehensive approach to fund-
ing or providing health care services (Goldsteen & Goldsteen, 
2012). Health care delivery in the United States has been de-
scribed as an “unsystematic system” (Budrys, 2012) because of 
its multicentric and uncoordinated nature. Despite the relative 
accuracy of this description, we can still examine U.S. health 
care delivery in terms of the structure depicted in Figure 7-1•.

The organizational structure for health care delivery in the 
United States consists of three major elements or subsystems, 
depicted in Figure 7-1. These subsystems include the popular 
health care subsystem, the complementary or alternative health 
care subsystem, and the scientific health care subsystem.

THe POPULAR HeALTH CARe SUbSySTem. Most 
health-related care is provided within the popular health 
care subsystem. The popular health care subsystem is the 
component of the health care system in which care is provided 
by oneself, family members, or friends, in short by people who 
are not considered health care providers. It is estimated that 
70% to 90% of illness care is provided within this system. The 
popular subsystem includes health care that each of us provides 
for ourselves and our families. When you have a headache, for 
example, you may take an over-the-counter analgesic. If you are 
constipated, you may either increase the bulk, fiber, and fluid in 
your diet or take a laxative. If your child has a mild fever, you 
might give him or her an antipyretic. All of these self-care or 
family care practices constitute popular subsystem health care.

Although health care in this subsystem is provided by one-
self or by family members, population health nurses have an 
educational role in the popular subsystem. As we shall see in 
Chapter 9 , one of the purposes of health education is to pre-
pare clients to make informed self-care decisions. For example, a 
population health nurse might caution a client against overuse of 
laxatives and suggest dietary approaches to dealing with constipa-
tion, or the nurse may inform parents about the hazards of giving 
aspirin to children and recommend a nonaspirin substitute.

THe COmPLemeNTARy/ALTeRNATIve HeALTH CARe 
SUbSySTem. When self-care fails or seems in appropriate, 
people often turn to other sources of health care. Some of these 

Figure 7-1 Organizational Structure of the u.S. Health Care 
Delivery System
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sources might be folk health practitioners. The complementary/
alternative health care subsystem consists of providers and 
practices outside the scientific health care subsystem that are 
specifically focused on promotion of health and prevention of 
and care for illness. The terms complementary and alternative 
are often used interchangeably when discussing this subsystem, 
but actually differ in terms of their relationship to the scientific 
subsystem. Complementary health care practices are those that 
are used in conjunction with scientific care to complement and 
enhance its effects. Alternative practices, on the other hand, are 
used in place of, or as alternatives to, scientific interventions. 
Any given health practice may be considered complementary 
or alternative depending on its use in relation to scientific 
subsystem practices.

Practitioners in this subsystem are individuals who are 
believed to have special health-related knowledge or training 
beyond that of the average member of the society. Examples 
of alternative/complementary health care providers are the 
curanderas found among Latinos in the northeastern and 
southwestern regions of the United States and the herbalists 
found in these and other areas. The role of the population 
health nurse in the complementary/alternative health care 
subsystem is to assess the influence of this subsystem on health 
and to incorporate traditional health practices into the plan of 
care as appropriate. On occasion, the nurse may also need to 
caution clients against specific alternative practices that may 
be harmful to health (e.g., the use of traditional remedies that 
contain lead or other contaminants) or educate clients regard-
ing the interactions between alternative and scientific thera-
pies. The complementary/alternative health care subsystem 
was discussed in Chapter 5 .

THe SCIeNTIfIC HeALTH CARe SUbSySTem. The 
professional or scientific health care subsystem is the system 
of care based on scientific research–derived evidence. Health 
care provided in the scientific subsystem is based on knowledge 
derived from the biological, physical, and behavioral sciences 
and includes the services of nurses, physicians, pharmacists, 
social workers, and other health care professionals.

The scientific health care subsystem consists of two sectors 
that differ primarily in their focus of care. These sectors are 
the personal health care sector and the public, or population, 
health care sector.

The personal health care sector. The personal health care 
sector is the segment of the scientific health care subsystem 
that provides health-related services to individual clients. The 
primary emphasis in this sector is cure of disease and restoration 
of health, although individuals may also receive some health-
promotive and illness-preventive services.

There are five major components to this sector of the 
health care system: health care institutions, personnel, health 
commodities firms, education/research institutions, and 
 financing systems (Goldsteen & Goldsteen, 2012). The insti-
tutional component consists of health provider office settings, 

clinics, hospitals, nursing homes, and other places where care 
is dispensed to individual clients. The personnel component 
is composed of the professionals who provide services. Health 
commodities firms include industries that manufacture or sup-
ply the materials and equipment required to implement health 
care services. Some examples of commodities firms include 
pharmaceutical companies and manufacturers of durable med-
ical equipment or health-related computer software.

Both educational and research institutions are components 
of the personal health sector in that they educate health profes-
sionals to provide individual client care services and conduct 
research related to therapeutic interventions and delivery sys-
tems. The final component of the sector comprises the systems 
that finance care, which include insurers, philanthropic institu-
tions, and government agencies.

Any given element of the sector may embody several of these 
components. For example, a university hospital may provide ser-
vices, educate providers, and conduct research. As we saw in 
 Chapter 6 , some health care organizations, such as managed care 
organizations (MCOs), also incorporate the financing element.

The personal health care sector may be further divided into 
for-profit and not-for-profit segments. In the for-profit seg-
ment, health care services are provided with the intention of 
deriving monetary gain. Within this segment are the “propri-
etary” service providers, such as physicians and health care 
institutions designed to create revenue, and corporations that 
provide health care to employees (and occasionally their fam-
ilies) in order to limit the drain of health insurance costs on 
company revenue (Goldsteen & Goldsteen, 2012). Population 
health nurses’ primary relationship with the personal health 
care sector is linking clients to sources of health care and ad-
vocating for the availability of personal health care services 
needed by members of the population. A few population health 
nurses, who also function in advanced practice nursing roles 
(e.g., nurse practitioner, clinical nurse specialist, etc.) may also 
provide direct services in the personal health care sector.

The population health care sector. The population health 
care sector consists of both public and private organizations 
whose focus is the health of the total population. This sector 
is also referred to as the public health system, which has 
been defined as “All public, private, and voluntary entities that 
contribute to the delivery of essential public health services 
within a jurisdiction. These systems are a network of entities 
with differing roles, relationships, and interactions that 
contribute to the health and well-being of the community or 
state” (National Public Health Performance Standards Program 
[NPHPSP], n.d., p. 32).

Public health practice is defined as “the art and science of 
preventing disease, promoting population health and extend-
ing life through organized local and global efforts” (McMichael 
& Beaglehole, 2009, p. 2). General goals for public health prac-
tice include improving population health, reducing health in-
equalities within the population, and developing environments 
that support health (McMichael & Beaglehole, 2009).
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In a classic report on “The Future of the Public’s Health 
in the 21st Century,” the Institute of Medicine (IOM) (2003) 
identified six areas of action and change that must be under-
taken to assure effective population health in the United States:

•	 Adopting	a	population	health	approach	that	considers	the	
multiple determinants of health;

•	 Strengthening	the	governmental	and	public	health	infrastruc-
ture, which forms the backbone of the public health system;

•	 Building	a	new	generation	of	intersectoral	partnerships	that	
also draw on the perspectives and resources of diverse com-
munities and actively engage them in health action;

•	 Developing	systems	of	accountability	to	assure	the	quality	
and availability of public health services;

•	 Making	evidence	the	foundation	of	decision	making	and	the	
measure of success; and

•	 Enhancing	and	facilitating	communication	within	the	pub-
lic health system (e.g., among all levels of the governmental 
public health infrastructure and between public health pro-
fessionals and community members). (p. 4)

One segment of the IOM that focuses specifically on pop-
ulation health is the Board on Population Health and Public 
Health Practice. This 16-member board focuses on issues af-
fecting the public’s health from general public health principles 
to addressing specific population health issues. Recent activities 
of the board have ranged from examination of issues related to 
specific communicable diseases, to integration of public health 
and primary care activities, to action related to chronic disease, 
health literacy, and tobacco cessation (IOM, 2011).

A particularly salient recent activity of the board has been the 
constitution of a committee to develop public health  strategies 
to improve health. The committee examined population health 
strategies in the context of the provisions of the  Affordable Care 
Act (ACA) discussed in Chapter 6  and in more detail later in 
this chapter. A report by the committee noted that ACA con-
tains a number of provisions that support population health, 
including an emphasis on health promotion and illness preven-
tion and the requirement for hospitals receiving federal funding 
to conduct periodic community needs  assessments and to de-
velop plans to address identified needs. The committee noted, 
however, that in order to achieve the “Triple Aim” identified 
by the Institute for Healthcare Improvement (2014) (improved 
population health, enhanced patient experience of care, and 
reduced or controlled costs), the health care system needs to 
“move from a culture of sickness to a culture of care and then 
to a culture of health” (Alper, 2013, p. 17). There is a need to 
create a market for health, rather than a market for disease or 
care, by creating a payment system that rewards improvements 
in health, rather than treatment of disease. Strategies identified 
to enhance population health included:

•	 Public	health	collaboration	with	multiple	stakeholders	in	
addressing health

•	 Use	of	financial	incentives	to	align	provider	and	hospital	
 interests with a health focus

•	 Creation	of	information	systems	to	assess	and	monitor	pop-
ulation health, including development of metrics to measure 
progress

•	 Integration	of	a	health	focus	into	all	areas	of	care
•	 Developing	an	agreed-upon	vision,	culture,	and	goals
•	 Community	engagement	in	priority	setting	and	action
•	 Effective	training	for	health	professionals	to	integrate	and	

advocate for a health focus in care
•	 Development	of	certification	and	licensing	that	supports	

new population health roles
•	 Creation	of	learning	and	improving	environments	(Alper,	

2013)

Population health nurses will be actively involved in initiat-
ing and implementing all of these strategies.

Care provided in the population health care sector has tradi-
tionally centered on promoting health and preventing disease, 
although some curative care does occur in this sector. Empha-
sis is on designing health care programs that meet the needs of 
population groups.

Official public health agencies. Official health agencies are  
agencies of local, state, and national governments that are 
responsible for the health of the people in their jurisdictions. 
Official agencies are supported by tax revenues and other public 
funding. They are accountable to the citizens of their jurisdiction, 
usually through an elected or appointed governing body. Many 
of the activities conducted by official agencies are mandated by 
law. For example, local health departments are required by state 
law to report cases of certain diseases. We will discuss specific 
functions of official agencies at local, state, and national levels 
in more detail later in this chapter. Generally speaking, however, 
official public health agencies are responsible for providing the 
ten essential public health services discussed in Chapter 1 .

Voluntary health agencies. Voluntary health agencies are 
nonprofit organizations that provide adjuncts to services provided 
by government agencies. These may include institutional and 
personal services that address the needs of special groups, 
education for public health, or prevention, screening, health 
maintenance, rehabilitation, or terminal care services (Sultz & 
Young, 2014). Voluntary agencies may focus on a specific disease 
entity, an organ system, or a population group. Voluntary agencies 
are funded primarily by donations. They are accountable to their 
supporters, and their activities are determined by supporter 
interests rather than legal mandate. Their primary emphasis is on 
research, education, and policy development, although they may 
provide some direct health care services.

Voluntary agencies can be categorized on the basis of their 
source of funding. The first category consists of agencies sup-
ported by citizen contributions, such as the American Cancer 
Society. The first agency of this type in the United States was 
the Antituberculosis Society founded in Philadelphia in 1892. 
The focus of this type of agency frequently changes as health 
needs change. For example, the Antituberculosis Society is 
known today as the American Lung Association, indicating 
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its broader focus on a variety of respiratory conditions. The 
second category consists of foundations established by private 
philanthropic contributions. An example of this type of vol-
untary organization would be the Kellogg Foundation, which 
provides funding for health care research. Today, more than 
3,000 philanthropic foundations support health efforts. The 
third category of voluntary agency is funded by member dues. 
The American Public Health Association and the American 
Nurses Association are examples of this type of agency.

Integrating agencies, such as the United Way, coordinate the 
fund-raising activities of several voluntary agencies. A fifth type 
of voluntary agency includes religious organizations that derive 
their funds from contributions by members of a congregation. 
These groups often focus on local needs and are particularly effec-
tive because of their ability to draw on volunteers. The final cat-
egory of voluntary health agency is the commercial organization 
that engages in health care activities. For example, the American 
Dairy Association provides literature and visual aids for nutrition 
education. Similarly, health insurance companies often dissemi-
nate literature on health promotion and illness prevention.

Voluntary agencies often explore areas that are poorly ad-
dressed by the other components of the health care system. 
For example, research that culminated in the development of 
a vaccine for polio was the early focus of the March of Dimes. 
Now, polio immunization is largely a function of official agen-
cies. Education of the public and health professionals regard-
ing health-related issues is another major focus of voluntary 
agencies. For example, the American Cancer Society has spear-
headed educational campaigns on the hazards of smoking. 
Voluntary agencies may also supplement services provided by 
official health agencies. For instance, some voluntary agencies 
provide transportation to clinics, respite care, special equip-
ment, and other ancillary services.

Advocacy for the public’s health is a major role for voluntary 
agencies. For example, a voluntary agency may campaign against 
reduction of health care services due to budget cuts. In this role, 
voluntary agencies often promote legislation related to health. 
In one community, for example, a collaborative organization 
of residents and service providers was successful in promoting 
legislation to prevent tenants from being evicted without cause 
and to extend required eviction notice from 30 to 60 days. Vol-
untary agencies may also assist official agencies in determining 
health care needs in the population and in planning programs 
to address those needs. They also support and conduct research 
related to interventions to address population health problems.

Levels of care in the population health sector. Health care 
delivery in the United States takes place at local, state, and 
national levels. Each level has certain responsibilities with 
respect to the health of the population. Both official and 
voluntary agencies exist at each level, but official agencies are 
the focus of this discussion. Public health agencies at each 
of the three levels—local, state, and national—perform the 
essential public health services, but the degree to which they are 
emphasized varies from level to level.

Although official health agencies at all three levels address 
public health needs, state governments hold primary respon-
sibility for preserving and protecting the health of the public. 
The power to protect the safety and welfare of the public is re-
served to the states by the United States Constitution. In fact, 
any power not specifically delegated to the federal government 
by the Constitution remains within the purview of state gov-
ernments. In the same way that the states, through the Con-
stitution, have delegated certain responsibilities to the federal 
government, they may also delegate some health-related func-
tions and responsibilities to agencies at the local level (Golds-
teen & Goldsteen, 2012).

The Local Level. A local public health system is defined as “the 
collection of public, private and voluntary entities, as well as indi-
viduals and informal associations, that contribute to the public’s 
health within a jurisdiction” (NPHPSP, n.d., p. 24). The official 
agency at the local level is usually the local health department. 
Some local public health agencies are large health systems serv-
ing the populations of major jurisdictions such as New York City 
or Los Angeles County. Many, however, serve smaller popula-
tions and do not have the resources to perform all of the essential 
public health services. The local health department’s authority is 
derived, in part, from responsibilities delegated by the state. For 
example, the state delegates to the local level the responsibility for 
collecting statistics on births and deaths. Because this responsibil-
ity has been legally delegated, the local health department has the 
authority to ensure that a death certificate is filed for every death 
that occurs. The local agency also derives authority from local 
health ordinances. For instance, local government might pass an 
ordinance requiring all residential rental units to have function-
ing smoke detectors. Enforcement of this ordinance might then 
become the responsibility of the local health department.

Funding at the local level comes from both local taxes and 
state and federal subsidies. A portion of local public health 
agency funding comes from the state, including federal  
pass-through funds, money granted to the states by the fed-
eral government that is allocated to local government agencies. 
Other operating funds derive from local revenues, including 
local taxes. A small percentage of funding comes directly from 
federal monies (excluding Medicaid and Medicare funds). In 
recent years, local health departments have attempted to aug-
ment revenue sources by providing personal care services re-
imbursable under Medicare and Medicaid. Another small 
percentage of local health department funding is derived from 
client fees, private health insurance, regulatory fees, and so on.

Figure 7-2• depicts the typical organizational structure of a 
local health department. The staff and programs included will 
vary from place to place. In some areas, the district health of-
ficer might also fulfill the role of administrative officer. Small 
counties or districts may not be able to afford the full-time 
services of some types of personnel, and the services of nu-
tritionists, social workers, dentists, and other personnel might 
be shared by several counties or provided at the state level. 
Nurses and clerical staff would be found in almost any local 
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health department. Other personnel who may be available in-
clude environmental specialists, physical therapists, psycholo-
gists, laboratory and X-ray technicians, and pharmacists.

Because delegation of specific responsibilities to local ju-
risdictions is the function of the state, the responsibilities as-
sumed vary from state to state. Local responsibilities may also 
vary within regions of a particular state, depending on the lo-
cal jurisdiction’s capabilities and resources. Within the context 
of the core public health functions, local health agencies assess 
and monitor local health needs and resources, develop policies 
that foster local involvement in decision making and equitable 
allocation of resources, and assure availability of high-quality 
services to meet local health needs. The assurance function 
also includes educating the community on how to access avail-
able services. Typical responsibilities performed by local health 
agencies include collection of vital statistics, communicable dis-
ease control, disease screening and surveillance, immunization, 
and health education. Other responsibilities include chronic 
disease control, sanitation, school health and  maternal–child 
health programs, and population health nursing services. Local 
public health services may or may not include mental health 
services and primary care services for the indigent. Specific ser-
vices provided by local public health agencies will depend, in 
large part, on the needs of local populations.

The state level. A state public health system is “the state  public 
health agency working in partnership with other state govern-
ment agencies, private enterprises, and voluntary organizations 
that operate statewide to provide services essential to the health 
of the public” (NPHPSP, n.d., p. 37). The official agency at the 
state level has traditionally been a state department of health. 
As noted above, the state, not the federal government or the 

local jurisdiction, has primary authority in matters relating 
to health. The state retains the ultimate responsibility for the 
health of the public and possesses essential power to make laws 
and regulations regarding health.

The state health department derives funding from state tax rev-
enues and may also receive monies from the federal government. 
A general organizational schema for a state department of health 
is depicted in Figure 7-3•. The various divisions coordinate ser-
vices at the state level and provide assistance to the local level.

Because of their primary responsibility for the health of the 
population, state public health agencies have more mandated 
functions related to health than the federal government.  General 
areas of responsibility for state health agencies include, for 
 example, regulation and quality assurance for health care pro-
viders and facilities, health care planning, regulation of insur-
ance companies, and workplace and environmental protection 
(Goldsteen & Goldsteen, 2012). Some state health departments 
also provide direct services to selected population, and as we saw 
in Chapter 6 , state health agencies fund a significant portion of 
care provided under the Medicaid program.

The national level. Because the Constitution makes no 
reference to any responsibilities of the federal government 
regarding health, the federal government has no direct authority 
to regulate health-related matters. The authority of the federal 
government with respect to health is derived indirectly from 
two other constitutional powers (Goldsteen & Goldsteen, 2012). 
The first of these is the power to regulate foreign and interstate 
commerce. For example, because most cosmetics are transported 
across state lines, the federal Food and Drug Administration has 
the authority to establish standards of purity for the manufacture 
of cosmetics.

Figure 7-2 Typical Organizational Structure of a Local Health Department
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The second constitutional source of authority over health 
matters is the power to levy taxes and spend to promote the gen-
eral welfare. For example, it can be argued that such programs 
as Medicaid and Medicare promote the general welfare and are 
therefore within the authority of the federal government.

The official health agency at the national level is the United 
States Department of Health and Human Services (USDHHS  
or HHS), created in 1980 with the division of the former  
Department of Health, Education, and Welfare into two sepa-
rate departments. The head of the agency is the Secretary of 
Health and Human Services, who fills a cabinet post and acts in 
an advisory capacity to the president in matters of health. The 
Office of the Secretary incorporates staff divisions,  operating di-
visions, and ten regional offices. The staff divisions oversee the 
overall operations of the department, provide guidance, and see 
that funding allocations are used appropriately and that legal 
requirements are met. The 11 operating divisions of HHS in-
clude eight agencies within the U.S. Public Health Service and 
three human service agencies. The regional offices oversee pro-
gram implementation in specific regions throughout the coun-
try (USDHHS, n.d.a). Within HHS, the Office of the  Assistant 
Secretary for Health (ASH) oversees a variety of public health-
related agencies, including 12 core public health offices (US-
DHHS, n.d.b, n.d.c, 2011). These agencies are summarized in 
Table 7-1•. ASH also oversees the provision of  services by the 
U.S. Public Health Services Commissioned Corps, an agency 
that provides health care personnel to meet the needs of specific 
underserved populations (USDHHS, 2013a).

Operating divisions within HHS are depicted in Figure 7-4•  
and include the Administration for Children and Families, 

Figure 7-3 Typical Organizational Structure of a State Health Department
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Agency function

National Vaccine Program Office (NVPO)  
http://www.hhs.gov/nvpo

Provides information on childhood, adolescent, and adult immunizations and 
 ensures collaboration among federal agencies dealing with immunization activities

Office of Adolescent Health http://www.hhs.gov/ash/oah/ Coordinates adolescent health promotion and disease prevention programs across 
HHS

Office of Disease Prevention and Health Promotion (ODPHP) 
http://odphp.osophs.dhhs.gov

Provides leadership, coordination, and policy development related to public health 
and prevention activities. Leads the Healthy People initiative

Office of HIV/AIDS and Infectious Disease Policy (OHAIDP) 
http://www.hhs.gov/ash/ohaidp/

Coordinates, integrates, and directs HHS policies, programs and activities related 
to HIV/AIDS, viral hepatitis, and other infectious diseases, and blood safety and 
availability

Office for Human Research Protections (OHRP) 
http://www.hhs.gov/ohrp

Provides leadership and oversight in the protection of human subjects in  
HHS-supported research

Office of Minority Health (OMH)  
http://minorityhealth.hhs.gov/

Addresses health status and quality of life for U.S. minority populations

Office of Population Affairs (OPA) http://www.hhs.gov/opa/ Advises HHS officials regarding reproductive and other population issues
Office of Research Integrity (ORI) http://ori.hhs.gov/ Promotes integrity in intramural and extramural Public Health Service research and 

addresses allegations of research misconduct
Office on Women’s Health (OWH)  
http://www.womenshealth.gov/owh/

Advances a comprehensive women’s health agenda throughout HHS to improve the 
health of women

Presidential Commission for the Study of Bioethical Issues 
(PCSBI) http://www.bioethics.gov/

Advises on ethical issues related to biomedical science and technology

President’s Council on Fitness, Sports, and Nutrition 
(PCFSN) http://www.fitness.gov/

Advises on issues related to fitness, sports, and nutrition

Data from: U.S. Department of Health and Human Services. (n.d.b). Office of the Assistant Secretary of Health. Retrieved from http://www.hhs.gov/ash/

TAbLe 7-1 Agencies Under the Assistant Secretary of Health

Administration for Community Living, Agency for Healthcare 
Research and Quality, Agency for Toxic Substances and Dis-
ease Registry, Centers for Disease Control and Prevention, and 
the Centers for Medicare and Medicaid Services (formerly the 
Health Care Financing Administration). Other health-related 
agencies in the department are the Food and Drug Adminis-
tration, Health Resources and Services Administration, Indian 
Health Service, National Institutes of Health, and the Substance 
Abuse and Mental Health Services Administration (USDHHS, 
2013b). These agencies, along with their primary functions and 
Internet addresses, are presented in Table 7-2•.

Although HHS is the agency primarily responsible for na-
tional health, other agencies within the federal government 
are also involved in addressing health issues. For example, the 
Department of Defense provides health care for military per-
sonnel, dependents, and retirees, and the Department of the In-
terior and the Environmental Protection Agency address health 
concerns related to environmental pollution. Similarly, the 
Department of Labor and the Occupational Safety and Health 
Administration are concerned with occupational health as well 
as other employment concerns, and the Treasury Department 
is actively involved in efforts to control drugs subject to abuse.

Federal health-related agencies have a variety of responsi-
bilities including support for research and dissemination of 
health-related information, developing national objectives and 
priorities for health, and assurance related to actions and services 
in the interests of national public health. In addition, the federal 

government provides assistance to state agencies in the form of 
technical assistance and funding to support state health initia-
tives. One of the major ways in which the federal government 
enacts its knowledge development and dissemination function is 
through the activities of the National Institutes of Health (NIH). 
NIH consists of the Office of the Director, 20 research institutes, 
6 centers, and the National Library of Medicine. The institutes 
and many of the centers fund and conduct research related to 
specific health problems, conditions, and susceptible populations 
(National Institutes of Health, 2014). Figure 7-5• depicts the in-
stitutes and centers that comprise NIH.

U.S. Health System Reform
Due to the complexity and multicentric nature of the U.S. 
health care system, the system is frequently deficient in meet-
ing the third core function of public health, assuring avail-
ability and provision of needed care, and in achieving desired 
health-related outcomes. As we saw earlier, significant por-
tions of the U.S. public are uninsured and have limited access 
to care. In the 2011 National Interview Survey, 19.9 million 
people or 6.5% of the U.S. population did not receive needed 
medical care due to cost, and another 27.3 million delayed ob-
taining care (Adams, Kirzinger, & Martinez, 2012). In interna-
tional comparisons, the United States lags behind many other 
developed nations with respect to health care outcomes. Some 
of these comparisons will be discussed in more detail later in 
this chapter.
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The relative lack of effectiveness of the U.S. health care 
system mandates significant reform, and reform efforts have 
a long, and generally unsuccessful, history. Reform propos-
als have been put forward since 1912 when Teddy Roosevelt’s 
Progressive Party promoted the concept of social insurance, to 
include health insurance coverage. Efforts to promote compul-
sory health insurance at a national level were promulgated as 
early as 1915 by the American Association for Labor Legisla-
tion. During the Depression, Franklin Delano Roosevelt cre-
ated a Commission on Economic Security to address medical 
care and health insurance as well as other economic issues. As a 
result, the Social Security Act was passed, but health insurance 
initiatives failed (Kaiser Family Foundation, 2011b).

During the 1940s, renewed calls for compulsory national 
health insurance were defeated due to fears of socialism and 
reluctance to grant a significant role to the federal government 
in health care matters. Similar initiatives continued to fail in 
the 1950s, but in 1965 the Medicare and Medicaid programs 
were initiated with federal legislation, and the neighborhood 
health centers program was established to provide care in poor 
and medically underserved communities. For the next 35 years, 
 numerous plans for a national health insurance system were 
put forth and rejected, often in the name of cost containment.

Pay-for-performance, a system of rewards for meeting 
preestablished outcomes related to quality and efficiency, is 
one approach that has been taken in the attempt to control 
health care costs while improving outcomes. Some health care 

funders have instituted financial incentives to reward provid-
ers and systems that meet or exceed designated outcomes. 
Performance measures tend to be of four types: process mea-
sures, outcome measures, patient experience measures, and 
 structure measures. Process measures address the extent to 
which  demonstrated best-practice activities have been incorpo-
rated into care (e.g., annual eye exams for people with diabe-
tes). Outcome measures reflect the effects of care on the client’s 
health status (e.g., the extent of hypertension control achieved). 
Patient experience measures assess client’s perceptions of the 
quality of care and satisfaction with that care. Finally, struc-
ture measures address how health care delivery is structured, 
for example, whether or not electronic health records are in 
place (Pay for Performance, 2012). The Human Resources and 
Services Administration (HRSA) has suggested adherence to 
evidence-based guidelines for care as a measure of provider or 
system performance rather than patient outcomes, which are 
less influenced by external factors (e.g., patient compliance 
with medication) (HRSA, n.d.).

Other agencies have taken the opposite approach and 
 sanctioned providers and systems that do not meet  established 
benchmarks. For example, as we saw in Chapter 6 , the  Centers 
for Medicare and Medicaid Services (CMS) has developed a 
set of adverse events, termed “never events,” for which it will 
not reimburse hospitals for care. Positive reimbursement for 
 performance is exemplified in the CMS Value-based Purchasing 
program expanded by the Affordable Care Act. This program 

Agency function

Administration for Children and Families (ACF) 
http://www.acf.hhs.gov

Promotes the economic and social well-being of families, children, individuals, and 
communities

Administration for Community Living (ACL) 
http://www.acl.gov

Combines the former Administration on Aging, Administration of Developmental Disabilities, 
and Office on Disabilities to promote access to community support and resources to meet 
the needs of the elderly and people with disabilities

Agency for Healthcare Research and Quality 
(AHRQ) http://www.ahrq.gov

Supports research to improve the quality of health care, decrease costs, promote safety, and 
broaden access to services for all Americans

Agency for Toxic Substances and Disease Registry 
(ATSDR) http://www.atsdr.cdc.gov

Prevents harmful exposures and disease related to toxic environmental substances

Centers for Disease Control and Prevention (CDC) 
http://www.cdc.gov

Promotes health and quality of life by preventing and controlling disease and other 
 preventable conditions

Centers for Medicare and Medicaid Services (CMS) 
http://www.cms.hhs.gov

Oversees the federal health care programs under Medicare, Medicaid, the Children’s Health 
Insurance Program (CHIP), and the Health Insurance Marketplace

Food and Drug Administration (FDA)  
http://www.fda.gov

Protects the public health by assuring the safety, efficacy, and security of human and 
 veterinary drugs, biological products, medical devices, national food supply, cosmetics, and 
products that emit radiation

Health Resources and Services Administration 
(HRSA) http://www.hrsa.gov

Improves access to quality health care for the uninsured, isolated, or medically vulnerable

Indian Health Service (IHS) 
http://www.ihs.gov

Provides comprehensive health services to American Indians and Alaska Natives to the 
 highest level

National Institutes of Health (NIH)  
http://www.nih.gov

Supports and conducts biomedical and behavioral research and promotes dissemination of 
medical knowledge

Substance Abuse and Mental Health Services 
 Administration (SAMHSA) http://www.samhsa.gov

Provides leadership for the prevention and treatment of mental and addictive disorders

Data from: U.S. Department of Health and Human Services. (2013b). Operating divisions. Retrieved from http://www.usphs.gov/aboutus/

TAbLe 7-2 Operating Divisions Within the Department of Health and Human Services
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links incentive payments to hospitals’ ability to perform on 
a designated set of quality measures. Until recently, CMS also 
provided incentive payments to physicians who voluntarily re-
ported specific quality data. In 2015, however, the incentives 
will cease and physicians who fail to report quality data will 

receive reduced Medicare payments. Pay-for-performance ini-
tiatives have been shown to have some effect on both the costs 
and quality of care, but have been criticized for the potential for 
unintended negative effects (Pay for Performance, 2012). Pay- 
for-performance was explored in more detail in Chapter 6 .

Figure 7-5 institutes and Centers of the National institutes of Health
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In March of 2010, President Barack Obama signed the 
Patient Protection and Affordable Health Care Act in an ef-
fort to improve health care access and system function in 
the United States (Kaiser Family Foundation, 2011b). Provi-
sions of the act are designed for incremental implementation 
through 2019. The provisions are far reaching and include a 
number of different initiatives. Major categories of initiatives 
include requirements for all U.S. citizens to have some form 
of health insurance coverage; employer requirements for cov-
erage of employees; expansion of public insurance programs 
under Medicare, Medicaid, and the Children’s Health Insur-
ance Program (CHIP); provision of premium and cost-sharing 
subsidies to individuals and families with incomes between 
133% and 400% of the federal poverty level and to small busi-
nesses; taxation of individuals without insurance coverage and 
of pharmaceutical, health insurance, and medical device com-
panies; creation of state-based health insurance exchanges to 
assist in the purchase of coverage by individuals and small 
businesses; and creation of an “essential benefits” package. Ad-
ditional provisions of the bill prohibit insurance companies 
from placing lifetime limits on coverage and denying cover-
age for preexisting conditions. The act also expands the role of 
state government in providing insurance coverage, promotes 

cost-containment initiatives, supports research on improving 
system quality and performance, promotes prevention and 
wellness initiatives and long-term care coverage, and supports 
health care workforce development, community- and school-
based health centers, trauma care, and disaster preparedness 
(Kaiser Family  Foundation, 2011a). For further information 
about the provisions of  ACA, see the External Resources sec-
tion of the student resources site.

Other National Health Care 
Systems
As we noted above, The U.S. health care system compares un-
favorably with several other national health systems, in large 
part because of the lack of universal coverage of all its citizens. 
The United States is the only developed nation that does not 
have some form of universal health care coverage.

Public Health Functions: An International 
Perspective
In Chapter 1 , we examined the core functions and essential 
public health services developed for the U.S. health care sys-
tem. Similar descriptions have been developed elsewhere in the 
world. For example, the Pan American Health Organization 
(PAHO, 2011) developed a list of essential public health func-
tions and defined them as “the fundamental set of actions that 
should be performed in order to achieve public health’s cen-
tral objective: improving the health of populations” (para. 1).  
PAHO also developed a methodology to evaluate public health 
capacity within a given country (PAHO, 2011). The essential 
functions and related public health activities are presented in 
Table 7-3•.

Features of Selected National  
Health Systems
Nations throughout the world have developed unique organi-
zational structures for delivering health care services to their 
peoples. Although no two health systems are alike, they tend 
to have certain commonalities. For example, all health systems 
are designed to address three major considerations: how care 

Assuring availability of health services is one of the core 
functions of public health. (Wavebreakmedia/Shutterstock)

Global Perspectives

People come to the United States from all over the world for many 
different purposes. Some intend only a short stay; others plan to 
relocate here permanently. What are some of the barriers within the 
U.S. health care system to obtaining care for those from other parts 
of the world? How might these barriers be eliminated or modified to 
improve their access to necessary care?

barriers to Obtaining  
U.S. Health Care
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will be organized and delivered, how services will be funded, 
and the mechanisms to be used for reimbursing providers. In 
addition, national health systems have to address a number of 
policy dilemmas. These include balancing the need for regional 
or national coordination with the requirement to meet local 
health needs, distributing available resources equitably, bal-
ancing professional practice autonomy with accountability for 

population health outcomes, promoting the use of evidence-
based best practices and guidelines, and addressing health 
disparities among subgroups in the population. Additional 
dilemmas faced by national health systems include assuring 
access to care in the face of cost constraints, balancing cura-
tive technology with allocations for prevention and promo-
tion, maintaining a qualified health care workforce, ensuring 

TAbLe 7-3  essential Public Health functions of National Health Systems,  
Pan American Health Organization

function Related Activities

Monitoring, evaluation, and analysis of 
health status

• Evaluating health status, trends, and determinants, and identifying inequalities in risks, threats, and 
access to health services.

• Identifying population health needs, health risks, and demand for services.
• Managing important statistics and the situation of high-risk and/or specific groups.
• Producing information to evaluate health services performance.
• Identifying resources from outside the health sector that can improve health promotion and the 

 quality of life.
• Developing technology and methods to manage, interpret, and communicate information to public 

health’s decision makers, external actors, suppliers, and citizens.
• Defining and developing agencies to evaluate the quality of the collected data.

Surveillance, research, and control of 
risks and threats to public health

• Developing capacity for research and surveillance of epidemic outbreaks and communicable and non-
communicable diseases models, behavioral factors, accidents, and exposure to toxic substances or 
environmental agents detrimental to health.

• Developing a public health structure to support epidemiological research.
• Supporting public health laboratory capacity to perform rapid analyses and process large volumes of 

tests to identify and control new health threats.
• Implementing programs for epidemiological surveillance and infectious disease control.
• Creating capacity to connect with international networks to better tackle the health problems of 

 greatest concern.
• Strengthening the ability to conduct surveillance at a local level and produce rapid responses to 

 control health problems or risks.
Health promotion • Promoting changes in lifestyle and environmental conditions that promote development of a health 

culture.
• Strengthening intersectoral partnerships to make health promotion actions more effective.
• Assessing the impact of public policies on health.
• Developing educational actions and social communication that promote healthy conditions, lifestyles, 

behaviors, and environments.
• Reorienting health services to develop models of care that support health promotion.

Social participation in health • Empowering citizens to change their own lifestyles and take an active role in developing healthy 
 behaviors and environments.

• Facilitating organized community participation in decisions and actions related to programs of 
 prevention, diagnosis, treatment, and rehabilitation.

Development of policy and institutional 
capacity for planning and management 
in public health

• Defining measurable public health objectives at all levels, consistent with a framework of values that 
promote equality.

• Developing, monitoring, and evaluating political decisions concerning public health, through a 
 participatory process consistent with the political and economic context of the decisions.

• Creating institutional capacity to manage public health systems, including strategic planning to solve 
the population’s health problems.

• Developing decision-making capacity based on evidence that incorporates planning, evaluation, 
 leadership, effective communication, organizational development, and resource management.

• Developing public health capacity for international cooperation.
Strengthening of institutional capacity 
for regulation and enforcement in public 
health

• Creating institutional capacity to develop regulatory frameworks necessary to monitor and protect the 
population’s health.

• Developing the capacity to create new laws and regulations to improve population health and promote 
the development of healthy environments.

• Protecting citizens in their relationship with the health system.
• Ensuring compliance with the standards in a timely, correct, congruent, and complete manner.
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TAbLe 7-3 (Continued)

function Related Activities

Evaluation and promotion of equitable 
access to necessary health services

• Promoting equitable access to necessary health services for all citizens.
• Developing actions to overcome access barriers to public health interventions and link vulnerable 

groups to health services.
• Monitoring and evaluating access to necessary public and private health services, adopting a 

 multisectoral, multitechnical and multicultural approach in conjunction with various agencies and 
institutions to resolve the injustices and inequalities in the utilization of services.

• Fostering close collaboration with governmental and non-governmental organizations to promote 
 equitable access to necessary health services.

Human resources training and 
 development in public health

• Determining human resource profiles needed to provide public health services.
• Educating, training, and evaluating public health personnel to identify public health services needs, 

effectively face pressing public health issues, and adequately evaluate action.
• Defining accreditation requirements for general health professionals and fostering continuous quality 

improvement programs for public health services.
• Constructing active partnerships with professional development programs that expose participants 

to relevant experiences in public health, as well as continuing human resources education for 
 management and leadership development in the area of public health.

• Developing capacities for interdisciplinary and multicultural work in public health.
• Providing ethical training for public health personnel, with special attention to the values of solidarity, 

equality, and respect for human dignity.
Quality assurance in personal and 
 population-based health services

• Promoting the implementation and improvement of evaluation systems.
• Promoting the development of standards for quality assurance and improvement systems, as well as 

monitoring providers for compliance with these standards.
• Defining, explaining, and guaranteeing service user’s rights.
• Developing an evaluation system for health technologies that can assist in health system decision 

making and that contributes to improving the quality of the health system as a whole.
• Using scientific methods to evaluate health interventions of various degrees of complexity.
• Implementing systems to evaluate user satisfaction and using these assessments to improve the 

 quality of health services.
Research • Conducting rigorous research to increase the knowledge that supports decision-making at various levels.

• Developing and implementing innovative public health solutions, and measuring and evaluating their 
impact.

• Establishing partnerships with research centers and academic institutions, both within and outside 
the health sector, to conduct studies to support the NHA’s decision-making process.

Reduction of the impact of emergencies 
and disasters on health

• Developing policy and planning and implementing measures to prevent, mitigate, reduce, and 
 prepare for the impact of disasters on public health.

• Developing integrated approaches to the threats and the etiology of each possible emergency or 
 disaster within the country.

• Promoting health system-wide participation and broad intersectoral/interinstitutional collaboration in 
reducing the impact of emergencies and disasters.

• Managing intersectoral and international cooperation in solving health problems caused by 
 emergencies and disasters.

Data from: Pan American Health Organization. (2011). Esssential public health functions. Retrieved from http://www.paho.org/HQ/index.php?option=com_content&view=
category&id=3175&layout=blog&Itemid=3617&lang=en

community participation in policy making, and reaching hard-
to-serve populations (Fried & Gaydos, 2012). Unique features 
of selected health care systems in other countries indicate the 
many approaches that can be taken to address the consider-
ations and dilemmas presented above. In 2012, the Common-
wealth fund published a report providing profiles of several 
national health care systems (Thompson, Osborn, Squires, & 
Jun, 2012). Key features of those health systems are summa-
rized below.

The United Kingdom has a National Health Service (NHS) 
under which the majority of health services is provided through 
a government-run system that is operated slightly differently 

in each of four administrative units (England, Scotland, Wales, 
and Northern Ireland), with separate administrative structures 
for the Isle of Man and the Channel Islands. Funding is derived 
from national taxes and care is free to all residents with the ex-
ception of some prescription, optical, and dental charges. In 
2013, the NHS in England underwent a major reorganization. 
Health care is under the direction of the Secretary of State for 
Health and is funded through Parliamentary allocations to the 
Department of Health. Funding is derived from taxation (NHS 
Choices, 2013a).

NHS England is an independent body from the government 
designed to improve health outcomes in the population. The 
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former Primary Care Trusts that administered the majority of 
the health care budget were abolished and replaced with Clini-
cal Commissioning Groups (CCGs). All general practice physi-
cians are employed by a particular CCG, which also includes 
other health professionals, including nurses. The CCGs are 
responsible for providing hospital, rehabilitative, and urgent/
emergent care, as well as most community health services and 
mental health and learning disability services. CCGs can also 
incorporate outside entities that meet established standards 
(NHS Choices, 2013b). Health and Wellbeing Boards are being 
established at local levels to coordinate public health services 
and reduce health disparities (Harrison, 2012). The Health and 
Wellbeing Boards will also provide avenues for consumer in-
put into strategic decisions and coordinate health and social 
services (NHS Choices, 2013b).

Until recently, the emphasis at the NHS has been on per-
sonal health care. However, the reorganization included the 
creation of a new entity, Public Health England (PHE), which 
is charged with coordinating a national public health service 
and delivering some services, creating an evidence base to sup-
port local public health services, supporting healthy choices by 
members of the public, and providing leadership to the public 
health delivery system. PHE is also responsible for supporting 
public health workforce development (NHS Choices, 2013b).

Canada’s “Medicare” system is a single-payer system in 
which services are provided by a variety of public and private 
providers, but are co-funded by the federal and provincial or 
territorial governments. Health care service delivery is pri-
marily the responsibility of provincial and territorial systems 
under federal standards for hospital, diagnostic, and physi-
cian services (Allin, 2012). Coverage is universal for medi-
cally necessary physician and hospital services, and in-patient 
prescription drugs; essential services are free (Health Canada, 
2014). Services are funded by a combination of federal and pro-
vincial or territorial funds derived through personal and cor-
porate income taxes. Some provinces provide supplementary 
benefits to certain groups of people (e.g., the elderly and low-
income residents). People who do not qualify for supplemen-
tary benefits may obtain them through out-of-pocket payment, 
 employment-based group insurance, or individual private  
insurance coverage. Federal monies are allocated to the pro-
vincial and territorial governments, who then pay for services 
provided (Health Canada, 2012). Two thirds of residents are 
covered under private insurance as well for services not covered 
under the national system (Allin, 2012). The basic service pack-
age for hospital, physician, and prescription drug coverage is 
mandated by the federal government, but provinces may cover 
additional  services as well (Canadian Health Care, n.d.).

Like the United Kingdom, the Canadian system has been 
focused on personal health care service delivery with less at-
tention to public health. In 2004, in response to the severe 
acute respiratory syndrome (SARS) outbreak of the previ-
ous year, Canada created the new Public Health Agency of 
Canada (PHAC). The designated functions of PHAC include 

population health assessment, surveillance, health promo-
tion and disease and injury prevention, health protection, and 
public health emergency preparedness and response. These 
changes have led to an increased focus on health promotion 
and initiatives to address social determinants of health and ill-
ness (Stachenko, Legowski, & Geneau, 2009).

In Australia, the health care system is financed and regulated 
by the federal government, with oversight and autonomous ad-
ministration of health services by states and territories. Cover-
age is universal, funded by taxes, patient fees, and other private 
sources. The national Medicare system covers both physician 
and hospital services as well as prescription medications, men-
tal health care, and some dental care and allied health services 
if referred by a physician. Care is provided in a mix of public 
and private facilities, although most physicians are in private 
practice or combine a salary for seeing public patients with fee-
for-service income from private clients. Approximately half of 
Australians also have private health insurance to assist with 
services not covered under the national plan. Private insurance 
coverage may involve “lifetime health coverage” for a fixed pre-
mium based on one’s age at the time of enrollment. Recent foci 
in health care planning include targeted health issues, such as 
workforce planning, primary care, preventive care, hospital re-
form, and disability services funding (Healy, 2012). In the past, 
health promotion, in general, has received less emphasis, and 
there was little systematic attention to social determinants of 
health (Davis, Lin, & Gauld, 2009).

The New Zealand health care system is tax funded and 
provides universal coverage for physician and hospital care, 
medications, and a broad range of other health and disability 
services. About one third of the population also has private in-
surance coverage to cover cost-sharing expenses and for other 
services. Services are provided under District Health Boards 
and public hospitals. System reforms resulted in a network of 
self-employed provider groups that provide primary care ser-
vices to the majority of the population on either a fee-for-ser-
vice or capitated (prepaid per enrollee) basis. Specialists tend 
to work in both public and private hospitals and in their own 
private practices. There has been a growing emphasis on social 
determinants of health in New Zealand (Gauld, 2012).

As of 2009, health insurance coverage is mandatory for all 
German citizens and permanent residents. Health care services 
in Germany are provided within a system of non- governmental 
“sickness funds.” Employer (or pension fund) and employee con-
tributions are collected in a national fund that is then distributed 
to local sickness funds based on risk-adjusted capitation formu-
las. The sickness funds provide a universal benefit package with a 
wide array of preventive and curative services determined by the 
federal government. Some residents may opt out of the system in 
favor of substitutive private insurance, and private insurance may 
also be used for additional services. Providers are paid primarily 
on a fee-for-service basis negotiated between sickness funds and 
regional medical provider associations. Hospitals may be either 
private or public, but their physicians are usually salaried and 
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are not permitted to see outside patients. Evidence-based disease 
management programs are in place for several chronic condi-
tions, and sickness funds contract with providers for their imple-
mentation (Blümel, 2012).

Comparing Health System Outcomes
Each year, the Organization for Economic Cooperation and 
Development collects data on more than 1,200 health system 
performance measures for 34 industrialized countries. The 
Commonwealth Fund uses that data to rate the performance 
of the U.S. health care system (Squires, 2011). In 2012, the 
Commonwealth Fund examined U.S. health care system per-
formance in five general areas: health care spending and cover-
age, health care supply and utilization, health promotion and 
disease prevention services, quality of care and patient safety, 
and the price of care. Highlights of the analysis in each of these 
areas are presented below.

HeALTH CARe SPeNDINg AND COveRAge. In 2012, 
the United States ranked first in terms of average per capita 
spending on health care in comparison with 12 other countries. 
U.S. per capita spending was $8,233, more than 50% higher than 
the next highest ranked country, Norway, at $5,388 and 2.7 times 
higher than New Zealand with the lowest per capita expenditures 
($3,022). In addition, the United States expends more of its gross 
domestic product (17.6%) on health care than any other country, 
again nearly 50% higher than Denmark, with next highest 
ranking (12%). Despite this level of expenditure, as we will see, 
health care outcomes in the United States lag far behind those of 
other countries in most areas addressed (Squires, 2013).

In comparisons of out-of-pocket spending for health care, 
the United States ranks second only to Switzerland ($970 and 
$1,325, respectively). Similarly, U.S. spending on pharmaceuti-
cals was the highest among 14 nations at $983 per person, and 
was more than 30% higher than in Canada and 3.4 times higher 
than pharmaceutical expenditures in New Zealand.

HeALTH CARe SUPPLy AND UTILIzATION. U.S. residents  
make extensive use of costly health care services. For example, 
rates of coronary bypass surgery are higher in the United States 
(79 per 100,000 population) than in any  country than Germany 
(116 per 100,000). These figures are most likely a function 
of a lack of preventive care in these systems.  Similarly, the 
availability of magnetic resonance imaging units in the United 
States (31.6 per million population) is surpassed only by Japan 
(Squires, 2013).

As a measure of access to care, the United States ranked 
third lowest in terms of the average number of physician visits 
per person at 3.9, compared to highest ranking Japan at 13.1 
visits per capita (Squires, 2013). In addition, the United States 
ranked next to last in terms of the number of practicing physi-
cians per 1,000 people at 2.4, compared to first ranked  Norway 
at 4.1. The number of hospital beds in the United States is only 
slightly higher at 2.6 beds per 1,000 population, lower than 
seven other countries and less than a third of the number of 
available beds in Japan (Squires, 2013).

HeALTH PROmOTION AND DISeASe PReveNTION.  
Only on two indicators in this area did the United States 
perform fairly well. With respect to cervical cancer screening 
rates, the United States ranked higher than another country 
with 85% of women screened in 2010. Similarly, the U.S. rate 
for adult smokers was second lowest, surpassed only by Sweden. 
On other measures, U.S. health system performance is less than 
stellar. For example, the United States ranked in the middle of 
the countries assessed with respect to influenza immunization 
among adults 65 years of age and older, and ranked highest in 
terms of obesity among adults, 29% higher than New Zealand, 
the second ranked country (Squires, 2013).

QUALITy AND SAfeTy. As a measure of health care 
quality, the United States lagged behind 15 other nations with 
the highest rate of mortality preventable by adequate health 

evidence-based Practice

The medical Home
One approach to the delivery of both preventive and curative 
services is the patient-centered medical home (PCMH) model. 
The Agency for Healthcare Research and Quality (AHRQ, n.d.a) 
has defined PCMH as a model of organization for primary 
care that encompasses the following functions and attributes: 
 patient centeredness, comprehensive care, coordinated care, 
superb access to care, and a systems-based approach to qual-
ity and safety. The Patient-Centered Primary Care Collabora-
tive reported on a review of evidence related to the outcomes 
of implementing patient- centered medical home interventions 

in the United States. The review indicated improved quality of 
care and  reduced  hospitalization and emergency department use 
leading to reduced costs of care. The review explored cost and 
quality outcomes for integrated delivery system models, private 
payer initiatives,  Medicaid-sponsored initiatives, and other PCMH 
programs (Grumbach & Grundy, 2010). In addition, AHRQ has 
collected multiple reports of studies of outcomes related to the 
PCMH model (AHRQ, n.d.b). For further information related to 
study findings, see the External Resources section of the student 
resources site.
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care. Similarly, the United States had the second highest rate of 
lower extremity amputations due to diabetes, at 32.9 per 100,000 
population, second only to Germany at 33.7 per 100,000. With 
respect to in-hospital mortality due to myocardial infarction, 
the U.S. rate was at the mid-point of the comparison nations, 
nearly twice the rate of best performing Denmark, but less than 
half of the rate for  Japan. Conversely, the United States had the 
highest rate of any country for five-year breast cancer survival 
(Squires, 2013).

Measures of patient safety reported in the Commonwealth 
Fund analysis included the rate of foreign bodies left in a pa-
tient’s body during a procedure and the rate of postoperative 
sepsis. With respect to foreign bodies, the United States had the 
fourth best rate at 4.9 instances per 100,000 hospital discharges, 
but still nearly three times higher on this indicator than best 
performing Denmark. The U.S. rate for postoperative sepsis 
was the third highest among the comparison countries at 1,077 
per 100,000 hospital discharges, more than three times that of 
Switzerland (Squires, 2013).

PRICeS. Health care in the United States is much more 
costly than in any of the comparison health systems in the 
Commonwealth Fund analysis. For example, U.S. prices for 
the 30 most commonly prescribed drugs are 23% higher than 
Canadian prices and three times higher than those in New 
Zealand. Similarly, U.S. prices for diagnostic imaging such 
as MRI and CT scans are higher than any of the comparison 
countries, and average hospital pending per discharge was 
30% higher than the next highest country. In part these high 
costs are a function of physician incomes and reimbursement 
rates. For instance, physician fees from public payment sources 
for hip replacement amounted to $1,634 in the United States, 
compared to $652 in Canada. Fees charged to private payers 
were more than twice as much. Similarly, the average income 
for an orthopedic surgeon in the United States was $442,450, 
nearly three times the income of a French orthopedic surgeon. 

Similar differences in incomes are noted for primary care 
physicians with U.S. incomes twice those of Australian primary 
care physicians (Squires, 2013).

Another performance measure comparing the U.S. health 
care delivery system to other national systems is infant mortal-
ity, in which the United States ranked last among eight nations. 
Similarly, sicker adults in the United States are more likely to 
report difficulty in getting care after hours without going to 
an emergency department than residents of most other com-
parison countries. The United States also performed worst in 
terms of people who reported being unable to access care due 
to costs in 2010. In addition, the percentage of U.S. primary 
care physicians using electronic medical records in 2009 was 
below that for all the comparison countries except Canada 
( Commonwealth Fund, 2011).

Generally speaking, deficits in the U.S. health care system 
have been identified with respect to the quality of care provided, 
access to care, efficiency, equity, and indicators of healthy life. 
Quality issues include safety, care coordination, and the effec-
tiveness of chronic disease management. Areas of concern with 
respect to access include inability to afford care due to costs 
and the extent of out-of-pocket expenditures by Americans for 
health care. Efficiency reflects the extent of the GDP allocated 
to health care expenditures, and equity is related to disparities 
in access to care as well as to disparities in health status across 
population groups in the United States. Major indicators of 
healthy life on which the United States performs abysmally in-
clude infant mortality, preventable mortality, and healthy life 
expectancy after age 60. U.S. health care system performance 
in all of these areas is considerably less than desired. Many of 
these areas are designed to be addressed by the Healthy People 
2020 initiatives discussed throughout this book. The provisions 
of the Affordable Care Act are also intended to address issues 
of access, equity, quality, and efficiency. The success of these 
endeavors, however, remains to be seen.

Health care delivery in the United States occurs in multiple set-
tings at multiple levels. The primary divisions of the U.S. health 
care system are the popular, complementary or alternative, and 
scientific health care subsystems. Care in the popular subsystem 
is provided by individuals to themselves or family members. 
Complementary or alternative care is provided by recognized 

ethnic healers or providers, while care in the scientific subsys-
tem is based on research evidence.

The scientific health care subsystem includes the personal 
health care sector, which focuses on care to individuals, and 
the public health care sector, which emphasizes the health of 
population groups. Within the public health care sector, care is 
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Design a health care delivery system that would meet the 
health needs of the U.S. public. Diagram the organizational 
structure of the system, making sure that your system ad-
dresses the core functions and essential services of public 
health as well as the goals of medical care. Address the follow-
ing questions:
1. What features (if any) would you incorporate from other na-

tional health care delivery systems?
2. How would you fund your system? How would health care 

providers be reimbursed? Why?

3. Would you offer comprehensive health care services? What 
would be included in the basic health services package? Would 
this basic coverage be available to all residents? Why or why not?

4. How would your system address the four levels of health 
care (health promotion, prevention, resolution, and restora-
tion)? Would one level receive priority over the others? Why 
or why not?

5. What political, economic, and social changes would need to 
occur before your proposed system could be implemented 
in the United States?
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provided by both official and voluntary organizations. Official 
health agencies are the offices within local, state, or federal gov-
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Voluntary agencies supplement the efforts of official health 
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Due to major concerns with quality, efficiency, and cost, there 
have been numerous attempts to reform the U.S. health care  system, 
the most recent being the enactment of the Patient  Protection 

and Affordable Health Care Act in 2010. Pay-for- performance is 
 another strategy that has been employed to  improve the quality of 
care provided and the efficiency of the system.

The United States is the only developed nation without some 
form of national health care system that provides universal cov-
erage for its citizens. The health systems of other nations vary 
across a number of parameters, but are fairly consistently ranked 
more highly than the U.S. system on a number of outcomes.
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Discuss the dimensions of globalization.

 2. Describe factors contributing to the globalization of population health issues.

 3. Distinguish between international and global health.

 4. Discuss U.S. involvement in global health initiatives.

 5. Describe recent global health initiatives.

 6. Discuss the concept of global health governance and its effects on population health.

 7. Describe health care organization at global and international levels.

 8. Discuss selected global issues related to population health status and determinants of health.

 9. Describe nursing involvement in global health.

Global Influences  
on Population Health8
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ICN: Global Advocacy for Nurses

ICN, the International Council of Nurses, arose out of concerns for women’s rights, health care 
reform, and the development of professional nursing practice. In 1899, three international nurs-
ing leaders, Ethel Gordon Fenwick (England), Lavinia Dock (USA), and Agnes Karll (Germany) 
established the first international organization for women and health care providers. Initiated as 
a federation of national nursing organizations, such as the American Nurses Association, ICN was 
often funded by the personal funds of participants (ICN, 2013c). Throughout its more than 100-
year history, ICN has advocated for nurses around the world. Two examples of its activities are 
particularly salient.

At the start of World War II, the German Nurses Association, one of the founding members 
of ICN, was disbanded by National Socialist (Nazi) Party. Similar action was taken against the 
 Italian National Nurses Association (ICN, 2013c). As a result of the war, more than 3,000 nurses 
were displaced, often without proof of their nursing credentials. In 1950, ICN took over from the 
 International Refugee Organization, the task of verifying the credentials of these nurses and as-
sisting them in obtaining the documents needed to practice their profession in their new  countries 
of residence (Center for the Study of the History of Nursing, School of Nursing, University of 
 Pennsylvania, n.d.).

More recently, in 1973, ICN challenged one of its older members, the South African Nurses  
Association, to integrate the organization. As ICN was preparing for a vote on expulsion of the 
South African Nurses Association, the association abruptly withdrew its membership. Today, a fully 
integrated South African association is once again an active member of ICN.
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ow Holy Innocents Children’s Hospital—A Nurse-Initiated  
Venture in Uganda

In August 2006, Fr. Bonaventure from Mbarara, Uganda, visited the University of San Diego and 
its School of Nursing to see if we could help him and the Archbishop realize a dream. That dream 
was to build a hospital to help save the 17,000 children under the age of 5 who died in their com-
munity in Uganda every year. As a nurse and a pediatric nurse practitioner, how does one say “no” 
to such a plea?

With the support of the university, six MSN students and I traveled to Mbarara, Uganda to 
conduct a needs assessment, identifying existing services, needs, in-country resources, the con-
sequences of and barriers to intervening, and the lay and professional communities’ perspectives. 
After traversing 600 square miles, conducting over two dozen focus groups with diverse lay and 
professional groups, we identified a place to build a hospital, developed plans for the hospital, and 
presented a proposal to the Archbishop and his community. The proposal was taken back to the 
San Rafael Catholic Church in Rancho Bernardo, California and parishioners who were interested 
in helping the Archbishop realize his dream.

The report we developed was used as the foundation for an NGO to finance the building of the 
first children’s hospital. The organization’s tax-deductible, 503-status, was acquired in May 2007, 
its website was developed (www.holyinnocentsuganda.org), and fund-raising began. By March 
2008, enough money had been raised to break ground for the hospital in Uganda. A 60-bed hos-
pital, outpatient department, and administrative wing were informally opened on July 4, 2009. By 
the time of the official opening on July 4, 2010, over 16,000 patients had been treated at Holy 
Innocents Children’s Hospital.
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Because the Uganda health care system uses the British model of care, all health professionals 
are educated accordingly. To be responsive to this health care orientation, Dr. Hunter contacted 
her nursing experts in Northern Ireland for input into the development of the hospital and its early 
leadership. As of January 2011, both the Medical Director and the Hospital Administrator are 
Ugandans.

From April 2007 to July 4, 2010 I made seven trips to Mbarara with over 100 nursing, chemis-
try, and business students and faculty from USD and health professionals from Children’s Hospital, 
Oakland. Our purpose has been to conduct environmental, developmental, and business needs as-
sessments, provide nurse and physician and lay community educator training, and initiate partner-
ships with the Mbarara University of Science and Technology Medical School and Business School 
and other entities in the community.

Nursing has advocated for the most vulnerable in Uganda, the age group birth–12 years, by 
helping to build the only children’s hospital in Uganda. As of January 2011, over 25,000 children 
have been treated in both the inpatient and outpatient departments. Our patients are critically ill 
and in the United States would be categorized as pediatric intensive care unit (PICU) patients, yet 
there is no PICU due to financial constraints. A neonatal intensive care unit of sorts has been cre-
ated that serves the needs of the critically ill neonates in this resource-poor environment. Nursing 
and medicine have now joined forces to help meet the hospital’s mission—the sister relationship 
with Children’s Hospital, Oakland will help solidify the standards of care necessary to provide pe-
diatric care, and the ongoing affiliations with the schools of nursing committed to this project will 
help ensure the more global well-being of the children, their families, and the community.

The mission of the hospital is to provide health care services to improve the health of the chil-
dren and their families and to promote opportunities for their future. This nursing initiative was de-
veloped around the framework of global health diplomacy, whereby partnerships between multiple 
disciplines, including medicine, nursing, environmental science, agriculture, politics, and business 
have been created to advocate for change, build local capacity, address factors that contribute to 
poor health, and promote stability in this community.

Anita Hunter, Phd, RN, PNP, FAAN

We live in a small world that can be circum-
navigated in a matter of hours, increasing the 
potential for the spread of disease, ideas, and 
technological advances. Today you are a nurs-

ing student in one country; six months or a year from now you 
may be working or vacationing in another. Or you may be car-
ing for a client from a distant part of the world. Health prob-
lems cross national boundaries, and their solutions will need 
to cross boundaries as well. For all these reasons, population 
health nurses need to be well versed in the global context in 
which health problems arise and health care is delivered.

Globalization
The interaction of health and other issues in multiple parts of 
the world arises from increasing globalization. Although there 
is no universally accepted definition of globalization, a  useful 
definition from the World Health Organization (WHO), is a 

“process of growing interdependence that represents a funda-
mental change from a world of individual and independent 
states to a world of state interdependence” (WHO, 2014c, 
para.4). The results of globalization are reflected in a simi-
lar definition as a “process of increasing interconnectedness 
 between societies such that events in one part of the world 
increasingly have effects on peoples and societies far away” 
(Fidler, 2001/2009, p. 125).

Dimensions of Globalization
Globalization has spatial, temporal, cognitive, and social di-
mensions. The spatial dimension reflects international trade, 
global political initiatives, communication, and increased cul-
tural exchange. Similarly, movement back and forth across na-
tional borders is common and increasingly easy. The temporal 
dimension addresses changes in our experiences of time and the 
increased speed of transactions, political change, and resource 
depletion. For example, I can be in San Diego this morning and 
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in Taiwan by late evening. Interchanges among people in dif-
ferent parts of the world may need to account for time changes. 
The cognitive dimension of globalization reflects thoughts 
about ourselves and our world. Positive effects of globalization 
in this dimension include expansion of democratic principles 
and support for human rights. Additionally, in order to work 
effectively to address worldwide problems, we need to begin 
to think of ourselves more as global citizens than as citizens of 
a specific nation. The social dimension of globalization is re-
flected in its effects on people in terms of its impact on culture, 
employment, working conditions, income, security, family life, 
and other aspects of social interaction, as well as redistribution 
of power from states to international bodies (WHO, 2014c).

Economic interconnectedness has been described as a core 
component of globalization that is fueled by technology and 
has a variety of societal effects. For example, a global economy 
is viewed by some as an impetus to increased productivity and 
standards of living based on economies of scale. Conversely, 
globalization of the economy may lead to destruction in jobs 
due to increased competition from low-wage countries. Other 
concerns related to globalization include loss of national sover-
eignty and self- determination and inequitable distribution of its 
benefits (WHO, 2014c).

Although international interchanges have occurred since 
ancient times, in the past they tended to take place between 

one nation and another, frequently between sovereign and in-
dependent national governments. Today’s “new” globalization, 
on the other hand, is characterized by new entities that have a 
certain amount of authority over national governments (e.g., 
the World Trade Organization [WTO]). In addition, globaliza-
tion is influenced by multinational business corporations with 
tremendous power to influence world events, global networks 
of non-governmental organizations (NGOs), new rules of gov-
ernance such as international agreements, new modes of com-
munication, and global movement among people.

Health Effects of Globalization
Globalization has a number of effects on the health of the 
world’s populations, some of which are positive and some neg-
ative. Positive effects include broader dissemination of health 
care technology that permits prevention and cure of illness. 
The existence of multinational corporations may also lead to 
improvements in labor standards and wages in developing na-
tions. Similarly, globalization may also have the effect of glo-
balizing concern for human rights.

Negative effects include the increased potential for the 
spread of communicable diseases with increasing interna-
tional travel (Association of State and Territorial Health Offi-
cials, 2013). Changes in culture and lifestyle have led to dietary 
changes, increased sedentary behaviors, and increased tobacco 
and alcohol use that contribute to the growing worldwide in-
cidence of noncommunicable conditions. Growing reliance on 
motor vehicle transportation, combined with industrialization, 
and population growth has also led to global climate change, 
which in turn affects weather patterns, potential for natural  
disaster, and crop production.

Globalization also affects social determinants of health. For 
example, although the number of people in extreme poverty 
(persons living on incomes less than $1 a day) has decreased, 
globalization has increased disparities between the rich and 
the poor, with the poor being disproportionately affected by 
the negative consequences of globalization (Ezeani, 2012). 
Per capita income has increased substantially for some na-
tions, but not as rapidly in others. For example, China, once 
one of the poorest nations in the world, now has a per capita 
income higher than 50% of the rest of the world (Ross, 2013). 
The gap between poor and middle-income countries has in-
creased; Sub-Saharan Africa remains the poorest region in the 
world, with a 29% increase in per capita income from 2000 to 
2010 compared to a 63% increase in middle-income countries 
(Stadtfeld, 2012).

Another negative effect of globalization has been the de-
creasing ability of national governments to address health is-
sues because multiple factors affecting health lie outside the 
authority of the government health sector. These effects of glo-
balization will be addressed in more detail in our discussion of 
specific global health issues later in this chapter. Some of the 
positive and negative effects of globalization are summarized 
in Table 8-1•.

Many health concerns transcend national boundaries and require 
international cooperation. (Steve Gorton/Dorling Kindersley)
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TAbLe 8-1 Positive and Negative effects of Globalization

Positive effects Negative effects

Promotion of economic growth Increasing inequities between and within groups
Greater employment or entry into the workforce for some segments of 
the population

Job loss for some segments of the population

Positive environmental effects (e.g., safer water supplies) Negative environmental effects (e.g., environmental degradation and 
increased resource consumption)

Greater financial prosperity and health for some Creation of unhealthful working conditions
Rapid dissemination of health innovations and information Marketing of unhealthful products (e.g., tobacco)
Development of global standards related to health (e.g., food safety 
standards)

Lack of access to available health innovations (e.g., antiretrovirals)

Changes in views of population health from a nation-specific perspective 
to a subgroup perspective across national boundaries

A shift away from the focus on social justice to an emphasis on market 
economies and efficiency

Positive effects of geoculture development (e.g., increasing autonomy 
for women)

Ease of spread of communicable diseases
Ease of illicit trade in harmful substances
Difficulty of keeping up with new developments and potential for 
 information overload
Increased time needed for decision making to incorporate input from 
diverse groups
Negative effects of geoculture development (e.g., dissemination of poor 
health habits)

International and Global Health 
Perspectives
At this point, we need to make a distinction between inter-
national health activities and global health. International 
health involves health matters that affect two or more coun-
tries. Global health, on the other hand, involves multina-
tional efforts to address health problems that cross national 
borders, and has been defined as “collaborative transnational 
research and action for promoting health of all” (Beaglehole 
& Bonita, 2010, p. 5142). Global health is also concerned with 
factors that affect the capacity of individual nation-states to 
deal with the determinants of health and illness. Global health 
issues are beyond the capability of one  nation to resolve and 
require multinational cooperation.

Trends in Global Health Collaboration
Early international collaborative efforts related to health con-
sisted primarily of attempts to control the international spread 
of epidemics. In 1903, these efforts led to the adoption of the 
International Sanitary Regulations, better known as Interna-
tional Health Regulations.

In 1946, the United Nations (UN) established the World 
Health Organization (WHO) to address global health issues. 
Over the years, WHO has adopted a number of international 
conventions, or agreements, related to health issues. These 
conventions are not legally binding and member nations can 
refuse to accept an entire convention or opt out of certain 
provisions of a convention. WHO activities were predicated 
on three primary strategies, each of which has been less than 

successful: global surveillance, transnational control measures, 
and multilateral funding. Global surveillance initiatives were 
designed to promote early identification of communicable 
disease outbreaks. Until recently, they have been largely un-
successful because developing nations either did not have the 
public health infrastructure needed to conduct surveillance 
activities or were afraid to report outbreaks for fear of eco-
nomic consequences associated with decreased trade or tour-
ism. Transnational control measures have been unsupported 
by developed countries, which were able to care for their sick 
and were less concerned about the spread of disease, and de-
veloping countries that feared initiation of “excessive mea-
sures” that might, again, restrict trade. Finally, the concept 
of multilateral funding was largely unsuccessful because the 
developed nations that provided most of the funding did not 
trust recipient countries to use them wisely. Two WHO initia-
tives that have been successful are the worldwide elimination 
of smallpox and eradication of polio from significant portions 
of the globe.

From the 1990s onward, there has been greater multilateral 
cooperation on health issues due to the emergence of new dis-
eases with increased potential for worldwide spread. In 2005, 
the International Health Regulations were revised, and WHO 
has taken a more active role in prescribing effective interven-
tion for disease outbreaks that have been implemented by most 
of the international community (WHO, 2014c). There has also 
been a marked expansion of multilateral health aid, particu-
larly from non-governmental organizations. In addition, some 
 international agreements have been modified to address their 
health consequences. For instance, under the TRIPS agreement 
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on Trade Related Aspects of Intellectual Property Rights, 
World Trade Organization (WTO) members are required to 
protect intellectual property rights, but that protection can 
be abrogated to address public health issues. As an example, 
member countries can issue compulsory licenses mandating 
in-country production of a necessary drug and avoid the high 
cost of importation from the country in which it was developed 
(WTO, 2014).

One particular WHO initiative that has changed over the 
years is the concept of primary health care and the goal of 
“health for all by 2000.” The “health for all” concept arose 
out of the 1977 World Health Assembly. The central goal 
of the “health for all” movement was the provision of basic 
health care to all peoples of the world by the year 2000. Its 
three main objectives were promotion of healthy lifestyles, 
prevention of preventable conditions, and therapy for ex-
isting conditions. The strategy to achieve health for all cen-
tered on the concept of primary health care as described 
in the Declaration of Alma-Ata, a report generated by the 
 International Conference on Primary Health Care held in 
Alma-Ata in 1978.

Primary health care (PHC) is an approach to provid-
ing health care resources that focuses on provision of es-
sential health care using socially acceptable and affordable 
methods and technology, accessibility, public participation in 
policy development, and intersectoral collaboration. In 1978, 
the  Declaration of Alma-Ata proposed a set of core activities to 
be included in primary health care and tailored to the needs of 
a particular population. These activities included:

•	 Education	to	prevent	and	control	major	health	problems	in	
the area

•	 Promotion	of	nutrition	and	a	safe	and	sufficient	 food	
supply

•	 Provision	of	safe	water	and	basic	sanitation
•	 Provision	of	maternal	and	child	health	care,	including		family	

planning services
•	 Immunization
•	 Prevention	and	control	of	endemic	diseases
•	 Adequate	treatment	of	common	illnesses	and	injuries
•	 Provision	of	essential	medications	(Hixon	&	Maskarinec,	

2008).

Basic values of PHC include equity, universal access to 
care, people-centeredness, and communities that provide 
conditions conducive to health. Unfortunately, these values 
have been largely subverted by the effects of hospitalcen-
trism, commercialism, and fragmentation within health care 
systems. Hospitalcentrism refers to health care systems built 
around hospitals and specialty care rather than primary care. 
Commercialism has been defined by WHO (2008) as unregu-
lated sale of health care services for purposes of profit. Under 
the values of PHC, health care services should not be a source 
of profit for individuals, businesses, or governments. Frag-
mentation of health care systems reflects a focus on “priority” 

programs, projects, and issues, rather than a comprehensive 
approach to health.

To address these issues, WHO has suggested four areas 
for reform in PHC initiatives. These include universal cover-
age reforms, service delivery reforms, public policy reforms, 
and leadership reforms. Universal coverage reforms include 
strategies to move toward access to health care services for all 
members of all populations, regardless of income or insurance 
status. Three approaches have been suggested to achieve uni-
versal access: (a) reducing cost sharing by recipients of care, 
(b) expanding the services covered by health care service plans, 
and (c) expanding the populations covered to include all resi-
dents (WHO, 2008).

Service delivery reform suggestions reflect the need for 
health care services to be socially relevant and to respond to 
the needs of the population. Such reforms would lead to 
 people-centered care characterized by a focus on health needs 
of the population, enduring relationships between provid-
ers and clients, comprehensive and continuous care, and re-
sponsibility for the health of the total population as well as for 
determinants that affect health status and partnerships with 
 recipients of care (WHO, 2008).

Public policy reform is needed to integrate public health 
initiatives with primary care services. There is also a need to 
develop policies across all sectors that support health and 
strengthen national and transnational health initiatives (WHO, 
2008). Such policy development will require what has been re-
ferred to as sector-wide approaches. Sector-wide approaches 
(SWAPs) are approaches to the resolution of health-related 
problems through attention to conditions in the broader social 
and economic sectors that affect health (WHO, 2014b). An ex-
ample of a sector-wide approach might be efforts to provide 
access to safe, drinkable water in a developing nation. Assis-
tance might be sought from an NGO to build a water purifica-
tion system, but local government initiatives will be required 
to support system maintenance. There may also be a need for 
cooperation from local agricultural businesses to prevent wa-
ter contamination with agricultural runoff. At the same time, 
legislation might be needed that prohibits the dumping of hu-
man wastes within a prescribed distance of a water supply. For 
the safe water system to be developed and continue to function, 
activities will be required in several aspects of the health, social, 
and economic sectors.

Leadership reforms are needed to replace authoritarian or 
laissez-faire governmental approaches to health issues with 
participatory approaches (WHO, 2008). The aims of PHC 
will not be achieved without input from those affected in the 
planning and development of health care services. Other 
changes in the PHC approach suggested by WHO include an 
expanded focus on all members of the population rather than 
 subpopulations such as mothers and children, promotion of 
healthier lifestyles and attention to social determinants of health, 
use of a primary health care team, comprehensive health care 
services rather than narrow foci on “priority” issues, adequate 
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funding for comprehensive PHC, and care coordination across 
levels of preventive and curative services (WHO, 2008).

U.S. Involvement and Global Health
The United States has long been actively involved in global 
health initiatives, but that involvement has been changing. In 
the past, much of U.S. involvement has occurred through fed-
eral government activities, but more recently there has been 
increased activity by U.S.-based non-governmental organiza-
tions and multinational corporations. In 2009, the Institute of 
	Medicine	(IOM)	made	five	recommendations	for	U.S.	action	
within the global health enterprise. These recommendations 
included the following:

•	 Expanding	existing	governmental	and		non-governmental	
interventions to achieve greater gains, with particular 
foci	on	supporting	 the	achievement	of	 the	Millennium	
	Development	Goals	(MDGs)	(discussed	below),	preparation	
for emerging communicable and noncommunicable health 
challenges, and promoting health infrastructure and work-
force development in developing nations.

•	 Generating	and	sharing	knowledge	to	solve	global	health	
problems.

•	 Investing	in	global	capacity	building	in	line	with	local	prior-
ities. One suggested strategy is the creation of a global health 
service corps in which U.S. health care providers would 
serve in other nations much as they do in medically under-
served areas of the United States.

•	 Increasing	the	U.S.	commitment	to	funding	global	health	ini-
tiatives by meeting existing commitments and increasing aid 
spending, moving from a treatment to a health promotion and 
illness prevention focus, and funding global health research.

•	 Setting	an	example	for	respectful	partnerships	by	address-
ing the needs and concerns of partner nations and highlight-
ing	health	as	an	integral	component	of	foreign	policy	(IOM,	
2009).

A 2010 report by the Kaiser Family Foundation noted that 
the United States was a party to only 36 of 50 recent interna-
tional agreements. The study found the U.S. government to be 
most likely to participate in agreements related to control of 
specific diseases, trade and intellectual property, and security 
and international preparedness. The United States is not a party 
to several agreements related to environmental issues (e.g., the 
Kyoto Protocol to the United Nations Framework Convention 
on Climate Change and the WHO Framework Convention on 
Tobacco Control) and protection of some specific vulnerable 
populations such as the Convention on the Rights of Children 
and the Convention on the Elimination of All Forms of Dis-
crimination Against Women. Greater U.S. involvement in such 
international efforts may be heralded by the Obama Admin-
istration’s proactive stance on international partnerships for 
health and development (Kates & Katz, 2010).

For the first time, the Healthy People 2020 objectives include 
a focus on global health. To a large extent, the objectives related 
to this focus area emphasize protection of the United States 
from global threats to health. Some of the objectives, however, 
are aimed at developing global health competencies that will 
benefit the rest of the world as well. The global Healthy People 
2020 objectives, with baseline data and target figures as well as 
related data sources for monitoring their achievement, are pre-
sented on the next page.

Global Health Initiatives
A number of global health initiatives have been recently un-
dertaken, two of which will be addressed here. Other initiatives 
will be discussed in the context of global health issues to which 
they relate. The two initiatives to be presented here are the  
millennium development goals and the contributions of the 
G7/G8 nations to global health efforts.

MILLeNNIUM DeVeLOPMeNT GOALs. In 2000, the UN 
General Assembly developed its millennium development goals 
(MDGs), a set of goals for international development that address 
issues of health status and social determinants of health. Three of 
the goals, reducing child mortality, promoting maternal health, 
and combating HIV/AIDS, malaria, and other diseases address 
health directly. The other goals address determinants of health. 
Each goal encompasses one or more targets to be achieved by the 
international community. Specific indicators for achievement 
of each target have also been identified (United Nations, 2012). 
Table 8-2• summarizes the millennium development goals and 
specific targets. Like the U.S. Healthy People 2020 objectives, the 
MDGs	 provide	 consensus	 on	 the	most	 important	 goals	 to	 be	
accomplished in the coming years as well as a comprehensive 
agenda for international development to achieve and sustain 
those	 goals.	 Information	 on	 progress	 in	 attaining	 the	 MDGs	
is published annually by the United Nations (UN, 2013). For 
information on annual progress in meeting the goals, see the 
External Resources section of the student resources site.

Many national health care systems incorporate advanced medical 
technology. (EPSTOCK/Fotolia)
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G7/G8 CONTrIbUTIONs TO GLObAL HeALTH INI-
TIATIVes. The United States is one of a group of six national 
governments formed in 1975 in response to a global oil crisis. 
Because of their monetary contributions to global initiatives, 
these organizations, which numbered eight until Russia became 
plagued with internal issues and now number seven, have greater 
voting strength in a number of world decision-making bodies 
such	as	World	Bank,	International	Monetary	Fund	(IMF),	and	
World Trade Organization. The seven countries that currently 
make up the group labeled G7 include Canada, France,  Germany, 
Italy, Japan, the United Kingdom, and the United States. These 
seven nations account for nearly 40% of the world’s total gross 
domestic product, with China and India accounting for another 
20% (Quandl, 2014). The gross domestic product (GDP) is the 
total monetary value of all goods and services produced by a na-
tion in a given period.

The G7 nations have committed themselves to contributing 
to the achievement of the millennium development goals. Un-
fortunately, that commitment has not been met, and only one 
country has lived up to its commitment to date.

A contribution of 0.1% of the GDP of all affluent countries 
would raise an estimated $35 trillion, roughly $35 per person 
for the one million people throughout the world who need as-
sistance. In addition, low-income countries would be expected 
to dedicate 15% of their national budgets to address internal 
health	issues	(MacDonald,	2009).	It	is	estimated,	however,	that	
achievement	of	the	MDGs	would	require	$40	to	$70	billion	
more than is currently being contributed in annual aid and a 
goal of increasing aid contributions to 0.7% of affluent coun-
tries’ GDP has been advanced. There is a need for considerably 
greater support of global health initiatives by the G7 nations 
and	other	relatively	affluent	countries	before	the	MDGs	can	be	
realized.

Global Health Governance
Another perspective on global health that is undergoing rela-
tively rapid change is the concept of global governance. Health 
governance is defined as “the actions and means adopted by 
a society to organize itself in the promotion and protection 
of the health of its population (Dodgson et al., 2002/2009, 

Healthy People 2020

Objectives for Global Health

 
ObjECTIvE

 
bASELINE (YEAr)

 
TArGET

CurrENT DATA 
(YEAr)

 
DATA SOurCE

GH-1: Reduce the number of new cases of 
malaria reported in the United States

1,298 cases
(2008)

999 cases 1,691 (2010) National Notifiable 
 Disease Surveillance 
 System (NNDSS), CDC/
PHSIPO, National  Malaria 
Surveillance System 
(NMSS), CDC/CGH

GH-2: Decrease the tuberculosis (TB) case 
rate for foreign-born persons living in the 
United States

20.3 cases 
per 100,000 
population
(2008)

14 cases per 
100,000 
population

17.2 cases 
per 100,000 
population 
(2011)

National Tuberculosis 
Indicators Project (NTIP), 
CDC

GH-3: Increase the number of Global 
 Disease Detection (GDD) Regional Centers 
worldwide to detect and contain emerging 
health threats

7 centers
(2009)

18 centers 8 centers 
(2012)

GDD Monitoring and 
Evaluation Database, 
CDC

GH-4: Increase the number of public health 
professionals trained by the Global Disease 
Detection (GDD) programs worldwide

37,221 health pro-
fessionals (2009)

300,000 health 
professionals

73,905 
(2012)

GDD Monitoring and 
Evaluation Database, 
CDC

GH-5: Increase diagnostic testing capacity 
in host countries and regionally through the 
Global Disease Detection (GDD) Regional 
Centers

156 tests estab-
lished or improved 
(2009)

1000 tests 232 tests 
(2012)

GDD Monitoring and 
Evaluation Database, 
CDC

Data from: U.S. Department of Health and Human Services. (2013). Global health. Retrieved from http://www.healthypeople.gov/2020/topicsobjectives2020/overview.
aspx?topicid=16

M08_MARY9591_06_SE_C08.indd   194 06/09/14   6:39 PM

http://www.healthypeople.gov/2020/topicsobjectives2020/overview


chaPter 8 Global influences on Population health  195

p. 440). Global governance is defined by the World Health 
 Organization as “an international process of consensus-forming  
which generates guidelines and agreements that affect national 
governments and international corporations” (WHO, 2014b, 
para. 2). Global health governance is the application of in-
ternational laws, norms, and expectations to the management 
of health issues that cross international boundaries (WHO, 
2014b). Global health governance requires the ability to in-
fluence health determinants outside the control of national 
governments due to the cross-border nature of many health is-
sues and their contributing factors. International cooperation 
related to health risks began in the mid-19th century (Fidler, 
2001/2009), and the International Sanitary Regulations dis-
cussed above constituted an early attempt at global health gov-
ernance. These regulations were revised by the World Health 
Assembly as the International Health Regulations (IHRs) in 
2005 and became binding international law as of June 2007. 
The purpose of the regulations is to prevent the spread of pub-
lic health emergencies, particularly communicable diseases, 
without undue disruption of trade and travel. The regulations 
required WHO member states to develop national surveil-
lance and response systems by 2012, specifying mechanisms 
for identification, reporting, and management of international 
health emergencies (WHO, 2014e).

International agreements such as the IHRs are the prod-
uct of health diplomacy, which is the art of negotiating and 
reaching agreement with respect to competing health needs 
and	goals.	Most	 global	 governance	does	not	 involve	 the	

development of binding international law, but, instead, takes 
the form of accepted conventions or agreements that may ex-
ist between specific nations or a global collective of countries. 
Such international and global agreements have implications for 
national policy and vice versa (WHO, 2014b). For example, the 
waivers possible under the TRIPS Agreement discussed earlier 
have implications for intellectual property rights as recognized 
by U.S. law.

Some authors have noted that the world is in the process of 
transitioning from a system of international relations between 
specific countries to a “system of global politics” (Bartsch, 
Hein, & Kohlmorgen, 2007, p. 19). Such a system often involves 
direct action between non-governmental factors functioning 
independently rather than through national governments as 
negotiators. In addition, a global political system is character-
ized by multilevel modes of governance and regulation that 
involve power sharing among different groups or actors, in-
cluding partnerships between public and private sectors, and a 
lack of central authority for enforcement of agreements. Only 
rarely does this system result in international law.

Several types of power play a role in global governance, and 
different actors involved in negotiation may exhibit different 
forms of power. Particular forms of power that may be involved 
include discursive power, decision-making power, legal power, 
and resource-based power. Discursive power reflects the abil-
ity to shape discourse regarding an issue or to set an agenda 
for negotiation. Decision-making power involves the ability 
to participate in decision making and formal norm setting. As 

Goal selected Targets

1. Eradicate extreme poverty and hunger •	Halve	the	proportion	of	people	living	on	less	than	$1	per	day
•	Halve	the	proportion	of	people	suffering	from	hunger

2. Achieve universal primary education •	Ensure	that	all	boys	and	girls	are	able	to	complete	a	full	course	of	primary	education
3. Promote gender equality and empower women •	Eliminate	gender	disparity	in	primary	and	secondary	education	by	2005	and	at	all	levels	

by 2018
4. Reduce child mortality •	Reduce	by	two	thirds	the	mortality	rate	among	children	under	5	years	of	age
8. Improve maternal health •	Reduce	by	75%	the	maternal	mortality	ratio
6. Combat HIV/AIDS, malaria, and other diseases •	Halt	and	begin	to	reverse	the	spread	of	HIV/AIDS

•	Halt	and	begin	to	reverse	the	incidence	of	malaria	and	other	major	diseases
7. Ensure environmental sustainability •	Integrate	principles	of	sustainable	development	into	national	policies	and	programs	and	

reverse the loss of environmental resources (e.g., reduce energy use and carbon dioxide 
emissions)

•	Halve	the	proportion	of	people	without	sustainable	access	to	safe	drinking	water	and	basic	
sanitation

•	Achieve	significant	improvement	in	lives	of	at	least	100	million	slum	dwellers	(e.g.,	 
adequate sanitation and secure housing tenure)

8. Develop a global partnership for development •	Develop	an	open,	rule-based,	predictable,	non-discriminatory	trading	and	financial	system
•	Address	the	special	needs	of	the	least	developed	and	land-locked	and	island	countries
•	Deal	with	developing	countries’	debt
•	Make	available	the	benefits	of	new	technologies,	especially	information	and	

communication

Data from: United Nations. (2012). The Millennium Development Goals report 2012. Retrieved from http://mdgs.un.org/unsd/mdg/Resources/Static/Products/Progress2012 
/English2012.pdf

TAbLe 8-2 Millennium Development Goals (MDGs) and selected Targets
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noted earlier, the relative financial contribution of the G7 na-
tions to global initiatives gives them a more decision-making 
power than is held by other countries involved in those insti-
tutions. Legal power is based on legal structures and laws and 
rarely is brought to bear in global health governance. Finally, 
resource-based power is power derived from the ability of a 
negotiator to provide both material and immaterial resources 
needed	to	achieve	goals.	Material	resources	might	include	
money or personnel, while immaterial resources might involve 
knowledge and information resources (Bartsch et al., 2007).

Essential elements of global health governance include de-
territorialization of thinking and the elimination of national 
boundaries in addressing health issues and their solutions. 
Global health governance also requires definition of health 
determinants from a multisectoral perspective, not from a bio-
medical outlook. For example, access to clean drinking water is 
a health issue that lies beyond the health care sector. In addi-
tion, global health governance necessitates the involvement of 
a variety of actors and interests, including governmental and 
non-governmental players, public and private sectors, and so 
on (Dodgson et al., 2002/2009).

Several challenges must be overcome in order for global 
health governance to be achieved. First, there is a need for con-
sensus on the moral and ethical principles that should under-
gird global health governance. Decision makers need to agree 
on what are considered basic human rights related to health 
and health care and work toward support of those rights. 
 Second, there is a need to define leadership and authority 
(Dodgson et al., 2002/2009). As noted earlier, the International 
Sanitary Regulations were largely ignored, in part due to a lack 
of sanctions for failure to follow them, in addition to other fac-
tors. What sanctions might be applied to the United States, 
for example, if it fails to uphold agreed upon provisions of the 
Framework Convention on Tobacco Control or agreements on 
human trafficking?

The third, and perhaps most significant, challenge to achiev-
ing global health governance is the need for resources needed 
to support global health cooperation. Funding is needed to 
organize and carry out agreed upon health-related initiatives. 
For example, the campaign to eradicate smallpox was a labor-
intensive and costly endeavor, fortunately funded by a com-
bination of WHO funds and money from donor countries. 
Overcoming national sovereignty concerns is another area that 
impedes global health governance. Nation-states are under-
standably reluctant to cede power to control health issues to 
international groups. There is also a need to agree on enforce-
ment of agreements at the global level. Finally, there is a need 
to involve wider participation in global health governance, not 
just national governments, the traditional negotiators in inter-
national interactions (Dodgson et al., 2002/2009). In the end, 
developing global health governance structures will depend on 
achieving a balance between increased interdependence and 
desires to pool resources to address common problems and 
fears of loss of autonomy for individual nations (Kickbush, 
2000/2009).

Some authors envision an expanded role for WHO in the 
development of a system of global health governance. Potential 
functions might include ensuring a reliable information base 
related to health issues, safeguarding global security through 
global response protocols and creation of a rapid response net-
work to deal with emerging threats to health, supporting the 
competence of developing nations in addressing health issues, 
and acting as a global health broker in the creation of coopera-
tive regulations and negotiation of health-related conflicts. In 
addition, WHO might function as an oversight body monitor-
ing health-related networks and partnerships and could cre-
ate a UN spokesperson on human rights and health to draw 
the attention of the international community to health issues 
 (Kickbush, 2000/2009).

At present, however, three gaps exist that interfere with the 
development of global health policy and governance. The first 
of these is a jurisdictional gap. No organization or body has ju-
risdiction to enforce global health regulations or agreements. 
The second is a participation gap in that there is minimal rep-
resentation of developing nations or citizens in policy devel-
opment.	Finally,	there	is	an	incentive	gap.	Many	countries	do	
not see the benefits to development and enforcement of global 
health-related policy and fear loss of autonomy related to in-
ternal affairs as they influence global health issues (Kickbush, 
2000/2009).

Development of a true system of global health governance 
will require the accomplishment of several tasks to fill these 
gaps. The first of these is convincing the nations of the world 
that global health policy serves their needs and is of benefit to 
them. The second requirement is to widen the support base for 
global health, particularly in terms of funding sources. Finally, 
global health governance will require a shift to a moral argu-
ment for accountability for the health of the entire world and 
a focus on populations across national boundaries (e.g., the 
poor, children, the elderly, etc.) (Kickbush, 2000/2009).

Health Care Organization at 
Global and International Levels
There are a variety of agencies that undertake global or inter-
national health efforts. These agencies can be loosely grouped 
as bilateral agencies, multilateral agencies, and civil society or-
ganizations. Bilateral and multilateral agencies tend to be asso-
ciations of member nations represented by official government 
health-related agencies. Multilateral agencies are those that 
involve several countries in joint activities related to health, 
whereas bilateral agencies are health-related agencies that 
generally involve only two countries in any single project.

Bilateral Agencies
A number of bilateral organizations with health emphases ex-
ist throughout the world. Virtually all developed countries 
provide some form of health-related aid to underdeveloped 
countries, with the contribution of some countries far in excess 
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of that provided by the United States. This section will focus on 
the bilateral organizations involving the United States. One of 
the federal agencies concerned with international health is the 
United States Agency for International Development  (USAID), 
which administers all federally financed projects for foreign de-
velopment, including those that are health related. This agency 
is housed in the U.S. Department of State, and its twofold 
purpose is to promote U.S. foreign policy through expansion 
of democracy and free markets and to improve life in the de-
veloping world. To these ends, the agency supports economic 
growth, agriculture, and trade; global health; and democracy, 
conflict prevention, and humanitarian aid (USAID, 2014).

The U.S. Department of Health and Human Services in-
cludes several agencies with international foci. One is the Office 
of Global Affairs (OGA) which “promotes the health and well-
being of Americans and of the world’s population by advancing 
global strategies and partnerships in the coordination of global 
health policy” (OGA, n.d., para. 1). The second is the Center 
for Global Health within the Centers for Disease Control and 
Prevention (CDC). This center is involved in both bilateral and 
multilateral health activities sending health experts to specific 
countries in need of assistance and providing representation 
in multilateral organizations such as WHO, the World Bank, 
and the International Red Cross. CDC is involved in a number 
of global health initiatives related to control of specific diseases 
such as HIV/AIDS, malaria, influenza, measles, and polio, as 
well as programs related to environmental health, reproductive 
health, road safety, violence prevention, and food safety, to name 
a few areas of focus (Center for Global Health, n.d.). For further 
information on global health initiatives undertaken by CDC, see 
the External Resources section of the student resources site.

Within the National Institutes of Health (NIH), the  Fogarty 
International Center (n.d.) focuses on international health 
research. Other branches of the NIH (e.g., the Geographic 
	Medicine	Branch	of	the	Institute	of	Allergy	and	Infectious	
 Diseases) are involved in activities that are international in fo-
cus.	Many	of	the	programs	of	the	Peace	Corps,	the	federal	in-
ternational volunteer program, have a health focus.

Some federal agencies that function primarily at the na-
tional level also have some international aspects to their roles. 
For example, the U.S. Food and Drug Administration (2014) 
houses the Office of International Programs, which focuses 
on bilateral as well as multilateral regulatory initiatives related 
to safe food and drug supplies throughout the world. In ad-
dition, federally chartered institutions such as the Institute of 
	Medicine	and	the	National	Science	Foundation	are	also	con-
cerned with problems of international health as well as with 
domestic problems.

Bilateral or binational initiatives are particularly needed 
along	the	U.S.–Mexico	border.	There	are	15	million	people	
in	44	U.S.	countries	and	90	Mexican	municipalities	who	live	
along the border, and this number is expected to rise to 23 
million	by	2030	(McDonald,	Mojarro,	Sutton,	&	Ventura,	
2013).	The	United	States–Mexico	Border	Health	Commission	
(n.d.) was established to address health needs in the border 

populations. Particular areas of emphasis include obesity and 
diabetes, strategic planning, research, data collection, and aca-
demic alliances.

Multilateral Agencies
The World Health Organization (WHO) is “the directing 
and coordinating authority on international health within the 
United Nations’ system” (WHO, 2014a, para. 1), and is the 
primary multilateral agency dealing with global health issues. 
WHO was established in 1948 and is responsible for provid-
ing leadership in global health initiatives, supporting health-re-
lated research and setting a global research agenda, monitoring 
global health trends, and providing technical assistance in the 
control of health problems that threaten the global community 
(WHO, 2014a). WHO is funded through “dues” and dona-
tions by member nations and focuses on health promotion and 
disease prevention, cure of illness, health systems and health 
resources development, and health-related international re-
search. The World Health Assembly is the governing body for 
WHO and sets global health policy (WHO, 2014a). For further 
information about WHO, see the External Resources section of 
the student resources site.

The Pan American Health Organization (PAHO) is the 
multilateral agency that deals with health-related concerns 
in the Americas and provides an avenue for collective efforts 
to promote the health status of people in all nations in the 
 Western Hemisphere. PAHO is the oldest of the global health 
organizations and celebrated its 100th anniversary in 2002. 
PAHO originated in 1902 as the International Sanitary Bureau. 
Its original focus was the development of uniform sanitary 
regulations and laws in North and South America. In 1958, 
the organization expanded its focus to address broader health 
issues and changed its name to the Pan American Health 
 Organization (PAHO, 2011, 2013).

One of PAHO’s significant achievements is the development 
of the Regional Core Health Data Initiative, which monitors 
achievement of health goals in PAHO member states (PAHO, 
2014b). To date, the data generated have been used to create 
health profiles for 47 jurisdictions, including the United States 
and Puerto Rico (PAHO, 2014c). Data collected provide direc-
tion for programs to enhance health status in the region of the 
Americas. For further information about PAHO and  current 
indicator status for member nations, see the External Resources 
section of the student resources site.

Other multilateral agencies include the health components 
of the North Atlantic Treaty Organization (NATO) and the 
Southeast Asia Treaty Organization (SEATO). The United 
 Nations International Children’s Emergency Fund (UNICEF) 
and the United Nations Educational, Scientific, and Cultural 
Organization (UNESCO) are two other agencies within the 
UN that provide assistance with matters of global health. The 
Food and Agricultural Organization (FAO) is a multilateral 
agency designed to enhance the world’s food supply. Finally, 
the World Bank provides both funding and technical assistance 
in dealing with health problems around the world.
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Civil Society Organizations
Civil society is one of three aspects of society, with the other 
two aspects being government and the economy. The defi-
nition of civil society adopted by the World Bank is as fol-
lows: “the wide array of non-governmental and not-for-profit 
organizations that have a presence in public life, expressing 
the interests and values of their members or others, based on 
ethical, cultural, political, scientific, religious or philanthropic 
considerations” (World Bank, 2013, para. 5). Civil society, 
then, determines the culturally acceptable directions for po-
litical and economic decisions. Civil society organizations 
(CSOs) are “community groups, non-governmental organi-
zations (NGOs), labor unions, indigenous groups, charitable 
organizations, faith-based organizations, professional associa-
tions, and foundations” that represent the voice of the people 
in societal decision making (World Bank, 2013, para. 5). CSOs 
occur at local and national, as well as international, levels of 
society.

CSOs are characterized by their nonprofit nature, their 
organizational and financial independence from govern-
ment, and, like voluntary agencies, their reliance on voluntary 
 membership and contributions. CSOs carry out a variety of 
functions with respect to global health governance. These func-
tions include raising awareness of health problems caused by 
economic or political factors, agenda setting, developing us-
able knowledge, monitoring problem status and policy imple-
mentation, rule making, and norm development. Additional 
functions include policy verification through scrutiny of policy 
initiatives and their implementation, capacity building in terms 
of technology transfer and organizational skill development, 
and financing (Lee, 2010).

There are several types of CSOs that are somewhat similar 
to the types of voluntary agencies discussed in Chapter 7 .  
One distinct type of CSO that has no parallel among voluntary 
agencies is a social movement. Social movements are informal 
networks and groups who work for societal change, sometimes 
independently of each other. Social movements are usually is-
sue-focused and frequently work through campaigns to educate 
the public and influence policy makers. Other types of CSOs 
include non-governmental organizations, social membership 
organizations (e.g., unions or professional organizations), na-
tional and ethnic organizations and movements, and founda-
tions. Faith-based organizations are related to CSOs, but arise 
from religious groups to provide certain social and advocacy 
services while conducting related missionary activities.

Non-governmental organizations (NGOs) are nonprofit, 
voluntary, citizens’ agencies outside of the official government-
sponsored agencies that work toward the public good. NGOs 
differ from social movements in that they have a professional 
and sustainable organizational structure. They are characterized 
by their function of advocacy for the interests of others and the 
translation of private resources into public goods. Their foci are 
self-determined and are generally limited to one or more spe-
cific and related issues (e.g., women’s rights, tobacco control, 
prevention of human trafficking, etc.) (NGO Global Network, 
n.d.). A great deal of humanitarian aid is contributed by NGOs, 
with much of it being disaster-related.  Humanitarianism is 
based on a strongly held belief that all human life has value 
wherever it is found, in affluent countries or developing nations. 
Humanitarianism embodies both  beneficence/charity and duty/
justice perspectives (Walzer, 2011).

Social membership organizations focus on the interests of 
their members. Examples of social membership organizations 
include unions and professional organizations, both of which 
may engage in health-related initiatives to improve the public 
good as well as efforts to promote the interests of their mem-
bership. The final type of CSO is foundations. Foundations 
may be nonprofit organizations established by for-profit enti-
ties for the purpose of promoting the public good. For example, 
the	Bill	&	Melinda	Gates	Foundation	(n.d.),	which	is	supported	
by profits from Bill Gates’ technological enterprises, as well 
as some other donations, has undertaken significant efforts 
related to global development as well as global health issues 

Hand washing is one of the most effective means of preventing 
communicable diseases. (fotocociredef73/Fotolia)
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such as communicable disease control and immunization, fam-
ily planning, and nutrition. The Susan G. Komen Foundation 
(2014), on the other hand, was established in memory of Susan 
Komen, who battled breast cancer and campaigned for support 
of women with breast cancer. The foundation is a grassroots 
network of cancer survivors and advocates supported by dona-
tions from a variety of individual, organizational, and corpo-
rate sources.

Global Health Issues
There are a number of issues that affect the health status of 
the world’s population. Although it is beyond the scope of this 
chapter to address them all, we will explore selected health is-
sues in two major areas: issues related to population health sta-
tus and those related to determinants of health.

Health Status Issues
General categories of global issues related to the health status 
of the world’s population to be addressed here include life ex-
pectancy, maternal and child health, communicable diseases, 
and noncommunicable conditions.

LIfe exPeCTANCy AND MOrTALITy. In spite of 
overall gains in life expectancy over the last several decades, 
there is a significant disparity in life expectancy between high- 
and low-to-moderate-income countries. For example, in 2011 
overall life expectancy at birth ranged from 47 years in Sierra 
Leone to 83 years in Japan and Switzerland. From 1990 to 2011, 
life expectancy for both sexes actually decreased by 11 years 
in Zimbabwe (WHO, 2013c). U.S. life expectancy in 2011 was  
79 years. Differences in healthy life expectancy (HALE), or the 
number of years of life one can expect to attain in a state of 
relatively good health, were equally pronounced.

Differences in mortality rates are also substantial. Among 
adults between 15 and 60 years of age, the 2011 worldwide 
mortality was 190 deaths per 1,000 population. For low-income 
nations, however, the mortality rate was more than two times 
higher than the mortality experience of high-income countries 
for men and more than six times higher for women (WHO, 
2013c).

WOMeN’s AND CHILDreN’s HeALTH.	 Most	 child	
caretakers throughout the world are women; therefore, the 
health of women and that of children is intimately connected. 
Women’s health is a major area of concern in global health care. 
Maternal	mortality	continues	to	be	high	in	many	parts	of	 the	
world. In 2010, maternal mortality ranged from 2 (Estonia) 
to 1,100 maternal deaths per 100,000 births (Chad) (WHO, 
2013c).	Many	other	women	suffer	complications	of	pregnancy	
and childbirth that lead to injury and disability.

Because of the biological effects of reproduction, women are 
more vulnerable to related health problems, but reproductive 
biology is only one of the reasons for poor health status among 
the women of the world. Gender inequities that contribute 

to discrimination and poverty are experienced by women 
throughout the world. For example, women are more vulner-
able to the effects of poverty than men, primarily because they 
are less likely to be employed outside the home. Even when 
employed for pay, women may earn as much as 40% less than 
men, and women are often employed in low-paying, high-risk 
jobs. In many countries, women retain responsibility for the 
care of homes and children while shouldering the additional 
burden of out-of-home labor. Increased participation in the 
labor force has the advantage of increased material and social 
support, but also leads to increased workload and greater po-
tential for occupational exposures. Even women working in the 
home experience greater environmental risks due to increased 
use of carbon-based cooking fuels (WHO, 2009b).

Traditional gender roles may also place women at higher 
risk for HIV infection due to the inability to negotiate condom 
use or other elements of sexual activity. In 2004, HIV/AIDS was 
the leading cause of death worldwide among women aged 20 to 
59 years, contributing to 835,000 deaths or 13.3% of all mortal-
ity in this age group. Other causes of mortality in middle adult 
women included heart disease and stroke (12.5%), tuberculosis 
(5%), breast cancer (3.5%), suicide (3.2%), lower respiratory in-
fection (3%), and road traffic accidents (2.7%). Among women 
over 60 years of age, the greatest causes of mortality included 
heart disease and stroke (39.7%), chronic obstructive pulmo-
nary disease (8.2%), cancers (5.4%), lower respiratory infection 
(5.3%), diabetes mellitus (3.3%), and Alzheimer’s and other de-
mentias (2%) (WHO, 2009b).

Violence against women is another area of growing inter-
national concern. A WHO study found that as much as 71% 
of women in some countries had been subjected to intimate 
partner violence at some point in their lives (as much as 54% in 
the prior year). In addition, 40% to 70% of murders of women 
in countries such as Australia, Canada, Israel, South Africa, 
and the United States are perpetrated by their male partners 
(WHO, 2009b). Laws in many countries do not recognize in-
timate partner violence (IPV) as a crime. Even when they do, 
they may not include IPV that occurs outside of marriage 
(e.g., dating violence). IPV will be discussed in more detail in 
 Chapter 30 .

International trafficking in human beings, which affects pri-
marily women and young girls and boys, is another source of 
societal violence. An estimated 600,000 to 800,000 individuals 
are trafficked across international borders each year, and thou-
sands	more	are	enslaved	in	their	own	countries.	More	than	
12 million people are believed to be enslaved in forced labor  
and	 sexual	 servitude	 throughout	 the	world.	Much	of	 the	 
human trafficking is for the purpose of sexual exploitation, 
but trafficking also involves involuntary servitude. In the 2000 
 Trafficking Victims Protection Act, severe forms of trafficking 
in persons were defined as:

(a)  sex trafficking in which a commercial sex act is induced by 
force, fraud, or coercion, or in which the person induced to 
perform such act has not attained 18 years of age; or
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(b)  the recruitment, harboring, transportation, provision, or 
obtaining of a person for labor or services, through the use 
of force, fraud or coercion for the purpose of subjection to 
involuntary servitude, peonage, debt bondage, or slavery. 
(U.S. Department of State, 2013, p. 8)

Approximately 12.3 million persons, mostly women and 
children, have been forced to provide labor or become pros-
titutes throughout the world, and nearly 2 in every 1,000 peo-
ple in the world, including 1.2 million children a year, may be 
victims of trafficking (National Human Trafficking Resources 
Center, 2010). Unfortunately, far too many cases are unre-
ported. For example, in 2012, more than 46,000 trafficking 
victims were identified worldwide, yet only 7,705 cases were 
prosecuted and only 4,746 perpetrators were convicted (U.S. 
Department of State, 2013). Trafficking of persons will be dis-
cussed in more detail in Chapter 30 .

Because of income differentials, new health-related prod-
ucts and effective treatments may not be available to women. 
Women have also become a new global market for harm-
ful products such as tobacco and products that undermine 
healthful behaviors, such as prepared formulas used in place of 
breast-feeding.

Many	of	 the	efforts	 related	 to	global	health	have	been	
prompted by the plight of the world’s children. In spite of mil-
lions of dollars of international assistance, however, in 2012 
children under 5 years of age in low-income countries had a 
mortality rate of 96 per 1,000 live births compared to only 6 per 
1,000 for high-income nations (WHO, 2013c). Even in devel-
oped countries, children living in poverty have worse outcomes 
than their wealthier counterparts. Causes of inequalities in 
child health include financial barriers to health care and other 
necessities and lack of access to quality care.

In 2010, 7.6 million children under the age of 5 died. Three 
conditions accounted for 45% of these deaths: pneumonia, di-
arrheal	diseases,	and	prematurity	(WHO,	2013c).	Maternal	
or child malnutrition was a significant contributing factor in 
many of these deaths.

Vaccine preventable diseases play a significant role in child-
hood mortality. Considerable progress has been made in pro-
viding routine immunizations for the children of the world. In 
2011, however, 16% of the world’s children under one year of 
age remained unimmunized for measles, 17% for diphtheria, 
tetanus, and pertussis (DTP), 25% for hepatitis B, and 43% for 
Hib (WHO, 2013c).  The worldwide immunization rate for 
pneumococcal diseases was only 19% in 2012, and only 11% 
of young children had been immunized against rotoviruses. In 
2012, an estimated 22.6 million children, half of them in three 
countries (India, Indonesia, and Nigeria) had not received rou-
tine immunization services (WHO, 2014d).

Diarrheal diseases are the leading cause of morbidity and 
mortality in children under 5 years of age. Diarrheal death 
rates have decreased somewhat due to the use of oral rehy-
dration therapy, but this strategy has not been employed as 
widely as needed. Diarrheal diseases are not likely to be well 

controlled, however, until improvements in water quality and 
sanitation are achieved worldwide. Each day 1,400 children die 
of diarrheal diseases caused by contamination of drinking wa-
ter, inadequate sanitation, and poor hygiene (United Nations 
Children’s Fund [UNICEF], 2014).

Like their mothers, many children are subjected to unsafe 
and unhealthy working conditions and violence. An estimated 
150 million children 5 to 14 years of age are engaged in child 
labor worldwide, and 500 million to 1.5 billion children have 
been affected in some way by violence (UNICEF, 2009).

In 2004, members of the WHO-World Bank Child Health 
and Poverty Working Group suggested that a simple set of six 
preventive activities and two therapeutic activities could signif-
icantly decrease the extent of disease burden among children. 
Basic preventive activities include prenatal care, breast- feeding, 
birth spacing, hygiene, immunization, and insect control. 
 Recommended therapeutic interventions include effective 
home management of illness and prompt medical attention 
when needed. Unfortunately, much work needs to be done to 
implement these activities worldwide.

COMMUNICAbLe DIseAses. Considerable progress has  
been made with respect to control of some communicable 
diseases throughout the world. For example, global eradication 
of smallpox was certified in 1979. Ironically, the last case of 
naturally occurring smallpox occurred in a smallpox vaccinator 
who received ineffective vaccine in Somalia in 1977 (WHO, 
2014h). Eradication is the reduction of the worldwide incidence 
of a disease to zero through specific efforts to control its spread. 
Elimination is the same phenomenon on a smaller scale; that is, 
reduction of the incidence of the disease in question to zero in 
a specific area of the world. Development of effective vaccines 
is not sufficient for successful disease eradication. There is 
also a need for systematic worldwide campaigns to deliver 
immunization services to susceptible individuals (Centers for 
Disease Control and Prevention [CDC], 2013).

Health care workers often travel to remote villages to provide 
immunization services. (Erichon/Fotolia)
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At present there are two perspectives regarding eradication 
efforts. From one perspective, eradication is an appropriate 
goal if it can be achieved. Feasibility is based on four primary 
premises:

•	 Eradication	is	biologically	feasible	(e.g.,	an	effective	vaccine	
or other strategy exists).

•	 Financial	resources	are	sufficient	to	mount	a	worldwide	
campaign.

•	 Sufficient	political	will	and	commitment	exist	to	implement	
the campaign.

•	 Social	benefits	go	beyond	the	mere	eradication	of	disease	
(e.g., improved economic productivity due to better health).

The second perspective is that eradication provides an avenue 
for later use of biologic agents as bioterrorist strategies and 
that global eradication campaigns divert resources away from 
other broader health and social problems. In 2003, CDC rec-
ommended smallpox vaccination for a small group of provid-
ers designated as first responders and caregivers for persons 
infected with smallpox in each U.S. hospital. Vaccination of 
people who will be handling or administering smallpox vaccine 
in an emergency situation has been recommended since 2009 
(CDC, 2009).

Diseases currently targeted for worldwide eradication in-
clude dracunculiasis (guinea worm disease), poliomyelitis, 
filariasis, mumps, rubella, and pork tapeworm. Several of 
these efforts will be discussed here. In 1986, the World Health 
 Assembly adopted a resolution to eradicate dracunculiasis, a 
disease spread by ingestion of contaminated water that causes 
skin lesions on the lower extremities through which worms up 
to a meter long exit the host. These lesions often become sec-
ondarily infected, causing considerable disease burden. There 
is no cure for the disease, but it can be prevented by filtering 
drinking water or treating it with a larvicide and encouraging 
infected persons to stay out of bodies of water when worms 
are emerging. At the time of the resolution, there were 3.5 
 million infected persons in 20 countries where the disease was 
endemic. By 2009, only 17 countries, all in Africa, continued 
to report cases of endemic dracunculiasis, and the number of 
cases reported worldwide had decreased to 3,185 (Division of 
Foodborne, Waterborne, and Environmental Diseases, 2010).

A similar initiative was undertaken in 1988 to eradicate po-
liomyelitis. The WHO strategy for polio eradication consisted 
of three aspects: (a) interruption of worldwide transmission of 
the disease, (b) global certification of eradication, and (c) prep-
aration for the cessation of routine use of oral polio vaccine 
(Global Immunization Division, 2004). In 2013, the strategy 
expanded to address four aspects: (a) stopping all wild polio 
virus (WPV) transmission and circulating vaccine-derived 
polio virus (cVDPV) outbreaks, (b) hastening interruption of 
all polio virus transmission and strengthening immunization 
systems, (c) certifying all world regions as polio free and safely 
containing polio virus stocks, and (d) ensuring the permanence 
of a polio-free world (WHO, 2013c). From 1988 to 2013, the 
number of reported cases decreased by more than 99%, from 

350,000 to 206 (WHO, 2014f). As of 2012, 84% of the world’s 
children under 1 year of age had received three doses of oral 
polio vaccine. In 2014, the number of countries with endemic 
polio had decreased to three—Pakistan, Afghanistan, and  
Nigeria (WHO, 2014f). Similarly, the worldwide incidence of 
rubella declined 82% from 2000 to 2009 due, in large part, to 
increasing immunization levels (Strebel, Dabbaugh, Gacic-
Dobo, Reef, & Cochi, 2010). The last case of endemic transmis-
sion of rubella in the Americas occurred in 2009, and experts 
are currently in the process of verifying its elimination from 
the region (PAHO, 2012).

Reduction of measles mortality is another global initiative 
related to communicable disease control The number of cases 
of measles has declined globally, but more than 354,000 still oc-
curred in 2011, and nearly 54% of those cases occurred in the 
African Region (WHO, 2013e).

In 1994, the WHO Region of the Americas agreed on the 
goal of eliminating endemic measles by 2000, and the Pan 
American Health Organization set a goal of 95% vaccination 
coverage with two doses of measles vaccine among children 
in the Americas. From 2001 to 2014, more than 1.1 million 
children have been immunized, and 13.8 million deaths were 
averted worldwide between 2000 and 2012 due to measles im-
munization (Global Health, 2014). No cases of endemic mea-
sles have been reported in the Americas since 2002 (PAHO, 
2014a). The potential for importation of new cases and possible 
epidemics remains high unless current immunization rates are 
maintained.

Despite these impressive successes, communicable diseases 
remain a significant problem affecting global health status. 
Changing patterns of communicable disease are creating in-
creasing global concern. These changes include the emergence 
of new diseases, many of which are zoonotic viral diseases 
(those acquired from animals), such as H1N1 and avian influ-
enza, Ebola virus, and others. A second change that impairs 
control strategies is the increasing development of antibiotic 
resistance	in	a	number	of	disease-causing	agents	(Michael	&	
Beaglehole, 2009).

Lower respiratory infection, diarrheal disease, HIV/AIDS, 
tuberculosis, neonatal infection, and malaria were among the 
top 10 causes of death in low-income countries. Vaccine pre-
ventable diseases remain a problem despite concerted efforts 
to increase immunization levels. In 1974, WHO began its Ex-
panded Program on Immunization. At that time, less than 
5% of the world’s children under 1 year of age were effectively  
immunized with available agents. Current estimates suggest, 
however, that more than 23 million infants still do not receive 
routine immunizations (Department of Immunization, Vac-
cines, and Biologicals, World Health Organization, 2010), 
and vaccine preventable diseases continue to be a worldwide 
concern.

Other diseases that contribute significantly to the global 
disease burden include HIV/AIDS, tuberculosis (TB), and ma-
laria. In 2007, HIV/AIDS was responsible for 30 deaths per 
100,000 population with 174 deaths per 100,000 in the African 

M08_MARY9591_06_SE_C08.indd   201 06/09/14   6:39 PM



202  Unit 2 influences on Population health

region. It is estimated that one child under 15 years of age dies 
and another is infected with HIV virus each day throughout 
the	world	(MacDonald,	2009).	As	many	as	700,000	infants	may	
be infected with HIV virus by their mothers, approximately 
40% through contaminated breast milk. International guide-
lines recommend discontinuing breast-feeding in the face of 
disease if other safe feeding methods are available, but this is 
often not the case.

HIV/AIDS has a variety of consequences other than mor-
bidity and mortality. HIV infection and AIDS impairs peo-
ple’s ability to earn enough money to feed their families and 
diminishes the productive workforce in many high-incidence 
countries. For example, by 2015, an estimated 20% of the agri-
cultural workforce in Africa will have died from AIDS. Societal 
and family repercussions from the HIV/AIDS epidemic will be 
felt	for	generations	in	many	parts	of	the	world	(MacDonald,	
2009).

During the 20th century, the incidence of tuberculosis de-
clined in most of the developed world. At the same time, it in-
creased in the rest of the world to the point where the World 
Health Organization has declared an international emergency. 
Worldwide tuberculosis killed 1.3 million people in 2010, and 
8.6 million others developed the disease. Twenty-two high-bur-
den countries account for 80% of tuberculosis cases worldwide, 
but 11 of them are on target to reach 2015 goals for reduced 
incidence.	More	than	75%	of	tuberculosis	occurs	in	developing	
areas of the world; 29% in the Asian region alone. Not all cases 
of TB occur in poorer nations, however. In 2012, more than 
360,000 cases occurred in Europe and another 280,000 in the 
region of the Americas. A significant portion of the tubercu-
losis in developed nations occurs in foreign-born individuals 
who migrate. Treatment of tuberculosis is complicated by the 
growing incidence of HIV co-infection, with approximately 1.1 
million co-infections occurring in 2012 (WHO, 2013b).

Malaria	is	another	significant	cause	of	death;	219	million	
cases led to 660,000 deaths in 2010. The burden of malaria is 
significantly higher in some areas than others. An estimated 
80% of cases in 2010, for example, occurred in 17 countries, and 
80% of deaths occurred in only 14 countries (WHO, 2013e).

Despite higher standards of living and better medical care, 
the effects of malaria are felt in wealthy countries as well. Be-
cause of the limited incidence of malaria, residents in non-
endemic areas such as the United States lack the protective 
immunity acquired from living in malaria-prone areas. In ad-
dition, providers are often unfamiliar with the diagnosis and 
treatment for the disease, leading to misdiagnosis or ineffective 
therapy.	Malaria	was	virtually	eliminated	in	the	United	States	
in the 1950s, but is now reemerging as a condition of concern 
due to international travel, transport of mosquitoes via trade, 
and land use changes that have produced new mosquito breed-
ing grounds. Approximately 1,500 cases of malaria occur each 
year in the United States (CDC, 2012b).

Malaria	interacts	with	malnutrition	and	common	respira-
tory diseases to increase death rates, particularly among chil-
dren. In fact, an estimated 32% of malaria deaths in girls under 

5 years of age are attributable to malnutrition (WHO, 2009b). 
Malaria	also	increases	the	risk	of	maternal	and	fetal	deaths	
and low birth weight in infants (CDC, 2012b). Elimination of 
malaria-causing mosquitoes or protection of the population 
from their bites is an effective preventive strategy for malaria, 
yet from 2000 to 2008 only 17% of those at risk for malaria  
in	Africa	and	5%	in	the	Mediterranean	region	slept	under	 
insecticide-treated nets (WHO, 2010).

Other communicable diseases continue to contribute to 
worldwide mortality. For example, emerging diseases, such as 
Ebola virus and Hantavirus infections, have no known cure 
and result in significant mortality throughout the world. There 
is also increasing global concern for biological agents that 
might be used in bioterrorist attacks. Bioterrorism is discussed 
in more detail in Chapter 25 . CDC has identified three foci 
for global security related to infectious diseases: preventing the 
likelihood of outbreaks, detecting threats early, and respond-
ing rapidly. Prevention includes immunization, preventing the 
spread of disease, and preventing the development of antimi-
crobial-resistant organisms, as well as promoting food safety. 
Detection involves linking global surveillance networks, devel-
oping rapid specimen testing capacities, and training a biosur-
veillance workforce. Elements of response include developing 
an interconnected global response network and improving 
worldwide access to medical and nonmedical countermeasures 
during health emergencies (CDC, 2014).

NONCOMMUNICAbLe CONDITIONs. Noncommunicable  
conditions are fast approaching communicable diseases as the pri-
mary causes of death throughout the world. In 2011, six of the top 
ten causes of death worldwide were related to noncommunicable 
diseases. These causes of mortality included, in rank order, coro-
nary heart diease; stroke; chronic obstructive pulmonary disease 
(COPD); cancers of the trachea, bornchus, and lungs; and diabetes 
mellitus (WHO, 2013d). This shift is predicted to continue until 
the vast majority of worldwide deaths will be related to noncom-
municable conditions. In 2012, coronary heart disease and stroke 

Malnutrition is a serious world health concern. (Erichon/Fotolia)
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together accounted for more than 29% of global mortality (WHO, 
2013d).

Another measure of the effects of noncommunicable dis-
eases on world health is the disability-adjusted life year. A dis-
ability-adjusted life year (DALY) is 1 year of “healthy” life lost 
as a result of disease (WHO, 2009a) and reflects the burden of 
disease due to noncommunicable conditions that are often not 
fatal. Globally, the burden of disease can be considered the gap 
between current global health status and the ideal of achieving 
a healthy, disease- and disability-free old age for all the world’s 
populations (WHO, 2009a).

Despite the growing burden of noncommunicable condi-
tions, there is little recognition of its effects in global health 
efforts, which continue to focus heavily on control of com-
municable diseases. Factors that contribute to the increase in 
noncommunicable conditions include an aging global popu-
lation, changes in dietary habits, increased tobacco use, and 
decreased physical activity (Beaglehole & Yach, 2003/2009). 
Increases in motorized transportation and subsequent ac-
cidents are other contributing factors. In 2011, for example, 
road injuries accounted for 1.3 million deaths worldwide 
(WHO, 2013d).

Much	of	the	global	burden	of	noncommunicable	disease	
can be attributed to tobacco use. Globalization affects national 
economies, frequently making more income available for pur-
chase of “luxury” goods such as tobacco. In addition, global ac-
cess to technology permits widespread tobacco advertising and 
targeting of marketing messages to world markets (Beaglehole &  
Yach, 2003/2009). These factors will require global efforts to 
control tobacco marketing and consumption. Unfortunately, 

these efforts are often undermined by the tobacco industry and 
by nations, such as the United States, that benefit from global 
exportation of tobacco products.

Similar global effects are noted with respect to dietary con-
sumption, with limitations placed on importation of fresh 
products from other countries and changes from high fruit and 
vegetable diets to increasing consumption of fast food and high 
carbohydrate diets (Beaglehole & Yach, 2003/2009).

Many	noncommunicable	health	conditions	are	not	fatal,	but	
significantly decrease people’s quality of life due to disability. 
Like causes of death, causes of disability differ markedly among 
high-, middle-, and low-income countries. For example, de-
pression and hearing loss are the leading causes of disability in 
persons from birth to 59 years of age in high-income countries. 
Hearing loss is also the most significant cause of disability in 
middle-income countries, but vision problems are the most 
common contributor to disability in low-income countries. 
Worldwide, the most common causes of disability in order of 
frequency are hearing loss, refractive vision problems, depres-
sion, cataracts, unintentional injury, osteoarthritis, alcohol de-
pendence and abuse, infertility related to unsafe abortion and 
sepsis, macular degeneration, and chronic obstructive pulmo-
nary disease, all of which caused a significant burden of disease 
(Mathers	&	Bonita,	2009).

Social Determinants of Health
A number of social factors play a significant role in global 
health. Among these are poverty, food and water resources, 
tobacco and alcohol control, motor vehicle traffic, climate 

evidence-based Practice

Malaria
Malaria is one of the health problems affecting a significant 
portion of the world’s population. CDC (2012b, 2012d) rec-
ommends the use of evidence-based malaria control strate-
gies. Commonly used approaches include first line treatment 
of infected individuals, intermittent preventive therapy (IPT—
giving full doses of medication at prescribed intervals) or 
 chemoprophylaxis (use of medications to prevent a condition 
from occurring), and routine use of insecticide-treated mos-
quito nets (ITNs).

First line treatment effectiveness is influenced by the extent 
of drug resistance in the population and by the funding avail-
able for treatment with more or less expensive drugs. The report 
details the relative effectiveness and potential harmful effects 
of several individual drugs and drug combinations in the treat-
ment of malaria in children. Evidence from systematic reviews 
of several, randomized controlled trials has indicated that sulf-
adoxine-pyrimethamine is an effective approach to both IPT and 

chemoprophylaxis, but that use of chloroquine, the most common 
prophylactic agent, is generally ineffective due to widespread 
drug resistance of the causative parasite. In other systematic re-
views, ITNs were found to be effective in preventing malaria in 
children, but were less so in protecting pregnant women. In addi-
tion, the evidence indicated that relatively few persons at risk had 
access to or used ITNs.

 1. How might population health nurses be involved in the 
selection of appropriate drugs for malaria treatment?

 2. How could they advocate for access to both curative 
and preventive drug treatment for underserved populations?

 3. How could population health nurses in high-risk areas for  
malaria promote the use of ITNs?

 4. How might this information on evidence-based control 
strategies for malaria be of relevance to population health 
nurses in the United States?
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change, and immigration, each of which is briefly discussed 
below. Disaster, another social determinant of health, which 
has increasingly dire global ramifications, is discussed in 
 Chapter 25 .

POVerTy. Poverty affects health in a number of ways, from 
reduced access to health care to inability to afford necessary 
food, housing, and other requisites for health. The World Bank 
has defined extreme poverty as an income less than $1.25 per 
day. By 2010, the millennium development goal of halving the 
number of people in poverty had been achieved. Even so, 21% 
of people in the developing world still live in extreme poverty, 
and 2.4 billion people live on less than $2 per day (World 
Bank, 2014). It has been suggested that these figures probably 
underestimate the extent of the world poverty because they  
do not reflect the income level required for an acceptable 
standard of living. When one considers the concept of an ethical 
poverty line, the level of income below which life expectancy is 
shortened; it is more likely that most of the world’s population 
falls	into	this	income	category	(McCoy,	2011).

fOOD AND WATer. Globalization has had a number of 
effects on food and water supplies. Increasing transportation 
of food products has had the advantage of opening markets 
to produce grown in other parts of the world, thus increasing 
revenues from exportation. At the same time, the advent of 
global food processors has often undermined local agricultural 
economies and put small growers out of business. In addition, 
there is the increased potential for contamination of foodstuffs 
due to lack of safe production standards.

Beyond the concern for contamination of food is the prob-
lem of insufficient food. According to the United Nations Food 
and Agricultural Organization, 854 million people through-
out the world, 60% of whom are women, do not have enough 
food to eat, and the number of chronically hungry people in-
creases by about 4 million persons per year. It is estimated 
that a child dies of starvation approximately every 5 seconds, 
and 350 to 400 million of the world’s children are undernour-
ished, 70% of them in just ten countries. Although overall 
poverty in the world declined by 20% in the 1990s, the num-
ber of hungry people increased by 18 million in the same time 
frame		(MacDonald,	2009).	The	term	currently	used	to	describe	
chronic hunger is food insecurity, which is defined as a persis-
tent lack of nutritionally adequate and safe food in one’s diet 
resulting from a “nonsustainable food system that interferes 
with optimal self-reliance and social justice” (Kregg-Byers & 
Schlenk, 2010).

Growing hunger is a result of two phenomena: increases in 
the world’s population and the increasing cost of food. World 
population estimates are expected to increase by 50% to 9 bil-
lion people by 2050. Even by 2030, it is estimated that we will 
need 50% more food than current requirements, yet food pro-
duction is decreasing rather than increasing in many areas. 
Climate change has led to drought and poor crop yields in 
many parts of the world. At the same time, the increased use of 

biofuels and diversion of food crops to biofuel production has 
decreased the availability and increased the price of food-based 
oils necessary for human consumption. For example, the cost 
of palm oil, a significant source of calories in the developing 
world,	increased	70%	in	2007	alone.	Maldistribution	of	food	
availability is also a factor with the richest 20% of the world’s 
population consuming 16 times as many calories as the poorest 
20%	(MacDonald,	2009).

Changes in food consumption patterns and specific nutrient 
deficiencies are also of concern. For example, meat consump-
tion	is	increasing	in	many	developing	countries.	Meat	is	an	
inefficient source of calories because raising meat sources con-
sumes significant amounts of grain crops which could provide 
better sources of food calories if eaten by humans than animals 
(MacDonald,	2009).	Trade	liberalization	has	also	led	to	in-
creased availability of high-calorie, low-nutrient foods such as 
fast food and processed foods that are contributing to obesity 
and other chronic health problems. Severe nutrient deficien-
cies are also noted in many areas of the world. An estimated 
684,000 deaths per year could be prevented, for example, with 
diets adequate in vitamin A and zinc, and 180 million children 
under	4	years	of	age	are	iron	deficient	(MacDonald,	2009).

Availability of fresh drinking water is another area of global 
concern. Long perceived as a public good, water resources are 
being increasingly privatized in both developed and developing 
parts of the world. When water resources are publicly owned, 
guarantee of wholesome supplies with effective sanitation at rea-
sonable costs is easier to achieve than when water is considered 
a profitable commodity. Privatization of water resources often 
leads to increased costs to consumers. For example, privatization 
in Bolivia let to a 35% increase in consumer costs,  approximately 
20%	of	some	family	incomes	(MacDonald,	2009).

Although some progress has been made in providing safe 
drinking water and effective sanitation throughout the world, 
significant portions of the world’s population still do not have 
clean water supplies. In 2011, safe drinking water was available 
to only 89% of the world’s population. This figure meets the 
11% target of the millennium development goals, but 768 mil-
lion people remain without access to improved water sources 
(WHO & UNICEF, 2013).

Similar findings are noted for access to effective sanitation 
facilities. Sanitation coverage was at 64% in 2011 and is not ex-
pected	to	meet	the	MDG	goal	of	75%	by	2015.	Approximately	
2.5 million people do not have access to sanitation facilities, 
and 15% continue to practice open defecation, increasing the 
risk of infectious diseases (WHO & UNICEF, 2013).

Lack of water for hygiene and efforts required to obtain 
water have a variety of other effects as well. For example, nu-
merous deaths occur each year from diarrheal and respiratory 
illnesses that could be prevented with adequate hand washing. 
In addition, time spent by family members in fetching water 
from distant sources decreases time for education or employ-
ment. Women, in particular, may experience sexual assault 
while traveling long distances to obtain water or defecating in 
open areas. These dangers may lead to attempts to withhold 
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bodily functions resulting in constipation and urinary tract in-
fections. Water is also needed for effective treatment of HIV/
AIDS and tuberculosis, and standing water provides breeding 
grounds for mosquitoes that spread malaria and other diseases.

Some jurisdictions are implementing the safe water man-
agement systems developed by CDC to promote access to clean 
water. Such programs incorporate several components, includ-
ing: (a) household water treatment with chlorine disinfectant 
powder, solar irradiation, or ceramic or slow sand filtration, 
(b) safe water storage in vessels that prevent contamination, 
and (c) behavior change to promote hygiene and safe food and 
water handling practices. These low-cost programs have been 
found to be effective in improving water quality and decreasing 
the incidence of disease (CDC, 2012a).

TObACCO AND ALCOHOL CONTrOL. One in ten adult 
deaths, or a total of 4 million deaths each year, is attributable 
to tobacco use, and this figure is expected to rise to one in six 
deaths by 2030. Over the years, the burden of tobacco-related 
disease has shifted from high-income to low-income countries. 
By 2030, for example, an estimated 70% of tobacco-related 
deaths will occur in low-income nations (Collin, Lee, & Bissell, 
2002/2009).

Much	of	this	shift	is	the	result	of	the	globalization	of	the	to-
bacco trade with increased access to international markets due 
to trade liberalizations, greater telecommunication marketing, 
economies of scale resulting from production by large multi-
national corporations, and the ability of transnational compa-
nies to undermine local anti-tobacco regulations (Collin et al., 
2002/2009).

The WHO Framework Convention on Tobacco  Control 
was initiated as a binding treaty designed to foster to-
bacco control legislation by signatory nations (Collin et al., 
2002/2009). Unfortunately, the United States, a significant 
producer of tobacco products, has refused to sign the treaty, 
thereby undermining its effectiveness. The tobacco industry 
at large has undertaken a variety of measures to weaken the 
provisions of the convention. These include initiating ineffec-
tive youth smoking education and prevention activities to gain 
public good will, promoting government endorsement of such 
activities to draw attention away from effective control pro-
grams, and detracting from serious consideration of control 
measures by focusing attention on “more important” public 
health issues such as communicable diseases and terrorism 
(Collin et al., 2002/2009).

Unlike many other global public health issues, tobacco 
control, and control of other harmful substances such as ille-
gal drugs, will require more than public education. Such ac-
tivities are often undermined by the efforts of special interest 
groups such as the tobacco industry and the manufacturers and 
suppliers of illicit drugs. International regulatory efforts con-
trolling advertising, sale, and use of such substances will be re-
quired. Such efforts, even within a single jurisdiction, may have 
cross-border effects. For example, California tobacco control 
policies related to no-smoking legislation, taxes, advertising 

limitations, community involvement, media campaigns, and 
smoking cessation assistance in border areas have decreased 
tobacco use in neighboring Tijuana, but not farther south in 
Mexico		(Martinez-Donate	et	al.,	2008).

MOTOr VeHICLe TrAffIC. Globalization, in general, 
depends on mobility, which is fostered by use of motorized 
transportation, including cars and air planes. The automotive 
industry was one of the first to become globalized, with cars 
being mass produced and mass consumed. Unfortunately, the 
increase in automobile availability is often not accompanied by 
road infrastructure development, resulting in increased traffic 
congestion and environmental deterioration.

Although car ownership is beneficial at the individual level, 
its population effects are less advantageous. As noted earlier, 
increasing use of motor vehicles for transportation decreases 
physical activity among the population, contributing to obe-
sity and other related noncommunicable conditions. Increased 
consumption of fuel oil to transport people and goods, has also 
led to a growing energy crisis, and as we saw earlier, has re-
sulted in the diversion of food crops to the creation of biofuels. 
Greater use of motor vehicles also contributes to air pollution, 
noise, and environmental degradation.

In addition, the incidence of motor vehicle accidents has in-
creased tremendously, resulting in significant trauma-related 
morbidity	and	mortality.	More	than	1.2	million	deaths	occur	
each year, and traffic fatalities are expected to become the fifth 
leading cause of death by 2030 (WHO, 2013a).

In response to this growing problem, the United Nations 
has initiated road safety collaboration. Recommendations for 
dealing with the problem of motor vehicle accidents have been 
grouped into four safety areas: safer transport and land use pol-
icies, safer roads, safer vehicles, and safer people. Safer trans-
port and land use policies address the need for reduction of 
motor vehicle traffic and use of safer modes of transportation, 
including mass transportation systems. Such policies should 
also focus on restrictions in motor size and power, driving 
age restrictions, and the use of graduated licenses, so that new 
drivers receive adequate supervision. The recommendations 
also call for safer roads that incorporate safety features in their 
designs. Such features might include sidewalks for pedestrian 
protection, bicycle lanes, and speed reduction and traffic calm-
ing strategies such as speed bumps and traffic lights (WHO, 
2013a).

Recommended features of safer vehicles include automatic 
day-time headlight use, safety testing for vehicles, and safety 
standards and requirements (e.g., seat belts, air bags). Finally, 
measures to develop “safer people” include restrictions and 
sanctions for driving under the influence of drugs or alcohol, 
no speeding, and use of protective helmets for motorcycle and 
scooter riders (WHO, 2013a).

CLIMATe CHANGe. Global climate changes have had a 
significant impact on population health throughout the world. 
The effects of climate change on health are both direct and 
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indirect. Direct effects include the impact of increased heat, 
flooding, and drought that lead to changes in the distribution 
of vector- and waterborne diseases. The effect of climate change 
on food production was addressed earlier. Indirect effects are 
a result of the social upheaval that occurs with food scarcity, 
leading to violence and conflict, and changes in refugee and 
migration streams. These and other effects of climate change 
were addressed in Chapter 4 .

IMMIGrATION. Population movement is a salient feature 
of globalization. Transient movement related to business, 
industry, and tourism may have beneficial effects on national 
and global economies. Other forms of immigration, however, 
arise from and create social problems that cause people to 
migrate from one place to another. It is estimated that there 
were approximately 232 million legal and illegal immigrants 
throughout the world in 2013, and the growth in the immigrant 
population has been about 1.6% per year since 2010. Half of 
the world’s immigrant population lives in ten countries, with 
the United States having the largest number of immigrants. 
Nearly half of the immigrant population is composed of women 
(United Nations Population Division, 2013).

Migration	may	be	forced	or	voluntary.	People	engage	in	vol-
untary migration when they choose to move from one place to 
another, often in search of better employment opportunities, 
better climate, or other factors. Forced migration arises out of 
conflict, persecution, natural or environmental disasters (such 
as famine or chemical or nuclear accidents), or the results of 
“development projects” as when people are displaced by dams 
that cause flooding in their original location. In 2013, there 
were an estimated 15.7 million refugees worldwide (United 
Nations Population Division, 2013). Unfortunately, developing 
countries, that are themselves poor, house 90% of the world’s 
refugee population (66%% of them in Asia and nearly 19% in 
Africa (United Nations Population Division, 2013).

Migration	sometimes	occurs	from	developing	to	developed	
nations. For example, in 2012, more than 1 million people en-
tered the United States as legal permanent residents and an-
other 58,000 were admitted as refugees. In addition, more than 
165.5 million non-immigrants arrived in the United States for 
limited periods of time, primarily on business, for study, or as 
tourists. Finally, more than 643,000 persons were apprehended 
entering illegally (Office of Immigration Statistics, 2013). An 
unknown number of undocumented immigrants also cross 
U.S. borders each year, contributing to the economy but also to 
the risk for health problems.

People engaged in both voluntary and forced migration 
may experience better opportunities, but they may also be sub-
jected to exploitation and abuse because of their vulnerability 
and lack of familiarity with the laws and customs of their new 
homelands. Although they may be healthier than those who 
remain in their countries of origin, immigrants tend to be at 
greater risk for health problems than the native-born popula-
tions of their new homes. Immigrants tend to use health care 
services less than their native-born counterparts, particularly 

mental health services, and may have less access to care or be 
unaware of eligibility for services. In some immigrant popula-
tions, the incidence of mental health problems has increased 
with subsequent generations in the United States, possibly as 
a result of discrimination, social stress, and downward social 
mobility. They are also frequently less likely to engage in health 
promotion and illness prevention behaviors, although their 
preferred diets are often healthier at entry.

Mental	health	problems	created	by	hardships	during	im-
migration may be compounded by social isolation and dis-
crimination experienced in the host country (Park, Cho, Park, 
Bernstein, & Shin, 2013). Discrimination may lead to socioeco-
nomic disadvantage and greater exposure to environmental 
hazards, pollution, and stress, and perceptions of discrimination 
have been associated with increased incidence of chronic dis-
eases such as heart disease and respiratory illness. Perceived dis-
crimination is also related to depression (Sirin, Ryce, Gupta, &  
Rogers-Sirin, 2013). In their new countries, immigrants may 
experience poverty and poor living and working conditions. 
In fact, immigrants may be at greater risk for workplace fatali-
ties than the general population because of employment in the 
most dangerous jobs.

Poorer health status among refugee populations may also 
put the general population of the host country at risk. For ex-
ample, legal requirements for vaccination do not apply to U.S. 
refugees, but they must be immunized prior to applying for 
permanent residence. Whether immigrants should be immu-
nized before or after their arrival has long been debated, but 
the potential costs of both vaccination and care for those who 
become infected suggest that pre-arrival immunization would 
be of greater benefit to society. Failure to immunize immigrant 
populations may have other serious and costly consequences. 
For example, debilitated refugees may be subject to a variety of 
communicable diseases that may spread to the larger popula-
tion. For all of these reasons, population health nurses should 
be involved in the delivery of services and development of pol-
icy related to immigrant health.

Population Health Nursing  
and Global Health
Why should a nurse working in a particular country, such as the 
United States, be concerned about globalization and global health 
issues? The most obvious answer to this question, of course, is 
to be able to understand the effects of global health issues on the 
health status of the local population, but there are other reasons 
as well. Some of these include delivery of health services to an 
international clientele, policy development, and involvement in 
global health issues through international nursing organizations.

Service Delivery
Nurses in most countries will encounter clients from a variety 
of other nations. These clients may need assistance in navi-
gating the health system differences between their countries 
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of origin and their current countries of residence. Knowledge 
of these other health systems will allow nurses to better edu-
cate clients with respect to similarities and differences between 
health systems and how to navigate the system in their country 
of residence. Similarly, knowledge of the health problems prev-
alent in their countries of origin can assist population health 
nurses in assessing the health status of individuals from other 
parts of the world.

At some point population health nurses may also work or 
travel in other countries, and knowledge of health systems and 
prevalent health problems can help them to better protect their 
own health or meet the health needs of their host countries.  
Finally, population health nurses may find themselves working 
with nurses from other countries, either at home or in interna-
tional arenas, and knowledge of their health care systems will 
permit more effective collaboration in addressing the health 
care needs of all of the world’s populations.

Framing Global Policy Issues
Health policy issues are those that rise to the consciousness 
of policy makers. Policy is a set of principles determining the 
direction for action and allocation of resources to achieve an 
identified	prioritized	goal.	Many	serious	health	problems,	how-
ever, never rise to the level of policy issues. What, then, distin-
guishes these problems from identified policy issues?

Some authors have noted that attracting and sustaining at-
tention from the global community to specific issues depends 
upon how they are framed. The point has been made that pol-
icy issues are not always related to the severity or impact of the 
problem, but to “institutions that create, negotiate, promote, 
and sustain” portrayals of the issues that keep attention cen-
tered upon them (Shiffman, 2009, p. 610). Institutions, in this 
context, are not specific organizations or agencies, but are the 
“rules, norms, and strategies adopted by individuals within or 
across organizations” (quoted in Shiffman, 2009, p. 610). At-
tention to specific issues may be mediated by social interpreta-
tions or understandings of the issue.

Many	issues	are	backed	by	powerful	institutions	that	may	be	
preexisting or be created specifically to draw attention to issues 
(Shiffman, 2009). For example, we will see in Chapter 9  that 
the tobacco industry is a powerful institution that tries to frame 
the issue of tobacco use in ways that will not lead to restriction 
of sales. Other institutions are purposefully created to address 
a particular issue; for instance, time-limited political action 
groups arise to support or oppose specific ballot initiatives and 
then disappear after the election.

Institutions mobilize resources, initiate programs, and sup-
port research related to the problem of interest, but may also cre-
ate portrayals of the problem that sustain the interest of the public 
or influential policy makers (Shiffman, 2009). For example, if the 
public is concerned about national security, framing an immu-
nization issue around the concept of the potential for terrorist-
engendered epidemics may promote public support and federal 
funding for vaccine development and immunization services.

Policy issues are framed by members of policy communi-
ties, which are defined as “networks of individuals (including 
researchers, advocates, policy makers and technical officials) 
and organizations (including governments, non-governmen-
tal organizations, United Nations agencies, foundations, and 
donor agencies) that share a concern for a particular issue” 
(Shiffman, 2009, p. 608). Issues that are successful in gaining 
the sustained attention of global policy makers “may be ones in 
which policy community members have discovered frames—
ways of positioning an issue—that resonate with global and na-
tional political elites, and then established institutions that can 
sustain these frames” (Shiffman, 2009, p. 608).

Population health nurses can help to frame global health 
problems in ways that attract the attention of the public and 
policy makers. In general, there are five ways of framing health 
issues to focus attention on them. The first approach is to 
frame health problems as security issues that may contribute 
to risk of infection or political and economic instability. What, 
for example, would be the nutritional and economic effects of 
worldwide contamination of food with chemical toxins?

Health problems can also be framed as development issues 
or as desired outcomes of global economic development. For 
example, provision of clean water supplies easily accessible 
may free women from onerous household chores to join a la-
bor force severely depleted by illness, in addition to preventing 
the spread of waterborne diseases. Thus, a health-related inter-
vention can promote economic development as well as popula-
tion health status.

A third approach to framing health issues is as global public 
goods. This approach lauds the collective benefit of interven-
tion over individual gain, and promotes the good as something 
open to all that does not lessen its availability to others. Health-
related issues can also be framed as “commodities” or tradable 
goods. For example, research to find newer and more effective 
medications for a variety of conditions have been supported as 
an avenue to increased profit. This approach to framing an is-
sue may actually have negative health effects by limiting access 
to the resulting medications to those who can pay for them.

Global Perspectives

The role of population health nurses differs from one part of the 
world to another. Select another country in which you are interested 
and explore the role of population health nurses in that country. 
How does the role differ from that of population health nurses in 
your own area? What factors contribute to those differences? How 
easy or difficult would it be for a population health nurse educated 
in the United States to engage in population health nursing in that 
country? What factors would influence a U.S. nurse’s ability to 
function in the expected population health role?

The Population Health  
Nursing role
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Finally, health issues may be framed in terms of a human 
right leading eventually to international rights agreements. 
Unfortunately, such agreements are difficult to enforce and 
require equal access to care and provision of access to basic 
survival needs. In actual fact, a combination of all of the above 
approaches (except the commodity approach) may be what is 
needed to frame health-related problems in such a way that they 
attain and sustain global attention and efforts to resolve them. 
There is a need for combined discussion of moral, legal, and 
economic parameters in the framing of global health issues, and 
population health nurses can help to support all of these levels 
of discussion.

International Nursing Organizations
Population health nurses are supported in their international 
activities by several agencies and organizations. WHO recog-
nizes the importance of nursing (and midwifery) services to the 
accomplishment of global health objectives and so maintains a 
Nursing	and	Midwifery	Office	to	assist	with	nursing	develop-
ment throughout the world. The division has outlined several 
strategic directions for its efforts including:

•	 Developing	action	plans	to	incorporate	nursing	and	mid-
wifery as an integral part of national health plans

•	 Forging	strong	interdisciplinary	health	teams	to	resolve	pri-
ority health issues

•	 Improving	nursing	and	midwifery	education
•	 Collaborating	with	nursing	and	midwifery	professions	to	

strengthen regulatory processes
•	 Strengthening	datasets	on	nursing	and	midwifery	as	an	inte-

gral part of workforce information systems
•	 Utilizing	the	expertise	of	nursing	and	midwifery	researchers
•	 Actively	engaging	nurses	and	midwives	in	health	care	plan-

ning, implementation, and evaluation and policy formation
•	 Implementing	strategies	to	enhance	interprofessional	educa-

tion and collaborative practice
•	 Including	nurses	and	midwives	in	the	development	of	strat-

egies for recruitment and retention and improved working 
conditions

•	 Implementing	the	WHO	Global Code of Practice on the 
 International Recruitment of Health Personnel (WHO, n.d.).

Another avenue for international involvement by com-
munity health nurses is the International Council of Nurses 
(ICN). ICN is a federation of national nurses’ associations, in-
cluding the American Nurses Association, representing nurses 
in more than 130 countries. Established in 1899, ICN was the 
first international organization for health professionals (ICN, 
2013a). The organization was established to address three pri-
mary goals:

•	 To	promote	worldwide	nursing	exchange
•	 To	advance	the	nursing	profession
•	 To	influence	global	health	policy

In its efforts to achieve these three goals, ICN works to standard-
ize professional nursing practice worldwide and to improve  

the socioeconomic welfare of nurses. ICN’s mission is to 
 “represent nursing worldwide, advancing the profession and 
influencing health policy” (ICN, 2013b). One of the major 
ways in which ICN works to achieve this mission is through 
the creation of nursing networks that serve as avenues for 
the exchange of nursing knowledge and expertise in specific 
areas. Current ICN initiatives focus on professional nursing 
practice, nursing regulation, and the socioeconomic welfare 
of nurses. Specific practice foci include the International 
Classification for Nursing Practice (ICNP), advanced nursing 
practice, entrepreneurship, women’s health, primary health 
care, family health, safe water, and HIV/AIDS, tuberculosis, 
and malaria (ICN 2013b). For further information about ICN 
and its activities, see the External Resources section of the stu-
dent resources site.

Sigma Theta Tau International is another international 
nursing organization. Established in 1922 by six U.S. nursing 
students, Sigma Theta Tau’s goal is to provide leadership and 
support scholarship related to nursing practice, education, 
and research to improve the health of the world’s population. 
The organization was the first funder of nursing research in 
the United States and currently supports a variety of nurs-
ing education and research initiatives. In 1985, the organiza-
tion was incorporated as Sigma Theta Tau International, Inc. 
to better connect the worldwide network of scholars who 
promote	health	worldwide.	Membership	currently	embraces	
nurses in 86 countries throughout the world (Sigma Theta Tau 
 International, n.d.).

One final international nursing organization to be dis-
cussed here is the Global Alliance for Leadership in 
Nursing Education and Science (GANES). GANES is an 
organization of national associations of nursing deans and 
schools of nursing established to support health care pol-
icy makers and nurse educators throughout the world. Its 
mandate is to “work in partnership with global and national 
organizations to raise awareness of the key role of nurse 
education in the improvement of global health and quality 
of care” (GANES, n.d.b). The founding members of GANES 
include the national nursing education organizations of the 
United Kingdom, Canada, the United States, and  Australia 
and New Zealand. GANES activities include promoting 
sharing among nurse educators around the world, provid-
ing information and advice to global policy makers related 
to nursing education issues, and supporting development of 
a sound evidence base for nursing practice and education 
(GANES, n.d.a). For additional information about Sigma 
Theta Tau and GANES, see the External Resources section of 
the student resources site.

Population health nurses may also be actively involved in 
a wide variety of international nursing and multidisciplinary 
organizations that address special focus areas such as violence 
against women, menopause, child health, HIV/AIDS, fam-
ily health, and so on. As we have seen, a wide variety of health 
problems cross national boundaries, and global approaches 
must be taken to resolve them.
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Peace Corps volunteers (PCVs) in one small village in India in 
the 1960s initiated an immunization program for DTP and po-
lio immunizations in the local Primary Health Center and its 
five substations in outlying villages. The volunteers got funding 
for an initial supply of vaccines from the International Rotary 
Club. Vaccines were purchased in Bombay, a trip of 250 miles 
from the health center, and transported on ice to the village. 
This trip needed to be made every 6 weeks because of the lim-
ited shelf-life of the oral polio vaccine.

Since the health center only possessed two syringes, the 
PCVs acquired used disposable syringes and needles from 
Peace Corps headquarters in Bombay. This equipment was of 
the type that could be resterilized by boiling and several hun-
dred syringes were used each year to update immunizations 
for volunteers in the region. A very small fee was charged for 
each immunization. This revenue was used to pay for sub-
sequent vaccine purchases and the program was essentially 
self-funding.

The PCVs gave the immunizations themselves, both in the 
health center itself and on specific immunization days in the 
subcenters. Immunizations were also begun in the local school. 
Unfortunately, after the first dose of DTP in the school setting, 

many of the children developed mild inflammation and sore-
ness at the injection sites. Their parents complained to the 
physician director of the health center who stopped further 
immunization in the school setting. One member of the health 
center staff, whose daughter had been nursed by the volunteers 
through a life-threatening episode of typhoid, became a local 
proponent	for	immunization	in	the	village.	Many	of	her	friends	
and family came to the health center requesting immunizations. 
Unfortunately, she was of lower-class status and did not have 
influence with upper-class residents.

Just before the volunteers were scheduled to leave India, they 
took one of the host-country staff to Bombay and showed him 
where to purchase the vaccines. They left a supply of syringes 
and needles that could be used by the staff of the health center 
to continue the program. The program was sustained for a year 
or so after the volunteers left, but then dwindled away. 

1. What might the Peace Corps volunteers have done differ-
ently to create a sustainable immunization program in this 
village?

2. How might the program have been expanded to encompass 
other villages in the region?

CAse sTUDy

Globalization is affecting population health as well as other is-
sues throughout the world. Globalization occurs within four 
dimensions, the spatial, temporal, cognitive, and social dimen-
sions. Globalization has both positive and negative effects on 
population health. Positive health effects derive from dissemi-
nation of new knowledge and effective interventions, develop-
ment of international standards, and increasing concern for 
global social justice. Negative effects include the rapid spread of 
disease, dietary and activity changes, increased substance abuse, 
traffic accidents, and global warming.

Global health differs from international health in its broader 
scope. Where international health issues usually lie between 
two countries, global health issues cross multiple international 
boundaries and affect large segments of the globe. Several 

global and international health organizations work to address 
global health issues including WHO and PAHO.

A number of current issues affect the health of the world’s 
population. These include life expectancy, communicable and 
chronic diseases, poverty, safe food and water resources, tobacco 
and alcohol control, motor vehicle accidents, violence, climate 
change,	 immigration,	and	disaster	response.	Many	of	 these	 is-
sues center on the Global Millennium Development Goals, which 
are similar to the Healthy People 2020 objectives in the United 
States. Population health nurses can be involved in the resolu-
tion of these issues through direct service delivery, policy for-
mation, and participation in international professional nursing 
organizations such as ICN, Sigma Theta Tau, and GANES, and 
other organizations designed to address global health issues.
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Analyze potential population health nursing roles in policy development.

 2. Discuss four avenues for public policy development.

 3. Describe at least four aspects of the policy development process.

 4. Apply criteria for health policy evaluation.
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Creating the Children’s Bureau

An early history of the U.S. Children’s Bureau credits the development of this federal agency to 
“a hardy band of practical dreamers who, beginning about 1903, studied the past and present 
circumstances of children in order to chart a course for the future” (Oettinger, 1962, p. 1). Chief 
among those practical dreamers were Lillian Wald and Florence Kelley. It was actually Lillian Wald 
who conceived of the idea of a federal agency to address the needs of the nation’s children over 
tea with her friend and colleague Florence Kelly, a social worker who lived and worked at the 
settlement.

Two letters received simultaneously addressed the needs of children, one asking for help and 
one offering to help in any way to reduce the numbers of children dying. They sparked a  comment 
by Ms. Wald, “I wish there were some agency that would tell us what can be done about these 
 problems” (Oettinger, 1962, p. 2). An article in the newspaper that same day described the 
 activities of the Secretary of Agriculture related to weevil infestations in southern cotton crops, 
which led to the idea of a federal agency to address the needs of children. As expressed by  
Ms. Wald, “If the government can have a department to take such an interest in what is  happening 
to the Nation’s cotton crop, why can’t it have a bureau to look after the Nation’s crop of  children?” 
(Bradbury & Eliot, 1956, p. 1). Even before that time, Florence Kelley had proposed a “ Commission 
for Children” during a series of lectures at major universities and colleges.

Dr. Edward Devine, a member of Florence Kelley’s diverse personal network informed President 
Theodore Roosevelt of the idea, and Ms. Wald was invited to the White House to discuss it with 
him. The next 9 years saw the introduction of 11 bills in the U.S. house or senate,  nationwide 
 campaigning by Ms. Wald, Mrs. Kelley, and other individuals and organizations including the 
 National Child Labor Committee in which Florence Kelley was actively involved (Bradbury &  Eliot, 
1956, p. 2). During this period, Mrs. Kelley published several books, including Some Ethical 
Gains Through Legislation, in which she presented evidence of the need for federal intervention 
to support the health and welfare of children (Bradbury & Eliot, 1956). In 1912, their efforts 
culminated in the passage of the enabling legislation and its signature by then President William 
Howard Taft (Social Security Administration, n.d.). Both Lillian Wald and Florence Kelley were also 
involved in numerous other political advocacy activities related to women’s and children’s health, 
the  laboring poor, rural nursing services, and women’s suffrage (Florence Kelley, 2011; Jewish 
Women’s  Archive, 2010; Lewis, 2011).
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In 2008, an alliance of professional nursing organizations, educational organizations,  certifying 
bodies, and the National Council of State Boards of Nursing (NCSBN) collaborated to draft the 
“Consensus Model for APRN Regulation: Licensure, Accreditation, Certification, and  Education,” 
more popularly known as the “Consensus Model.” The model is designed to provide for  nationwide 
standardization in the education, licensure, and practice of advanced practice registered nurses 
(APRNs) in the roles of nurse practitioner, clinical nurse specialist, nurse anesthetist, and nurse 
midwife. The intent of the model is to assure safety and quality in the services provided by 
 advanced practice nurses across the nation as well as to promote public access to APRN care and 
facilitate mobility among APRNs (American Association of Colleges of Nursing [AACN], 2008).

Among the model’s several provisions is a mandate for independent practice by APRNs 
 without physician oversight. Because nursing practice is regulated at the state level,  however, 
 implementation of the model will require modification of state nurse practice acts on a state-by-state 
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Policy decisions affect every aspect of our lives, in-
cluding our access to health care and the way in 
which health care is provided. Policy arises from 
a demand for action, or inaction, in relation to a 

particular issue. Unfortunately, policy development often ex-
cludes those most knowledgeable about the area of concern. 
Population health nurses need an awareness of the political 
context in which their practice occurs and must possess the 
skills and abilities to influence health policy development to 
achieve their goal of improving the health of the public. The 
need for policy development skills is one of the key nursing 
competencies recognized in the recent Institute of Medicine 
report, “The Future of Nursing: Leading Change, Advanc-
ing Health” (IOM, 2011b). Skills required to influence policy 
formation include social astuteness, interpersonal influence, 
networking ability, and sincerity (Chaffee, Mason, & Leavitt, 
2012). Social astuteness involves the ability to understand one-
self and others in the context of social situations. Interpersonal 
influence requires the ability to adapt to situations and to be 
a pleasant and productive person to work with. Networking 
involves the capacity to develop and bring into play diverse 
connections with others and to take advantage of opportuni-
ties as they present. Finally, sincerity demands personal integ-
rity, authenticity, and honesty. To develop these skills, health 
policy content needs to be integrated into all levels of nursing 
education and nursing students need to develop the habit of 
examining the policy implications of everything they study in 
nursing (IOM, 2011b).

Policy and Politics
Policy is established by organizations and political units in 
both public and private sectors and reflects the values, beliefs, 
and attitudes of policy makers.

Policy was defined in Chapter 8  as a set of principles de-
termining  direction for action and allocation of resources to 
achieve  identified goals.

As noted earlier, policy development takes place in both 
 public and private sectors. Public policies are the ways in 
which public officials deal with public problems or govern-
ment directives intended to influence the actions of others in 
areas that affect the public good (Chaffee et al., 2012), whereas 
private policies are enacted to deal with problems in private-
sector  organizations. Public policies include laws or statutes, 
regulations, executive orders, court rulings, and state develop-
ment plans. Public policy is derived from governance, which 
is defined as the ways in which needs are articulated, power is 
exercised, and resources are used to meet those needs (Slokum-
Bradley & Bradley, 2010). Public policies arise from several in-
terdependent sectors beyond those directly related to health, 
including housing, national security, education, welfare ser-
vices, and so on.

Public or private policy is created through the policy 
 development process. Policy development was defined in 
Chapter 1 . Politics, on the other hand, is the mechanisms 
by which scarce resources are allocated among members of the 
population (Chaffee, 2012), or the way in which conflicts aris-
ing from multiple sets of values or interests are addressed.

Relationships Between Public 
Policy and Health
As noted above, policy in a variety of arenas can influence the 
health status of the population. Health policy involves courses 
of action designed to achieve health-related goals (World 
Health Organization [WHO], 2014, para. 1), has a direct  impact 
on health in the population. The overall goal of health policy is 
to promote the highest possible level of health in the population 
at a reasonable cost.

Many policies arising out of other social sectors have health 
implications that frequently go unrecognized until major prob-
lems arise. Awareness of this interaction between other social 
and economic policy initiatives and health  consequences has 

basis. To that end, professional organizations have mobilized their members to  educate state 
and territorial legislators about the model and the need for changes in nurse practice acts. The 
 National Council of State Boards of Nursing has created a toolkit to facilitate legislative advocacy 
in pursuit of model implementation. The toolkit is designed to assist nurses in promoting relevant 
 legislation in their own states and contains resources for nurse advocates (NCSBN, 2011) as well 
as a  handbook that can be shared with legislators (NCSBN, n.d.). For further information about the 
toolkit, see the resources provided in the External Resources section of the student resources site.

As of April, 2014, the NCSBN reported that eight states had fully implemented the consensus 
model (NCSBN, 2014). What is being done in your state to implement the model? What can you do 
to promote the legislative changes needed to implement the model in your state?
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prompted a call for health impact  assessments for all  major pol-
icy proposals, in much the same way that major  building or de-
velopment proposals trigger  environmental impact  assessments 
(EIAs) (Centers for Disease Control and  Prevention [CDC], 
2014). A recent Institute of Medicine  report (IOM, 2011a) rec-
ommended that state and federal governments adopt a “health 
in all policies” approach, which would involve consideration of 
the potential positive and  negative health effects of all policies 
through health impact  assessments. A health impact assess-
ment (HIA), or health  impact  analysis is “a systematic process 
that uses an array of data sources and analytic methods, and 
considers input from stakeholders to determine the potential 
effects of a proposed policy,  plan, program, or project on the 
health of a  population and the  distribution of those effects 
within the population” (National Research Council, 2011, p. 5). 
The intent of HIA is to assist  policy makers in evaluating the 
potential health  effects of a plan, policy, or program before it is 
implemented to  minimize the potential for adverse health out-
comes (CDC, 2014).  Elements of HIA include the following:

•	 Screening	and	identification	of	projects	and	policies	for	
which an HIA would be appropriate

•	 Identifying	which	specific	potential	health	impacts	should	
be examined

•	 Assessing	the	risks	and	benefits	of	the	policy	or	project	for	
those who will be affected

•	 Developing	recommendations	for	changes	to	proposals	to	
promote positive health effects and mitigate negative ones

•	 Reporting	the	results	of	the	assessment	to	policy	makers
•	 Evaluating	the	effects	of	the	HIA	on	the	policy	decision	

(CDC, 2014).

Potential health effects of policies in other social sectors in-
clude the following examples. A study of the plan for commu-
nity development in a San Francisco community was deemed 
to have potentially negative effects related to traffic congestion, 
creation of hazardous design features that might increase the 
incidence of injuries, and result in decreased emergency access, 
all of which have health implications. In addition, there were 
expectations of increases in noise and air pollutants during 
construction (San Francisco Planning Department, 2010).

A health impact assessment conducted in Columbia, 
 Missouri, examined the probable health consequences of ex-
panding the public transit system. Four specific health out-
comes were addressed: (a) physical activity; (b) exposure to 
the outdoors; (c)  access to health care, employment, education, 
and healthy food; and (d) creation of a livable, sustainable com-
munity. The assessment found that expansion of public tran-
sit would have favorable effects in all four areas (HIA Partner 
Team, 2012).

The focus of a health impact assessment in Saint Paul, 
 Minnesota (Malekafzali & Bergstrom, 2011) was a proposal to 
construct a light rail transit line through the city’s central cor-
ridor. Residents of the corridor comprised 60,000 of the low-
est-income, most diverse people in the city. In addition to 
evaluating the potential health effects of the proposal, the HIA 

was intended to empower residents to make decisions that af-
fected their health. The assessment addressed the probable ef-
fects of the proposal on 50 indicators directly and indirectly 
related to health (e.g., healthy and affordable housing, economic 
growth). The assessment identified several negative effects of the 
proposal, including displacement of local small businesses in the 
corridor, loss of jobs for residents with low educational attain-
ment, increased gentrification and higher housing costs in the 
area that would displace many current low-income residents, 
and increased potential for unsafe pedestrian infrastructure in 
the area that could limit physical activity. Recommendations 
arising from the assessment included a city commitment to the 
creation of sustainable low-income housing, promoting com-
mercial parking, and employment assistance.

A final example of a health impact assessment of economic 
policy revolves around the potential health effects of approving 
casino construction and gambling in an urban area. Some of the 
positive health consequences anticipated included increased 
employment, income, and health insurance coverage for ca-
sino employees, and increased state tax revenues that could 
be used for health-related initiatives. Negative consequences 
included sleep deprivation and increased second-hand smoke 
exposure for patrons and employees, increased traffic result-
ing in diminished air quality and driving under the influence 
of intoxicants, thus contributing to both motor vehicle crashes 
and pedestrian injuries, and increases in the transient popu-
lation and gambling addictions possibly leading to increased 
crime. Finally, there were anticipated costs related to accident 
and addiction treatment, greater public safety costs (e.g., po-
lice presence), and a need for expansion of health care services 
to address the needs of tourists (Purtle, 2010). As we can see 
from these examples, numerous economic and social policies 
have health-related implications that need to be considered in 
policy development. We will consider health impact assessment 
in greater detail later in this chapter when we discuss the assess-
ment of a policy situation in the context of the determinants of 
health in the population health nursing model.

Types of Policies
As noted earlier, health policies may be either public or private, 
depending on their source and focus. Policies may also be cat-
egorized as substantive or procedural. Substantive policies are 
those that dictate action to be taken. For example, a policy (in 
this case legislation) mandating helmet use by bicycle riders is a 
substantive policy, as is a policy funding health care services for 
the indigent. Procedural policies are those that determine how 
the action will occur. In the case of the helmet law, procedural 
policies would determine how the law would be implemented. 
In the health services funding policy, procedural policies would 
address who is eligible for services, how services are to be ob-
tained, how providers will be reimbursed for services, and so on.

Policies can also be categorized as allocative or regulatory 
(Chaffee et al., 2012). Allocative policies distribute goods and 
services among members of the population. The Medicaid and 
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Medicare programs are examples of allocative policies that 
 determine who may receive care reimbursed by these funding 
sources. Similarly, Congressional funding decisions that pro-
mote specific research agendas over others (e.g., development 
of a vaccine for avian influenza) provide direction for alloca-
tion of federal research funds. When policies take goods and 
services away from some members of the population and give 
them to others, they are considered redistributive policies. For 
example, taxing the income of some citizens to fund services 
for others is a redistributive policy. Regulatory policies restrict 
or constrain behavior in some way. For example, nurse practice 
acts are regulatory policies that restrict the practice of nursing 
to people who meet identified criteria for licensure. Some poli-
cies are self-regulatory, as in the case of professional codes of 
ethics or standards for accreditation of schools of nursing.

Avenues for Public Policy 
Development
Health policy formation may take one of four major forms in 
the public sector: legislation and health programs created by 
legislation, rules and regulations for implementing legislation, 
administrative decisions, and judicial decisions. Development 
of state health plans is another avenue for health-related pol-
icy formation at the state level that may incorporate several of 
these approaches.

Legislation
Laws, or statutes, are public policy decisions generated by the 
legislative branch of government at the federal, state, or local 
level. Laws are created in a social system to express the collec-
tive values, interests, and beliefs of the society that generates 
them. Law is a mechanism for enforcing social norms within 
a given society. As a society develops, so do its beliefs, values, 

Evidence-Based Practice

Policy Development
Like all health care practice, health-related policy formation 
should be based on the evidence of effective interventions that is 
derived from sound research and consideration of the situational 
factors related to specific target populations. Nurses and other 
researchers need to make sure that policy makers are apprised 
of research findings that have a bearing on health-related policy 
development (Young, 2009). Some authors suggest an eight-step 
RAPID Outcome Mapping Approach (ROMA) to direct involve-
ment of researchers in policy development. The eight steps of the 
approach are as follows:

 1.  Develop a clear policy objective to define the expected 
 outcome of policy development.

 2. Map the policy context in terms of factors influencing the 
policy process.

 3.  Identify key stakeholders in the policy area.
 4.  Identify desired behavior changes in stakeholders to 

 promote support of the policy initiative.
 5. Develop a strategy to promote those changes.
 6. Analyze the internal capacity to make change.
 7. Establish an action plan for the policy change.
 8.  Develop a monitoring and learning system to track progress 

in policy implementation (Young, 2009).

For population-based policy initiatives, the evidence base for 
effective intervention may come from a variety of sources. One 
useful source of evidence for population-based  intervention 
strategies is the Guide to Community Preventive Services 
 developed by the Community Preventive Services Task Force. 
The task force is an independent decision-making body,  similar 
to the U.S. Preventive Services Task Force for individual-level 
interventions, convened by the U.S. Department of Health 
and Human Services. The task force evaluates the evidence 
base for population level interventions to address major pub-
lic health problems and makes recommendations on the use of 
specific interventions, based on their effectiveness, economic 
 efficiency, and feasibility. These recommendations can form 
the basis for evidence-based public health policy formation. 
 Topics  addressed in the Guide as of 2014 included adoles-
cent health; alcohol; asthma; birth defects; cancer; diabetes; 
health  communication; HIV/AIDS, STIs, and pregnancy; mental 
health; motor vehicle accidents; nutrition; obesity; oral health; 
physical activity;  social environment; tobacco; vaccines; vio-
lence; and the worksite (Community Preventive Services Task 
Force, 2014). Specific guidelines will be addressed in relevant 
chapters later in this book.

Federal legislation is only one way in which the political context 
influences health and health care services. (Multitel/Shutterstock)
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and interests. Some laws enacted in earlier periods of a soci-
ety’s evolution eventually become obsolete. Sometimes laws are 
created or revised to address new problems that surface as so-
ciety changes. Modifications or changes in laws are legislative 
attempts to correct discrepancies that may have arisen between 
past and current social practices. Although this description of 
the function of legislation is highly simplified, the point is that 
laws reflect societal needs and values and are subject to revi-
sion. The 2011 IOM report, “For the Public’s Health: Revitaliz-
ing Law and Policy to Meet New Challenges,” noted that much 
of state and federal law related to public health is outdated 
(IOM, 2011a). The authors of the report recommended mod-
ernizing public health law to assure that “appropriate powers 
are in place to enable public health agencies to address contem-
porary challenges to population health” (p. S-3). Other recom-
mendations made in the report include the following:

•	 States	should	enact	legislation	and	allocate	funds	to	assure	
that public health agencies have the capability of providing 
the essential public health services discussed in Chapter 1 .

•	 States	should	mandate	accreditation	of	state	and	local	health	
departments to assure quality provision of services.

•	 The	federal	government	should	set	minimum	requirements	
for public health policy.

•	 Public	health	agencies	should	have	access	to	legal	counsel	to	
prevent preemption of state and local prerogatives by higher 
levels of government.

•	 The	federal	government	should	facilitate	local	and	state	en-
forcement of federal and state health and safety standards, 
and governmental levels should share resources whenever 
possible.

•	 State	and	local	governments	should	create	health	councils	
that assure stakeholder input into policy development and 
that conduct health impact assessments prior to and after 
implementation of all major legislation, regulations, and 
policies.

•	 The	Department	of	Health	and	Human	Services	should	cre-
ate a group of experts to develop methods to assess evidence 
of the health effects of public policies and develop eviden-
tiary standards to support translation of research findings 
into policy and practice (IOM, 2011a).

Figure 9-1• depicts the typical progress of a bill through the 
legislative process. The process is similar at federal and state 
levels, and the discussion here addresses both. The names of 
specific legislative bodies and committees will vary from one 
jurisdiction to another, however. A similar but more circum-
scribed process is used in the development of ordinances and 
policies by local government bodies (e.g., city council or county 
board of supervisors). Local communities may vary somewhat 
in the extent of and avenues for public input into policy deci-
sions. The asterisks in Figure 9-1• indicate points in the state 
or federal process at which population health nurses might in-
fluence legislation.

Legislative proposals are statements of beliefs or interests 
that have been brought to the attention of a legislator. These 
interests may come to the legislator’s attention through his or 

her constituents, personal experiences, or involvement on a 
legislative subcommittee dealing with specific issues. Popula-
tion health nurses and nursing and other health-related orga-
nizations can influence the legislative process at this point by 
making lawmakers aware of the need to develop policy or to 
modify existing policies (Ridenour & Santa Anna, 2012). After 
due consideration, constituents’ beliefs or interests are drafted 
in a bill, which is a formally worded statement of a desired 
legislative policy. There are two kinds of legislation: authori-
zation and appropriation. Authorization legislation establishes 
laws or programs; appropriation legislation, on the other hand, 
provides funding for the implementation of laws and programs 
for the next fiscal year (American Association of Colleges of 
 Nursing [AACN], 2010).

Once a bill has been drafted, the sponsoring legislator sub-
mits it for identification, meaning that the bill will carry the 
legislator’s name as sponsor. It is not unusual for a proposed 
bill to have multiple sponsors. Many state and national nursing 
and other health-related organizations (e.g., AACN, the Amer-
ican Nurses Association [ANA] or the American Public Health 
Association [APHA]) maintain a legislative focus that allows 
them to keep members informed of pending legislation with 
health implications. They also typically provide their members 
with information on how to access drafts of legislation for re-
view and how to contact legislators and specific committees. 
Membership in such organizations is an important avenue for 
keeping up-to-date on legislative initiatives that may affect the 
health of the population. For further information about the 
toolkits, see the resources provided in the External Resources 
section of the student resources site.

The bill is assigned a number, listed by the clerk of the ap-
propriate legislative body, and sent to a general committee for 
review. The committee may revise the language of the bill or 
amend it. In the normal course of events, the bill would then 
be sent on to the House or Senate floor for its “first reading.” 
After its first reading, the bill might be referred to the appro-
priate committee for hearings. Some bills are sent to multiple 
committees. Several congressional committees included in 
Table 9-1• deal with most health-related legislation at the 
federal level. Most of the committees presented in the table 
deal with authorization legislation. The House and  Senate 
Appropriations Committees are responsible for allocating 
the funds for the various federal programs, and the Budget 
Committees develop broad budgetary directions for the legis-
lature, respectively (Hendrickson, Ceccarelli, & Cohen, 2012). 
In addition to the committees listed in Table 9-1, members 
of the House of Representatives and Senate serve on several 
joint committees, the two most relevant of which are the Joint 
Economic Committee and the Joint Committee on Taxation 
(U.S. Senate, n.d.). A similar committee structure exists at the 
state level.

Once bills are referred to a committee, it is not unusual for 
them to be sent to a subcommittee, which does the most thorough 
review of the proposed legislation. Functions of subcommit-
tees include hearings, markup, and reporting. Subcommittees 
may hold public hearings on the issue  addressed by the bill.  
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FIgure 9-1 A Typical Legislative Process
*Points at which population health nurses can best influence the process.
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First reading

Chief Executive signs*

LAW
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After 10 days
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TABLE 9-1 Congressional Committees with Health-Related Responsibilities
Senate 
Committees

Health-Related 
Responsibility

House of Representatives 
Committees

Health-Related 
Responsibility

Agriculture, Nutrition, 
and Forestry

•	Food	stamp	program
•	Human	nutrition
•	School	nutrition	programs

Agriculture •	Human	nutrition	and	home	
economics

•	WIC	and	Food	Stamps
•	Rural	development
•	Bioterrorism
•	Animal	diseases
•	Inspection	of	animal	products

Appropriations Allocation of funds Appropriations Allocation of funds of funds
Armed Services •	National	defense	issues

•	Military	benefits
Armed Services •	Common	defense

•	National	security
•	Military	benefits
•	Military	research
•	Counter-drug	programs

Banking, Housing, and 
Urban Affairs

•	Nursing	home	construction
•	Public	and	private	housing
•	Urban	development	and	mass	

transit
Budget Annual budget planning Budget Budget resolutions and process
Commerce, Science, and 
Transportation

•	Science,	engineering,	and	
 technology research,  development, 
and policy

•	Highway	safety

Education and Workforce •	Child	labor
•	Early	childhood	education
•	Child	abuse	and	adoption
•	School	food	programs
•	Higher	education	and	workforce	

training
•	Education	and	labor
•	Worker’s	compensation

Energy and Natural 
Resources

•	Emergency	preparedness
•	Nuclear	waste
•	Energy	development

Energy and Commerce •	Biomedical	research
•	Health	and	health	facilities
•	Public	health	and	quarantine
•	Consumer	protection	and	product	

safety
•	Motor	vehicle	safety

Environment and Public 
Works

•	Air	pollution	and	environmental	
policy

•	Solid	waste	disposal	and	recycling
Finance •	Social	Security	Act	health	programs

•	Health	programs	financed	by	special	
tax or trust funds

•	National	social	security

Financial Services •	Public	and	assisted	housing

Foreign Relations •	Foreign	assistance
•	International	treaties	and	foreign	

policy

Foreign Affairs •	Foreign	assistance
•	HIV/AIDS	in	foreign	countries
•	International	law	enforcement	

 (including drug control)
Health, Education,  
Labor, and Pensions

•	USDHHS
•	Education
•	Labor	and	employment	law
•	Retirement	plans	and	railroad	

pensions
Homeland Security and 
Governmental Affairs

•	Census	and	statistics
•	Government	agency	performance
•	Effects	of	legislation
•	National	security
•	Civil	Service

Homeland Security •	National	security
•	Science	and	technology	

preparedness
•	Transportation	security

Judiciary •	Immigration	and	naturalization
•	Civil	liberties
•	Federal	penitentiaries

Judiciary •	Federal	penitentiaries

Natural Resources •	Water	and	power
•	Indian	Affairs
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TABLE 9-1 (Continued)

Senate 
Committees

Health-Related 
Responsibility

House of Representatives 
Committees

Health-Related 
Responsibility

Science, space and Technology •	Environmental	and	energy	research
•	National	Science	Foundation

Transportation and Infrastructure •	Clean	water	and	waste	water	
management

•	Flood	damage	reduction
•	Disaster	preparedness	and	response

Veteran’s Affairs Veteran’s hospitals, services Veteran’s Affairs Veteran’s hospitals, services
Indian Affairs Indian health and special services Ways and Means •	Customs

•	Tax	exempt	foundations
•	National	Social	Security
•	Social	Security	Act	health	programs	

and those funded by specific taxes
•	Health	services	payment
•	Health	insurance	tax	credit	and	

deductions
Special Committee on 
Aging

Advise on issues related to aging

Sources: U.S. House of Representatives. (n.d.). House committees. Retrieved from http://www.house.gov/committees/; U.S. Senate. (n.d.). Committees. Retrieved from  
http://www.senate.gov/pagelayout/committees/d_three_sections_with_teasers/committees_home.htm

“Markup” refers to modifications made in the  proposal.  Finally, 
the subcommittee makes a  report  regarding the intent of the 
bill, any amendments made in the  committee, ramifications in 
terms of changes to current laws, the costs of implementation, 
and any dissenting views on the bill ( Ridenour & Santa Anna, 
2012). Population health nurses can influence the  legislative 
process during  subcommittee  review by contacting lawmak-
ers and making their views known on legislation pending 
 before them. Such contacts may be made by individual nurses 
or by lobbyists employed by nursing and other health-related 
interest groups. Lobbying is discussed in more detail later in  
the chapter.

Committee members considering a particular piece of leg-
islation can either review and modify a bill or decide not to 
report the bill out of committee, thus effectively killing it. Legis-
lation can also bypass assignment to a standing committee and 
be assigned to a specially created ad hoc committee or advance 
directly to a second reading on the floor of the particular leg-
islative chamber. The bill may then proceed to a third reading, 
be referred back to committee, or be sent to another committee 
for review and revision before advancing to the third and final 
reading. Following the third reading, the proposed legislation 
is placed on the calendar for floor debate and, finally, voted on. 
At this point in the legislative process, population health nurses 
can contact their own representatives and try to persuade them 
to support nursing’s position on a particular bill.

If the legislation is passed in the chamber of Congress or 
the state legislature where it originated, it is sent to the other 
chamber for approval. In many cases, when a bill has advanced 
to this point, it is passed by the second chamber without fur-
ther modification. The bill can, however, be sent to another 
committee for review and modification. Once a bill has passed 
the second chamber, it is returned to the house or chamber 

where it originated for final approval. At the state level, a bill 
must be signed by the leaders of both houses of the legislature 
as well as the secretary of state before it is forwarded for the 
governor’s signature. After the bill is signed by the governor, 
it is renumbered according to the appropriate lawbook code 
number and filed with the secretary of state, and becomes law. 
A similar process occurs at the federal level after a bill is signed 
by the president.

In most states and in Congress, if the two chambers of the 
legislature cannot agree on a similar version of a given bill, a 
special committee composed of members of both chambers 
is formed. The purpose of this joint conference committee is 
to develop a compromise bill. It is highly unusual for a joint 
committee recommendation not to be passed. If, however, 
the committee cannot reach agreement, the bill dies. Once the 
compromise bill has passed both houses of the legislature, it is 
sent to the executive branch of the government (governor or 
president) for final approval.

The chief executive (governor or president) can either sign 
the bill or hamper its progress by not signing it or vetoing it. 
If the chief executive does not sign the bill, it automatically 
 becomes law after 10 days, unless the legislative session ends in 
the interim. In that case, the bill dies (Ridenour & Santa Anna, 
2012). Holding a bill unsigned until the end of the legislative 
session is called a pocket veto. Lobbying may also be used at 
this point to influence the chief executive’s disposition of a 
 particular bill. If the executive vetoes a bill, it is returned to the 
legislature. The legislature is then required to meet a constitu-
tionally prescribed majority vote (usually a two thirds major-
ity) to override the veto and enact the bill into law. Any bill that 
does not complete the legislative process during the legislative 
session in which it is introduced is dead, and it must be reintro-
duced in a subsequent session if it is ever to become law.
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Regulation
Policy decisions enacted as legislation are usually implemented 
by regulatory agencies charged with implementing specific types 
of legislation. For example, federal policies related to environ-
mental issues are implemented by the Environmental  Protection 
Agency (EPA); state health-related policies are usually imple-
mented by a state board of health or a comparable agency.

These agencies develop regulations that determine how leg-
islation will be implemented. A regulation is a rule or order 
having the force of law that deals with procedures to be fol-
lowed in implementing a piece of legislation (Alliance for 
Health Reform, 2010). Regulations are intended to promote 
individual accountability for actions and to protect the public 
health and welfare. Regulations specify how policies are real-
ized in actual behavior.

Regulatory agencies exert a great deal of control over 
health-related activities by both professionals and the general 
public. State agencies such as boards of nursing, for example, 
regulate who may practice nursing and how nursing licensure 
is granted. These same agencies might also be responsible for 
determining which health care providers can write prescrip-
tions for medication in those states where such practices are 
authorized for personnel other than physicians.

When a piece of legislation authorizing an activity such as 
prescription writing is passed, the legislature usually designates 
an existing agency or creates a new agency to implement the 
legislation. This agency develops the regulations that govern 
implementation of the law. In the case of prescription-writing 
privileges, the regulatory agency would determine who can 
write prescriptions and what additional qualifications might be 
required of those persons. For example, in California, nurses 
who are certified by the state as nurse practitioners may write 
prescriptions, but only if they have completed an approved 
course in pharmacology. Other regulations specify who is eli-
gible for certification as a nurse practitioner in the state.

Another example of regulations that implement legislation 
is the procedures for handling hazardous substances in the 
workplace, which were developed by the Occupational Safety 
and Health Administration (OSHA). The enabling legislation 
mandated protection of employees from exposure to hazard-
ous substances, but regulations developed by OSHA specify 
how certain substances should be handled. For example, cer-
tain types of ventilatory equipment are required in manufac-
turing processes using hazardous aerosols to minimize the risk 
of exposure to employees.

Regulations instituted by various agencies may dramatically 
influence the actual impact of a law. For example, when pre-
scription writing by nurse practitioners was first instituted in 
Tennessee, one proposal was to restrict the privilege to nurse 
practitioners prepared at the master’s level. As this require-
ment would have excluded many nurse practitioners in rural 
counties where physicians were scarce, it would have under-
mined the intent of the enabling legislation—to provide greater 
access to health care for underserved populations.

Population health nurses can have input into regula-
tions that affect their professional practice as well as into the 

legislation that shapes public health policy. When a regulatory 
agency is in the process of formulating regulations, the pub-
lic is informed that the process is being initiated. Generally, 
the agency formulates some preliminary regulations that are 
published for public review and comment. At the federal level, 
proposed regulations are published in the Federal Register as a 
Notice of Proposed Rulemaking (NPRM); similar registers exist 
in each state. Interested parties are then allowed to comment 
on the proposed regulations and suggest changes (Alliance for 
Health Reform, 2010).

When regulations deal with particularly sensitive areas, 
the regulatory body involved may hold public hearings to so-
licit input from interested parties. Population health nurses 
may either comment on proposed regulations in written com-
munications to the regulatory agency or provide testimony at 
public hearings (Ridenour & Santa Anna, 2012). Nursing input 
should be provided early in the development process. It should 
also be supported by data and identify how nursing’s position 
on proposed regulations supports the intent of the legislation. 
The regulatory agency may use the input to refine the regula-
tions, but is not required to do so. Regulations are published in 
the appropriate state or federal publication and promulgated 
among individuals affected by them. Once regulations are pub-
lished and go into effect, they have the force of law.

Administrative and Judicial Decisions
Health policy development can also occur by means of admin-
istrative or judicial decisions. Administrative decisions are 
those made by an individual or agency that affect the imple-
mentation of health care policies or programs. For example, a 
state board of nursing or other similar agency would develop 
the processes by which one becomes licensed in that state. One 
specific type of administrative decision is an executive order. 
Executive orders are legally binding orders that an executive 
officer (president or governor) gives governmental agencies 
and individuals on how they are to implement legislation. Ex-
ecutive orders do not have to be approved by the legislative 
branch and are occasionally used to contradict or add to the 
intent of legislation through interpretation. The legislature 
can override an executive order with more explicit legislation. 
Former President Clinton, used executive orders to achieve a 
number of health policy changes that were not originally in-
cluded in legislation, such as instituting programs to promote 
Medicaid enrollment for eligible children. Judicial decisions 
are decisions within the court system regarding how laws are 
to be interpreted. As an example, a federal court ruled that the 
individual mandate for health insurance coverage included 
in the Patient Protection and Affordable Care Act violated 
constitutional provisions of freedom of choice and exceeded 
Congressional authority to regulate interstate commerce, but 
overturned a prior ruling that the entire Act was unconsti-
tutional (Lowes, 2011). Subsequently, in response to further 
legislative challenges, the U.S. Supreme Court modified the 
individual mandate as a tax on most people who do not have 
health insurance coverage as of 2014 (National Federation of 
Small Business, 2012).
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State Health Plans
Another avenue for health policy development that may 
 involve legislation as well as regulation is the development of 
state health plans. State health plans are comprehensive  policy 
statements that provide direction for efforts to improve the 
health of the state’s population. They are analogous to the 
Healthy People documents, but at a state, rather than federal 
level. State health plans may vary in their depth and scope. The 
Wisconsin plan, for example, includes specific objectives in  
23 focus areas to be achieved over the course of the next  decade. 
The plan also encompasses a set of ten “pillar” objectives 
 critical to the overall plan’s success (Wisconsin Department of 
Health Services, 2010). These pillar objectives are presented in 
the Highlights box below.

State health plans for Vermont and California, on the other 
hand, are more circumscribed and deal primarily with the 

creation of state health care systems in a move to single-payer 
systems. Vermont’s plan created a board to develop a payment 
system that incorporates the concept of the medical home and 
to design a health budgeting system for the state. Additional  
mandates include development of a single-payer plan to 
 provide a minimum package of health care benefits established 
by the board, but yet to be approved by the legislature and to 
address the costs, revenue, and savings anticipated from the 
proposed reforms (State of Vermont, 2011).

California’s plan, approved by the state Senate in 2010, also 
addresses the creation of a single-payer health plan and  creates 
a California Health System that pools all state and federal 
money currently spent on health care with a to-be-determined 
payroll tax to provide health insurance coverage for basic health 
services for all state residents. Residents will have the option of 
purchasing additional private insurance coverage for uncovered 
services (California Senate OKs single-payer health plan, 2010).

Nursing and Policy Development
Florence Nightingale and other early population health nurses 
were adept at using the political process to promote the health 
of the population. We saw at the beginning of this chapter that 
Lillian Wald engaged in political activism to spur creation of 
the Children’s Bureau. She and other early nursing leaders were 
alert to the political culture of the times, using that  knowledge 
to gain important changes in societal conditions. For example, 
Clara Barton and Florence Nightingale minimized their active 
support for women’s suffrage issues in order to address what 
they considered more critical social issues. Others, such as 
Margaret Sanger and Lavinia Dock, were more confrontational 
in their political activism, but all achieved significant social  
changes. These early leaders in population health nursing 
 realized that the political process was a means of achieving 
their goal of improved health for all and that, because of its 
 focus on the health of population groups population health 
nursing is, by definition, political in nature.

In addition to the political activities to improve the public’s 
health and the plight of the poor, early nursing political activity 
focused on nursing education and its standardization and the 
creation of professional nursing organizations. Subsequently, 
however, many nurses became uncomfortable with the idea of 
political involvement, with the possible exception of exercis-
ing the right to vote. Politics had an unfavorable aura that was 
seen as incompatible with nursing’s altruistic philosophy. With 
the advent of the women’s movement in the 1960s, nurses once 
again began to recognize the need to influence health care 
 policy decisions (Lewenson, 2012).

Among several reasons for nursing involvement in  policy 
development is the level of power that nurses have in the 
health care arena. That power arises from several sources, the 
first of which is the sheer number of nurses in the country. 
When nurses speak with a united voice on policy issues,  policy 
 makers listen. Nurses also possess expert power by virtue of 
their health care expertise and legitimate power conferred 
by licensure as health care providers. In addition, nurses can 

Pillar Objectives of the Wisconsin  
State Health Plan
•	 Develop	and	enforce	policies	and	procedures	for	tracking	

health determinants for populations experiencing health 
disparities.

•	 Fund	initiatives	to	eliminate	health	disparities	to	a	level	equal	
to the Midwest state average.

•	 Develop	and	implement	policies	to	improve	social	cohesion	
and support by reducing racism and discrimination; creating 
healthy home, workplace, and community environments; and 
promoting diversity and social connectedness.

•	 Develop	and	implement	programs	that	reduce	poverty.

•	 Develop	and	implement	educational	policies	that	support	
healthy outcomes.

•	 Improve	the	system	of	primary	care,	behavioral	screening	
and intervention, mental health services, oral health, alcohol 
and drug use treatment, chronic disease management, 
and reproductive and sexual health and enable secure and 
appropriate information exchange to support effective health 
decision making.

•	 Improve	the	health	and	resilience	of	youth	and	families	
through a variety of educational and health care services and 
interventions.

•	 Implement	community	designs	that	promote	physical	activity,	
healthy diets, and social interaction, while reducing air and 
water pollution and heat retention.

•	 Create	the	capacity	to	conduct	health	impact	assessments	
related to proposed policies and to compare and disseminate 
information on the effectiveness of alternative population 
health policies and practice.

•	 Increase	per	capita	public	health	funding	at	least	to	average	
levels in surrounding states.

Data from: Wisconsin Department of Health Services. (2010). Healthiest Wisconsin 
2020: Everyone living better, longer. Retrieved from http://www.dhs.wisconsin.gov/
hw2020/report2020.htm

Highlights 
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exercise the referent power inherent in the respect and trust 
accorded to them by the general public. Finally, like other citi-
zens, nurses can exercise reward power by voting for policy 
makers who support nursing’s stance on health-related policy 
issues. In order to exercise their power, nurses need to under-
stand the legislative and policy processes, know and become 
known to key players in policy formation, and communicate 
with policy makers. A Political Astuteness Inventory is included 
in the Assessment Guidelines section of the student resources 
for this book. The inventory can be used to assess the political 
activity and savvy of nurses.

Spheres of Nursing Influence  
in Policy Development
Political writers in nursing have identified four spheres in 
which nurses influence policy development (Chaffee et al., 
2012). The first sphere of influence is the community sphere, 
in which nurses influence health-related policy through 
community activism. In this sphere, the nurse may become 
 involved in civic organizations, planning boards, or other 
agencies and groups that develop policy that  affects health 
directly or indirectly. The second sphere is in the  workplace, 
where policies influence both health care  delivery (e.g., 
 policies related to fees for basic preventive services such 
as  immunizations) and health determinants (e.g.,  policies 
 banning  smoking in the workplace). The third sphere is the 
governmental policy arena, in which nurses advocate for 
 public policies that  support health. Note that public  policies 
often “bleed” into the private sector. For example, recent 
Medicare policies regarding reimbursement for “never 
events” (preventable adverse health outcomes) influence care 
for all clients in an institution, not just those whose care is 
paid for by Medicare. The final sphere of nursing influence 
in policy making is within professional organizations. Policy 
making in this sphere influences the regulation and education 
of the profession itself and provides impetus for public policy 
formation in the government sphere.

Principles of Policy Development
Effective policy making is based on several core principles. 
These principles include the following:

•	 Effective	policy	making	is	designed	to	achieve	clearly	de-
fined future-oriented outcomes.

•	 The	policy-making	process	considers	a	wide	array	of	factors	
influencing the policy situation.

•	 The	policy-making	process	is	flexible	and	innovative,	seek-
ing creative solutions to identified problems.

•	 Effective	policy	making	is	evidence-based,	and	the	best	
available evidence is accessible to key stakeholders.

•	 The	policy-making	process	 is	 inclusive,	and	considers	
the needs of all those directly or indirectly affected by the 
policy.

•	 Effective	policy	making	takes	a	holistic	view,	examining	the	
potential effects on multiple segments of society.

•	 Effective	policy	making	takes	account	of	lessons	learned	
from previous policy initiatives.

•	 Effective	 policy	making	 considers	 how	policy	will	 be	
 communicated to the public and other stakeholders.

•	 Effective	 policy	 making	 incorporates	 processes	 for	
 evaluating the effects of the policy.

•	 Existing	policies	are	reviewed	for	their	adequacy	in	address-
ing the problems they were designed to address (Office of 
the First Minister and Deputy First Minister, n.d.).

The Policy Development Process
Population health nurses can influence health-related poli-
cies at all levels. To do so, however, they must be conversant 
with the political process and its use. The ability of population 
health nurses to influence policy development is affected by 
their skill in assessing the policy situation, agenda setting, plan-
ning and implementing health care policy, and evaluating the 
effects of health policy development and the resulting health 
policies.

The policy development process is a series of steps analo-
gous to the nursing process and begins with identification of 
a problem that can be resolved through policy formation. This 
entails an assessment of the nature of the problem, who is af-
fected, and the factors contributing to the problem. The second 
step in the process is getting the policy issue on the agenda of 
policy makers, followed by development of a policy option de-
signed to address the problem and based on scientific data and 
consideration of other relevant factors, such as public opinion, 
economic factors, and so on. Implementation of the policy usu-
ally requires involvement of interest groups and stakeholders. 
Stakeholders are persons interested in or affected by a specific 
issue, policy, or program. Following implementation of the 
policy, perhaps on a trial basis, its outcomes, costs, benefits, 
risks, and progress toward problem resolution are evaluated 
and modified as needed (Berkowitz, 2012). We will discuss 
each of these steps in policy development in more detail in the 
application of the population health nursing model to the pol-
icy context later in this chapter. Elements of the policy devel-
opment process are summarized in the Highlights box below.

The Policy Development Process
•	 Problem	identification	and	assessment

•	 Agenda	setting

•	 Formulation	of	proposed	policy	to	address	the	problem

•	 Involvement	of	interest	groups	and	stakeholders

•	 Policy	implementation

•	 Evaluation	of	effects,	benefits,	costs,	risks,	and	progress	
toward problem resolution

•	 Policy	modification,	as	needed

Highlights
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Population Health Nursing Roles  
and Policy Development
Population health nurses may engage in one or more of four 
roles in their efforts to influence policy development in  areas 
that affect health. These roles include those of citizen,  activist, 
politician, and researcher. In their role as citizens, nurses  engage 
in traditional political activities such as staying  informed; vot-
ing; speaking out on local issues; participating in public forums; 
becoming acquainted with local, state, and federal officials; and 
participating in politically active  nursing organizations. In the 
activist role, nurses contact public  officials, register others to 
vote, contribute to and work for political campaigns, and en-
gage in other activities to educate and influence policy mak-
ers. In their role as politicians, some nurses become policy 
makers themselves through elected or appointed office. In the 
 researcher role, population health nurses may conduct research 
to create the foundation of evidence on which effective health 
policy should be based. Beyond  conducting the actual research 
studies, however, nurse researchers need to make a concerted 
effort to acquaint policy makers with research findings and as-
sist them to incorporate research evidence, with other consider-
ations (e.g., economic implications, societal values, and so on), 
into policy decisions (Young, 2009). The IOM (2011b) “Future 
of Nursing” report notes in particular, that doctorally prepared 
nurses need to link their research to policy formation and 

develop skills in policy development as part of their doctoral 
education. Nursing activities in each of the four roles for policy 
involvement are summarized in Table 9-2•. Actions related 
to the citizen, activist, and politician roles will be discussed in 
more detail in the section on strategies for implementing policy.

Applying the Population Health Nursing 
Model to Policy Development
The elements of the population health nursing model can assist 
population health nurses to assess the context surrounding a 
policy issue and in formulating, implementing, and evaluating 
health-related policy. In the remainder of this chapter, we will 
explore the application of the model to policy development in 
general and then examine the Affordable Care Act as a critical 
example of health policy affecting the population’s health.

ASSESSiNg THE POLiCy SiTuATiON. Assessment of a 
policy situation involves two basic aspects: assessing the need 
for policy formulation and assessing factors that are influencing 
the policy situation and resolution of the underlying problem. 
Some health-related problems or issues cannot be resolved 
through policy formation, and population health nurses 
need to be able to identify those problems that are amenable 
to resolution through policy. For example, the incidence of 
traumatic brain injury in motorcycle riders might be reduced 

TABLE 9-2 Population Health Nursing Roles and Activities in Policy Development

Role Related Nursing Activities

Citizen •	Voting
•	Staying	informed
•	Speaking	out	on	policy	issues
•	Participating	in	public	forums
•	Becoming	acquainted	with	elected	officials
•	Joining	politically	active	professional	nursing	organizations

Activist •	Contacting	public	officials
•	Registering	members	of	the	public	to	vote
•	Contributing	to	political	campaigns
•	Working	for	political	campaigns
•	Lobbying	decision	makers	with	relevant	data
•	Forming	or	joining	relevant	coalitions
•	Writing	letters	to	the	editor
•	Inviting	legislators	to	the	workplace
•	Organizing	media	events	to	publicize	issues
•	Providing	testimony	on	health-related	issues
•	Locating	and	soliciting	grant	funding

Politician •	Running	for	public	office
•	Seeking	appointment	to	a	regulatory	body
•	Seeking	appointment	to	a	governing	board	of	a	public	or	private	entity
•	Using	nursing	experience	as	a	frontline	policy	maker

Researcher •	Identifying	health	policy	issues	through	research
•	Ensuring	the	inclusiveness	of	viewpoints	in	policy	formation
•	Assuring	the	quality,	integrity,	and	objectivity	of	data	on	which	policy	decisions	are	based
•	Recognizing	and	communicating	uncertainty	and	risk	(e.g.,	acknowledging	when	research	evidence	is	equivocal)
•	Assuring	transparency	and	openness	regarding	the	bases	for	policy	decisions
•	Reviewing	policy	decisions	to	assure	that	they	reflect	up-to-date	knowledge
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by legislation mandating helmet use or development of 
motorcycle lanes on major highways. Other issues, such as food 
or housing costs, are not as amenable to policy intervention. 
Determining a need for policy, even when policy might help 
resolve a problem, is also dependent on the extent and severity 
of a problem. Policy makers will not be interested in problems 
or issues that affect only a limited number of people or that 
have minimal consequences. For example, legislatures would 
be unlikely to legislate mandatory school absence for cases of 
the common cold, but do mandate school absence for serious 
conditions that are highly communicable, such as measles or 
chickenpox.

The second aspect of assessing the policy situation involves 
examination of the factors that affect the policy issue and its 

resolution (Leavitt, Mason, & Whelan, 2012). Such an assess-
ment can occur in the context of the determinants of health 
component of the population health nursing model as de-
scribed below.

Biological determinants. An assessment of biophysical factors 
influencing a policy situation would include a determination of 
who is affected by the health problem. For example, what age 
groups are most often affected by accidental injuries? What 
age-related factors contribute to the problem? For example, 
diminished strength, mobility, and sensory acuity are factors 
that lead to injury in the elderly. Are there gender differences in 
injury incidence? Does the existence of other health conditions, 
such as epilepsy or arthritis, contribute to injury? In this 
example, it is unlikely that factors related to genetic inheritance 
will affect injury incidence, but would be an influencing factor in 
problems related to diabetes mellitus or cardiovascular disease.

Psychological determinants. The population health nurse 
exploring factors that contribute to a particular health 
problem would also examine the contribution of psychological 
determinants. Do depression or anger contribute to accidental 
injury? Risk taking and perceptions of invulnerability common 
among adolescents are certainly contributors to accidental 
injury in this age group.

Environmental determinants. A variety of environmental 
elements are widely known to contribute to accidental injuries, 
from safety hazards in the home to driving conditions. The 
population health nurse would examine the effect of specific 
environmental conditions on injury incidence in the population 
affected by a proposed policy. Data in this area and that related 
to other categories of determinants might come from published 
research, epidemiologic studies, or personal observations by the 
nurse and other health care providers and interested parties.

Sociocultural determinants. A variety of sociocultural de-
terminants influence policy situations. These may include the 
economic effects of the problem or issue or economic con-
siderations in its resolution. For example, policy makers may 
favor a particular policy option that is less costly than other 
 approaches to problem resolution. Educational, cultural, and le-
gal factors may also influence policy development. For instance, 
 educational levels among the population to be affected by the 
proposed policy may help or hinder its implementation or be 
part of the problem the policy is designed to address. Similarly, 
a proposed policy that conflicts with existing legislation may 
pose difficulties. Two other important sociocultural determi-
nants that influence policy development are the values and ethi-
cal considerations operating in the situation and the influence 
of persons or groups with vested interests in the issue.

Values and ethical considerations. Conflicts among values are 
often noted in policy situations. For example, legislation designed 
to promote motorcycle or bicycle helmet use is often resisted on 

global Perspectives

Cho and Kashka (2004) described the political efforts of Mo Im 
Kim to establish a national population health nurse practitioner 
program in Korea. The intent of the program was to combine the 
skills of population health nurses with those of nurse practitio-
ners to meet the health care needs of rural Koreans. Dr. Kim 
began by instituting a 6-month population health nurse prac-
titioner program at Yon Sei University. The program addressed 
health policy formation, implementation and evaluation of com-
munity health programs, program management, and community 
development strategies as well as skills in physical assessment, 
prevention and detection of disease, and disease management. 
Dr. Kim and her associates made use of a number of political 
opportunities, including a government coup, to promote the con-
cept of the CHNP to meet population health needs. Some of her 
strategies included capitalizing on the reform goals of the new 
regime, informing officials of the work of the CHNPs and invit-
ing them to nursing seminars where firsthand stories of practice 
were shared, lobbying legislators and government officials, and 
publishing a collection of CHNP cases. Dr. Kim herself also held 
a congressional office. Dr. Kim used research data regarding 
the public popularity of the CHNP program to sway legislators 
and defuse resistance from vested interests such as physicians 
and obtained external assistance from the Asian Foundation and 
WHO. She also engaged in specific initiatives to educate govern-
ment officials, such as arranging for the chair of the Congres-
sional Health Policy Committee to visit the United States and 
observe population health nursing roles.

 1. How might Dr. Kim’s political strategies be adapted for 
use in another country or culture?

 2. Would Dr. Kim’s strategies be likely to be successful in 
the United States? Why or why not?

Developing a National 
Population Health Nurse 
Practitioner Program in Korea
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grounds that such mandates violate the strongly held U.S. value 
for individual liberty. For example, the slogan on the helmet 
issues page of an online bikers’ rights organization is “let those 
who ride decide” (Bikersrights.com, 2013). At the same time, the 
values of protecting the health of individual riders and protecting 
both individuals and society from catastrophic economic burdens 
are also at play. In this instance, policy makers have to make a 
determination of which values should receive higher priority. 
Similarly, federal child labor laws prohibiting child labor under a 
certain age do not apply to children of any age working on their 
family-owned farms, presumably on the basis of the value that 
children should help with chores at home and that parents, not 
government, should control their behavior (OSHA, n.d.).

Another example of the influence of values and ethics in 
policy development lies in the issue of “sin taxes.” Sin taxes 
are taxes levied on products that are deemed harmful to health, 
such as tobacco and alcohol (Green, 2010). The argument for 
sin taxes is that people who engage in unhealthful behavior 
(e.g., smoking) are choosing to jeopardize their health, and 
they, rather than society, should be responsible for the con-
sequences. In initiating sin taxes, governments are usually re-
sponding to two values: improvement of the public’s health 
by deterring unhealthy behavior and generation of revenue  
that can be used to offset the societal costs of such behaviors. 
For example, a $0.50 per pack tax on cigarettes in California 
has resulted in more than $4 billion in revenue designated 
for child health and education programs. Similarly, a 3% tax 
on beer sales in Arkansas generates more than $14 million per 
year used for preschool programming. The public perspective 
on sin taxes is usually split between approval of the revenues 
generated and complaints of discrimination by those who pay 
the additional taxes, and powerful lobbies are active on both 
sides. Again the conflicting values are societal good and indi-
vidual autonomy and responsibility (Green, 2010).

Vested interests. An interest group is a group of people and/
or organizations that have a common  interest in the outcome 
of a specific policy initiative (Warner, 2012). Using our injury 
example, motorcycle groups that campaign against helmet laws 
are one example of interest groups and their influence on health 
care policy. On the other hand, emergency health care providers 
might be an interest group that would support helmet laws.

Tobacco industry organizations are possibly the classic ex-
ample of interest groups that actively campaign against ini-
tiatives designed to prevent smoking and protect individual 
and public health. The tobacco industry has consistently cam-
paigned against legislation designed to prohibit smoking. For 
example, industry claims of up to 20% decline in revenue and 
loss of patronage for bars that initiate smoking bans were used 
to argue against smoke-free bars. Research indicates, however, 
that there has been no decrease in alcohol sales revenue in such 
establishments following institution of smoking bans (Loomis, 
Shafer, & van Hasselt, 2013).

Similarly, the RJ Reynolds company capitalized on the ex-
clusion of cigars from restrictions on cigarette advertising, but 

creating cigarettes marketed as “little cigars” with lower tax 
rates. Flavored little cigars are specifically targeted for a youth 
market. In 2012, 16.7% of high school boys smoked cigars, and a 
third of them smoked little cigars (CDC, 2013). In addition, to-
bacco manufacturers are now employing “front organizations” 
to present messages that do not appear to support the industry’s 
self-interest but support their policy positions. A front group is 
a an organization that portrays itself as representing one agenda 
(e.g., responsible alcohol use) when it actually serves the inter-
ests of another group (e.g., alcohol distillers) that remains in 
the background (Front groups, 2013). Front groups frequently 
claim to represent the voice of the people. A “citizens for free 
choice” group might be such a front organization.

A recent U.S. Supreme Court ruling permits corporations to 
make unlimited contributions to election advocacy campaigns, 
permitting them to influence voters in favor of candidates that 
support their policy positions (Wiist, 2011). Due to the relative 
funding available to large corporations and public health inter-
est groups, such contributions can undermine public health 
policy advocacy. Population health nurses working in the 
policy arena need to identify special interest groups and work 
to form coalitions with those that support nursing’s policy po-
sitions and to counteract the efforts of those working against 
those positions.

Behavioral determinants. Behavioral determinants may also 
influence policy situations. Behavioral determinants, such as 
consumption behaviors, for example, may contribute to the 
problem to be addressed by a proposed policy. For instance, 
increased alcohol and drug use is a significant contributor to 
accidental injuries of all types, and policies may be advanced to 
attempt to control or minimize use as a means of reducing the 
incidence of injuries. Similarly, dietary behaviors and sedentary 
lifestyles contribute to the problems of obesity and consequent 
chronic disease. In this instance, policies to promote physical 
activity opportunities in communities may help to address 
obesity risk and other consequences. Health-related behaviors 
may also be the focus of policy formation. For example, 
economic policy and health insurance coverage may influence 
access to and use of screening services such as mammography.

Health system determinants. Finally, factors related to the 
health care system may influence both the need for and direction 
of policy formation. For example, the nursing shortage, in part 
the result of lack of qualified faculty to educate nurses led to 
the development of educational funding programs for nursing 
faculty. Similarly, the dearth of primary care physicians has 
contributed to expansion of the scope of practice of APRNs, 
in particular, nurse practitioners. Such shortages have also 
influenced changes in some nurse practice acts to permit 
APRNs to function without physician oversight and were part 
of the impetus for the development of the APRN Regulatory 
Model discussed earlier in this chapter. Other health system 
determinants, such as reimbursement mechanisms, availability 
of certain types of care, and access to care issues, also create 
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a need for policy development or revision and influence the 
direction of policy initiatives.

AgENDA SETTiNg. The next step in policy development is 
setting the policy agenda. A policy agenda is the list of priority 
issues that become the focus for action by policy makers. 
Agenda setting is a process of getting a particular problem or 
policy issue incorporated in the agenda of issues to be addressed 
by policy makers (The Policy Circle, n.d.).

Priority among specific policy goals is promoted when there 
is widespread perception that the current status of a problem or 
issue is unacceptable, there is a high degree of cohesion among 
groups supporting the policy issue, and national political lead-
ers champion the issue. Other conditions that bring issues to 
the forefront of a policy agenda include the use of credible evi-
dence to educate policy makers, development of clear and fea-
sible policy alternatives that are likely to address the issue, and 
the use of national events to promote public awareness of the 
issue. When a particular issue is given priority on the policy 
agenda, policy makers exhibit concern for the issue, govern-
ment enacts policies to address it, and funding is allocated to 
support the policies enacted.

For a particular issue to become a focus for action, policy 
makers often need to be made aware of the issue through issue 
analysis. Population health nurses may engage in issue analysis 
resulting in a formal policy issue paper. The elements of a pol-
icy analysis are included in Table 9-3•. Some of the elements 
of policy analysis have been addressed in the discussion of the 
determinants of health affecting the policy situation presented 
above. Tips for assessing a policy situation are included in the 
Focused Assessment on the next page.

Effective policy analysis requires collection, interpretation, 
and use of data, which may be of two types: primary data and 
secondary data. Primary data is information that the nurse or 
affiliated groups collect. Secondary data is information from 
existing data sources. In an issue such as teenage pregnancy, 
adolescent pregnancy statistics collected by the local health 
department would be secondary data, whereas findings of 
a survey on why teens are sexually active collected by a teen 
pregnancy coalition would be primary data. Data have a variety 
of uses beyond validating a problem. For example, data can be 
used to convince others of the need for action, as a basis for 
developing policy goals and objectives, and to mark progress 
toward problem resolution.

PLANNiNg HEALTH CARE POLiCy. Planning health care 
policy involves a number of activities in which population health 
nurses can be involved. These activities include developing and 
evaluating alternative policy solutions for identified problems, 
delineating the policy, and planning strategies to garner support 
for the selected alternative.

Evaluating policy alternatives. There may be multiple policy 
alternatives to resolving a particular health problem, and policy 
makers must evaluate potential alternatives in terms of what is 
feasible given the constraints operating in the situation (Leavitt  
et al., 2012). The first step in evaluating alternatives is determining 
the criteria that will be used for evaluation. Some of the criteria 
that may be used include the relative cost of one alternative over 
another, the ease of implementing a particular alternative, the 
acceptability of the policy to those who will be affected, and so 
on. One particular area that should always be considered is the 

TABLE 9-3 Elements of an issue Analysis

Element Explanation

Problem identification and analysis Description of the problem or issue, including information regarding causes and effects
Description of factors affecting the problem (could be organized in terms of the determinants of health); 
a description of past history of attempts at problem resolution

Background Description of the history of the issue and prior attempts at problem resolution
Political setting Identification of the entities with jurisdiction over the problem
Stakeholders Description of parties with an interest in the outcome of the issue (e.g., those affected by the problem, 

implementers of possible solutions, special interest groups, specific policy makers with an interest in the 
area)

Values assessment Identification of underlying values shaping stakeholders’ perspectives
Power analysis Determination of power bases of stakeholders (both supporters and resisters of problem resolution)
Resources Identification of the resources (financial and human) needed to address the issue
Alternatives Potential solutions to the problem
Evaluation criteria Development of criteria for judging the appropriateness of alternative solutions in light of desired out-

comes; typical criteria might include cost, equity, quality, feasibility, and resource needs
Alternative analysis and scoring Analysis of the extent to which any given alternative meets established criteria for evaluation; may em-

ploy a scoring mechanism that ranks each alternative based on weighted criteria
Policy recommendation Recommendation to select one or more alternatives based on the analysis

Data from: Leavitt, J. K., Mason, D. J., & Whelan, M.E. (2012). Political analysis and strategies. In D. J. Mason, J. K. Leavitt, & M. W. Chaffee (Eds.), Policy and politics 
in nursing and health care (6th ed., pp. 65–76). St. Louis, MO: Saunders.
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political feasibility of the policy alternative. Political feasibility 
reflects the anticipated ease or difficulty of getting the proposed 
policy accepted by policy makers. Three sets of factors influence 
the political feasibility of a particular policy issue: issue-related 
factors, process factors, and institutional factors.

Issue-related factors include the comprehensiveness, com-
plexity, and costliness of the proposed policy. Comprehensive 
policies that lead to massive change and those that are complex 
in their implementation are more difficult to achieve than those 
that result in modest or incremental change and are simple to 
implement. Similarly, less costly alternatives usually receive 
greater support from policy makers than more costly ones. 
For example, moving to a national health system in the United 
States would be a sweeping change in the health care delivery 
system and would be extremely complex in its implementation. 
Incremental policies that cover smaller subpopulations (e.g., 
Medicare for the elderly) have historically been easier to enact.

Process factors relate to the situational context rather than 
the policy itself. Examples of process factors include the impor-
tance of the issue to the general public and to policy makers and 
the timing of the proposal in relation to other issues and factors, 
such as an election year or major focus on other events and issues 
(e.g., national security). Institutional factors reflect the political 
context and include such things as a landslide political victory or 
control of both houses of government by a single party.

Delineating the policy. Once policy alternatives have been 
evaluated, an appropriate alternative or group of alternatives is 
selected and the policy itself is developed in detail. The program 

or plan should be made as clear and simple as possible. One of 
the reasons for the failure of the Health Security Act, proposed 
by former President Clinton, was its complexity and the inability 
of the general public, as well as legislators, to understand it. 
Many of these issues were more successfully addressed in the 
Patient Protection and Affordable Care Act, which is discussed 
in more detail later in this chapter.

An important consideration in outlining the details of the 
selected policy option is the identification of needed resources 
and their potential availability. What will be required to imple-
ment the planned policy? Is there a need for specially trained 
personnel? For equipment? Where will these resources be ob-
tained, and how will they be financed? Where will funding for 
policy implementation be derived?

POLiCy imPLEmENTATiON STRATEgiES. When the 
proposed policy has been outlined, strategies are developed 
to promote its adoption by policy makers. These may include 
developing a message, forming coalitions, mobilizing grassroots 
constituencies, and developing a specific action plan. The 
action plan should include long- and short-term goals, activity 
timeframes and areas of responsibility, strategies for developing 
community support, and identified target audiences and agents 
of change.

The message or issue should be framed in terms that are 
meaningful to stakeholders and target audiences (Leavitt, 
Mason, & Whelan, 2012).  Different messages may be needed 
 depending on the target. For example, messages designed for 
the general public might be different from those designed to 

FOCuSED ASSESSmENT Assessing the Policy Situation

alternative? Which alternative(s) is most likely to achieve the 
goal or desired outcome?

•	 Are	there	strongly	held	values	that	will	be	supported	or	
threatened by the proposed policy?

•	 Who	will	be	affected	by	the	policy?	Who	will	support	the	
policy? Who might oppose it? Why? What influence does the 
opposition wield? What is the power base of supporters of the 
proposed policy?

•	 Who	should	be	involved	in	policy	development?	
Implementation?

•	 Does	the	proposed	policy	adequately	address	the	issue?

•	 Does	the	policy	safeguard	individual	rights	as	much	as	
possible?

•	 Are	proposed	implementation	strategies	fair	and	equitable?

•	 How	easy	or	difficult	will	it	be	to	implement	the	proposed	policy?

•	 What	will	be	the	cost	of	policy	implementation?	What	resources	
will be needed? How will these resources be obtained?

Effective participation in policy formation requires the  ability 
to assess the policy situation and determine factors that are 
 operating in the situation. Here are some considerations that 
should guide policy assessment.

•	 What	is	the	health	problem	or	issue	to	be	addressed?	Why	
has the need for policy development or change arisen? What 
are the data related to the problem or issue?

•	 What	biophysical,	psychological,	environmental,	
sociocultural, behavioral, and health system factors 
are contributing to the problem to be addressed by the 
proposed policy?

•	 What	biophysical,	psychological,	environmental,	
sociocultural, behavioral, and health system factors will 
influence the policy direction?

•	 What	is	the	appropriate	policy	arena?	Where	does	jurisdiction	lie?

•	 What	is	the	goal	or	desired	outcome	of	policy	development?

•	 What	are	the	potential	alternative	strategies	for	the	problem?	
What are the advantages and disadvantages of each 
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enlist support from health professional organizations. Other 
specific strategies to promote adoption of a proposed policy by 
policy makers are discussed below.

Population health nurses alone cannot assure the develop-
ment and implementation of effective health care policies. Al-
though they may be actively involved in policy development, 
achieving policy approval and implementation usually requires 
broad-based support in many segments of society. Nurse policy 
makers can use a variety of strategies to create support for de-
sired policy options. These include keeping informed of policy 
issues, communicating with policy makers, networking, coali-
tion building, reciprocal action, creating media support, com-
munity organizing, lobbying, and providing testimony.

Staying informed and communicating with policy makers.  
Unlike the rest of the strategies for creating support for policy 
adoption, staying informed and communicating with policy 
makers are ongoing strategies that are not confined to a 
specific issue or policy. Population health nurses need to stay 
current on issues and problems related to health at local, state, 
national, and international levels. This can be accomplished 
through involvement in nursing and other health-related 
organizations and by keeping up with literature in public 
and professional domains (e.g., local news media and journal 
literature). For population health nurses, APHA is the single 
most effective advocacy group for public health policy in the 
United States and is also influential in international policy 
development. National and state nursing organizations 
(e.g., ANA and its state affiliates and nursing specialty 
organizations) also advocate for some health issues, but do not 
address population health issues with the breadth of APHA. 
As we saw in Chapter 8 , the International Council of Nurses, 
composed of national nursing organizations, exerts a great 
deal of influence on international health policy, as do other 
international organizations.

To be seen as credible resources regarding specific issues, 
population health nurses need to become acquainted with 
policy makers at multiple levels. To do so, they should en-
gage in regular contact with legislators and other policy mak-
ers, promote their visibility as issue experts, and provide clear, 
consistent messages. Population health nurses should develop 
strategies and tactics for becoming known to policy makers. 
Strategies are general approaches to be taken; tactics are the im-
plementation details of a particular strategy. Population health 
nurses may communicate with legislators through letters sup-
porting a particular position or by presenting data related to 
issues of interest to legislators or nurses. For example, a pop-
ulation health nurse may routinely send new information re-
garding a particular topic to legislators who are supporting (or 
not supporting) a related piece of legislation. Similarly, nurses 
may make periodic visits to legislators who represent their state  
or district. On the local level, nurses may invite policy makers or  
members of their staffs to important community meetings  
or extend an invitation to participate in regular meetings of 
community-based organizations.

When attempting to influence policy makers, the APHA 
(2011) recommends meeting them where they are and ac-
knowledging the constraints under which they operate. When-
ever possible, nurses and others working for health policy 
changes should link health policy to major issues of interest to 
legislators and other policy makers. In addition, they should 
present issues clearly, in terms that policy makers can under-
stand, and address economic considerations as appropriate.

When communication relates to a particular issue, nurses or 
allied groups should create a clear public image and articulate 
key messages that are consistent and targeted to the intended 
audiences. Audiences may include the general public as well 
as legislators and other policy makers. Communication ne-
cessitates identifying the most appropriate means of reaching 
specific audiences. For example, members of an ethnic cultural 
group may be approached by means of ethnic radio and televi-
sion stations or newspapers, whereas e-mail messages and tele-
phone calls may be more appropriate for communicating with 
policy makers.

Networking, coalition building, and reciprocal action.  Another  
group of related strategies for creating support for health 
policy initiatives includes networking, coalition building, 
and reciprocal action. Networking is a process of coming to 
know and becoming known to others with similar interests. 
 Population health nurses can engage in networking by joining 
groups dedicated to addressing specific health-related issues or 
becoming involved in organizations that have a broader health 
focus. These groups or organizations may be local, regional, 
national, or international in their focus. At the local level, for 
example, a population health nurse might become a member 
of a community collaborative that addresses all kinds of com-
munity issues, including those that affect health. Or the nurse 
may become involved in the state nurses association or APHA. 
Nurses can also network by attending conferences related to 
specific areas of interest or by contacting authors who write 
about these areas.

Coalitions are alliances of individuals or groups who unite 
to address a common interest. Coalitions have several advan-
tages in promoting adoption of a desired policy alternative 
including the ability to pool resources and to achieve more 
extensive results than individuals or single agencies operating 
alone. Membership in coalitions may also lead to involvement 
in broader issues or similar issues at broader levels. Coalitions 
can make efficient use of resources and prevent duplication of 
effort. In addition, coalitions promote communication, coop-
eration, and idea generation and build a broader, more stable 
constituency than a single organization might have. Finally, all 
of these characteristics of coalitions build to a final advantage, 
greater political clout than independent action (Rice Bowers-
Lanier, 2012). It is critically important that coalitions include 
partnerships with groups of community residents as well as 
other groups and organizations working in the community.

In addition to their many advantages in supporting adop-
tion of specific policy proposals, coalitions do have a few 
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disadvantages. There is a need for staff time to carry out the 
work of the coalition that may draw staff of member agen-
cies away from their usual responsibilities. There is also work 
needed to maintain the interactions of the coalition as well as 
to address the policy issue. For example, efforts must be un-
dertaken to communicate among members. Another disad-
vantage is the increased time needed for group decisions and 
the potential for a weakened stance on an issue necessitated 
by the need to compromise to gain agreement among mem-
bers. Finally, credit for the success of coalition endeavors must 
be shared among all members, which may make it more dif-
ficult for individual agencies to showcase their achievements 
to funders and other interested parties. Additional challenges 
posed by coalitions include getting the right participants, ar-
eas of distrust among members, and the need to protect one’s 
own “turf” or agenda. One final difficulty is the potential for 
conflict among members posed by different perspectives on 
directions that should be taken to address policy issues or the 
strategies that should be employed to promote them (Rice 
Bowers-Lanier, 2012).

Usually a few salient issues must be addressed for effective 
coalition formation. Three of these issues are coalition leader-
ship, structure, and funding. Generally, two types of leadership 
are required for effective coalitions—motivational leadership 
and organizational leadership—and it is unusual for one per-
son to embody both. The motivational leader has a bold vision 
and can motivate others to pursue that vision. The organiza-
tional leader deals with the day-to-day operation of the coali-
tion. Issues related to coalition structure deal with governance 
and decision making. How should decisions be made, and by 
whom? Finally, there is the issue of funding. Some coalitions 
acquire operating funds from dues paid by members, but many 
have to seek outside funding through grants and other sources. 
The need to actively seek funds adds to the work of the coali-
tion (Rice Bowers-Lanier, 2012).

Coalition formation occurs in a series of steps, the first of 
which is determining whether or not a coalition is an appro-
priate approach to a given policy issue. If so, the next task is 
determining who should be invited to participate. Once par-
ticipation has been solicited, the group must develop con-
sensus on the goals to be achieved and the strategies used to 
achieve them. The coalition then engages in activities designed 
to achieve the designated goals and evaluates goal accomplish-
ment. Throughout this process, the coalition must engage in 
activities that maintain its forward momentum.

Networking and coalition building may necessitate recipro-
cal action. This usually involves providing support for the is-
sues and projects of interest to other members of the network 
or coalition in return for their support on issues of interest to 
nursing. For example, nurses may agree to support bond issues 
to expand police and fire services in return for the support of 
these groups in issues related to housing code violations.

Creating media support. Much of the information regarding 
policy issues received by the general public is transmitted by the 

media. To create public support for a policy initiative, popula-
tion health nurses must carefully select and orchestrate media 
coverage.

Nurses need to help assure that policy debate is framed in 
the interests of the public’s health while accounting for con-
textual factors that influence the policy situation. For example, 
a policy should not be perceived to unduly advantage one seg-
ment of the population to the disadvantage of others. Policy 
makers should seek out media that are favorable to the partic-
ular issue, and media messages should be targeted to specific 
audiences to create support for a given policy initiative. The 
burgeoning social media movement is an excellent way to edu-
cate the public about health-related issues (Daniels, Glickstein, 
& Mason, 2012). Media messages should be designed not only 
to inform the public, but also to encourage them to mobilize 
to support the initiative. Public support is only effective when 
it is visible to policy makers through organized efforts such as 
contacting legislators, and so on.

Community organizing. Another way population health 
nurses create support for policy directions is community or-
ganizing. Community organizing is the process of mobilizing 
community resources in support of planned change within the 
community. It is a systematic process of assessment,  analysis, 
and planning, conducted within the context of the political 
process. Aspects of community organizing include locality 
 development, social planning, and social action. Locality devel-
opment involves promoting the ability of community members 
to help themselves. Training community members for leader-
ship roles and promoting their ability to interact with policy 
makers would be examples of locality development. Social plan-
ning involves collecting problem-related data, goal setting, and 
planning policies that address community problems that later 
inform social action. Social action involves efforts to increase 
the power and resources available to members of the com-
munity to enable them to address problems and create change 
(Work  Group for Community Development and Change, 
2013). Population health nurses can be actively involved and 
provide a leadership role in data collection activities.

Lobbying and advocacy. Lobbying and advocacy are ad-
ditional means for promoting adoption of a particular policy 
alternative. In the political context, these terms have different 
legal definitions. Lobbying refers to attempts to influence pol-
icy makers to take a particular action with respect to a specific 
piece of legislation. Lobbyists may be volunteers, but are often 
paid representatives of organizations, agencies, or businesses. 
Political advocacy, on the other hand, involves communicat-
ing with policy makers regarding an issue without requesting 
specific action. The U.S. federal government makes important 
distinctions between lobbying and advocacy. If a person spends 
more than 20% of his or her time in lobbying efforts, he or she 
must register as a lobbyist with Congress, report on the focus 
of lobbying efforts, and report funding contributions above a 
certain fixed limit. Advocacy activities, on the other hand, are 
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not regulated and are often performed by ordinary citizens 
(Whelan & Woody, 2012).

Government agencies may or may not be permitted to en-
gage in lobbying activities, but lobbying may be restricted to 
specific individuals within the organization. The federal Hatch 
Act specifically prohibits government employees of agencies 
receiving federal monetary support from engaging in any parti-
san political activity (Malone & Chaffee, 2012).

Presenting testimony. Policy makers sometimes hold pub-
lic hearings or meetings to gather background information 
on an issue before attempting to draft legislative proposals or 
regulations. On occasion, such meetings are held by legislative 
 subcommittees to explore the potential impact of a proposed 
piece of legislation. Writing and presenting testimony in a pub-
lic hearing is another way population health nurses can influ-
ence policy makers.

Testimony presented by population health nurses should 
specifically address the issue in question and be brief, factual, 
and well documented. Legislative representatives are not usu-
ally health care providers, so testimony should avoid medical 
jargon and be clearly understandable. A copy of the testimony 
should be given to the legislative representatives and staff ei-
ther immediately preceding or at the time of the hearing. 
Documentation of sources of data permits later verification 
by legislators or their staff members. Population health nurses 
should also be conversant with the format for hearings and 
the rules governing presentation of testimony. In addition, it 
is helpful to identify potential questions that might be asked 
by policy makers in order to be prepared to answer as fully as 
possible. If the answer to a question is not known, offer to get 
the relevant information (Whelan & Woody, 2012). On no ac-
count, however, should data be invented.

Population health nurses can also influence policy develop-
ment and implementation through more traditional political 
activities. These activities influence the selection of policy mak-
ers and issues to be addressed and include voting, campaign-
ing, obtaining political appointments, and holding office.

Voting. Voting is perhaps the easiest means of influencing 
health care policy formation at governmental levels. Nurses can 
themselves vote and motivate others to vote to support policy di-
rections that enhance public health. One vote alone may not seem 
important, but it may be a key factor in determining the outcome 
on an important issue. Because lawmakers in the United States 
are elected, they are susceptible to the power their constituents 
hold through the ballot box. Thus, voting is a vital component of 
the political process in which all nurses can participate.

In addition to voting, nurses can educate others regarding 
the need to vote. Legislative networks among nurses are in-
tended to keep members informed of health-related issues and 
the need for support or lack of support for certain policy direc-
tions. Nurses can also educate the general public on legislative 
issues that come up for public vote. Finally, nurses can partici-
pate in voter registration programs that motivate the general 

public to exercise their constitutional right to influence policy 
formation.

Campaigning. Campaigning is a process designed to influ-
ence the public to vote in a particular way on an issue or a can-
didate. An issue or candidate is presented in a favorable light 
with the intent of influencing voters. Campaigning can be im-
plemented via media presentations, in group meetings or rallies,  
or in face-to-face contacts with the public.

Campaigning for an issue involves presenting information 
related to the issue that persuades people to support nursing’s 
position. Campaigning for a specific candidate can help ensure 
the election of policy makers who support nursing’s position 
on important issues. Campaigning is an opportunity for nurses 
to become personally known to a candidate and other cam-
paign workers. It is also an opportunity to become known as 
a reliable source of information about health and health care 
issues. Campaigning for a candidate also creates a debt on the 
part of an elected official that may result in future support for a 
position promoted by population health nurses.

Much of the work of political action committees (PACs) 
is designed to support the candidacy of specific individuals. 
The American Nurses Association Political Action Commit-
tee (ANA-PAC) was created in response to nursing’s perceived 
lack of influence in the formulation of health care policy (ANA, 
2014). The purpose of ANA-PAC is to promote constructive 
national health care legislation through the political “election-
eering” process. Electioneering is the active process of endors-
ing candidates who have demonstrated support for nursing’s 
political agenda and contributing time and money to their 
campaigns. ANA-PAC and similar political action committees 
supported by nurses seek to enhance the political influence of 
nurses by supporting the election of candidates who back the 
profession and its position on significant health-related issues.

There are some constraints on campaign involvement for 
certain groups of nurses. For example, nurses employed by 
government agencies (whether part-time or full-time, perma-
nently or temporarily) are prohibited by the Hatch Act (also 

Voting is a common way to affect change. (Karin Hildebrand Lau/

Shutterstock)
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known as the Act to Prevent Pernicious Political Activities) 
from soliciting campaign contributions (even anonymously by 
telephone) or engaging in campaign activities while on duty, 
in uniform, or using an agency vehicle. They are also prohib-
ited from running for office in a partisan election. The provi-
sions of the Hatch Act cover all federal employees, employees 
of the District of Columbia, employees of state or local agencies 
funded by the federal government, and Commissioned Officers 
in the U.S. Public Health Service (Malone & Chaffee, 2012).

Holding political appointments and elected offices. A  final 
means of creating support for policy directions promoted by 
population health nurses is to become a policy maker oneself. 
This may involve being appointed to a specific position or run-
ning for elective office. In either case, the population health 
nurse must first become politically active in some of the other 
ways described in this chapter to be sufficiently well known to 
be elected or appointed to a policy-making position (Hall-Long, 
2012; Leavitt & Chaffee, 2012).

One may also work in the background in policy making by 
becoming a legislative staff person or a lobbyist for an orga-
nized group. Again, such positions require familiarity with the 
political process and well-developed interpersonal relation-
ships with legislators and other policy makers. Strategies to 
influence policy development and implementation are summa-
rized in Table 9-4•.

EvALuATiNg HEALTH POLiCy DEvELOPmENT.  
Population health nurses should be involved in evaluating the 
policy development process as well as polices developed. In 
evaluating the process itself, the nurse would consider the extent 
to which all stakeholders, including those affected by a given 
policy, have been involved in policy development. In addition, 

the nurse would assess the adequacy of strategic management 
of the policy development process, gaining insights into what 
worked and what did not for application in future policy 
development efforts.

Population health nurses should also evaluate the adequacy 
of health policies developed. Criteria for evaluating health poli-
cies include their adequacy in meeting the health needs of the 
public, safeguards for the rights of individuals, equitable allo-
cation of resources, their capacity for implementation, and the 
effects of the policy on the target population.

Health policies must be developed that effectively address 
the health needs of the affected population and identification 
of needs must derive from population-based data. For example, 
a local government policy allowing homeless persons to sleep 
in city-owned buildings addresses only one small part of the 
problem of homelessness. In this case, a more comprehensive 
policy that addresses both short-term and long-term solutions 
to the problems of homelessness is needed.

Safeguarding individual rights is another criterion for sound 
health care policy development. As an example, a policy that 
would require homeless individuals to surrender personal be-
longings to meet communal needs when admitted to a shelter 
would violate their property rights. There are circumstances, 
however, in which the good of society supersedes individual 
rights. For example, homeless persons may be prohibited from 
smoking in a shelter to prevent exposing others to smoke or 
to prevent a fire. Whenever possible, health policies should be 
written so that they do not violate the rights of individuals af-
fected by them.

Health care policies should also promote equitable distribu-
tion of health care resources. This means that policies should 
not discriminate against certain subgroups within the popula-
tion. For example, open housing policies in homeless shelters 

TABLE 9-4 Strategies for Promoting Policy Adoption

Strategy Description of Strategy

Staying informed Keeping current on health-related issues at local, state, national, and international levels
Communicating with policy makers Becoming known to policy makers

Establishing credibility as a source of information
Networking Becoming aware of and known to groups and individuals with similar policy-related interests
Coalition building Creating a temporary alliance among individuals or groups to work toward common goals
Reciprocal action Supporting the policy efforts of others in return for support of issues of interest to nursing
Creating media support Selecting appropriate media and designing targeted media messages for specific audiences
Community organizing Mobilizing community resources in favor of planned change or a proposed policy
Lobbying Engaging in personal communications with policy makers in an attempt to elicit a specific ac-

tion with respect to a specific policy
Presenting testimony Providing information on an issue to policy makers at a public hearing
Voting Exercising one’s personal right to vote

Encouraging others to vote
Participating in voter registration drives

Campaigning Providing endorsements or monetary support for specific policy proposals or candidates with 
the intent of influencing voters’ responses

Holding a political appointment or elected office Assuming a position as a policy maker by virtue of election or appointment to a specific office
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may inadvertently discriminate against women and children 
who may be subjected to force to make them give way to adult 
men who desire shelter. Sex-segregated shelters that ensure ac-
cess for both males and females provide for a more equitable 
allocation of resources.

For a specific health policy to be effective in promoting health 
or preventing illness, it must be capable of being implemented 
or enforced. For example, a local government might adopt a 
policy encouraging houses of worship to provide overnight 
shelter for homeless individuals. But unless the houses of wor-
ship are willing to cooperate, the policy cannot be implemented.

Population health nurses planning to influence health care 
policy formation should assess proposed policies or modifica-
tions of existing policies in light of these five criteria. Policies 
that do not meet the criteria should be redesigned, if possible, 
before they are presented to policy makers. If a proposed pol-
icy continues not to meet one or more criteria, its supporters 
should be prepared to justify the need for the policy. For exam-
ple, nurses should be prepared to convince policy makers that 
a smoking ban in shelters for the homeless is warranted despite 
the violation of the individual’s personal freedom of choice.

Population health nurses may also be actively involved in as-
sessing the effects of health care policies on meeting the needs 
of the particular target group. Population health nurses could 
assist in collecting data related to the outcomes of programs 
put into operation. For example, data might be gathered on 
the incidence of health problems among the homeless to evalu-
ate the effects of policies designed to foster health promotion, 
illness prevention, or treatment services in this  population. In 
addition, information could be collected regarding the num-
ber of persons who continue to be homeless despite assistance 
from established programs.

The Patient Protection and 
Affordable Care Act—PL 111–148
The most sweeping piece of U.S. health-related  legislation in 
several years culminated in the signing of the Patient  Protection 
and Affordable Care Act in March 2010. In spite of political 
and legal challenges, broad segments of American society are 
currently engaged in implementing its provisions. A general 
overview of these provisions was provided in  Chapter 7 . For 
further information about the Affordable Care Act, see the re-
sources provided in the External Resources section of the student 
resources site. Here we will briefly review some of the aspects of 
the development of this significant piece of legislation.

Efforts to provide health insurance coverage for the 
 American people began as far back as 1912 when Theodore 
Roosevelt’s Progressive Party included social insurance, in-
cluding health insurance, in the election platform. As recently 
as 1993, the Clinton Administration developed a proposal for 
health care reform, the Health Security Act, which failed in 
Congress (Kaiser Family Foundation, 2011). What then was dif-
ferent in 2010 that permitted the passage of the Affordable Care 
Act (ACA)?

One factor influencing the success of the legislative initiative 
was the long-standing complaints from business and industry 
about the rising cost of health insurance premiums for employ-
ees. At the same time, there were concerns about increasing fed-
eral costs for Medicare and Medicaid programs. In addition, a 
greater percentage of the American people—nearly 50 million— 
were without health insurance coverage than ever before. 
These factors led to the impetus for major legislation to reform 
the health care delivery system (APHA, 2012b; Sparer, 2011).

Any possible legislation, however, faced three major ob-
stacles: significant self-interest on the part of many organiza-
tions, disagreement about the appropriate role of the federal 
government in health care, and the need to circumvent a Sen-
ate filibuster designed to kill the legislation. Factors operating 
in favor of the legislative proposal included a mandate in the 
53% of the popular vote that elected President Barack Obama, 
coupled with a Democratic majority in the U.S. Senate. In ad-
dition, the Obama administration designated health care re-
form a governmental priority and linked it to recovery from 
a serious economic recession. Rather than develop a proposal 
from the executive branch that was forwarded to Congress for 
action, Obama charged the Senate with developing a workable 
plan for reform and emphasized willingness to compromise, 
limiting the opposition from interest groups (Sparer, 2011).

In addition, the Obama administration highlighted the need 
to base reform on the current system rather than creating an 
entirely new system of care, again defusing some opposition 
from vested interests. Changes are incremental rather than 
overwhelming in nature, and some provisions left out of the 
initial bill were reincorporated in the reconciliation process 
between House and Senate versions of the legislation (Kaiser 
Family Foundation, 2011).

Several elements of the Affordable Care Act have far reach-
ing implications for population health status. These include a 
significant reduction in the number of uninsured, an emphasis 
on health promotion and prevention, and provisions for im-
proving chronic disease management, as well as elimination of 
discriminatory insurance practices (APHA, 2012a; Centers for 
Medicare and Medicaid Services [CMS], 2013b). In addition, 
the law is expected to result in considerable savings over the 
long term. In fact, CMS has reported $8.3 million in savings 
on prescription drug costs as of 2013. In addition, sufficient 
savings have been realized to hold Medicare Part B premiums 
at the prior year’s level and to reduce both Part A and Part B 
 deductibles (CMS, 2013a).

One of the most salient aspects of ACA for population health 
practice is the creation of the National Prevention, Health 
Promotion, and Public Health Council. This federal agency is 
charged with developing a National Prevention  Strategy that 
incorporates evidence-based health promotion practices. In 
2011, the “National Prevention Strategy: America’s Plan for 
Better Health and Wellness” was released. The strategy de-
lineates four strategic directions: (a) promoting healthy and 
safe communities, (b) enhancing clinical and community 
prevention services, (c) eliminating health disparities, and  
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Effective population health nurses use the political process to 
attain their primary objective, enhancing the health of the pop-
ulations with which they work. Political activity by population 
health nurses may occur at the institutional or societal level and 
often involves efforts to influence legislation related to health 
issues. The political process begins with identification of health 
issues or problems that can be resolved through policy forma-
tion. Agenda setting and delineation of the actual policy are fol-
lowed by development of strategies designed to get the desired 
policy adopted and implemented. These strategies may include 

staying informed on policy issues, communicating with policy 
makers, networking, coalition building, reciprocal action, cre-
ating media support, and community organizing. Additional 
strategies include lobbying, presenting testimony, voting, cam-
paigning, and holding political appointments or elected offices. 
Policy development ends with an evaluation of the policy de-
velopment process as well as the effectiveness of the policy in 
addressing the identified health issue. The Patient Protection 
and Affordable Care Act is a prime example of the use of the 
political process to enhance the health of the population.

CHAPTER RECAP

In focus groups conducted to determine local health needs, resi-
dents of a low-income, culturally diverse neighborhood repeat-
edly voiced concerns about intimidation of tenants by landlords. 
Because of housing shortages, many tenants were (justifiably) 
worried that reporting inadequacies to landlords would result 
in evictions. With limited low-income housing available, people 
were not willing to take the risk of making complaints about 
needed repairs or noisy neighbors.

Cultural differences, the tenants’ lack of facility with  English, 
and the fact that most owners of rental units were absentee land-
lords complicated the situation. More than half of the residents 
in the community were members of ethnic cultural groups, in-
cluding many relatively recent refugees from Southeast Asia and 
the Middle East. Long-time area residents were primarily older 
persons on fixed incomes who also could not afford to antago-
nize landlords.

There was a fledgling landlord/tenant association in the 
neighborhood, but few of the absentee landlords were active par-
ticipants. There was also a neighborhood collaborative that had 
successfully mounted some initiatives to improve conditions for 
residents, including decreasing drug dealing in selected areas of 
the neighborhood and putting up antitobacco billboards. The 
collaborative had developed relatively close relationships with 
city council members and county supervisors in the wider com-
munity, although recently several political positions had been 

filled by newly elected officials. One or two long-time residents 
were particularly influential with local politicians. The nearby 
university law school provided landlord/tenant mediation ser-
vices to individuals in the community. Other agencies and as-
sociations active in the neighborhood included local schools, 
the community center, Boys and Girls Club, the community 
health center, the local health department office, the university 
school of nursing, a Lao-Hmong Association, the Vietnamese 
Federation, and several programs geared toward children and 
the elderly.
1. What steps might the local population health nurses take to 

address the problem of intimidation by landlords?
2. What community groups might be appropriate coalition 

partners in resolving this problem? Why?
3. What approaches might be taken in terms of policy develop-

ment to deal with intimidation?
4. Are there particular government agencies that should be-

come involved? If so, what are they and how would you pro-
mote their involvement?

5. How might local residents become actively involved in re-
solving the issue?

6. What cultural considerations have relevance for this situa-
tion and its resolution?

 influencing Housing PolicyCASE STuDy

(d) empowering people. The strategy also addresses seven tar-
geted priority issues including (a) tobacco-free living, (b) drug 
abuse and excessive alcohol use, (c) healthy eating, (d) active 
living, (e) injury and violence-free living, (f) reproductive 
and sexual health, and (g) mental and emotional well-being 
(National Prevention, Health Promotion, and Public Health 

Council, 2013). ACA also includes a number of other provi-
sions that focus on health promotion and prevention including 
insurance coverage for preventive services, requirements for 
community health needs assessments, and funding for health 
promotion and prevention initiatives (APHA, 2012a).
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community building

community capacity
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community development
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Key Terms

Learning outcomes

After reading this chapter, you should be able to:

 1. Discuss the relationship of community empowerment to other similar concepts.

 2. Identify levels of community empowerment.

 3. Apply selected models for community empowerment.

 4. Describe the process of community empowerment.

 5. Apply criteria to evaluate community empowerment.

 6. Analyze the role of population health nurses in community empowerment.
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Harriet Tubman epitomized the concept of a nurse empowering others. Born into slavery, Harriet 
Tubman suffered lasting consequences of a blow delivered by an overseer when, as a young girl, 
she thwarted his efforts to capture a runaway slave (Sahlman, 2011). After escaping to the North 
herself, she made multiple trips back to the South to lead an estimated 300 slaves, including 
members of her own family, to freedom, earning the title “the Moses of her people” (Maschi, n.d.; 
New York History Net, n.d.). These activities required her to employ a number of creative strategies 
including traveling in disguise and using hymns to spread the word that she would be in the area to 
guide willing slaves to freedom (Driggs, 1980). She collaborated with members of the underground 
railroad, and became an accomplished speaker at antislavery and women’s rights meetings, gaining 
the support of such well-known figures as suffragette Susan B. Anthony, Secretary of State William 
H. Seward, and authors Ralph Waldo Emerson and Louisa May Alcott (Lewis, n.d.).

During the Civil War, Tubman worked as a nurse and teacher, meeting the needs of escaped slaves 
fighting with the U.S. Army and the Gullah people of the South Carolina Sea Islands, left behind by 
their White owners (Lewis, n.d.). In addition, she organized a network of scouts and coordinated the 
Union attack on Southern supply lines on the Combahee River (Conrad, n.d.). In addition to disrupt-
ing supply lines, the expedition freed several hundred slaves from plantations along the river (Conrad, 
n.d.). During her scouting missions, she continued to try to persuade slaves to leave their masters 
and join the Union Army. After the war, Tubman, herself illiterate, worked to establish schools for 
freed slaves in South Carolina and later to establish a home for indigent elderly former slaves.

A
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ow Self-Empowerment of Indian Women

Self-employed women in the state of Gujarat, India, found themselves living in poverty with no em-
ployment security and no coverage under the national social security system. More than 1 million 
of these women organized a self-help trade union, the Self-Employed Women’s Association (SEWA) 
to improve their living and working conditions. Starting their own bank, the women provided ac-
cess to credit and kept the proceeds of their labor without being exploited by lenders charging high 
interest rates. In addition, vegetable producers and sellers started their own shops and eliminated 
exploitation by middlemen. Other initiatives undertaken by the group include child care and col-
lective health insurance coverage. In 2008, SEWA campaigned for legislation for social security 
coverage for informal self-employed workers, including insurance, pension, and maternity benefits. 
In response, the Indian government established a commission to develop related laws and policies 
for informal workers (World Health Organization, 2008, 2009).

Throughout this book, we emphasize the advocacy 
role of the population health nurse. Population 
health nurses act on behalf of individuals, families, 
and population groups that, for whatever reason, 

cannot act for themselves. The ultimate outcome of advocacy 
by population health nurses, however, is the ability of the cli-
ent to act independently. Community empowerment, as dis-
cussed in this chapter, is designed to accomplish that outcome, 

to enable communities to identify community health problems, 
and take steps to resolve them independently of or in concert 
with health care professionals and others. Just as successful 
nursing education programs prepare graduates to function ef-
fectively on their own in the practice milieu, so too does effec-
tive population health nursing, as community empowerment, 
prepare communities to deal with their own health problems 
and issues.
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Although some authors trace the beginnings of community 
organization and empowerment to the settlement house activi-
ties of the late 1800s (Minkler & Wallerstein, 2012), the nurses 
of the Henry Street Settlement did not engage in community 
 organization or empowerment activities as we know them to-
day. Those nurses certainly functioned as advocates for the 
health and social welfare needs of the immigrant populations 
they served, but they did not work to enable those populations 
to act on their own behalf. On the contrary, they tried to work 
within the existing power structure to benefit these popula-
tions, rather than attempting to redistribute power in their 
favor. Today, however, community development and particu-
larly community empowerment are key strategies to address 
health disparities throughout the world (Tsey et al., 2010). In 
fact, community  empowerment, as exemplified in community 
participation in health care decisions, is one of the five prin-
ciples of primary health care promoted by the World Health 
Organization (WHO) ( Aston, Meagher-Stewart, Edwards, & 
Young, 2009). Community  development may improve health 
directly by  addressing specific health issues or indirectly 
through  empowering communities to take action to address 
health issues.

Empowerment and Related 
Concepts
Community empowerment, the topic of this chapter, is closely 
related to a number of similar concepts. Empowerment is “a 
social action process that promotes participation of people and 
communities toward goals of increased individual and commu-
nity control, improved quality of life and social justice” (World 
Health Organization [WHO], 2009, Empowerment focuses on 
assisting the community to develop its own capacity to resolve 
problems rather than relying on outside assistance (Burkett, 
2013). At a very basic level, empowerment involves transferring 
power from official bodies, authorities, or experts to members 
of the community. In some instances, this may involve commu-
nity ownership of resources as well as capitalization on existing 
community assets (Cooke, 2013).

Powerlessness is  the antithesis  of  empowerment. 
 Powerlessness is the belief that one’s actions cannot determine 
the achievement of outcomes sought and is widely considered a 
significant contributor to health and social inequities through-
out the world. As noted by some authors, “If powerlessness is 
the  underlying factor among all adverse social conditions . . ., 
then empowerment takes precedence over other theoreti-
cal frameworks used to eliminate health disparities” (Wiggins 
et al., 2009, p. 12).

Community empowerment arises from activities related to 
community development, community organizing, community 
mobilization, and community building. Empowerment, in turn, 
leads to increased community capacity and competence. The re-
lationships among these concepts are depicted in Figure 10-1•.  
Some authors have noted that community development as a 

concept has been co-opted by governments and other organiza-
tions in top-down efforts to further their own agendas rather 
than empowering communities to control power and resources 
themselves (Craig & Mayo, 2013).  Community  development 
has been linked to capacity building and has been defined as “a 
set of practices and methods that focus on harnessing the in-
nate abilities and potential that exist in all human communities 
to become active agents in their own development and to or-
ganize themselves to address key issues and concerns that they 
share” (International Association for Community Develop-
ment, 2014, para 2). Community development involves build-
ing people’s skills and their ability to resolve common problems 
(Improvement and Development Agency, 2012).

The concept of community organization was presented in 
Chapter 9  and reflects the process of mobilizing resources 
to resolve community-identified problems. Community mo-
bilization, a similar term, was defined as a community health 

Community empowerment requires participation by diverse 
segments of the community. (Bikeriderlondon/Shutterstock)

Figure 10-1 Community empowerment and related Concepts
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nursing role in Chapter 1 , and involves assisting popula-
tions to identify areas of concern and to develop and imple-
ment strategies to address them. Both of these processes tend 
to be more problem specific than community empowerment, 
which is designed to develop overall community abilities to 
deal with a variety of problems. Community building is an-
other similar, but more general, process that leads to com-
munity empowerment. Community building is defined as 
“continuous, self-renewing efforts that are led by residents, fo-
cused on collective action, aimed at relationship building and 
problem solving and build a stronger community” (Neighbor 
Works® America, 2014, para. 2). Community building ef-
forts frequently lead to increases in community social capital  
as described in Chapter 1 .

Other terms often associated with empowerment include 
public participation and community engagement. Public par-
ticipation involves providing information and soliciting input 
from community members in decision-making processes, but 
with no real power over the final decision. Engagement in-
volves community members in collaborative decision-making 
processes, but again does not result in ultimate power lying in 
the hands of the community (Bailey, 2010). These terms do not 
reflect true empowerment, and so are not included in the dia-
gram in Figure 10-1.

Community empowerment results in increased commu-
nity competence and capacity, as depicted in Figure 10-1. 
 Community competence is defined as a community’s ability to 
engage in problem identification and resolution.  Community 
 capacity is the abilities and resources of the community that 
enable it to carry out tasks and functions to achieve identified 
goals.

Levels of Empowerment
Empowerment may occur at several levels, including individ-
ual community members, organizations within the commu-
nity, and the community at large. Individual empowerment 

is a process of increasing one’s power to take action to im-
prove one’s own life. Empowered individuals gain new skills 
and power to influence others and to affect the outcomes of 
decision making (Bailey, 2010). For example, an individual 
community member may develop the knowledge and skills 
to bring housing code violations in their rental unit to the 
attention of the housing authority. Organizational empow-
erment involves increasing the power of community organi-
zations to control decisions related to the health and welfare 
of the community. Using the former example, members of a 
Community Collaborative may develop the skills to present 
findings about widespread housing-code violations to the lo-
cal housing authority. In this process, the balance of power 
may change among organizations involved in partnerships 
(Bailey, 2010). For example, in a university-community part-
nership, the university may initially exercise a great deal of 
power, particularly with respect to allocation of grant fund-
ing received. As the community develops greater competence 
and capacity, more of this power is transferred to the hands of 
community members, who are enabled to write independent 
funding grants.

Population health nurses may be involved in individual, or-
ganizational, and community empowerment. For example, a 
nurse may assist an abused woman to obtain job training and 
to request a restraining order against her abuser, empowering 
her to leave the abusive situation. Organizational empower-
ment might involve advocacy for beneficiaries of a particular 
health program to have more control in the management of the 
program. At the community level, a population health nurse 
might assist residents of a low-income neighborhood to collect 
information on gang-related criminal activity and present a pe-
tition to the City Council requesting a greater police presence 
in the neighborhood.

Global Perspectives

International capacity building has been described as the efforts 
of people in one country to help those in another to achieve their 
objectives. Examine the news media to identify examples of in-
ternational capacity building or empowerment related to health 
issues. Who is providing the assistance? Who is receiving it? 
Based on the examples you have found, does capacity building 
always flow from the “haves” to the “have nots”? In what ways 
could underdeveloped nations contribute to international capac-
ity building? As one example, what could the United States learn 
from countries with low neonatal death rates that could decrease 
U.S. neonatal mortality?

International Capacity Building

effective group work requires communication and collaboration. 
(Wong Sze Fei/Fotolia)
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Community empowerment may also occur at horizon-
tal and vertical levels (de Wit & Berner, 2009). Horizontal  
empowerment is internal to the community and is reflected 
in the community’s ability to solve problems by mobilizing 
its own resources. For example, a population health nurse 
might help neighborhood residents to form a neighborhood 
watch group to help control gang activity. Vertical empower-
ment involves efforts to change power structures outside the 
community and to leverage outside power and resources to 
address community concerns and may involve organizing 
marginalized groups to make demands on the larger society. 
Vertical empowerment is reflected in community members 
petitioning the City Council for better police coverage. Some 
authors point out that developing horizontal empowerment 
structures may be difficult in low-income populations who 
may not have the time, energy, or resources needed for grass-
roots organizing initiatives. They also note that vertical em-
powerment for these populations may have the unintended 
effect of increasing community dependence on outside assis-
tance and decreasing community control in decision making 
and action.

Finally, community empowerment may be conceived as oc-
curring along a continuum from personal empowerment to the 
development of small mutual support groups, to the develop-
ment of community organizations, to the creation of coalitions 
and partnerships, to community-based social and political ac-
tion related to community concerns. At the level of personal 
empowerment, a population health nurse might help a home-
less man with a substance abuse problem find work and enroll 
in a recovery program. At the next level, the nurse might as-
sist a group of homeless individuals to form a support group 
that permits them to share knowledge of resources. Helping to 
create an organization composed of homeless individuals and 
families and members of the social services community to ad-
dress the health care needs of the homeless population would 
be an example of the third level of empowerment. Finally, at the 
fourth and fifth levels, the population health nurse might assist 
the community organization to link with legal advocates and 
others to promote legislation to protect the civil rights of home-
less individuals.

Models for Community 
Empowerment
Community empowerment can be conceptualized in a number 
of ways, and various models for viewing community empower-
ment have been put forth. Bailey (2010) developed the concept 
of decision-making spaces occurring at three levels: closed, in-
vited, and claimed or created spaces. In closed spaces, decisions 
are made behind closed doors without input from community 
members. In invited spaces, community members may be in-
vited by authorities to provide input and work collaboratively 
to resolve community-identified problems. These spaces re-
flect the community participation and engagement approaches 

described earlier. At the third level, community members claim, 
create, or demand opportunities for input or to make decisions 
for themselves.

Laverack (2007) used the concept of a ladder with three 
sets of rungs to depict the process of community empow-
erment in health promotion program development that 
can be applied to empowerment of populations in general. 
The foot of the ladder rests on a foundation of community 
readiness to work with outside agents to resolve community 
problems. Ascending the ladder moves the community or 
population from participation in decision making to taking 
action for themselves. The first rung addresses community 
involvement and includes community participation in the 
identification of existing community needs and providing 
input for programs to address those needs. The next set of 
rungs encompasses the creation of community competence 
and includes fostering community engagement, community 
organizing, community development, and building commu-
nity capacity. Community engagement, in Laverack’s model, 
involves collaborative identification of solutions to problems 
and creation of partnerships to mobilize resources, influence 
systems, and change relationships. Community organization 
involves the development of structures within the commu-
nity designed to achieve shared goals. Again, development of 
a Crime Watch program might be an example of community 
organization. In community development, outside assistance 
is received to improve the lives of members of the commu-
nity or population. Often, this assistance occurs in the form 
of distribution of resources and opportunities. For example, a 
skills training program might be initiated to educate women 
in the community for employment opportunities. The final 
rung related to community competence involves building 
community capacity and includes the identification or devel-
opment of community assets needed to resolve community-
identified problems.

The third set of rungs on the ladder moving toward com-
munity or population action addresses community control. 
The first rung at this level incorporates community action, 
which involves community ownership of specific issues and 
their resolution. The final rung is that of community empower-
ment, in which members of the community or larger popula-
tion group have achieved control over decisions and resources 
that affect their lives and engage in social and political action to 
exercise that control (Laverack, 2007).

Another model for approaching community empower-
ment is the Asset-based Community Development, or ABCD, 
model (Leech & Potts, 2010). This model builds on exist-
ing community strengths or assets and provides an inherent 
challenge to power hierarchies by putting the community in 
charge. An asset-based orientation also addresses frequent 
assumptions by community members that government agen-
cies have and control the resources needed to address identi-
fied community problems. Such assumptions fail to recognize 
the existence of agency deficits that impede problem resolu-
tion and lead to dismissal of available community resources 
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that might be brought to bear in the solution of community 
problems.

Steps in the ABCD model include recognition and iden-
tification of community strengths and building on those 
strengths and existing social capital to address problems 
(Leech & Potts, 2010). Identification of strengths might occur 
through the process of asset mapping in which the resources, 
skills, and capacities of individual community members are 
determined. For example, some members of the community 
might possess child care skills that could assist in the devel-
opment of needed child care services for employed women. 
Community organizations may also possess resources and ca-
pabilities that can be used to solve community problems. For 
example, unused space in a church might be converted into a 
teen center with activities to discourage gang membership or 
drug and alcohol use.

Asset-based community development has several additional 
advantages beyond identifying assets that might be employed 
to resolve community problems. Working from a strengths 
orientation can increase collective beliefs in community com-
petency and increase community perceptions of self-efficacy. 
In addition, just the process of asset mapping may increase 
public discussion and awareness of community issues and pro-
mote cooperation among members of the population. Finally, 
an asset-based approach portrays community members, com-
munity organizations, and government agencies as cooperative 
elements of the same community that represent mutual assets 
and avoids perceptions of the community as a “special needy 
population dependent on . . . an outside supplier of resources” 
(Leech & Potts, 2010, p. 82).

The natural helper model employs a particular type of 
community asset to address specific types of health-related 
problems. This model focuses on the use of natural help-
ers within the community to promote community empow-
erment. Natural helpers are “individuals who are naturally 
sought out for advice, assistance, and emotional support 
by community members.” These natural helpers “possess 
the knowledge and tools that help foster health within their 
community” (Scott, 2009, p. 285). Several other types of in-
formal helpers may exist as assets in a community. Among 
these are family, friends, and neighbors, role-related help-
ers, people with similar problems, and volunteers. The role 
of friends, family, and neighbors as informal helpers is well 
understood. Role-related helpers are people who, because of 
their role in the community, can provide help in certain cir-
cumstances. For example, educated shopkeepers could assist 
clients to make healthy food choices or could be sources of 
information and referral in other health-related areas. Peo-
ple who have similar kinds of problems can form self-help 
and support groups and share group resources, knowledge, 
and skills. Volunteers are people who are willing to contrib-
ute their time and energy to specific initiatives or program 
efforts. Natural and informal helpers are not the same as 
community health workers (CHWs), who are members of 

a community with some training hired by community agen-
cies to work directly with their fellow residents. We will dis-
cuss the use of community members as health workers later 
in this chapter.

Population Health Nursing and 
Community Empowerment
The process of community empowerment is very similar to the 
nursing process. In this chapter, we will address some of the as-
pects of that process, focusing on the population health nurse’s 
role in community empowerment and assessment, planning, 
implementation strategies, and evaluation of empowerment 
initiatives.

The Population Health Nurse’s Role in 
Fostering Empowerment
Population health nurses and other health care professionals 
who desire to foster empowerment among individuals, orga-
nizations, communities, and population groups first need to 
foster perceptions of themselves as partners with community 
members and as an asset possessed by the community or popu-
lation. This requires health professionals to recognize and shift 
power relationships with community members to move away 
from “professionally dominated decision making” to decision 
making by group members (Aston et al., 2009, p. 25). Leech 
and Potts (2010) were quite explicit in noting that failure by 
population health nurses and other professionals to self-iden-
tify as community assets supports a power hierarchy, in which 
the professional is seen as an expert and an employee of an in-
stitution or agency rather than as an active and equal member 
of the community.

Laverack (2005) described three primary roles of population 
health nurses and others in fostering empowerment. The first 
role involves becoming a more effective communicator who 
engages in listening, assists others to talk, gives advice, and ob-
tains feedback. Some of the tasks involved in this role include 
providing information, increasing community members’ un-
derstanding of the underlying causes of their lack of power, 
and combining media channels to foster communication. Such 
media channels might include one-on-one discussions with 
community members, use of printed materials, and use of pop-
ulation-specific and mass media.

The second major role of the empowering health care 
professional is increasing the critical self-awareness of mem-
bers of the community. This may involve mapping positions 
of power, ranking complex issues, and developing decision- 
making skills. Mapping positions of power includes develop-
ing an understanding of how community members can build 
a power base from their existing positions of strength, identi-
fying areas under their control, and identifying strategies for 
increasing their power (Laverack, 2005). For example, labor 
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unions learned early on that they had the ability to influence 
business and industry through their power to stop production. 
This knowledge gives them power even when they choose not 
to exercise it through a strike. Just the possibility of a strike 
confers power and influence.

Fostering an empowering provider–client relationship is the 
third major role of the empowering health care professional. 
Such relationships can be fostered with individual clients as 
well as between professionals and communities or population 
groups. Activities involved in fostering empowering relation-
ships include clearly defining and communicating the role of 
the professional to the client, promoting individual and group 
clients to political leaders, fostering support for community 
leaders and community organizations, serving as a liaison in 
the creation of new partnerships with other organizations 
and the private sector, facilitating change through skills train-
ing of community members, and facilitating the involvement 
of  marginalized groups within the community or population 
(Laverack, 2005).

Empowering professionals may also engage in three other 
activities designed to empower communities. These include di-
rection, facilitation, and collaboration, each of which occurs in 
a particular time period (Laverack, 2007). Initially, the health 
care professional may provide community members with direc-
tion in what needs to be done and how it may be accomplished. 
As the community or population becomes more competent, 
the population health nurse may shift into a facilitative role, 
asking questions and assisting community members to deter-
mine what they want to do and how they want to do it. Finally, 
the empowering professional may engage in collaboration 
with community members to bring about social and political 
changes, gradually relinquishing control of activities to com-
munity agents.

Assessing Community Strengths and Needs
Community assessment, in the context of community em-
powerment, has two general purposes. The first is to provide 
information for change—facts about the current situation, 
contributing factors, and assets that may be brought to bear 
to facilitate change. The second purpose is to provide infor-
mation for empowerment. As the old adage states, “knowl-
edge is power,” and communities need knowledge in order 
to assess the situation and take action (Hancock & Minkler, 
2012). The same elements of community assessment data 
can contribute to the achievement of both purposes. Com-
munity assessment may also result in several other indi-
rect effects for community empowerment, including the 
creation of social cohesion among community members, 
encouragement of self-help within the community, persua-
sion for change, and identification and development of local 
leadership.

The actual assessment of the community can be framed in 
terms of the determinants of health from the population health 

nursing model, examining factors in each of the six categories 
of determinants that reflect community assets or contribute to 
community needs. The specifics of such an assessment are ad-
dressed in detail in Chapter 15 . Some of the areas that might 
be examined in a community empowerment assessment in-
clude 16 elements of community strength and six dimensions 
of culture (Bartle, 2013). These elements of strength and di-
mensions of culture are described in Table 10-1 •.

Population health nurses can help members of the com-
munity to conduct an assessment as a first step in community 
empowerment. For example, the nurse can assist community 
members to identify relevant categories and sources of data 
needed and to develop effective data collection strategies. In 
addition, the nurse can help community members analyze as-
sessment data and identify factors that impede and facilitate 
community empowerment. Clark et al. (2003) provided an 
example of a population health nurse  facilitating resident in-
volvement in a community assessment. In this process, the 
population health nurse assisted community members to con-
duct focus groups among multiple segments of the community 
to identify community needs and assets. The findings of the as-
sessment were shared with the wider community and became 
the impetus for a variety of community-initiated efforts to im-
prove living conditions in the community.

Planning and Implementing  
Empowerment Strategies
Community empowerment is most effective when it em-
ploys a planned and systematic process based on fundamental 
principles. In this portion of the chapter, we will discuss the 
principles of effective community empowerment, goals of com-
munity empowerment, issue selection, the process of group de-
velopment as a foundation for community empowerment, and 
strategies that can be employed by population health nurses to 
facilitate community empowerment.

Town hall meetings can foster community empowerment.  
(Rawpixel/Shutterstock)
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PRINCIPLES of CoMMuNITy EMPoWERMENT.  
Effective community empowerment is based on several general 
principles that are summarized in the box on the next page.

DoMAINS of CoMMuNITy EMPoWERMENT. Four 
key domains or goals of empowerment have been identified. 
These domains include the following:

•	 Community	activation:	Promoting	community	members’	
participation in community problem solving.

•	 Competence	development:	Developing	community	mem-
bers’ expertise in problem solving.

•	 Program	management	skill	development:	Fostering	program	
management and team-building skills among community 

members; promoting skill in planning, implementation, and 
evaluation methods; and promoting use of evidence-based 
solutions and strategies.

•	 Creation	of	a	supportive	environment:	Developing	lobbying	
and political advocacy skills and linking community groups 
to resources (Kasmel & Tanggaard, 2011).

ISSuE SELECTIoN. It may be helpful, and more meaningful 
for community members, to initiate community empowerment 
activities in the context of a specific health problem or issue. 
Hopefully, community empowerment engendered in the 
context of this particular issue will carry over to promote 
community action with respect to other issues. There may be 

TABLE 10-1  Elements of Strength and Dimensions of Culture in Community 
Empowerment Assessment

Element of Strength Description

Altruism The extent to which community members are willing to sacrifice personal goals to achieve group goals
Common values The extent to which values are shared among group members
Communal services The extent of group members’ access to needed services and facilities
Communication The degree of willingness and ability to communicate effectively
Confidence The degree of shared confidence in the group’s ability to solve problems

Context
•	Political
•	Administrative
•	Approach

The existence of an environment that supports empowerment
•	Attitudes	and	values	of	political	leaders
•	Attitudes	and	values	of	adminstrative	agents
•	An	approach	in	which	needs	are	provided	weakens	groups,	whereas	an	approach	that	enables	people	to	provide	

for their own needs strengthens the group

Information
Access to and abilities to process and analyze information; level of knowledge; and the degree of wisdom among 
key individuals

Intervention focus Extent of focus on increasing or decreasing dependency and levels of internal sustainability without external assistance
Leadership The power of community leaders to influence and move the community in desired directions
Networking The extent of existing links to useful resources
Organization Perceptions	of	group	members	of	their	role	in	supporting	the	activities	of	the	whole
Political	power The extent of participation and influence in decision making
Skills The extent of abilities to get things done, including technical and management skills of group members
Trust The degree of trust among group members
Unity The degree of shared sense of belonging among group members
Wealth The extent of community control over actual and potential resources, as well as their production and distribution
Dimension of Culture Description

Technological dimension
Ideas and behaviors that allow community members to invent, use, and teach others about tools, including ele-
ments such as language, material resources, and community infrastructure (e.g., roads, sewers, etc.). Changes in 
this dimension result in changes in each of the other five dimensions

Economic dimension
•	Ideas	and	behaviors	that	give	value	to	cash
•	Ways	and	means	of	producing	and	allocating	goods	and	services
•	Distribution	of	wealth,	how	and	by	whom

Political	dimension

Ways of allocating power and influence
•	Types	of	leaders	in	community
•	Extent	of	member	participation	and	ways	of	promoting	participation	in	decision	making
•	Mechanisms	and	changes	in	the	distribution	of	power	and	influence

Institutional dimension Ways in which people interact and are expected to interact
Values dimension The community structure of ideas about good/bad, beautiful/ugly, and right/wrong

Worldview dimension
The population’s world view, ideas about the nature of the universe and their place in it, cause and effect, and con-
ceptions of time, matter, and behavior

Data from:	Bartle,	P.	(2008).	The	human	factor	and	community	empowerment.	Review of Human Factor Studies Special Edition, 14(1),	99–122;	Bartle,	P.	(2013).	
Community Empowerment Collective Society. Retrieved from http://cec.vcn.bc.ca/cmp/collect.htm
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any number of issues that can be used to foster community 
empowerment, but there are some criteria that might lead 
members of a community to select one issue over others.

The issue should be one that can be clearly articulated and 
explained by community members to give them confidence in 
presenting their case to policy makers. The issue should also 
be one that will serve to unite community members and fos-
ter their participation in its resolution. In addition, the issue 
should promote the visibility and credibility of the community 
or representative groups as entities who should be involved in 
decision making. Other criteria include the degree of consis-
tency of the issue with the long-range goals of the community 
and have the potential to promote growth and capacity build-
ing in the community. To this end, the issue should provide 
opportunities for leadership development among community 
members. Other considerations include the effect of work re-
lated to the issue of community or organizational resources 
and assets and the potential of the issue for creating either new 
allies or enemies for the community. In addition, the issue 
should focus on an area for direct action and have significant 
potential for a positive outcome. The criteria for selection of an 
issue to promote community empowerment are reflected in the 
Focused Assessment presented below.

GRouP DEvELoPMENT. Engaging in community empow-
erment activities may necessitate the formation of effective 
groups or organizations within the community to spearhead 
empowerment initiatives. Group development occurs in a series 
of stages: orientation, accommodation, negotiation, operation, and 
dissolution, sometimes also labeled as forming, norming, storming, 
performing, and termination or ending (Stein, n.d.). These stages 
parallel the components of the nursing process, as indicated in 
Table 10-2•. Specific tasks must be accomplished during each 
stage of group development for the group to function effectively.

Principles of Community Empowerment
•	 Holders	of	power	must	want	the	community	to	be	more	

self-reliant and must be willing to cede power to community 
members.

•	 A	trained	facilitator	is	needed	to	guide	the	community	in	its	
efforts to be more self-reliant.

•	 Assistance	should	be	offered	in	the	form	of	a	collaborative	
partnership rather than charity and should be designed 
to promote increased self-reliance and capacity in the 
community.

•	 Empowerment	starts	where	community	members	are	and	
does not try to force change on the community.

•	 Struggle	and	adversity	strengthen	social	organizations	and	
communities when they are overcome through community 
activity.

•	 Hands-on	participation	in	decision	making	and	problem	
resolution increases problem-solving capabilities. Decisions 
need to be made by community members, not for them by 
others, however well-intentioned.

•	 The	community	should	supply	a	substantial	portion	 
of the resources needed for problem resolution or  
project implemenation to promote long-term 
sustainability.

•	 Community	empowerment	activities	should	be	designed	
from the beginning to achieve the ultimate goal of 
community control of and responsibility for decision making 
and actions taken.

Data from:	Bartle,	P.	(2013).	Community empowerment collective society. 
Retrieved from http://cec.vcn.bc.ca/cmp/collect.htm

Highlights 

foCuSED ASSESSMENT Selecting an Issue for Community 
Empowerment

•	 How	will	the	issue	affect	community	or	organizational	
resources?

•	 Does	the	issue	have	potential	for	creating	new	community	
allies? New enemies?

•	 Does	the	issue	focus	on	direct	action?

•	 Will	the	issue	result	in	victory?

Data from: Minkler, M., & Wallerstein, N. (2012). Improving health through 
community organization and community building. In M. Minkler (Ed.), 
Community organizing and community building for health and welfare (3rd ed., 
pp.	37–58).	New	Brunswick,	NJ:	Rutgers	University	Press;	Staples,	L.	(2012).	
Selecting and cutting the issue. In M. Minkler (Ed.), Community organizing 
and community building for health and welfare (3rd ed., pp. 187–214). New 
Brunswick,	NJ:	Rutgers	University	Press.

•	 Is	the	issue	simply	and	easily	explained	by	community	
members?

•	 Will	the	issue	unite	community	members	and	involve	them	in	
problem resolution?

•	 Does	the	issue	provide	greater	visibility	and	credibility	
for the community or for the organizing group within the 
community?

•	 Is	the	issue	consistent	with	the	long-range	goals	of	the	
community or organization?

•	 Does	the	issue	have	potential	for	promoting	growth	of	the	group?

•	 Will	the	issue	provide	educational	or	training	experiences	for	
community leaders?
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TABLE 10-2  Tasks of Group Development by Stage and Related Nursing  
Process Component

Nursing Process Component Stage of Group Development Group Development Tasks

Assessment and diagnosis Orientation (forming)
1. Selection of group members
2. Training for group participation
3. Identification of goals and purposes

Planning Accommodation (norming)

1. Establishment of modes of decision making
2. Development of mechanisms for conflict resolution
3. Development of communication network
4. Development of climate conducive to group collaboration

Negotiation (norming)
1. Negotiation of member roles
2. Development of methods of task assignment

Implementation Operation (performing)
1. Assignment of specific tasks to accomplish group goals
2.	Performance	of	actions	to	accomplish	goals

Evaluation Dissolution (leaving)

1.	Planning	of	evaluative	mechanisms
2. Assignment of member roles and tasks in evaluation
3. Data collection
4. Analysis of evaluative findings
5.	Possible	group	dissolution

Orientation. The orientation stage of group development, 
sometimes referred to as the “forming stage,” is when group 
members come to know each other and assess their ability to 
function as a group. Tasks of this stage include selection of group 
members, training them for group participation, and identification 
of group goals and purposes. Also during this stage, the group 
assesses community empowerment needs and community assets.

Accommodation. The accommodation (or “norming”) stage 
of group development focuses on the development of group 

dynamics, the ways in which the group will carry out its group-
related functions. This does not relate to activities the group 
will undertake to resolve any identified community issues, but 
to the ways in which the group itself will operate. Tasks in this 
stage include developing an atmosphere conducive to group 
collaboration and establishing modes of group decision making, 
conflict resolution, and communication.

Group action requires group decisions, and decisions must be 
made after careful consideration by group members. To facilitate 
decision making, group members should agree on the method by 
which decisions will be made. Because most people are not famil-
iar with group processes or the deliberate need to select a decision-
making strategy, the population health nurse may need to guide 
the group in this task. Decisions can be made in one of six ways: 
by default, by the leader, by a subgroup, by majority vote, by con-
sensus, or by unanimous consent. For the purposes of community 
empowerment, majority vote, consensus, and unanimous consent 
are the most appropriate methods of group decision making.

Establishing modes of group conflict resolution is the sec-
ond task in the accommodation stage of group development. 
 Breakdowns in the decision-making process are one source of 
conflict within the group. Other potential sources of conflict are 
unclear expectations, poor communication, differing values or 
attitudes, and competition for scarce resources. Lack of clear ju-
risdiction among group members and conflicts of interest may 
also be sources of conflict within the group. Additional sources of 
conflict are interdependence when needs are not met and the exis-
tence of prior unresolved conflict between members or subgroups.

Conflict is a normal component of group effort and is to 
be expected. In fact, many group behavior theorists include a 
conflict or “storming” stage in describing the development of 
groups over time. If the group has developed mechanisms for 
conflict resolution before conflicts arise, conflict can often be a 
positive rather than divisive experience for the group.

empowered communities are able to deal with local problems.  
(Monkey Business Images/Shutterstock)
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Recognition of conflict as a normal phenomenon is essential 
if the group is to plan ahead for conflict resolution. Again, many 
groups do not anticipate conflict, and when conflict occurs they 
are unprepared to deal with it. Strategies for resolving conflict 
constructively involve creating a climate conducive to discus-
sion, identifying and eliminating sources of conflict, capitalizing 
on areas of agreement, and rationally considering alternative so-
lutions to conflict. The population health nurse can explore these 
approaches to conflict resolution with members of the group 
and assist members to select the most appropriate approach.

Creating a climate in which disagreement is acceptable can 
minimize or resolve conflict. Conflict resolution requires that 
all parties be fully able to express their perspectives through 
open communication. Open communication cannot take place 
when there is pressure to conform and there is the lack of ac-
ceptance of different opinions. Lack of communication ham-
pers conflict resolution as well as contributing to conflict. As 
a group leader, the population health nurse may need to en-
courage group members to express thoughts and opinions that 
may not be congruent with those of other members. Through 
the use of interpersonal skills, the nurse can ensure that com-
munications within the group are not accusatory, but deal with 
issues rather than personalities.

Recognizing the existence of conflict and identifying its 
sources and possible solutions are strategies for constructive 
use of conflict. A conflict that is ignored in the hope that it will 
resolve itself is likely to become worse. The population health 
nurse can encourage other group members to acknowledge 
that a conflict exists and help them explore the reasons for con-
flict. Again, the nurse should be alert to covert signs of conflict 
and bring them to the attention of the rest of the group. For ex-
ample, a nurse working with a group trying to determine bud-
get allocations among health care programs within the county 
may notice that representatives of programs for the elderly are 
maintaining a stony silence during the discussion. The nurse 
may comment on the fact that they have not participated in the 
discussion and ask why. In the ensuing discussion, it may be 
learned that these group members feel that too much money 
is being allocated to maternal–child health programs and that 
the elderly are being shortchanged. Once this conflict has been 
exposed, the group can begin work to resolve it.

Another strategy for resolving conflict involves identify-
ing small areas of trust and agreement between group mem-
bers that can be expanded. For example, although two group 
members may disagree on the “appropriate” approach to a 
problem, they can capitalize on their shared concern for cli-
ents’ welfare. Finally, rational consideration of alternative solu-
tions to a particular conflict using the group’s decision-making 
and problem-solving processes can result in conflict becoming 
a valuable learning experience in group problem solving. The 
population health nurse can assist the group to explore a va-
riety of alternative solutions to a conflict and to select an ap-
proach that is agreeable to all members.

Developing group communication strategies is another 
task in planning group operation. The importance of an 

effective communication network cannot be overemphasized. 
The group must develop a common language that facilitates 
communication, and members should refrain from using jar-
gon familiar only to members of their own discipline. When 
it is necessary to use terminology unfamiliar to others, efforts 
should be made to translate it into the common language. The 
nurse in this situation can either play the part of the transla-
tor or ask other members for clarification. For example, some 
members of a group may use acronyms unfamiliar to others, 
such as CMS. The nurse should then explain to the group that 
this stands for the Centers for Medicare and Medicaid Services. 
If the nurse does not recognize the acronym, he or she can ask 
for an explanation of its meaning.

The group should also agree on the forms that communi-
cation will take. For example, communications may be verbal, 
written, or a combination of both, depending on the situa-
tion. Perhaps the group will decide that communication with 
sponsoring institutions should take the form of formal written 
memoranda, whereas communications between group mem-
bers should be more informal verbal messages.

Consideration should also be given to the fact that com-
munication takes place outside of regular group sessions. The 
content of these informal encounters between group members 
should not undermine group function or provide a forum for 
airing grievances or denigrating other members. The popula-
tion health nurse who encounters unproductive communica-
tion outside of group meetings can bring relevant issues to the 
attention of the entire group, so open discussion can take place 
and conflict can be avoided or resolved.

Establishing a climate in which group members feel re-
spected and in which differences are accepted contributes to an 
effective communication network. This means that all group 
members should be encouraged to participate and should re-
ceive positive reinforcement for their contribution whether or 
not others agree with it. In the beginning of the group’s opera-
tion, the nurse group leader may need to ask reluctant group 
members for their ideas and opinions. As their participation is 
received positively, they will begin to volunteer remarks.

Negotiation. Tasks of the negotiation stage of group development 
include role negotiation and methods of task assignment. 
Professional roles often overlap, and role negotiation is crucial to 
effective group function. In addition, social change professionals 
working in a community empowerment context need to be 
careful not to usurp roles that should be performed by community 
members. The goal of community organizing and empowerment 
is to develop leadership within the community, not to provide that 
leadership. When two or more group members possess similar 
skills, the group must decide who will be responsible for exercising 
those skills. These decisions may be made as a general rule of 
thumb, so that one member always has responsibility for certain 
activities, or may change with the needs of the situation.

One particular group role that must be negotiated is the 
role of the leader. This position incorporates functions related 
to group administration, liaison with outside groups, teaching, 
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and coordination of group effort. Additional group leadership 
roles may include providing information for group decision 
making, clarifying issues, refocusing the group’s attention, and 
playing “devil’s advocate” to promote exploration of alterna-
tive ideas. The leadership role may be assigned to one member, 
may shift with the situation, or may reside with the group as a 
whole. In the last instance, no one member acts as the leader 
and leadership functions are performed by the group as a unit. 
Ideally, as community empowerment progresses, group leader-
ship is assumed by members of the community rather than by 
helping professionals.

Operation and dissolution. The operation stage of group 
development is analogous to the implementation stage of the 
nursing process. It is during this stage that the group assigns and 

performs specific roles and tasks to achieve group-designated 
goals and objectives.

The dissolution stage of group development focuses on eval-
uation of the group’s accomplishments and decisions regarding 
the continuation or dissolution of the group. Depending on the 
focus of group empowerment initiatives, the group may shift 
its focus to address other community issues after achieving its 
original purpose. Or it may dissolve to reform with other par-
ticipants to address additional issues. Tasks of the dissolution 
stage of group development include planning evaluative mech-
anisms related to both the process and outcomes of community 
empowerment, assignment of member roles in evaluation, data 
collection and analysis, and dissemination of findings. Evalua-
tion of community empowerment activities will be discussed in 
more detail later in this chapter.

Evidence-Based Practice

Supporting Community Empowerment
In 2008, the Department for Communities and Local Govern-
ment	(Pratchett	et	al.,	2009)	commissioned	a	systematic	review	
of the evidence base supporting community empowerment. The 
review focused on three aspects of the effects of empowerment 
initiatives: effects on individual participants, effects on com-
munities, and effects on decision making. Individual effects 
included development of personal skills in influencing local ser-
vices. Community effects examined such things as improved lev-
els of political efficacy, social capital, and social cohesiveness. 
Finally, decision-making effects included the ability of individu-
als and communities to influence decision making.

The review identified six mechanisms for promoting commu-
nity empowerment: asset transfer, citizen governance, electronic 
participation, participatory budgeting, petitions, and redress. As-
set transfer referred to a mechanism for promoting community 
management or ownership of community assets and social en-
terprises. This particular strategy was found to be effective in 
achieving public control over decision making and assets, but 
required ongoing support to prevent setting communities up for 
failure and overburdening volunteer staff.

Citizen governance strategies involved incorporation of com-
munity residents on decision-making boards and forums that 
make public policy decisions. The success of this strategy de-
pends on the openness of policy makers to attend to citizen in-
put. Electronic participation through e-forums and petitions was 
an effective means of empowerment for segments of the popula-
tion who took part in them, but were limited in their ability to 
effect empowerment at the wider community level.

Participatory	 budgeting	 involves	 citizen	 participation	 in	 the	
development of budgets and allocation of resources. This strategy 
is capable of achieving wide levels of empowerment, but requires 

willingness	to	engage	in	transformational	political	change.	Peti-
tions serve to raise policy makers’ awareness of community con-
cerns. When petitions are attended to and community members 
can see specific effects, they can be empowering; when they are 
ignored, they may become disempowering.

Finally, redress is a mechanism for community members to 
voice complaints that are investigated and responded to. Because 
complaints are usually unrelated to formal decision-making pro-
cesses, they are unlikely to result in widespread community em-
powerment. Each of the strategies was found to result in some 
level of empowerment, primarily at the level of the individual 
citizen. Only the citizen governance and participatory budgeting 
strategies were consistently associated with a community em-
powerment	effect	(Pratchett	et	al.,	2009).

Although there are a number of reports on the results of com-
munity empowerment initiatives in resolving community prob-
lems, less research has been done on their effectiveness in 
actually empowering communities and increasing their abilities 
to be self-determining and self-reliant. This lack limits the evi-
dence base for strategies that work or do not work in promoting 
community empowerment.

 1. What community empowerment strategies, if any, have 
been initiated in your community?

 2. To what extent has the effectiveness of those strategies 
in promoting empowerment been evaluated?

 3. How might you go about evaluating those strategies in 
terms of their effects on community empowerment, thereby 
contributing to the evidence base for the effectiveness of 
community empowerment in helping communities address 
health disparities?
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STRATEGIES foR PRoMoTING CoMMuNITy 
EMPoWERMENT. Implementation of community empower-
ment activities encompasses the basic principles of implementing 
any community program. These principles will be discussed in 
detail in Chapter 15 . Here, we will briefly address some general 
strategies to foster empowerment.

Members of the community should be involved in all as-
pects of community empowerment initiatives from identifica-
tion of the problem or issue to be addressed, to development 
of objectives or expected outcomes to be achieved, to devel-
opment of strategic approaches to achieve those outcomes, to 
management of everyday implementation of the campaign, 
and to evaluation of its effectiveness. Table 10-3• indicates 
some of the skills required of community members in each of 
these areas of involvement. Population health nurses and other 
empowering professionals may be instrumental in assisting 
community members to develop these skills.

Studies of population health nurses in their role of com-
munity empowerment have identified the need to work with 
rather than for community members (Aston et al., 2009). This 
requires a shift in perspective for both community mem-
bers and nurses from seeing the nurse as an expert to viewing 
him or her as a community resource and partner. Interviews 
with population health nurses elicited four major strategies 
for empowering communities employed by the nurses. These 
included building trusting relationships, building commu-
nity members’ confidence and skill, engaging in empowering 

educational strategies, and connecting individuals and groups 
to broader social networks (Aston et al., 2009).

Activities involved in building relationships included active 
listening, belief in the capacity of community members to guide 
their own destiny, a focus on strengths, and creation of a safe 
environment that fosters community participation in decision 
making. The strategy of building confidence and skills involved 
promoting active participation in decision making by marginal-
ized populations and actively soliciting their input and partici-
pation. Other activities related to this strategy included starting 
from and building on community members’ strengths, giving 
positive feedback and affirmation, and engaging in a constant 
shifting of roles for the nurse and pulling back as community 
members became more competent (Aston et al., 2009).

Use of empowering educational strategies involved roles 
as consultants and as process-focused educators. As consul-
tants, the nurses shared information with community mem-
bers. In the role of process-focused educators, they asked 
questions to stimulate thought, provided information, and 
discussed possible next steps in the resolution of community 
problems. Finally, the nurses connected community members, 
both individuals and groups, with broader social networks. 
 Activities related to this strategy included building partner-
ships among groups, establishing self-help groups, connecting 
to other agencies, and advocating for community needs. Other 
activities included linking agencies together and working col-
laboratively with multiple sectors of the community to assist 
community members to achieve desired outcomes (Aston et 
al., 2009).

The nurses also identified constraints to their practice in 
empowering communities. These included a lack of funding 
for empowerment efforts, lack of visibility, and lack of under-
standing of the nurses’ role in empowerment by politicians, 
the general public, and public health nurse managers. Other 
constraints included competing demands for limited time and 
conflicting responsibilities for mandated programs such as im-
munizations, increased paperwork drawing them away from 
active participation in communities, and a limited presence at 
planning tables (Aston et al., 2009). Population health nurses 
may need to actively advocate for their role in community em-
powerment, study the effects of that role, and discover ways to 
combine that role with other mandated responsibilities.

Evaluating Community Empowerment
Evaluation of community empowerment is another area that 
should involve community members as participants in all 
phases, from conceptualizing the evaluation, to data collection 
and analysis, to dissemination and use of evaluative findings. 
Community participation in evaluation helps to continue to 
build community competence while assessing the outcomes of 
prior activities. Participatory evaluation is a process in which 
“the stakeholders themselves are responsible for collecting 
and analyzing the information and for generating recommen-
dations for change” (World Bank, 2011, para. 2). As early as 

TABLE 10-3  Skills Required for Stages of 
Involvement in Community 
Empowerment Initiatives

Activity Stage Requisite Skills

Problem	identification

•	Literature	review
•	Analysis	of	epidemiologic	data
•	Identification	of	community	needs
•	Appraisal	of	program	design

Objective development

•	Development	of	objectives	for	problem	
resolution

•	Development	of	empowerment	
objectives

Strategy development 
to empower individuals, 
groups, and communities

•	Materials	development
•	Knowledge	of	relevant	models	and	

theories
•	Interpersonal	communication
•	Workshop/meeting	facilitation
•	Effective	group	and	public	presentation

Management by the 
community

•	Fund-raising
•	Budgeting
•	Resource	procurement
•	Human	resource	management
•	Managing	consultant	input

Evaluation

•	Designing	evaluation	methodology
•	Developing	evaluation	questions
•	Analyzing	evaluation	data
•	Interpreting	and	presenting	findings
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1997, the United Nations Development Programme (UNDP) 
recommended participatory evaluation for the assessment of 
the effectiveness of international programming. In their pro-
gram evaluation handbook, they noted that “project stake-
holders and beneficiaries are the key actors of the evaluation 
process and not the mere objects of the evaluation” (1997, p. 1).

Participatory evaluation has several benefits. Some of these 
advantages are presented in the Highlights box below.

Considerations in participatory evaluation, a form of partic-
ipatory action research, include questions of who participates 
in the evaluation and to what degree, who determines the is-
sues to be addressed, how to engage participation by commu-
nity members, and the power dynamics between researchers 
and community members. Obviously, it would be unwieldy for 
the entire community to participate in the design and conduct 
of an evaluation of empowerment initiatives, so community 
leaders and empowering professionals should determine what 
segments of the community should be involved and what that 
involvement should constitute. Broad input from community 
members beyond those actually involved in conducting the 
evaluation should be solicited, however, in determining what 
issues or questions should be addressed.

Engaging the participation of community members in par-
ticipatory evaluation may be difficult for a number of reasons. 
In their work with youth, Checkoway and Richards-Schuster 

(n.d.) identified a number of barriers to participation that are 
applicable to other members of the community as well. First, 
people may not have time to be involved in the time-consum-
ing process of evaluation, and they may be frustrated by lack 
of expertise in evaluation methods. Health care professionals 
and others may view community residents as passive recipients 
of services rather than as active participants in the develop-
ment and evaluation of services and the policies that support 
them. In addition, both community members and profession-
als may view evaluation as an area that requires special exper-
tise. Finally, local authorities may not want to share the power 
embodied in evaluation with community members. This last 
barrier may also be reflected in different perspectives of power 
and control between community members and researchers as-
sisting with the evaluation. Population health nurses can assist 
in eliminating these barriers to participation by planning eval-
uation activities to fit community members’ schedules, foster-
ing varying levels of participation, and educating community 
members in the process of evaluation. In addition, they can 
advocate with authority figures for community involvement in 
evaluation.

Steps in participatory or empowering evaluation are simi-
lar to those in any evaluation process except that commu-
nity participation is integral in each step. The basic steps are:  
(a) framing the scope and focus of the evaluation, (b) develop-
ing an organizational structure to support evaluation activities, 
(c) determining the evaluation questions to be asked, (d) gath-
ering information to address the questions asked, (e) analyzing 
the information and making some sense of it, (f) sharing infor-
mation with others, and (g) taking action based on evaluation 
findings (Checkoway & Richards-Schuster, n.d.; Rabinowitz,  
2013). Each of these steps will be explored in more detail in 
Chapter 15 . For further information about participatory ac-
tion research as it relates to community empowerment, see the 
resources provided in the External Resources section of the 
student resources site.

In the context of community empowerment, both the out-
comes of a specific initiative and the extent of community 
empowerment achieved should be evaluated. For example, 
the evaluation might focus on the health outcomes achieved 
through community activity (e.g., the decrease in accident fa-
talities resulting from community advocacy for traffic-calming 
interventions such as speed bumps in residential areas) and the 
level of community empowerment reached.

The extent of empowerment achieved can be evaluated in 
terms of each of the four domains of empowerment. These 
domains and related evaluation questions are presented in 
Table 10-4•.

A final measure of the effectiveness of community em-
powerment efforts would be the extent to which community 
members are included in policy making. The ultimate goal of 
effective community organizing and empowerment should be 
the inclusion of community members in every aspect of pol-
icy making. Studies of community empowerment initiatives 
have demonstrated increases in preventive behaviors among 

Advantages of Participatory Evaluation
•	 It	provides	a	perspective	on	the	needs	of	project	beneficiaries	

and the effectiveness of interventions.

•	 It	facilitates	information	gathering	from	salient	stakeholders.

•	 It	highlights	what	did	and	did	not	work	from	the	perspective	
of community members.

•	 It	can	help	to	explain	why	something	did	or	did	not	work.

•	 It	empowers	community	members	and	provides	a	voice	for	
those who may frequently be unheard.

•	 It	teaches	skills	useful	in	other	endeavors.

•	 It	fosters	self-efficacy	and	self-confidence	in	community	
members.

•	 It	provides	an	example	of	ways	in	which	community	members	
can take control of their lives.

•	 It	encourages	community	ownership	of	activities	and	
initiatives.

•	 It	can	foster	creativity	in	thinking	and	problem	resolution.

•	 It	facilitates	collaborative	activity.

•	 It	fits	into	a	larger	participatory	effort	and	fosters	overall	
community empowerment.

Data from:	Rabinowitz,	P.	(2013).	Participatory evaluation. Retrieved from http://
ctb.ku.edu/en/table-of-contents/evaluate/evaluation/participatory- 
evaluation/main

Highlights 
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community members and better intersectoral coordination 
of health promotion efforts (Sanchez et al., 2009), changes in 
attitudes and skills at individual levels, improvement in cross-
cultural relationships, and awareness of a need for involve-
ment in social leadership at broader levels (Tsey et al., 2010). 
In addition, some studies have shown changes in the attitudes 

and behaviors of governmental organizations and agencies. As 
noted by one group, “just as citizens honed their civic skills and 
vociferously pressed their views, government developed a cul-
ture of responding to and learning from, rather than rejecting, 
many grassroots initiatives” (Putnam & Feldstein, as quoted in 
New Laboratories of Democracy, 2009, p. 3).

TABLE 10-4  Domains of Community Empowerment and Potential  
Evaluation Questions

Domain Potential Evaluation Questions

Community activation

•	To	what	extent	have	community	members	increased	their	participation	in	small	groups	and	organizations	 
designed to take action on community problems?

•	To	what	extent	have	new	community	participants	been	engaged	in	problem	resolution?
•	To	what	extent	have	new	community	networks	or	or	groups	been	established?
•	To	what	extent	is	the	community	able	to	engage	in	critical	assessment	of	causes	of	inequities	and	

powerlessness?

Community competence 
development

•	To	what	extent	is	the	community	able	to	identify	community	problems	and	possible	solutions?
•	How	effective	is	the	community	in	disseminating	information	to	improve	community	members’	understanding	 

of issues and potential solutions?

Program	management	skill	
development

•	To	what	extent	has	local	community	leadership	been	developed?
•	To	what	extent	are	local	leaders	able	to	foster	community	participation,	facilitate	problem	resolution,	resolve	

conflict, and so on?
•	To	what	extent	are	effective	communication	strategies	used	within	the	community?
•	To	what	extent	are	community	members	able	to	identify	and	evaluate	evidence-based	solutions	to	problems?

Supportive environment 
development

•	To	what	extent	has	the	community	developed	organizational	structures	that	facilitate	participation	in	decision	
making, effectively mobilize and allocate resources, and so on?

•	To	what	extent	is	the	community	able	to	mobilize	both	internal	and	external	resources?
•	To	what	extent	are	community	members	able	to	effectively	lobby	and	advocate	for	political	support	or	needed	

resources?
•	To	what	extent	are	community	assets	and	existing	resources	brought	to	bear	to	solve	identified	problems?
•	To	what	extent	have	internal	links	between	individuals	or	organizations	within	the	community	been	developed	 

or strengthened?
•	To	what	extent	have	links	to	external	organizations	been	created	or	strengthened?
•	To	what	extent	have	power	relationships	with	outside	entities	been	equalized?
•	To	what	extent	has	the	community	been	able	to	exercise	control	of	decisions	and	resource	allocations	affecting	

the welfare of its members?

Empowerment is a strategy used by population health nurses 
and others to promote self-advocacy among individuals, or-
ganizations, communities, and populations. The ultimate goal 
of empowerment is to allow people to assume control over 
the decisions that affect their health and well-being. Empow-
erment begins where community members are, moves them 
toward the goal of political and social action on their own 
 behalf, and involves the development of discreet skills as well 

as feelings of self-confidence and self-efficacy. Empowerment 
activities can occur within the context of the nursing process 
moving from enhancing community assessment capabilities 
to planning, implementing, and evaluating empowerment ac-
tivities. Empowerment initiatives often begin with a focus on 
a discrete issue or problem, but the lessons learned can lead to 
greater community involvement in wider social and political 
action.

CHAPTER RECAP
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You have been given a referral to visit Mrs. Esparza, who lost her 
baby after a premature delivery. The address you have been given 
is located in a poor neighborhood that houses a large number of 
migrant workers. When you arrive at the home, you discover that 
it is a two-bedroom apartment occupied by three couples and 
their five children. Both Mrs. Esparza and her husband are present 
when you arrive, and both are obviously grieving the loss of their 
third child. In talking with them, you discover that Mrs. Esparza 
did not receive any prenatal care and was admitted to the delivery 
unit of the local hospital after going to the emergency room when 
she experienced heavy contractions in the 29th week of her preg-
nancy. Mr. Esparza becomes angry when you ask about prenatal 
care, shouting that they tried to get an appointment at the health 
department’s prenatal clinic but were told there was a 2-month 
wait for new appointments. At that time Mrs. Esparza was in the 
fifth month of her pregnancy. In tears, he informs you that they 
did not have the money to see a private doctor. Even though most 
of the migrant workers are in the United States legally, they are 
not eligible for any financial assistance. Your state does not pro-
vide Medicaid pregnancy coverage for nonresident women. Mrs. 
Esparza reminds her husband that they are not alone in their 
suffering. When you inquire further into her comment, she tells 
you that seven other women in the apartment complex have lost 

babies at some point in their pregnancies in the last 2 years. You 
comfort the family as best you can, make arrangements for Mrs. 
Esparza to receive a postpartum examination at the health de-
partment, and refer the three families to the immunization clinic 
because all of the children in the home are behind on their im-
munizations. You explain that both postpartum services and im-
munizations are free to those who do not have money to pay for 
them, even for nonresidents.

When you return to the office, fellow population health 
nurses describe similar visits to families in the area. In checking 
county vital statistics, you note that the census track where the 
Esparzas live and two adjacent areas that house large migrant 
populations have a fetal death rate three times that of the rest 
of the county.
1. How would you begin to empower the migrant worker com-

munity to address the issue of lack of access to prenatal care?
2. What assets might you look for within the migrant commu-

nity to address the issue?
3. What allies might you find in the nonmigrant community to 

assist you?
4. How can you motivate participation by community mem-

bers in the initiative?
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Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Define health promotion.

 2. Distinguish health promotion from health education.

 3. Apply selected models for health promotion practice.

 4. Analyze the implications of language and health literacy for health promotion.

 5. Identify four strategies for health promotion.

 6. Describe the health education process.

 7. Discuss the use of social marketing, branding, and tailoring in promoting health.

 8. Design and implement a health education program for a selected population.

 9. Describe criteria for evaluating health-related websites on the Internet.

Health Promotion  
and Education Strategies11
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Tobacco Control Advocate, John F. Banzhaf III

Advocacy for tobacco control began more than 40 years ago with the filing of a complaint action 
with the Federal Communications Commission (FCC) by John F. Banzhaf III, a Columbia University 
law student. Banzhaf first alerted a television station that had broadcast the cigarette commercial 
that triggered his memories of what he had learned about the “fairness doctrine” and informed 
them that the FCC policy required broadcasters to provide free airtime for opposing views on con-
troversial public issues. The station refused and Banzhaf lodged his complaint with the FCC. The 
FCC, in turn, notified the station that the few news stories covering the ills of tobacco use aired by 
the station did not offset the breadth of its cigarette advertising and required the station to provide 
considerable time for opposing information. Although the station appealed the ruling, the appeal 
was overturned in 1968 (Banzhaf, et al. v. Federal Communications Commission, et al., n.d.; 
 Professor John F. Banzhaf, III, n.d.).

As a result, millions of dollars of free airtime was provided from 1967 to 1970, leading to a 
significant drop in tobacco consumption. In 1970, all radio and television cigarette advertising was 
banned in the United States (Office on Smoking and Health, 2012).

Banzhaf became director of Action on Smoking and Health (ASH), a nonprofit antismoking 
organization that uses legal action to advocate for a smoke-free world. Currently ASH is actively 
involved with the Framework Convention Alliance, a coalition of more than 400 organizations from 
over 100 countries that was instrumental in the development of the World Health Organization 
Framework Convention on Tobacco Control, the first-ever treaty related to a global public health 
issue (ASH, n.d.).
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ow Culturally Sensitive Prenatal Care

Advocacy is not always undertaken by professionals for the good of clients. Arnold, Aragon, 
 Shephard, and Van Sell (2011) described advocacy for culturally sensitive prenatal education un-
dertaken by members of the Cherokee Nation and the March of Dimes. A 2006 survey by the 
Cherokee Nation in Oklahoma indicated that less than 10% of the prenatal literature provided to 
pregnant American Indian/Alaska Native (AI/AN) women was culturally appropriate. Utilization of 
prenatal care in this population is low and infant mortality and preterm birthrates are high. March 
of Dimes staff and volunteer faculty established an AI/AN Women’s Committee representing ten 
tribes to address these issues.

The women conducted focus groups in their communities and eventually decided to write a 
prenatal education booklet in the way a mother would educate her daughter about pregnancy. The 
booklet, entitled The Coming of the Blessing, incorporated beliefs and life values common across 
tribes and took more than a year to produce. It incorporated the use of color, positive voice, inclu-
sion of family and community support, photographs, communication of health risks (e.g., alcohol 
use), and seeking support from family and friends, all of which are reflected in traditional tribal 
cultures. Factual information was provided by health care professionals and then “translated” into 
a cultural voice by women in the advisory committee using the concept of the medicine wheel to 
discuss the childbearing cycle from preconception through three trimesters of pregnancy to deliv-
ery. The booklet has been used on reservations throughout the country and has become a major 
program initiative for the March of Dimes, which continues to advise the agency on AI/AN women’s 
health issues.
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Six distinct approaches have been taken to public 
health over time (Awofeso, 2004). The first approach 
involved health protection by means of social struc-
tures and lasted from ancient times until the 1830s. 

These social structures included rules of behavior, usually en-
forced by means of religious, political, or cultural sanctions. 
“Miasma control” was the second approach to fostering the 
health of the public. Miasmas were harmful mists or vapors 
in the air. This era of public health, from the 1840s through 
the 1870s, was exemplified by the sanitary movement and 
gained impetus from Chadwick’s 1842 Inquiry into the Sanitary 
 Conditions of the Labouring Population of Great Britain. From 
approximately 1880 to 1940, public health practice focused 
on contagion control based on the germ theory. During the 
1940s to 1960s, emphasis was placed on preventive medicine, 
which expanded the germ theory to consider other disease 
vectors and nutritive factors in illness. Public health activity 
in this era was focused on populations at high risk for specific 
conditions. The 1970s and 1980s saw the rise of the primary 
health care movement, based on the Declaration of Alma-Ata, 
and recognized the effects of social factors on health. Finally, 
from 1990 to the present, the focus has been on the “new pub-
lic health,” which emphasizes health promotion based on the 
ability of members of the population to make informed health 
decisions. This new focus retains many of the features of prior 
eras, including regulation of some aspects of health via legisla-
tion, sanitation, immunization, a focus on risk modification, 
and recognition of the effects of social conditions on health. 
The eras and foci of public health practice over time are sum-
marized in Table 11-1•. The emphasis on health promotion in 
the new public health focus highlights the importance of this 
role for population health nurses.

TABLE 11-1  Eras of Public Health 
Practice and Related Foci

Era Time Period Focus

Health protection Ancient times–1830s Regulation of 
 behavior reinforced by 
religious, political, or 
cultural sanctions

Miasma control 1840s–1870s Sanitation
Contagion control 1880s–1930s Immunization, 

disinfection
Preventive medicine 1940s–1960s Risk factor 

modification
Primary health care 1970s–1980s Modification of social 

and other factors that 
influence health

Health promotion 1990s–present Development of 
 capacity for informed 
health decisions

Defining Health Promotion
A basic definition of health promotion was provided in 
 Chapter 1 . Health promotion, as delineated by the Ottawa 
Charter for Health Promotion (World Health Organization 
[WHO], 1986), and reinforced in the Bangkok Charter for 
Health Promotion in a Global World (WHO, 2005), is a process 
that fosters people’s ability to improve their own health by in-
creasing their control of its determining factors. Health promo-
tion is more than educating people to change their behavior; it 
also involves public policy formation, development of environ-
ments that support health, and promotion of community ac-
tion to create conditions conducive to good health.

The Ottawa Charter emphasized health as a “resource for 
living” rather than an end in itself and marked an international 
shift from disease prevention to capacity building, improving 
the capability of nations and communities to provide environ-
ments that support health and healthy behaviors. The Charter 
identified three strategies to promote global health: advocacy 
for conditions favorable to health, development of environ-
ments that support health as well as personal information and 
skills to make health decisions, and mediation between groups 
(Tones & Green, 2010).

The foci of the Ottawa Charter were further expanded in 
1997 in the Jakarta Declaration on Leading Health Promotion 
into the 21st Century. The Jakarta Declaration viewed health 
promotion as increasing healthy life expectancy by increas-
ing health gains throughout populations, reducing inequities, 
promoting human rights, and enhancing social capital. The 
 Declaration also established four priorities for health pro-
motion in the 21st  century: promoting social and individual 
responsibility for health, increasing investment in health de-
velopment, increasing partnerships for health, and develop-
ing a global infrastructure for health promotion (Tones & 
Green, 2010).

In the United States, health promotion efforts tend to 
 continue to be focused on behavior modification and pre-
vention of specific health conditions (termed vertical health 
promotion), rather than on changing broader factors that in-
fluence health (horizontal health promotion) (Tones & Green, 
2010). In 2003, however, the United States Department of 
Health and Human Services (USDHHS, 2003) launched the 
Steps to a Healthier US initiative, which focused on promot-
ing behavior change and improving policy and environmental 
conditions that support healthy behavior and illness preven-
tion. The Steps initiatives focused on reducing the burden of 
five specific conditions—asthma, cancer, diabetes, heart dis-
ease and stroke, and obesity—and employed both vertical and 
horizontal health promotion strategies. The vertical strategies 
focused on behavior modification and prevention of the five 
conditions. The horizontal strategies addressed the policies and 
environmental conditions that influence health, such as insur-
ance coverage for smoking cessation and incentives for schools 
to include physical activity in the curriculum. 
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The Need for Health Promotion
The U.S. health care system is being overwhelmed by demands 
for care for myriad chronic diseases, and the system cannot 
continue to meet those demands. We must do something to 
motivate the American people to promote and protect their 
own health and to change the conditions in which people live to 
foster better health. The need for a focus on health promotion 
is evident in the information highlighted in the box on the next 
page. The data reported there led to the conclusion that health 
promotion is an “economic necessity” (Mathar & Jansen, 2010). 
It has been estimated that increasing the proportion of the 
population who engage in 20 health promotion and illness pre-
vention services recommended by the U.S. Preventive Services 

Task Force to 90% would result in health care cost savings of 
nearly $22 billion  (Maclosek, Coffield, Flottemesch, Edwards, 
& Solberg, 2010). Similarly, interventions to reduce lifestyle-
related risks for diabetes and hypertension have the potential 
to result in annual savings of $9 billion, increasing to nearly $25 
billion when the possible effects on comorbid conditions are 
considered (Ormond, Spillman, Waldmann, Caswell, & Teresh-
chenko, 2011).

Models for Health Promotion
A number of models have been developed to guide health 
promotion practice. These include the Precaution  Adoption 
Process model (Weinstein, Sandman, & Blalock, 2008), the 
 Information-Motivation-Behavioral Skills (IMB) Model 
(Fisher, Fisher, & Shuper, 2009), the Theory of Reasoned 
 Action and the related Theory of Planned Behavior (Eadie, 
2014; Fisher, Kohut, Salisbury, & Salvadori, 2013; Southey, 
2011), and the Health Belief Model (Tones & Green, 2010). 
 Additional models include the Attitude-Social Influence- 
Efficacy Model (Verstraeten et al., 2014) and Pender’s Health 
Promotion Model (Pender, Murdaugh, & Parsons, 2010). Each 
of these and various other models are an attempt to explain 
why people do or do not engage in health-promoting activity. 
These explanations assist population health nurses to under-
stand the motivations and factors involved in such decisions 
and help them to select appropriate strategies for promoting 
health in the population. Although it is not possible to discuss 
all of these models here, the reader is referred to the literature 

Global Perspectives

Health promotion is an area of international concern and initia-
tive spanning nearly 40 years. In 1974, The Lalonde Report in 
Canada shifted the focus of discussion of gains in population 
health from biomedical advances to consideration of the influ-
ences of other non-health-sector determinants of health. This 
perspective was solidified in the World Health Organization’s 
1978 Declaration of Alma-Ata with its focus on primary care 
and “health for all by 2000.” In the United States, the focus on 
health promotion took the form of a first set of national health 
promotion and disease prevention objectives promulgated in 
1980 (de Salazar & Anderson, 2008).

During the 1980s, the Healthy Cities movement of the World 
Health Organization’s European Region, continued the focus on 
environments that promote health, and the first WHO  International 
Conference on Health Promotion was held in Ottawa, Canada, 
in 1986. That conference issued the Ottawa Charter for Health 
Promotion, still the definitive international perspective on health 
promotion. Subsequent conferences broadened the perspec-
tive on the varied social and economic determinants that affect 
health and that must be addressed if health is to be promoted. 
The 2005 conference resulted in the Bangkok Charter for Health 
Promotion, which forwarded the perspective that health promo-
tion is critical to global development and should be a key focus 
of communities, societies, and corporate institutions alike (de 
Salazar & Anderson, 2008).

Despite the long history of health promotion efforts around 
the world, de Salazar and Anderson (2008), noted the limited 
scope and success of health promotion initiatives. Rather than 
dealing with the broader categories of determinants of health, 
such as social and economic inequities, health promotion ini-
tiatives “continue to deal mostly with activities to control and 
prevent proximal causes of morbidity and mortality. Citizens and 
communities are not fully participating in the decisions that 
 affect their lives” (p. 20).

Health Promotion Initiatives

Lack of health literacy can leave clients wandering in a confusing 
health care system. (CorelZavr/Fotolia)

M11_MARY9591_06_SE_C11.indd   259 06/09/14   6:41 PM



260  Unit 3 Population health nursing Strategies

cited for a description of the models. In this chapter, we will 
briefly explore the Precaution Adoption Process model, the 
Theories of Reasoned Action and Planned Behavior, the Health 
Belief Model, and Pender’s Health Promotion Model.

The Precaution Adoption Process Model
The Precaution Adoption Process model is a stage model that 
describes stages in decisions to adopt or not adopt a health-
related behavior (whether or not to take a specific precaution-
ary action) (Weinstein et al., 2008). In stage 1, the person is 
unaware of the health-related issue and the need to adopt any 
particular health-related behavior. In stage 2, one is aware of 
the issue but is unengaged by it and is not considering any ac-
tion. In stage 3, the person is deciding whether or not to act. He 
or she has considered the possibility of action but has not yet 
made a decision whether or not to adopt the behavior. Stage 3  

may be followed by either stage 4 or stage 5. In stage 4, the 
 person has decided not to act. Conversely, in stage 5, the per-
son has decided to act but has not yet taken action. The process 
may stop at stage 4 for those who decide not to adopt the be-
havior in question. People in stages 4 and 5 are more resistant 
to persuasion than those in stage 3 who have not yet made a 
decision. Given human tenacity, it is more difficult to influ-
ence someone to change his or her mind than it is to persuade 
someone to act who has not yet made a decision one way or 
the other. Persons in stage 5 who have decided to adopt the be-
havior proceed to stage 6, in which they act to engage in the 
behavior, and hopefully to stage 7, in which the behavior be-
comes a routine part of their lifestyle. This process  explaining 
the  adoption or  nonadoption of the health-related behavior of 
exercise is depicted in Figure 11-1•.

We can apply this model using a community-based example 
of installing speed bumps in residential areas. The decision to 
employ speed bumps to slow traffic must be adopted by the 

The Need for Health Promotion
•	 In	2010,	a	median	of	17.3%	of	the	U.S.	population	over	18	

years of age was current smokers (Xu et al., 2013).

•	 In	2009,	only	18%	of	the	U.S.	population	engaged	in	any	
leisure-time walking, and only 2% engaged in bicycling 
(Pucher, Buehler, Merom, & Bauman, 2011), and a median 
of 24% of the population across all states reported no 
leisure-time physical activity (Xu et al., 2013).

•	 In	2009,	less	than	one	fourth	of	U.S.	adults	engaged	in	
strengthening activities at least twice a week (National 
Center for Health Statistics, 2011).

•	 In	2013,	the	median	intake	of	fruits	among	adults	in	the	
United States was 1.1 servings per day, with a median of 1.6 
servings of vegetables (National Center for Chronic Disease 
Prevention and Health Promotion, 2013).

•	 In	2013,	13%	of	the	U.S.	population	did	not	regularly	use	
seat belts (National Highway Traffic Safety Administration, 
2014).

•	 In	2010,	a	median	of	15.1%	of	the	U.S.	population	engaged	
in binge drinking, and 5% reported heavy drinking (Xu et al., 
2013).

•	 The	median	prevalence	of	overweight	across	states	in	2010	
was 36.2%, and the median prevalence of obesity was 
28.5% (Xu et al., 2013).

•	 In	2009,	a	median	40%	of	people	across	all	states	reported	
insufficient rest or sleep for at least 14 days in the prior 
month (Li et al., 2011).

Data from: Li et al., 2011; National Center for Chronic Disease Prevention and 
Health Promotion. (2013). State indicator report on fruits and vegetables, 2013. 
Retrieved from http://www.cdc.gov/nutrition/downloads/State-Indicator-Report-
Fruits-Vegetables-2013.pdf; National Center for Health Statistics, 2011; National 
Highway Traffic Safety Administration. (2014). Seat belt use in 2013—Overall 
results. Retrieved from http://www-nrd.nhtsa.dot.gov/Pubs/811875.pdf; Pucher, 
Buehler, Merom, & Bauman, 2011; Xu, F., Town, M., Balluz, L. S., Bartoli, W. P., 
Murphy, W., Chowdury, P. P., . . . . Crawford, C.A. (2013). Surveillance for certain 
health behaviors among states and selected local areas—United States, 2010. 
Morbidity and Mortality Weekly Report, 62(SS-1), 1–247.

Highlights 

Figure 11-1 Stages of Adoption of exercise Behavior
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City Council. In the first stage of the decision adoption process, 
the Council is unaware of the extent of and potential for injury 
and death due to drivers exceeding the speed limit in residen-
tial areas. In stage 2, Council members may have become aware 
of the high frequency of pedestrian injuries in these areas, but 
are not considering taking any action to remedy the situation. 
At stage 3, the Council may be presented with a petition from 
local residents for the installation of speed bumps, but has not 
decided whether or not to authorize their installation. If the 
City Council proceeds to stage 4, they will decide not to install 
speed bumps possibly based on the cost of installation, which 
they believe would outweigh the benefits to be gained in terms 
of injuries and deaths prevented. If, on the other hand, they 
vote to install the speed bumps, but have not yet authorized 
the City Accounting Office to put out bids for their installa-
tion, they are in stage 5 of the adoption process. At stage 6, all 
processes are in place, and speed bumps are being installed in 
identified residential areas. The City Council may then proceed 
to stage 7, in which construction of all new residential develop-
ments within the city limits must include speed bumps.

The Theories of Reasoned Action  
and Planned Behavior
The Theory of Reasoned Action, developed by Ajzen and 
Fishbein, is based on two types of beliefs: behavioral beliefs 
and normative beliefs. Behavioral beliefs reflect a person’s 
attitudes toward the expected consequences of the behavior. 
For example, if you expect that exercise will result in a more 
desirable figure, and if you value that more desirable shape, 
you are likely to value, and engage in, exercise. Normative be-
liefs relate to subjective norms influenced by others. In the 
theory, the intention to act is based on one’s perceptions of 
others’ attitudes toward the behavior and the value placed 
on others’ judgments (Fisher et al., 2013). According to the 
related Theory of Planned behavior, action is also influenced 
by perceptions of one’s ability to control behavior. Behavioral 
beliefs, normative beliefs, and control beliefs all combine to 
result in behavioral intention, which is the precursor to actual 
behavior (Southey, 2011), as depicted in Figure 11-2•. For 
example, if you want to quit smoking (behavioral belief) and 
perceive that significant others in your life want you to quit 
(normative belief), but you think stopping smoking will be 
too difficult (control belief), you will probably not attempt to 
quit even though your own attitudes and those of people who 
matter to you support quitting.

Using the previous population-level example of the speed 
bumps, if City Council members expect the installation of 
the barriers to reduce speeds on residential streets and subse-
quently reduce the frequency of pedestrian injuries and deaths, 
they may approve their installation. Action to install the speed 
bumps is even more likely if City Council members believe that 
failure to take action will anger voters to the point they will 
not be reelected. Both the perceived consequences of installing 
speed bumps and perceptions of voters’ attitudes will influence 

their decision to take a health-promoting action on the part of 
the city. Their intention to act, however, may be further influ-
enced by perceptions of their ability to do so. For example, they 
might believe that the city budget will not support the installa-
tion of speed bumps.

A further extension of these two theories, the Integrative 
Model of Behavioral Prediction, expands the elements influ-
encing intention and subsequent action to include background 
influences, such as individual characteristics, culture, emotion, 
and intervention exposure. Environmental factors and personal 
skills and abilities related to the desired behavior also  influence 
performance of the behavior (Fishbein, 2009).

The Health Belief Model
The Health Belief Model was developed by Becker,  Rosenstock, 
and their colleagues several years ago and has been widely 
used in research and program development related to health-
promoting behaviors. Elements of the model include indi-
vidual perceptions of susceptibility and severity, modifying 
factors (demographic, sociopsychologic, and structural or en-
vironmental variables), perceptions of benefits and barriers 
to action, and cues to action. In the model, health-promotive 
action is based on four basic premises or beliefs. First, one 
believes that one is susceptible to, or at risk for, a particular 
health problem. Second, one believes that the health problem 
can have serious consequences. Third, one believes that the 
problem can be prevented and fourth, that the benefits of ac-
tion outweigh the costs or barriers (Tones & Green, 2010). An 
additional element, self-efficacy, was added to the model after 
1988.  Self-efficacy is the belief that one is capable of the behav-
ior desired or of achieving change (Martin, Haskard-Zolnierek, 
& DiMatteo, 2010).

As an example, you may believe that, never having had 
chickenpox as a child, you are susceptible to chickenpox 
(perceived susceptibility). You also believe that chickenpox 
may cause serious consequences (perceived severity). This 
 perception is confirmed when one of your classmates is hos-
pitalized with complications of chickenpox (cue to action). In 
addition, you know that varicella immunization will virtually 

Figure 11-2 elements of the Theories of reasoned Action 
and Planned Behavior
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eliminate your risk of developing chickenpox (perceived ben-
efit to action). Even though you know the possibility of an ad-
verse reaction to the vaccine exists and you have to skip lunch 
to visit the student health center (perceived costs), you decide 
the benefits outweigh the barriers, and you get immunized.

Examining our community-level example of installing 
speed bumps in the light of this model, perceptions of suscep-
tibility would relate to City Council members’ perceptions of 
the potential for injuries on residential streets. The perceived 
severity of the problem would reflect their knowledge of the 
number of deaths and serious injuries that have occurred. Per-
ceived benefits might include reduced frequency of pedestrian 
injuries and satisfied voters. The cost of installing the speed 
bumps and, possibly, the loss of revenue from speeding tickets, 
might constitute perceived barriers to the project. Other suc-
cessful strategies to minimize injuries, such as enacting helmet 
laws for bicyclists, might contribute to beliefs in self-efficacy 
among council members. Finally, the fact that the mayor’s son 
was nearly hit by a speeding car in front of his house may serve 
as a cue to action that motivates Council members to authorize 
the installation of speed bumps. Elements of the Health Belief 
Model are depicted in Figure 11-3•.

Pender’s Health Promotion Model
Nola Pender has developed a nursing model that directs nurs-
ing intervention for health promotion. In the Health  Promotion 
Model, behavior is influenced by individual characteristics and 
behavior-specific cognitions and affect (emotion) that result in 
a commitment to action. Commitment to action results in ac-
tual behavior but may be modified by competing demands and 
preferences (Pender, et al., 2010). Individual characteristics in-
clude personal biological, psychological, and sociocultural fac-
tors that are relevant to the behavior involved. Prior behavior 
in this area is another individual characteristic that influences 
health-promoting behavior. For example, a client who was 

physically active prior to pregnancy will be more likely to en-
gage in exercise after delivery than one who was not.

Behavior-specific cognitions and attitudes include the per-
ceived benefits of and barriers to health-promoting activity as 
well as one’s perceived self-efficacy. For example, the commu-
nity that does not perceive itself as able to cope with the prob-
lem of inadequate housing will probably not take any action 
to resolve the problem. Activity-related affect or feeling states 
related to the behavior, to oneself, or to the situation are also 
important in motivating health-promoting behavior. Interper-
sonal and situational influences are additional factors related 
to cognition and affect that influence behavior. For example, if 
family members support weight loss, a client is more likely to 
stick to a diet. Conversely, low income, a situational influence, 
might adversely affect the client’s weight loss options.

Individual characteristics and behavior-specific cognitions 
and affect may lead to a commitment to health-promoting ac-
tivity. Commitment includes both the intention to act and a 
specific plan of action. Commitment to action should lead to 
performance of the actual health-promoting behavior unless 
there is interference from competing demands and preferences. 
For example, the client’s intention to diet may be subverted by 
a family member’s serious illness and the need to eat in fast-
food restaurants near the hospital.

Although Pender’s model was developed to be used to en-
hance health-promoting behavior with individual clients, it can 
also be applied to population groups. Using the speed bump 
example, individual characteristics might relate to members of 
the City Council or of the community. For example, if members 
of the City Council have young children or live on busy resi-
dential streets, they may be more inclined to take action than if 
they do not. Conversely, if the area of the city requesting speed 
bumps is composed largely of immigrants who rarely vote in 
local elections, Council members may be less likely to respond. 
Prior action may also have a bearing on the Council’s decision. 
For example, if they have taken other “traffic calming” actions 
(approaches to traffic control that are self-enforcing) such as 
installing cameras on traffic lights at busy intersections, they 
may be inclined to install speed bumps as well. If, however, the 
City Council perceives itself to have little control over traffic 
violations, their perceived lack of self-efficacy may lead them to 
decide that speed bumps will have little impact.

Emotional reactions to the problem may have an  influence 
on the Council’s decision as well. If, for example, the most re-
cent death of a child led to rioting or demonstrations outside 
City Hall, or if one of the Council members has had a child 
injured by a speeding driver, action may be forthcoming. 
Again, the City Council would weigh the perceived benefits of 
installing speed bumps (voter satisfaction and fewer injuries) 
against the perceived costs (financial costs of installing the 
speed bumps, need to delay construction of a city park, etc.) 
to decide whether or not to commit to installing the speed 
bumps. Even if the Council votes to install the bumps, instal-
lation may be sidetracked by a subsequent financial crisis or by 

Figure 11-3 elements of the Health Belief Model
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torrential rains that delay construction, both of which would 
reflect situational constraints that impede action to implement 
the  Council’s decision. Elements of Pender’s model are de-
picted in Figure 11-4•.

Population Health Nursing and 
Health Promotion
Use of a health promotion model permits the population 
health nurse to identify factors involved in the health promo-
tion situation and to design health promotion programs that 
address these factors. Use of a model also focuses attention on 
all of the factors that influence health promotion, not just per-
sonal behaviors, and leads to a more horizontal approach to 
health promotion. The 2011 Institute of Medicine report “The 
Future of Nursing: Leading Change, Advancing Health” high-
lighted health promotion as one of the “traditional and cur-
rent strengths” of the nursing profession. Given their focus on 
health, health promotion is an even more critical role for popu-
lation health nurses than for nurses in other specialty areas.

Some research, however, indicates that population health 
nurses’ concept of health promotion is narrowly circumscribed 
and addressed primarily due to their responsibility for health 
education. Little attention is given in the practice of some popu-
lation health nurses to activities related to empowerment of pop-
ulations and social determinants of health promotion capabilities 
(Richard et al., 2010). Some authors have found that additional 
education assists population health nurses to provide behav-
ior change counseling to individual clients (Pfister- Minogue & 
Salveson, 2010), but further attention is needed to prepare them 
for the full spectrum of health promotion activities.

Factors Influencing Health Promotion
In executing their role in health promotion, population health 
nurses must consider a number of important factors that may 
influence the health promotion situation. Four major influ-
ences on health promotion will be considered here:  fatalism, 

readiness for change, health literacy, and the attitudes of health 
professionals toward health promotion.

FATALISM. Fatalism was defined in Chapter 5  as the  belief 
that one’s fate is fixed and that personal efforts can do little to 
affect that fate. Other definitions of fatalism include “a belief in 
a lack of personal power or control over destiny or fate (Drew & 
Schoenberg, 2011, p. 164) or “the general belief that all events, 
and in particular, the actions and occurrences that form an in-
dividual life, are determined by fate” (Espinosa de los Monteros 
& Gallo, 2011, p. 311). Fatalistic beliefs have often been found 
to be associated with lower rates of participation in health pro-
motion, prevention, and screening activities  (Smith-Howell 
et al., 2011).

Such beliefs have also been linked to an external locus of 
control orientation. The concept of locus of control relates to 
one’s perceptions that one’s life and circumstances are primar-
ily under one’s personal control (internal locus of control) or 
under the control of fate or of powerful others (external lo-
cus of control). In the past, fatalism has been seen as a stable 
global belief associated with decisions not to take preventive 
or health-promotive actions (Keeley, Wright, & Condit, 2009). 
People with an external locus of control have been found to 
be more fatalistic and were often perceived as ignorant and in 
need of educational efforts to change their perceptions of self-
efficacy (Drew & Schoenberg, 2011).

More recent research, however, has suggested that fatalism 
is a complex construct that may reflect a population’s response 
to the realities of their life circumstances (Drew & Schoenberg, 
2011). For example, when a population consistently sees its 
members dying from conditions like AIDS in the absence of 
access to effective treatment, it is not unreasonable to develop 
a perception that AIDS is life threatening and that little can be 
done to avoid it or deal with its consequences. Some authors 
have even suggested that fatalistic beliefs may serve a variety of 
functions within a population without interfering with propen-
sities to take action to promote health and prevent illness. Some 
suggested functions include stress relief, uncertainty manage-
ment, sense making, and face saving (Keeley et al., 2009).

A somewhat fatalistic attitude of “what will be, will be” can 
promote acceptance of the future without undue worry thereby 
relieving stress. Similarly, fatalistic beliefs can help to address 
the unpredictability and uncertainty associated with disease. 
For example, it is widely known that smoking is associated 
with lung cancer, but nonsmokers also develop lung cancer. 
Relegating those cases of cancer in nonsmokers to fate can 
serve functions of managing uncertainty and making sense of 
their occurrence. Getting the disease without smoking makes 
sense if it was one’s fate. Finally, fatalism may serve a face sav-
ing function in the presence of existing disease avoiding guilt 
or blame for the development of an illness. If it was my fate 
to develop lung cancer, I do not have to fret about actions I 
might have taken to prevent it but didn’t (Keeley et al., 2009). 
In some recent studies, people have been found to express 

Figure 11-4 elements of Pender’s Health Promotion Model
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highly fatalistic perceptions while simultaneously taking  action 
to promote their health suggesting that fatalism is a much 
more complicated concept than previously thought and its pre-
cise influence on health-related behaviors remains largely un-
known (Flores et al., 2009).

An external locus of control perspective may even serve to 
facilitate health-promoting behaviors. For example, people 
who have strong health care provider control expectations 
or beliefs that health care providers control their health, tend 
to have an external locus of control and hold fatalistic beliefs. 
However, they may also be more likely than those with lower 
health care provider control expectations to follow provider 
recommendations for health promotion and illness prevention 
behaviors (Roncancio, Ward, & Berenson, 2011).

Population health nurses engaging in health promotion ac-
tivities need to consider the potential effects of fatalistic beliefs 
and locus of control on health-related behavior by members of 
the population. Do members of the population have a tendency 
toward fatalism? If so, what is the basis for those fatalistic be-
liefs and do they impede health-promoting behaviors? When 
fatalism has a basis in realistic appraisal of life circumstances, 
efforts to change those circumstances may be more effective in 
fostering health promotion than attempts to change percep-
tions of locus of control or belief systems.

READINESS FOR CHANGE. Involvement in health- 
promoting behaviors often requires a change, either on the part 
of the individual client or the population. However, people only 
engage in change when they are good are ready to do so. The 
smoker, for example, must be ready to quit smoking. Similarly, 
society must be ready to take the steps needed to provide universal 
access to health care or to enforce measures to prevent injury, such 
as seat belt or helmet use. Until the individual or the group is ready 
for change, change to more healthful behaviors will not occur.

The Transtheoretical Model of Change proposes that readi-
ness for change occurs in a series of stages similar to those de-
scribed earlier in discussion of the precaution adoption process 
model. The first stage is one of precontemplation in which 
one is not even thinking of making a change or aware of the 
need for change. In the contemplation stage, one is consid-
ering change and plans to take action within 6 months. The 
third stage involves preparation for the change. In the fourth, 
or action stage, one engages in the new behavior, and in the 
maintenance stage, one integrates the behavior into one’s usual 
routine (Prochaska, Redding, & Evers, 2008).

Population health nurses can use this model to foster 
health-promoting behaviors by determining what stage an in-
dividual or a population is in and then engaging in strategies 
to facilitate movement into the next and subsequent stages of 
change.  Different strategies are appropriate for different stages 
 (Martin et al., 2010). For example, consciousness raising tech-
niques highlight the need for change in moving people from 
the first to the second stage of change. Similarly, emotional 
support and helpful tips for making a change can facilitate the 
action stage. 

HEALTH LITERACy. Health literacy is another factor that 
influences health promotion. Literacy is defined as “a person’s 
ability to read, write, speak, and solve problems at levels needed 
to function in society” (Office of Disease Prevention and Health 
Promotion [ODPHP], 2010, p. 3). Health literacy was defined 
in Chapter 5 , as the extent to which an individual is able to 
obtain, process, and understand health-related information in 
order to make informed decisions about health issues. A health 
literate person is able to use health information “generatively” 
to make decisions in unfamiliar situations. Poor health literacy, 
on the other hand, is associated with emergency department 
use, hospitalization, poor self-reported health, and increased 
mortality. Limited health literacy also affects people’s ability to 
search for health-related information, adopt healthy behaviors, 
and act on health alerts to take appropriate action (ODPHP, 
2012). Only approximately 12% of the U.S. population displays 
proficiency in health literacy. The rest of the population has 
some level of difficulty understanding and completing health-
related tasks (National Network of Libraries of Medicine, 2013).

Health literacy is assessed at several levels, the highest being 
“proficient.” As noted above, only 12% of the U.S. population 
falls into this category. Another 52% of the population has in-
termediate health literacy, while 22% has basic health literacy, 
and 14% are below the basic level. Seventy-seven million peo-
ple in the United States display basic or below basic levels of 
literacy (National Network of Libraries of Medicine, 2013), and  

Health education can be provided to individuals or groups of people.
(WavebreakMediaMicro/Fotolia)
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90% of U.S. adults have difficulty understanding routine health 
information. Health literacy levels are lowest among  Hispanics 
compared to other racial and ethnic groups, persons with low 
educational levels, and the elderly. In fact, two thirds of persons 
over 60 years of age are at or below basic literacy levels and 39% 
has below basic levels (National Patient Safety  Foundation, 
2011).

One’s ability to understand health-related information 
 depends on the complexity or difficulty of the information, the 
individual’s knowledge and skill levels, and his or her motiva-
tion to achieve full understanding. Health literacy is dimin-
ished with lack of understanding of medical terms or basic 
physiology, the inability to interpret numbers or determine 
levels of risk, the fear and confusion generated by receiving a 
serious diagnosis, and the need for complicated care for com-
plex health conditions (ODPHP, n.d.). For many members of 
the population, poor health literacy is complicated by limited 
proficiency in English and the dearth of interpreters in many 
health care settings (National Patient Safety Foundation, 2011).

Population health nurses would assess the literacy levels 
of individual clients and population groups and then design 
health promotion initiatives appropriate to the level of  literacy 
exhibited. Many people today obtain health-related infor-
mation from media-based, rather than print-based, sources. 
Disparities in health literacy, however, are compounded for 
people who do not have access to media such as the Internet 
and various forms of social media. For those who do have ac-
cess to these resources, population health nurses can use the 
strategies outlined in the ODPHP publication, “Health Literacy 
Online: A Guide to Writing and Designing Easy-to-use Health 
Web Sites” (ODPHP, 2010). ODPHP has also created a “Quick 
Guide to Health Literacy” that provides tips for working with 
individuals and populations with low levels of health literacy. 
In addition, ODPHP provides access to a number of other 
 resources to address limited health literacy in the population. 
For further information about the guide and other ODPHP 
 materials, see the resources provided in the External Resources 
 section of the student resources site.

HEALTH PROFESSIONALS’ ATTITuDES TO HEALTH 
PROMOTION. Health professionals’ attitudes toward and 
involvement in health promotion activities also influence 
health promotion behaviors among individual clients and the 
general public. Although health promotion is the primary focus 
of public health professionals, health care providers involved 
in direct care of individuals and families have a role to play as 
well. Lack of time and reliance on written materials can lead to 
poor care and ineffective health promotion, particularly among 
population groups with low literacy levels.

Health care providers may often miss opportunities for health 
promotion in the care of individual clients. For example, Mur-
ray and colleagues (Murray, Lewis, Coleman, Britton, & Mc-
Neill, 2009) found that 394 attempts to quit smoking were made 
among 1805 study respondents, and more than one third of these 
were unplanned attempts. The reason for attempting to quit for 

nearly 30% of this group was the advice of a health professional, 
yet more than half of these attempts received no support in their 
efforts to stop smoking. Providers of care to individuals should 
incorporate evidence-based health promotion strategies into 
their practice on a routine basis. For  further information about 
guidelines for evidence-based strategies from the U.S. Preventive 
Services Task Force, see the resources provided in the External 
Resources section of the student resources site.

Health system factors beyond the activities of individual 
health care providers also influence health promotion behav-
iors by members of the population. A study by the Colorado 
Department of Health indicated that many health insurance 
plans operating in the state were not covering health promo-
tion and illness prevention services recommended by the 
Preventive Services Task Force. For example, considerable 
variability was noted in coverage of and restrictions on screen-
ing for tobacco use and cessation services including pharmaco-
therapy for nicotine addiction. Variability in coverage was also 
noted for obesity screening and counseling services (Colorado 
Department of Public Health and Environment, 2011).

Strategies for Health Promotion
Population health nurses use a variety of strategies to foster 
health promotion at the population level. Four particular strat-
egies will be discussed here: health education; social marketing, 
branding, and tailoring; legislation; and the use of community 
health workers (CHWs). Health education provides the infor-
mation and skills required to make effective health-related de-
cisions. Social marketing and the related concepts of branding 
and tailoring emphasize enhancing people’s motivation to act 
and reflects the view of personal agency. Motivating people to 
actually take advantage of opportunities for physical  activity 
present in the community exemplifies social marketing. 

Social marketing promotes health-related messages.
(Harshmunjal/Fotolia)
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Legislative action, on the other hand, may mandate health 
promotion activities, such as motorcycle helmet use, or create 
conditions conducive to health promotion. Finally, the use of 
community health workers to promote healthy behavior within 
the population capitalizes on the influence of trusted members 
of the community. Often a combination of strategies is most 
effective in achieving health promotion objectives. Each of the 
four strategies is briefly addressed below. 

HEALTH EDuCATION. The first health promotion strategy  
to be addressed is health education. Health education is a par-
ticipatory learning process that enables people to make informed 
decisions about health. The World Health Organization (2014, 
para. 1) defined health education as the use of learning experi-
ences to improve people’s knowledge or change their attitudes 
for the purpose of fostering health.

The primary purpose of health education is to assist cli-
ents in making health-related decisions. Health education may 
equip clients to make any of three types of health-related de-
cisions: decisions about self-care, decisions about the use of 
health resources, and decisions about societal health issues.

Domains of health learning. Different types of learning may 
be required to facilitate health-promotive action. Types of 
health learning have been classified into four learning domains: 
the cognitive, affective, psychomotor, and social interaction 
skills domains (Tones & Green, 2010). A learning domain is 
the category or type of learning desired as a result of the health 
education encounter. The classic taxonomy of learning domains 
included the cognitive, affective, psychomotor, and perceptual 
domains (Bloom, Englehart, Furst, Hill, & Krathwohl, 1956). 
The cognitive domain encompasses intellectual skills related to 
factual information and its application. In the affective domain, 
the focus of learning is on attitudes and values.  Emphasis in the 
psychomotor domain is on the learning of physical manipula-
tive skills (Bastable, 2013). Finally, in the perceptual domain, 
emphasis is on learning to perceive and extract information 
from stimuli. More recent authors have added the social in-
teraction skills domain to address learning that is required for 
communication, persuasion, and influencing others (including 
policy makers) (Tones & Green, 2010).

Taxonomies of learning tasks classify tasks within each of 
the established domains in a hierarchical fashion. In the cogni-
tive and psychomotor domains, learning tasks are arranged in 
order of increasing complexity of intellectual or physical skill 
involved. For example, it requires greater intellectual skill to 
apply a fact to a particular decision-making situation than sim-
ply to recall the fact. Similarly, less skill is required to follow 
printed knitting instructions than to create one’s own pattern. 
Hierarchies of learning tasks in the cognitive and psychomotor 
domains are presented in Table 11-2•.

Tasks in the affective domain are organized in terms of 
the degree to which an attitude or value has been internal-
ized by the learner (Krathwohl, Bloom, & Masia, 1964). For 
example, the student who consistently displays empathy for 

clients is  operating at a higher level of internalization than one  
who merely discusses the importance of empathy in nursing. 
The taxonomy of the affective domain is also presented in  
Table 11-2.

Finally, learning tasks in the perceptual domain are arranged 
in terms of the extent to which the learner is able to extract 
information from a situation by way of perceptual skills. For 
example, a nursing student might notice a few salient charac-
teristics of a family during a first home visit (e.g., cleanliness of 
the home, character of mother–child interactions), whereas an 
experienced community health nurse would derive much more 
information from the same encounter. The levels of a proposed 
taxonomy for the perceptual domain are listed in Table 11-2.

Principles of learning. A number of principles of learning have 
been identified that apply to health education as well as to other 
forms of learning encounters. These principles can be grouped 
as general principles of learning and principles related to the 
health education message and its delivery. The first, and pos-
sibly most important, general principle is that effective teaching 
and learning is based on a need to know and should be preceded 
by an assessment of learning needs. The learning assessment 
should also include an evaluation of readiness to learn. Readi-
ness may be a function of developmental level as well as atten-
tion, motivation, and interest. The second overarching principle 
is one of accountability in which both teachers and learners are 
accountable for achievement of the desired learning outcomes. 
Third, learning should occur in a “safe” environment in which 
the learner is free to make mistakes and to learn from them. In 
addition, effective learning involves action or doing combined 
with reflection on what has been learned. Learners need to be 
actively engaged in the learning process, as learning depends on 
some form of neural activity: seeing, hearing, smelling, feeling, 
thinking, physical or motor activity, or some other kind of ac-
tivity. This means that learning is multi-sensory. People process 
new information with multiple senses, although some people 
may prefer one sensory modality (e.g., visual learning) over an-
other (e.g., auditory learning).

Additional principles of learning reflect its incremental, 
as well as social, nature. Current learning must be integrated 
into past learning experiences with learning accumulated over 
time. In this respect, learning is facilitated by association with 
past learning. Learning is reinforced by repetition, but rep-
etition must occur in circumstances that maintain interest 
and attention. Retention of learning is also influenced by the 
recency and frequency of use of learned information and by ex-
periences of success or failure in the learning encounter. Both 
praise and criticism may affect learning and retention, but may 
do so differently for different people. For example, research 
has indicated that constructive criticism may be more effective 
than effusive praise with confident capable learners, but may 
actually be harmful for less able learners. Balanced feedback 
including mild encouragement and occasional mild criticism 
may be more effective in promoting learning than either ful-
some praise or extreme criticism.
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TABLE 11-2  Taxonomy of Learning Tasks in the Cognitive, Psychomotor, Affective, 
and Perceptual Domains

Domain Learning Tasks and Description

Cognitive •	Knowledge:	Recall	of	facts,	methods,	or	processes
Sample learning objective: Learners will be able to list elements of the food pyramid.

•	Comprehension:	Basic	understanding	of	the	meaning	of	facts
Sample learning objective: Learners will be able to describe elements of the food pyramid in terms of recommended  
servings.

•	Application:	Use	of	abstractions	in	concrete	situations
Sample learning objective: Learners will be able to evaluate their diet in light of the servings recommended for elements of 
the food pyramid.

•	Analysis:	Ability	to	break	concepts	down	into	component	parts
Sample learning objective: Learners will be able to identify the nutrients provided by selected elements of the food pyramid.

•	Synthesis:	Ability	to	combine	parts	into	a	new	pattern	or	whole
Sample learning objective: Learners will be able to incorporate food preferences of a specific ethnic group into a food pyra-
mid tailored to that group.

•	Evaluation:	Judgment	about	the	value	of	information	and	processes	for	specific	purposes
Sample learning objective: Learners will be able to describe the relative importance of incorporating elements of the food 
pyramid in diets designed for prevention or treatment of obesity.

Affective •	Receiving:	Sensitization	to	the	existence	of	a	phenomenon
Sample learning objective: Learners will describe protections for the civil rights of gay and lesbian members of the 
community.

•	Responding:	Low	level	of	commitment	to	behaviors	embodying	a	value,	performance	of	the	behavior	because	of	outside	
constraint
Sample learning objective: Learners will adhere to legally mandated protections afforded to gay and lesbian members of the 
community.

•	Valuing:	Ascribing	worth	to	a	thing,	behavior,	or	value	accompanied	by	fairly	consistent	performance	of	related	behaviors
Sample learning objective: Learners will usually refrain from actions discriminating against gay and lesbian members of the 
community.

•	Organization:	Organization	of	values	in	hierarchical	relationships
Sample learning objective: Learners will be able to apply the value of nondiscrimination to other segments of the  
population.

•	Characterization:	Person	can	be	characterized	by	consistent	behavior	in	keeping	with	a	specific	set	of	values
Sample learning objective: Learners will consistently refrain from discriminatory actions against “undesirable” segments of 
the population.

Psychomotor •	Perception:	Awareness	of	objects	and	the	relationships	among	them
Sample learning objective: Learners will be able to discuss items needed for insulin injection.

•	Set:	Physical,	mental,	and	emotional	readiness	to	act
Sample learning objective: Learners will express willingness to learn insulin injection technique.

•	Guided	response:	Performance	of	an	action	with	instructor	input	and	guidance
Sample learning objective: Learners will demonstrate correct insulin injection technique with instructor coaching.

•	Mechanism:	Performance	of	task	as	a	habit
Sample learning objective: Learners consistently demonstrate correct insulin injection technique.

•	Complex	overt	response:	Performance	of	task	with	a	high	degree	of	skill
Sample learning objective: Learners demonstrate correct insulin injection technique smoothly and rapidly.

•	Adaptation:	Ability	to	adjust	the	skill	to	meet	the	needs	of	new	situations
Sample learning objective: Learners are able to adjust insulin dosage to accommodate increased exercise.

•	Origination:	Ability	to	create	new	acts	or	ways	of	manipulating	materials
Sample learning objective: Learners are able to switch to use of an insulin pump with little difficulty.

Perceptual •	Sensation:	Awareness	of	differences,	or	change,	in	stimuli
Sample learning objective: Nursing students can distinguish an abnormal tympanic membrane from a normal one.

•	Figure	perception:	Awareness	of	an	object	or	phenomenon	as	a	distinct	entity
Sample learning objective: Nursing students can identify the light reflex on a tympanic membrane.

•	Symbol	perception:	Identification	of	pattern	or	form,	ability	to	name	or	classify	an	object	or	phenomenon
Sample learning objective: Nursing students can distinguish a bulging tympanic membrane from a retracted one.

•	Perception	of	meaning:	Awareness	of	significance	of	symbols,	ability	to	interrelate	symbols
Sample learning objective: Nursing students can recognize a bulging tympanic membrane as evidence of possible middle ear 
infection.

•	Perceptive	performance:	Complex	decisions	with	multiple	factors,	ability	to	change	behavior	based	on	its	effectiveness
Sample learning objective: Nursing students can combine evidence of a bulging tympanic membrane, loss of typical tympanic 
membrane landmarks, fever, and ear pain to derive a diagnosis of probable middle ear infection.
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Learning is also social in that we learn best with others or 
from observing the behavior of others. In addition, learning 
is affected, either positively or negatively, by emotional expe-
riences and relationships in the learning environment. The 
emotional effect of a specific learning activity can also influ-
ence retention of learning. We tend to remember best learn-
ing experiences that aroused either highly positive or negative 
emotions. Relationships within the learning context must be 
founded on trust. When the audience is a culturally diverse 
group, health education should be developed and delivered by 
a culturally diverse team including trusted members of the cul-
tural groups involved. Similarly, when the audience involves 
members of previously disenfranchised communities, time will 
be required to create trust and rapport between the target au-
dience and the health educators. Including community mem-
bers in planning health education programs will enhance the 
development of trust and rapport as well as make the program 
more culturally appropriate. In addition, there is a need to rec-
ognize the culturally specific history of the group and how it 
influences health behaviors and readiness for health education.

Learning is also a lifelong endeavor and one continues to 
learn, whether formally or informally, throughout life. Finally, 
the ability to learn may be affected by physiologic factors such 
as fatigue, pain, poor nutrition, and so on. These general prin-
ciples of learning, as well as self-explanatory principles related 
to the health education message and its delivery, are summa-
rized in Table 11-3•.

Assessing health education needs. The health education pro-
cess begins with an assessment of the audience, their health ed-
ucation needs, and the learning environment. When the client is 
a population group, the first task in assessment is to identify the 
target audience. Selection of the target audience may be based 
on level of need, resources available, or probability of success. 
Assessment then proceeds to identifying characteristics of the 
audience that influence the learning situation. The assessment 
can be conducted in terms of the determinants of health in the 
population health nursing model, addressing biological, psy-
chological, environmental, sociocultural, behavioral, and health 
system factors that influence the health education situation. 

TABLE 11-3 General, Message-Related, and Delivery-Related Principles of Learning

General Principles of Learning Delivery-Related Principles of Learning

•	Effective	learning	is	based	on	an	assessment	of	learning	needs	and	
readiness to learn.

•	Information	should	be	linked	to	existing	knowledge.

•	Teachers	and	learners	must	be	accountable	for	achieving	desired	
learning outcomes.

•	Information	should	be	presented	in	fun	and	interactive	ways	to	 
promote integration of concepts.

•	Learning	should	occur	in	a	safe	environment	in	which	mistakes	have	
minimal consequences.

•	Modes	of	presentation	should	allow	sufficient	time	for	group	members	
to assimilate and interact with it.

•	Effective	learning	involves	active	participation	in	the	learning	
 encounter and incorporation of multiple sensory modalities.

•	Messages	should	be	presented	in	clear,	simple	language,	and	should	
avoid professional jargon.

•	Learning	is	incremental	and	new	learning	should	be	associated	with	
and integrated into prior learning.

•	Materials	should	generally	be	developed	at	grade	levels	one	to	two	
grades below the highest grade completed in school and should 
 employ short sentences and simple, one- and two-syllable words.

•	Learning	is	reinforced	by	repetition	that	occurs	in	circumstances	that	
maintain interest and attention.

•	Information	should	be	reinforced	and	repeated	as	needed,	using	
 illustrations as appropriate.

•	Retention	of	learning	is	reinforced	by	recency	and	frequency	of	use	as	
well as by positive and negative feedback.

•	Written	materials	should	use	large	type	fonts	and	a	mix	of	upper-	and	
lowercase letters and should employ ample white space to prevent 
readers from being overwhelmed by content.

•	Learning	is	social	and	occurs	best	in	interactions	with	others. •	Information	in	written	materials	should	be	bulleted	when	possible.
•	Learning	is	influenced	by	emotions	and	requires	trust.	Time	will	be	

required to develop trust with disenfranchised groups before effective 
learning can occur.

•	Written	materials	should	be	reinforced	verbally.

•	Culturally	diverse	teams	should	develop	health	education	programs	
for culturally diverse audiences. Curriculum development should 
 acknowledge and incorporate the distinct culturally specific history 
of the target audience.

•	Multiple	approaches	should	be	used	to	assess	understanding	of	
 content (e.g., questioning, demonstration, etc.).

Message-Related Principles of Learning

•	Messages	personalized	to	the	audience	will	be	more	effective	than	global	or	generalized	messages	suitable	for	mass	dissemination.
•	Health	education	messages	should	include	content	most	relevant	to	the	target	audience,	rather	than	trying	to	cover	all	of	the	related	

information.
•	The	message	should	highlight	important	concepts	relevant	to	the	audience.
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When members of the target audience participate in conducting 
the assessment, the accuracy of the assessment and its relevance 
to their needs are enhanced.

Biological considerations influence both the learning needs 
and the learning capabilities of individual clients or popula-
tions. To learn effectively, clients may need to have reached 
a certain level of physical or psychological maturation. For 
example, small children who have not yet developed abilities 
for abstract thought will need concrete examples of concepts 
to be learned. Similarly, a child who still has poorly developed 
eye–hand coordination will have difficulty learning insulin in-
jection techniques, so teaching will most likely involve parents 
as well. At the other end of the age spectrum, changes associ-
ated with aging may lead to sensory impairment that influences 
learning among older populations. Age or maturation level also 
affects the client’s need for education. For instance, preschool 
children do not need information about menstruation, but 
preadolescent girls do. In addition, clients’ maturational levels 
may influence existing knowledge of a particular subject. For 
example, a group of third graders will probably have a broader 
knowledge of nutrition concepts than preschoolers.

Assessing aspects of physiologic function in the population 
may reveal special needs for health education or impediments 
to learning. For example, a high prevalence of diabetes in the 
population suggests a need for diabetes prevention or self-care 
education, whereas high incidence rates for sexually transmitted 
diseases among adolescents indicate other needs for prevention 
education. Inadequate physiologic function can also give rise to 
impediments to learning. For example, the presence of physical 
disabilities may require specialized approaches to health educa-
tion. Pain, another biophysical factor, may also impede learning.

Psychological determinants can profoundly influence will-
ingness and ability to learn. Attitudes toward health and health 
behaviors can either enhance or detract from the motivation 
to learn. Among clients attending a series of parenting classes, 
for example, those parents who attend only because of a court 
mandate related to child abuse usually benefit less than those 
who attend because they perceive a need for help. Fatalistic be-
liefs discussed earlier may also influence motivation to learn 
and to act on health-related information.

Psychological factors such as stress and anxiety can also 
impede learning, even for those who are motivated to learn. 
Population health nurses can limit the negative effects of psy-
chological determinants by actions designed to decrease stress 
and anxiety. For example, the nurse can create a climate in 
which clients do not feel threatened and in which the nurse 
educator is seen as a source of support rather than a threat. 
The nurse who has children and who teaches parenting classes 
for abusive parents might create such a climate by beginning 
the first session with a description of the frustration the nurse 
sometimes feels as a parent.

Environmental factors should also be considered in terms 
of their effects on learning. Is there adequate lighting for the 
tasks to be accomplished? Is there too much noise? Will clients 

be distracted by other activities occurring in the  learning 
 environment? During a home visit, for example, the nurse 
might ask that the television be turned off before attempting to 
educate a hypertensive client about his or her medication.

Environmental factors may also give rise to the need for 
health education. For example, population groups affected by 
natural disasters may need education on how to purify their 
drinking water to prevent communicable diseases. Similarly, 
health education efforts might be targeted to persons with 
chronic respiratory conditions in areas with significant air 
pollution.

Sociocultural determinants are particularly influential in 
shaping attitudes about health and health-related behaviors. 
Examples and attitudes of those around us influence our will-
ingness to engage in self-care behaviors in addition to affecting 
our attitudes to health issues at the societal level.

Sociocultural factors also influence one’s exposure to health-
related information. People with lower education levels are less 
likely than those with more formal education to have been ex-
posed to prior health education. The education level of the pop-
ulation and of specific target audiences essentially influences the 
nurse’s choice of teaching strategies and content to be presented. 
Health literacy, discussed earlier, is another example of a socio-
cultural factor that influences the health education situation.

Cultural influences on health education with population 
groups include typical communication styles, concepts of time 
and personal space, values, and perceptions of environmen-
tal control. Client life roles and role expectations, which are 
culturally defined, are other factors that may affect interest in 
health education and motivation to learn. When content is per-
ceived to be relevant to the roles one is expected to fulfill, one’s 
motivation to learn is likely to be high. Roles may also influ-
ence one’s ability to attend to health messages. For example, if 
members of the audience are responsible for the care of chil-
dren, they are unlikely to be able to attend educational presen-
tations unless child care is arranged.

Culture may also influence the effectiveness of health educa-
tion in terms of the trust placed in health professionals. Many 
culturally diverse audiences may distrust health professionals 
as a result of past experiences or cultural misunderstandings. 
Language is a particularly important sociocultural consider-
ation in health education initiatives in the United States, where 
in 2010, 21% of the population spoke a language other than 
English at home and approximately 40% of those spoke  English 
“less than very well” (U.S. Census Bureau, 2011). Research has 
indicated that non-English-speakers are less likely than their 
English-speaking counterparts to have a regular source of 
health care and to receive preventive care and may be at higher 
risk for medical error.

Occupation is another social factor that can give rise to 
health education needs. Trash collectors, for example, might re-
quire education related to body mechanics and techniques for 
lifting heavy objects, whereas nurses require information about 
how to handle contaminated needles and other equipment.
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Behavioral factors also influence needs for health education. 
For example, the extent of obesity in the United States suggests 
the need for intensive dietary education. Similarly, smokers 
may need help with smoking cessation and education on al-
ternative ways to meet needs satisfied by smoking. As another 
example, sexually active clients may need education regarding 
contraceptives and safe sexual practices.

Preventive and therapeutic recommendations related to 
health system determinants may precipitate a need for health 
education. For example, clients may need to be educated on the 
correct use of medications or how to keep a sprained ankle im-
mobilized to promote healing. Elements of the health care regi-
men may also influence clients’ abilities to learn. For example, 
pain medication may make a client drowsy and inhibit the abil-
ity to learn material presented. As we saw earlier, the degree of 
emphasis placed on health promotion and health education by 
health care providers and providers’ expertise in using the health 
education process are other health system determinants that 

influence clients’ health-related knowledge and attitudes. Tips 
for assessing a health education situation are presented below. 
In addition, an assessment tool is provided in the  Assessment 
Guidelines section of the student resources site.  Population 
health nurses would use these tools to assess the need for health 
education at individual and population levels and to design 
health education programs that address those needs.

Planning and implementing health education programs. In 
the context of health education, planning involves determina-
tion of the topic to be addressed, content to be covered, teaching 
strategies to be employed, and mechanisms to assess learning. 
Elements of the planning process include prioritizing learning 
needs, developing goals and objectives, and selecting content 
and teaching/learning strategies. Other considerations in plan-
ning and implementing health education programs include lan-
guage and health literacy and the use of the Internet as a teach-
ing medium.

FOCuSED ASSESSMENT Assessing the Health Education Situation

•	 What	is	the	level	of	health	literacy	in	the	population?

•	 What	is	the	primary	language	spoken	by	members	of	the	
target	audience?

•	 Are	there	cultural	beliefs	and	practices	that	are	likely	to	
influence	learning?

•	 Do	the	occupations	of	group	members	give	rise	to	a	need	for	
health	education?

•	 Are	there	other	facets	of	the	social	situation	(e.g.,	SES,	time	
for or transportation to educational opportunities) that may 
influence	health	education?	What	effect	do	these	facets	have	
on	the	health	education	situation?

Behavioral Determinants

•	 Do	health	behaviors	prevalent	in	the	population	give	rise	to	
the	need	for	health	education?

Health System Determinants

•	 Do	local	health	care	providers	emphasize	health	promotion	
and	health	education?	Do	members	of	the	population	have	
access to health care services where they might receive 
health	education?

•	 Does	the	population	have	a	need	for	education	regarding	the	
use	of	health	care	services?

•	 Do	health	care	recommendations	give	rise	to	a	need	
for	health	education?	Are	there	elements	of	the	health	
care regimen that may influence learning abilities (e.g., 
medications)?

•	 Will	attitudes	toward	health	care	services	and	providers	
influence	the	ability	to	learn?

Biological Determinants

•	 What	is	the	age	composition	of	the	target	audience?	What	
learning needs arise from the age and developmental level of 
the	audience?	Will	the	developmental	level	of	the	audience	
affect	the	ability	to	learn	or	the	teaching	strategies	used?

•	 Do	physical	health	problems	in	the	population	give	rise	to	
the need for health education or pose any impediments to 
learning?

Psychological Determinants

•	 Is	the	target	population	aware	of	the	need	for	health	
education?	What	is	the	level	of	motivation	to	learn?	Will	
population attitudes toward health and health behaviors 
enhance	or	detract	from	learning	ability?

•	 Does	the	target	audience	exhibit	levels	of	stress	or	anxiety	
that	will	interfere	with	learning?

•	 Do	fatalistic	beliefs	influence	learning	motivation	or	ability	to	
learn?

Environmental Determinants

•	 Are	there	conditions	in	the	physical	environment	that	give	
rise	to	a	need	for	health	education?	What	effects,	if	any,	will	
the	physical	environment	have	on	learning?

Sociocultural Determinants

•	 What	effects	will	the	learners’	peers	have	on	motivation	to	
learn?

•	 What	is	the	current	education	level	of	the	learners?	What	
prior exposure to health information has the population 
received?
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Prioritizing learning needs. Planning health education pro-
grams begins with prioritizing learning needs. Generally speak-
ing, a learning needs assessment will indicate several areas of 
need, not all of which can be addressed in a single health edu-
cation effort. Prioritization involves determining the relative 
effects of behaviors and risk factors present in the population 
and the benefits to be achieved by changing them. Another 
consideration in prioritizing health education needs is the ease 
with which contributing factors can be changed. For example, 
members of the population may not use seat belts, get too little 
exercise, and fail to obtain periodic mammograms. A change 
to using seat belts would result in the most immediate and dra-
matic benefit to the community and be the easiest of the three 
behaviors to change. For these reasons, the population health 
nurse might first begin with health education efforts in this 
area. Members of the community can help determine priori-
ties, ensuring that topics of greatest interest and relevance to the 
 target audience are addressed. 

Developing goals and objectives. Goal identification involves 
specifying the broad purpose of the health education encoun-
ter. Some authors distinguish between program goals—the 
 intended purpose of the overall health education program—
and educational goals—the learning outcome expected for 
the audience. For example, the program goal for a nutrition 
program might be to prevent obesity in school-age children. 
The educational goal, on the other hand, might be for parents 
to become knowledgeable regarding appropriate nutrition for 
their children.

Objectives describe specific outcomes to be achieved as a re-
sult of the health education encounter. An objective related to the 
nutrition program goal might be that the community incidence 
(number of new cases) of childhood obesity will decline by 50% 

within 2 years. An educational objective might be that parents are 
able to correctly describe the number of servings of each element 
of the food pyramid required by an elementary school student.

Objectives should be stated in measurable terms that al-
low one to evaluate whether the expected results have been 
achieved. Evaluation of outcomes also requires that they be 
specific. For example, an outcome objective such as “reduce 
adolescent tobacco use” is somewhat vague. If one adolescent 
smoker stops smoking, have we met our objective? Similarly, 
an objective to “stop adolescent tobacco use” is not particu-
larly realistic. No matter what interventions are employed, it 
is unlikely that we will ever prevent all adolescents from using 
tobacco. A more realistic, and more measurable, objective for 
tobacco education might be to “reduce the prevalence of to-
bacco use among high school seniors by 50% within 1 year.” As 
stated, the objective provides a target measure for accomplish-
ment (a 50% decline in the number of seniors who use tobacco) 
as well as a time frame for expected accomplishment (1 year 
from program initiation).

Selecting content and teaching strategies. The content se-
lected for inclusion in a health education program will depend 
on its relevance to the target population. Audiences are more 
likely to attend to information that they perceive as highly rel-
evant to their own situations. One must be selective in plan-
ning the content because no audience needs or wishes to learn 
everything about a particular topic that the health educator may 
know.  Going back to the general principles discussed earlier, an 
effective educator chooses the content that is most relevant to 
the target audience.

Selection of teaching strategies will depend on a number of 
factors, including characteristics of the audience, the content 
and objectives to be achieved, program budget, time available, 
cultural appropriateness, and the environment for health edu-
cation. In educating individual clients, health education mes-
sages may make use of tailored or customized communication 
based on the needs and characteristics of an individual learner 
or target audience. For example, cancer screening messages that 
focus on surviving to watch one’s children grow and develop 
will be more effective for parents than for single individuals.

Recently, a number of authors have suggested using highly 
graphic messages in health education initiatives to motivate 
healthful behaviors. For example, truth advertising—focusing 
on making adolescents aware of the tobacco industry’s special 
efforts to target them for smoking initiation—has been as-
sociated with an increase in antitobacco attitudes and beliefs 
among youth  (Hopwood & Merritt, 2011).

Much of the work of population health nurses is directed 
toward educating individuals, families, and population groups 
regarding health promotion. Population health nurses can use 
the educational processes described here to promote healthy 
behavior at all of these levels.

Using media in health education and health promotion.   
Media portrayal of health-related behavior can influence health 

Health promotion messages should be tailored to individual or 
group risks, attitudes, and values. (Tntdesigns/Fotolia)
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 promotion either positively or negatively. For example,  depiction 
of smoking in movies has been linked to smoking initiation 
among youth. In spite of decreases in the extent of smoking depic-
tion in popular movies, approximately 45% of the 137 top-gross-
ing movies in 2010 included on-screen tobacco- related incidents. 
Six members of the Motion Picture  Association of America have 
policies designed to reduce tobacco use in movies, and among 
three of these, the number of tobacco-related incidents in youth-
rated movies decreased by 96% from 2005 to 2010. Decreases 
are less noticeable among independent companies and members 
of the association without tobacco policies (National Center for 
Chronic Disease  Prevention and Health Promotion, 2011).

Media can also be used, however, to support health- 
promoting behaviors in at least three ways. First, media can 
be used for public education (Daniels, Glickstein, & Mason, 
2012). For example, researchers and community members 
collaborated on the creation of a fotonovela, a type of graphic 
novel popular with many Latinos, to promote good nutrition 
in the local  Latino population (Hinojosa, et al., 2011).

Second, media can be used for social marketing, creating 
 motivation to change unhealthful behaviors or to engage in 
healthful ones. Social marketing is discussed in more detail 
 below. Finally, media can be used for media advocacy, which 
is the purposeful use of media messages and approaches to 

Evidence-Based Practice

Effective Health Promotion Strategies
There is a general lack of evidence for the effectiveness of health 
promotion initiatives that is compounded by the reliance on ran-
domized clinical trials (RCTs) as the highest and most credible 
source of evidence. Much of health promotion research, however, 
is population-based, which makes conducting RCTs difficult. 
Conversely, the results of RCTs conducted in rigorously controlled 
settings may or may not be generalizable to the real world of 
population health. In addition, RCTs focus on individual health-
related behaviors and do not account for the myriad social and 
political factors that influence health-promoting behaviors in the 
general population (Carter et al., 2011).

In spite of these difficulties, however, there is some indication 
of the use of evidence-based population level health promotion and 
illness prevention practices. Much of this evidence has been com-
piled by the Community Preventive Services Task Force, an inde-
pendent body appointed by the Director of the Centers for Disease 

Control and Prevention. The Community Preventive  Services Task 
Force was developed as a complement to the U.S.  Preventive 
Services Task Force, which focuses on health promotion and pre-
vention at the individual client level. Thus far, the Community 
Preventive Services Task Force has conducted systematic reviews 
of evidence and compiled recommendations for effective interven-
tions related to topics included in Table 11-4•. For example, com-
munity wide campaigns to promote use of folic acid supplements 
in pregnancy have been found to have a strong evidence base for 
their efficacy. Similarly, the use of sobriety checkpoints has been 
found to be an effective strategy to prevent motor vehicle-related 
injuries (Community Preventive Services Task Force, 2013). For a 
complete description of evidence-based strategies for population 
level health promotion and prevention see the resource provided 
for The Guide to Community Preventive Services in the External 
Resources section of the student resources site.

TABLE 11-4  Topic Areas Addressed by Community Preventive Services Task Force 
Reviews

Adolescent health Mental health
Preventing excessive alcohol consumption Motor vehicle injury prevention
Asthma control Nutrition
Prevention of birth defects Obesity
Cancer prevention and control Oral health
Cardiovascular disease prevention Physical activity
Diabetes prevention and control Social environment
Emergency preparedness Tobacco use
Health communication and social marketing Vaccination
Health equity Violence prevention
HIV/AIDS, other STIs and pregnancy Worksite health promotion

Data from: Community Preventive Services Task Force. (2014). The Community Guide. Retrieved from http://www.thecommunityguide.org/index.html
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promote a social agenda or policy initiative (Daniels et al., 
2012). Media advocacy mobilizes constituents and  stakeholders 
to take action, targets policy makers, and often focuses on 
changing environmental conditions to promote health. For 
example, media advocacy has been used to highlight the un-
healthful effects of junk food availability in school settings and 
has led to restrictions on food and drinks available to students. 
Similarly, a mass media campaign effectively promoted smok-
ing cessation among people exposed to the campaign (Vallone, 
Duke, Cullen, McCausland, & Allen, 2011).

Media depictions can also be used to understand the in-
sights and motivations of particular groups of people. For 
example, Black and Peacock (2011) examined depictions of a 
“strong Black woman script” in media sources popular among 
African American women. The strong Black woman script 
represents efforts to live up to cultural expectations to protect 
their families at the expense of their own needs. They recom-
mended capitalizing on information gleaned from popular 
depictions to develop alternative approaches and to design 
culturally tailored interventions to promote health in this 
population.

The Internet is another medium often used by individual 
clients, the general public, and health care providers as a 
source of health-related information. Using the Internet as a 
medium for health education has both advantages and disad-
vantages. Two general problems that may be encountered are 
inaccurate information and biased information. To address 
these problems, the Health on the Net Foundation (HON, 
2013a), a non-government organization designed to pro-
mote  dissemination of accurate health-related information 
on the Internet, has developed a code of ethics and criteria 
for certification of health-related websites. These criteria in-
clude elements related to authority, complementarity, confi-
dentiality, attribution, justifiability, transparency, financial 
disclosure, and advertising (HON, 2013b). The criteria for 

website  certification are  described in Table 11-5•. Visitors to 
a particular Internet site can also look for the display of the 
HON approval logo or that of other organizations that evalu-
ate health-related websites on the website’s home page. For 
further information about approval organizations, see the re-
sources provided in the  External Resources section of the stu-
dent resources site.

The Internet can be an effective mode of health education 
and health promotion even for persons with low literacy lev-
els. For that reason, the U.S. Office of Disease Prevention and 
Health Promotion (ODPHP, 2010) has developed guidelines 
for the creation of easy-to-use health websites described earlier. 
For further information about the guidelines, see the resources 
provided in the External Resources section of the student re-
sources site. One should keep in mind, however, that people of 
lower socioeconomic status or members of some ethnic groups 
may not have the same access to these modalities as those in 
the dominant society. It has also been suggested that the Inter-
net may be an effective way of disseminating health promotion 
messages to people who do not regularly interact with formal 
health care networks except on an emergency basis (Crilly, 
Keefe, & Volpe, 2011).

Other forms of social media may also be helpful in  fostering 
health promotion. At the same time, such media may impede 
successful health promotion activities by disseminating incor-
rect information. Social media include a set of Internet-based 
tools that enable people to communicate with each other 
in real time (Stokowski, 2011). Applications like My Space, 
 Facebook, Twitter, Instagram, and blogs are examples of so-
cial media. Population health nurses can use social media to 
disseminate health-related information to a wide segment of 
the population, but they must also consider these media as po-
tential sources of misinformation. They should also remember 
that personal postings to social media, if they reflect poorly 
on the nursing profession, can minimize the public’s trust and 

TABLE 11-5 Criteria for Health Website Accreditation

Criterion Description

Authoritative The website indicates the qualifications of contributing authors.
Complementarity The website provides information designed to support or complement, rather than replace, the relationship  

between the user and his or her health care provider.
Privacy The website respects the privacy and confidentiality of information  obtained from users.
Attribution The website cites the source(s) of information provided and provides modification dates for web pages.
Justifiability The website provides balanced and appropriate evidence for any claims regarding the benefits or performance 

of a particular treatment, product, or service.
Transparency The website provides information on the ownership of the site and  provides accessible contact information.
Financial disclosure The website clearly identifies its source(s) of financial support.
Advertising policy The website clearly states whether advertising is included in the site and describes its advertising policy.  

Advertising is clearly differentiated from health-related information.

Data From: Health on the Net Foundation. (2013b). The HON Code of Conduct for medical and health Web sites (HONcode). Retrieved from http://www.hon.ch 
/HONcode/Patients/Conduct.html
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 impede effective health promotion efforts. For this reason, 
nurses using social media as avenues for health education and 
health promotion should take care to present balanced infor-
mation that has a strong foundation in scientific evidence.

Elements to consider in designing effective health-related 
websites and other media include the target audience’s access 
to and ability to use the Internet, their ability to read and un-
derstand printed material, the complexity of the material to be 
provided, and the usability of the website. Media designed for 
people with low literacy levels or limited technology skills will 
need easily navigated sites that contain clear information. Web-
site and other media designers should consider the following in 
developing effective health education media:

•	 People	often	scan	or	skip	large	sections	of	print,	so	bullet	
important points in small, easy to digest segments.

•	 People	may	have	difficulty	spelling	search	terms,	so	an	al-
phabetical index of subjects should also be included.

•	 People	tend	to	focus	on	the	center	of	the	screen	so	important	
messages should be positioned above the mid-point, and 
navigation functions should be positioned in the center or 
on the left.

•	 Too	much	material	overwhelms	users,	so	keep	content	and	
presentation simple.

•	 Many	people	may	lack	navigational	skills,	so	use	step-	by-
step navigational prompts with active “next” and “back” 
buttons.

•	 Media	designers	should	learn	as	much	as	possible	about	
potential users and their goals for use. Cultural and moti-
vational characteristics are particularly important areas of 
information.

•	 Designers	should	write	“actionable”	content	that	highlights	
desired behavioral changes and provides specific actions 
for accomplishing the change. Change is also facilitated by 
 describing the benefits of the change.

•	 Content	should	be	displayed	clearly	on	the	page	in	a	well-
organized format that is easy to navigate.

•	 Engaging	users	with	interactive	content	maintains	interest	
and attention.

•	 The	effectiveness	of	the	site	should	be	regularly	evaluated	
and revised as needed (ODPHP, 2010).

Population health nurses can use this information to create 
effective health-related websites to disseminate health promo-
tion information and to influence population and individual 
health-related behaviors.

SOCIAL MARKETING, BRANDING, AND TAILORING.  
Decisions regarding health-related behaviors occur within a 
social and cultural context, and changes in health behavior re-
quire an understanding of the influences exerted by that con-
text. These social influences on behavior tend to exist in a hi-
erarchy; one is influenced in turn by one’s peer group, one’s 
nuclear and extended family, community norms, and national 
norms promulgated via mass media (Tones & Green, 2010). 
Social marketing, as a health promotion strategy, uses informa-

tion about the factors that influence behavior in specific popu-
lation groups to promote adoption of health-related behaviors 
or elimination of unhealthy behaviors. Social marketing is 
a process designed to change negative behaviors or maintain 
positive ones for the benefit of the individual and the society 
(The NMSC, 2010).

Social marketing involves the use of commercial  marketing 
techniques to achieve a health-related goal. The aim is to use 
commercial marketing principles to address social problems 
rather than generate profit. In essence, social marketing, as 
it relates to health promotion, involves conveying a health- 
related message in a way that is relevant and of interest to a 
particular target audience. The effectiveness of social market-
ing is enhanced by “cultural grounding,” which involves an 
appeal based on the values and cultural beliefs and behaviors 
of the target population. For example, successful antismoking 
campaigns for young people have been based on social mar-
keting principles grounded in adolescent “culture.” Teenagers 
value being part of the group and being attractive to others. 
Social marketing campaigns were directed toward making 
nonsmoking the social norm by emphasizing the unattractive 
aspects of smoking. Other campaigns focused on the adoles-
cent’s need for independence by highlighting the manipulative 
nature of tobacco industry advertising directed toward teens. 
The “Truth Campaign,” designed to make visible the tobacco 
industry’s manipulative strategies, is credited with prevent-
ing 450,000 young people from initiating smoking in its first 4 
years (Hopwood & Merritt, 2011).

A social marketing tool kit developed by the Centers for 
Disease Control and Prevention (CDC, 2010) addresses six 
phases in the social marketing process. The first phase is 
describing the problem to be resolved. The second phase 
involves conducting market research to determine the char-
acteristics of the target audience. The third phase involves 
creating a marketing strategy or plan of action for the so-
cial marketing program. In this phase, the health promotion 
practitioner identifies the target audience to be reached and 
influenced by the intervention. More than one target audi-
ence may be identified based on market segmentation. Be-
havioral goals and strategies to achieve them are developed 
for each target market. For example, the goal of an antito-
bacco campaign for adults might be smoking cessation by 
current smokers. This goal might be expanded in a campaign 
for youth to include cessation by current smokers and non-
initiation of smoking by nonsmokers. Similarly, different 
promotion strategies would be devised for each group based 
on group characteristics and circumstances that influence 
smoking behaviors. The last element in creating the market-
ing strategy is identifying and allocating resources.

In the fourth phase of the social marketing process, the ac-
tual intervention is planned. For example, billboards might be 
designed to convey the message and located where they will be 
seen by specific targeted audiences. Graphic flyers and posters 
might be placed in school settings, and so on. The fifth phase 
involves planning strategies for monitoring and evaluating 
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the intervention, and the sixth phase involves actually imple-
menting the interventions and evaluating their effects. This last 
phase may also include revising the campaign based on con-
sumer feedback. The phases of social marketing are summa-
rized in Table 11-6•. The focused assessment on the next page 
can help to guide development of a social marketing plan.

Although they use similar methods, social marketing and 
commercial marketing differ in a number of respects. The goal 
of social marketing is to promote health-related behavior, while 
commercial marketing is designed to promote the purchase of 
a particular product or service. They also differ in terms of de-
mand. Commercial marketing focuses on “selective demand,” 
the choice of one brand over another competing brand. Social 
marketing, on the other hand, focuses on “primary demand,” 
the choice of whether or not to engage in a behavior that is of-
ten perceived as being counter to one’s self-interest and desires. 
In commercial marketing, the competition is another brand 
of the same product, while in social marketing, the competing 
force is an unhealthful behavior, such as smoking. Finally, the 
two approaches differ in terms of the time involved to witness 
“delivery” on product promises. For example, smoking can al-
most instantly enhance one’s reputation as “cool,” but the ben-
eficial effects of health-promoting behaviors may take decades 
to be noted (Blitstein, Evans, & Driscoll, 2008).

Social marketing is characterized by the concept of ex-
change, the use of research to direct action, and the develop-
ment of a “marketing mix” and positioning strategy. Each 
of these characteristics will be addressed briefly using the 
 example of smoking among adolescents. In social marketing, 

adolescents are being asked to exchange something, in this case 
smoking, for a more healthful behavior, not smoking. The cen-
tral issue is to determine what exchange will satisfy the target 
audience, so that the perceived benefits of the change outweigh 
its costs (Hopwood & Merritt, 2011). For adolescents, being ac-
cepted by the group or being more attractive to others might be 
benefits for which they would exchange smoking.

Social marketing is based on research that describes the tar-
get population, their attributes, interests, and concerns. Using 
our adolescent smoking example, researchers would be inter-
ested in exploring what motivates smoking behavior in teen-
agers. The assessment of the target population is followed by 
research to develop and test marketing messages and strategies 
with the target population, in this case adolescents. The de-
sign of these messages might make use of another marketing 
research strategy, focus groups of adolescents to develop and/
or react to antismoking messages. Finally, research methods 
are also used to study the application and effectiveness of the 
marketing interventions. At this point, antismoking messages 
would be widely disseminated and their effectiveness studied in 
deterring adolescent smoking.

A marketing mix is based on the four Ps of social marketing: 
product, price, place, and promotion (Hopwood &  Merritt, 
2011). The product is the need, service, or desired behav-
ior that the target audience is being asked to adopt (e.g., not 
smoking). Price reflects the cost of or barriers to adopting the 
desired behavior or giving up an unhealthy behavior (e.g., pos-
sible weight gain, irritability, or being thought “uncool”). The 
place element of social marketing is the location where the 
product or service can be obtained (e.g., where smoking cessa-
tion programs or nicotine patches are available) as well as the 
places where members of the target group can be reached. In 
our adolescent smoking example, this might include junior and 
senior high schools, sporting events, or rock concerts. Promo-
tion refers to the communication strategies and messages used 
to motivate members of the target audience to act. This might  
include posters or radio or television messages that present the 
less attractive aspects of smoking (e.g., smoker’s breath, discol-
ored hands and teeth). Promotion strategies include informa-
tion related to the product, price, and place where the product 
or service can be obtained (Hopwood & Merritt, 2011).

Some authors include additional social marketing Ps, such 
as publics (the different audiences for social marketing strat-
egies), partnerships between social and health agencies to 
achieve social marketing goals, and policy that addresses envi-
ronmental changes that promote the desired behavior. A  final 
P involves the “purse strings,” or funding to support social 
marketing strategies (Weinrich, n.d.).

A positioning strategy addresses the price or costs of the 
behavior vis-à-vis the competing behavior. Developing a 
positioning strategy involves identifying the benefits of the 
desired behavior and its costs and comparing them to the 
benefits and costs of the competing behavior. For example, 
smoking and nonsmoking are competing behaviors. The pri-
mary cost of smoking, of course, is death. However, if the 

TABLE 11-6  Phases of the Social 
Marketing Process

Phase Description

1. Problem Description •	Identification	of	the	health	problem	or	
description of the issue to be resolved, 
including contributing factors and the 
target audience for intervention

2. Market research •	Determination	of	characteristics	of	the	
target audience

3. Strategy •	Creation	of	a	tailored	marketing	
 development strategy or plan of action 
for each segment of the target audience

•	Identification	and	allocation	of	
resources

4. Intervention •	Development	of	actual	marketing	design	
messages

5. Monitoring plan •	Development	of	strategies	for		monitoring	
intervention effectiveness

6. Implementation •	Dissemination	of	marketing	messages
•	Evaluation	of	the	effectiveness	of	

 marketing messages

Data from: Centers for Disease Control and Prevention. (2010). CDCynergy lite: 
Social marketing made simple: A guide for creating effective social marketing plans. 
Retrieved from http://www.cdc.gov/healthcommunication/pdf/cdcynergylite.pdf
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target audience is youth for whom death is a distant event, 
focusing on this cost will not prove very effective. Focusing 
on the unattractive aspects of smoking highlights elements of 
the price of smoking that are apt to get the attention of young 
people, who are very conscious of personal appearance and 
attractiveness to others.

Critical elements of social marketing include understand-
ing the competition, understanding the target market, creation 
of a mutually beneficial exchange, and segmenting the market 
and targeting interventions to the specific interests of par-
ticular market segments. Segmentation is the process of iden-
tifying subgroups or segments of the population who share 
certain characteristics that can form the basis for a marketing 
strategy. For example, knowing the particular communication 
channels used by a group can help inform appropriate media 
campaigns. Antismoking information disseminated to young 
people through Facebook and other social media reflects au-
dience segmentation. Another example is the use of a text 
messaging service, SEXINFO, to provide sexual health infor-
mation and referrals to sexually active young people in the San 
Francisco area (Youth+Tech+Health, 2014). Other nontech-
nological strategies might be used for other segments of the 
population, such as older adults who are less computer savvy. 
Segmentation leads to decisions about the most effective use 
of resources and promotion strategies for a particular segment 
of a target population. The Focused Assessment below presents 
some questions to be addressed in designing social marketing 
campaigns.

Branding is a particular application of social marketing 
that endeavors to create an image to which consumers can re-
late and display loyalty. A brand is a set of beliefs or values one 
associates with a product or service when one encounters a 
particular name, mark, or symbol (Evans & Hastings, 2008b). 
For example, the BMW symbol gives rise to connotations of 
luxury, quality engineering, and so on. Branding has been ef-
fectively used in commercial marketing to attract and retain 
customer loyalty to a particular product. As another example, 

the  Virginia Slims brand of cigarettes and branding communi-
cations stating “You’ve come a long way, baby”  conjured visions 
of strong,  independent women who thought for themselves. 
A branding communication is more than an advertisement; it 
is a message designed to associate valued benefits with a spe-
cific product in the minds of consumers (Blitstein et al., 2008). 
 Because of these associations, the particular “brand” becomes 
the preferred choice. Public health practitioners have been chal-
lenged to develop healthy “brands” or behaviors that become 
a preferred choice over unhealthy options (Evans & Hastings, 
2008a). Public health brands are associations that individuals 
hold for healthy lifestyles that make them a better option than 
unhealthy ones (Evans & Hastings, 2008b).

There are three main concepts related to branding: a re-
lationship with the consumer, the value the brand adds to 
the particular product or service, and an exchange with the 
consumer. The relationship to the consumer is grounded in 
a promise of delivery of some good valued by the consumer. 
For example, branding has been used in youth antitobacco 
campaigns, promising increased independence through rebel-
lion against manipulation by the tobacco industry. The value 
added concept includes value beyond the obvious health ben-
efit of the desired behavior. Again, antismoking campaigns 
have capitalized on values of attractiveness (no “cigarette 
breath”) and “being cool” that are of importance to adoles-
cents. Finally, exchange deals with the concept that the behav-
ior or product is worth the cost or effort involved in obtaining 
it. Branding involves creating an aspiration to a desirable 
ideal (being thought attractive), modeling a socially desired 
behavior, such as exercise, and association with an idealized 
imagery, such as an attractive and popular person (Evans & 
Hastings, 2008b).

Branding, attempts to create broad perceptions and asso-
ciations of the desired behavior within populations.  Tailoring, 
on the other hand, is directed toward the individual. A tai-
lored message is specifically focused on promoting behavior 
change in an individual and addresses that individual’s unique 

FOCuSED ASSESSMENT Strategic Questions for Social Marketing 
Design

•	 What	would	make	the	behavior	easier	or	more	desirable?

•	 Who	has	influence	with	the	desired	audience?

•	 What	media	channels	will	reach	the	target	audience?

Data from: Centers for Disease Control and Prevention. (2010). 
CDCynergy lite: Social marketing made simple: A guide for 
creating effective social marketing plans. Retrieved from http://
www.cdc.gov/healthcommunication/pdf/cdcynergylite.pdf

•	 What	is	the	problem	to	be	addressed?

•	 What	behavior	change	is	required	to	address	the	problem?

•	 Who	is	the	audience?

•	 What	are	the	benefit	and	barriers	to	the	desired	behavior?	To	
competing	behaviors?

•	 What	benefits	does	the	audience	desire?

•	 How,	when,	and	where	does	the	behavior	occur?
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 characteristics (Lewis & McCormack, 2008). Tailoring focuses 
on making the message more relevant to a particular individual 
or subgroup within the population. For example, your insur-
ance provider may send you health-related information based 
on the fact that you are of a certain age, ethnicity, and a smoker, 
information gleaned from your health records.

Population health nurses can use the concept of tailoring to 
create individualized health messages to promote health in a 
particular person. This may also be done at a population level 
by creating tailored message libraries. Creating such libraries 
involves the development of an assessment tool to identify de-
terminants of health and behavior in a given individual, devel-
oping messages related to specific determinants, and creating 
tailoring algorithms that link specific messages to determinants 
identified in an assessment. For example, one might use a com-
puterized health-risk assessment that obtains information on 
age, gender, family history of particular conditions, dietary 
habits, alcohol and drug consumption, use of safety precau-
tions, and so on. Then on the basis of the person’s responses, 
specific health-promoting messages would be generated. For 
example, data indicating that one is 16 years old, female, and 
sexually active, might trigger automated messages related to 
prevention of pregnancy and sexually transmitted diseases 
(Lewis & McCormack, 2008).

Population health nurses can use the concepts of social 
marketing, branding, and tailoring to disseminate health infor-
mation and promote healthful behaviors. These strategies can 
also be used to influence policy makers to develop policies that 
promote health and create conditions conducive to healthful 
behaviors.

LEGISLATION. Legislation is another approach to health 
promotion that mandates individual behavior or creates condi-
tions that promote health. For example, a ban on the display 
of tobacco products in stores in Ontario, Canada decreased 
tobacco promotion and youth exposure to tobacco marketing 
(Cohen et al., 2011). Because tobacco has been linked to alco-
hol use, a similar ban on sales and promotion in places where 
alcohol is sold might have similar effects (Jiang & Ling, 2011). 
Legislation with a similar intent was enacted in China man-
dating that filmmakers limit the extent of on-screen smoking. 
The legislation also prohibits identifying a cigarette brand and 
showing smokers in scenes that include teenagers, teens buy-
ing cigarettes, or smoking in places where smoking is banned 
(Currie, 2011).

Legislation has also been used to promote other health- 
related behaviors. For example, state laws mandating seat belt 
use were first passed in 1984. As of 2008, all U.S. states except 
New Hampshire had mandatory seat belt laws. The effects of 
such laws, however, depend on their enforcement. With re-
spect to seat belt legislation, for example, laws may involve pri-
mary or secondary enforcement. Primary seat belt laws permit 
law enforcement officers to issues tickets solely on the basis 
of failure to use seat belts. In states with secondary enforce-
ment laws, tickets for nonuse of seat belts can only be issued if 

 drivers are stopped for some other violation. According to data 
from the 2008 Behavioral Risk Factor Surveillance System, the 
prevalence of seat belt use was higher in states with primary 
enforcement laws (National Center for Injury Prevention and 
Control, 2011). Legislative efforts have also been used to pro-
mote healthier diets by limiting trans fats used in restaurants in 
multiple cities. In 2011, California became the first state to en-
act a statewide ban on trans fats in food establishments  (Assaf, 
2014).

On occasion, legislation may undermine health promotion 
efforts. For example, at the end of 2010, 12 states had legislation 
that preempted local restrictions on smoking. Preemptive state 
legislation prohibits local jurisdictions from enacting laws that 
are more stringent than those of the state. One of the Healthy 
People 2020 objectives calls for a reduction in the number of 
states with preemptive tobacco legislation. From 2000 to 2010, 
the number of states with preemptive tobacco control laws de-
clined from 18 to 12, and most of the change in such laws dealt 
with restrictions on smoking in specific places. Laws in several 
states continue to prohibit local laws related to tobacco adver-
tising and youth access to tobacco products (Office on  Smoking 
and Health, 2011). Legislative mandates may also have un-
intended consequences. For example, increases in cigarette 
taxes in some states have led to decreased levels of smoking, 
but also increased black market sales and decreased tax reve-
nues targeted for smoking cessation programs (Henchman &  
Drenkard, 2014).

Population health nurses can actively support legisla-
tion that promotes health. Using the strategies discussed in 
 Chapter 9 , they can alert law makers to the need for legis-
lation in a particular area. They can also campaign for and 
educate the public about such legislative efforts. In addition, 
population health nurses should keep abreast of legislative at-
tempts to undermine health.

uSE OF COMMuNITy HEALTH WORKERS. The  final 
strategy for promoting health in populations is the use of 
CHWs to disseminate health promotion messages and to fos-
ter health-promoting behaviors in the population. Because of 
the growing shortage of health care professionals, there are not 
enough personnel to meet the needs for health promotion ef-
forts among the population. CHWs can help to fill this gap. In 
2009, the American Public Health Association issued a policy 
statement on the need to employ CHWs to increase access to 
care and reduce health-related inequities in the U.S. popula-
tion. The policy statement called for a systematic approach to 
the use of CHWs and highlighted the need for policy and prac-
tice changes to more fully realize their potential. 

Community health workers (CHWs) are “frontline pub-
lic health workers who are trusted members of and/or have 
an unusually close understanding of the community served. 
This trusting relationship enables a CHW to serve as a liaison 
/link/intermediary between health/social services and the com-
munity to facilitate access to service and improve the quality 
and cultural competence of service delivery” (American Public 
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Health Association, 2009, p. 1). CHWs may be paid staff or 
volunteers working in concert with local health care profes-
sionals. They usually share the ethnicity, language, socioeco-
nomic status, and life experiences of other members of the 
community (Health Resources and Services Administration 

[HRSA], 2011). Generally speaking, CHWs enact one or more 
of several roles and functions as depicted in the Highlights box 
below.

CHWs have been found to be effective in a number of ar-
eas. For example, a systematic review of CHW effectiveness 
found that they contributed to improved disease prevention 
and cancer screening knowledge, improvement in various 
health-related behaviors, improved outcomes for conditions 
such as back pain and asthma, and increased use of some 
types of health promotion services (Viswanathan et al., 2009). 
In another study, incorporation of CHWs from multiple 
community organizations and adding dissemination of im-
munization information to their other responsibilities was 
effective in increasing and maintaining immunization rates 
in New York City (Findley et al., 2009). Promotores, Latino 
CHWs, have also been found to be effective in promoting  
physical activity; improving blood pressure, fitness, and flex-
ibility; improving community resource use; decreasing de-
pression; and increasing community support for physical 
activity (Ayala & the San Diego Prevention Research Center 
Team, 2011). Similarly, peer worker interventions improved 
rates of eye protection use among migrant citrus harvesters 
(Monaghan et al., 2011).

Mutual support groups, a strategy related to the use of 
CHWs, have also been found to be effective in support-
ing health-promoting behaviors. For example, the AMIGAS 
program (a Spanish acronym for “friends, Latina women, 
informing each other, guiding each other, and supporting 
each other against AIDS”) changed gender role perceptions, 
improved self-efficacy for negotiating safer sex and condom 
use, and increased HIV knowledge among Latino women 
in  Miami. The program was based on a similar widely dis-
seminated program among African American women, SISTA 
 (Sisters informing sisters about topics on AIDS) (Wingood  
et al., 2011).

Community health workers have long been used to promote 
health and prevent illness in international venues and have 
proven quite effective. For example, Iranian CHWs reported 
an in-depth understanding of health and factors influencing 
it and executed a wide range of activities related to health in 
rural Iran. They noted the importance of trust-based relation-
ships with the communities served and discussed heavy work-
loads and lack of an effective support system as impeding their 
effectiveness (Javanparast, Baum, Labonte, & Sanders, 2011). 
CHWs are often the mainstay of numerous other international 
health promotion initiatives from use of mosquito netting to 
water purification efforts.

HRSA has identified six health service models incorporat-
ing the use of CHWs. In the first model, the CHWs were lay 
health workers who advocated for members of the popula-
tion, educated and mentored them regarding health issues, 
and served as outreach workers and translators. In the second 
model, CHWs functioned as members of the health care team 
completing tasks delegated by the health care team leader.  

Outreach workers from the community can help to identify and 
address community member’s needs. (EdBockStock/Shutterstock)

Community Health Worker Roles

• Bridging and providing cultural mediation between communities 
and their members and health and social service systems, par-
ticularly by facilitating effective provider–client communication

• Providing culturally appropriate health education and information
•	 Improving	access	and	continuity	of	care
•	 Providing	informal	counseling	and	social	support
•	 Monitoring	and	promoting	treatment	adherence
•	 Advocating	for	individual,	family,	and	community	needs
•	 Providing	direct	services	and	conducting	screening	tests
•	 Monitoring	individual	and	population	health	status
•	 Building	individual	and	community	capacity

Data from: American Public Health Association. (2009). Support for community 
health workers to increase health access and to reduce health inequities. Policy 
Number 20091. Retrieved from http://www.apha.org/advocacy/policy/policysearch/
default.htm?id=1393;	Balcazar,	H.,	Rosenthal,	L.	E.,	Brownstein,	N.	J.,	Rush,	
C. H., Matos, S., & Hernandez, L. (2011). Community health workers can be 
a public health force for change in the United States: Three actions for a new 
paradigm. American Journal of Public Health, 101, 2199–2203. doi: 10.2105/
AJPH.2011.300386

Highlights 
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In the third model, CHWs played the role of health care navi-
gator or care coordinator, assisting clients to negotiate health 
care systems with a focus on improving access to care and fos-
tering appropriate use of services. The fourth type of model 
employed CHWs in screening and provision of health educa-
tion. In the fifth model, CHWs functioned as outreach work-
ers, informing clients of service availability and enrolling them 
in service programs. Finally, some CHWs functioned as com-
munity organizers and capacity builders.

Population health nurses may have a variety of responsi-
bilities with respect to community health workers. As people 
knowledgeable about local communities, they can identify 
community members who may be effective CHWs. Population 
health nurses may also develop and implement curricula to 
train CHWs for their roles in any given project and may super-
vise and monitor their performance. Finally, population health 
nurses may participate in evaluating the effectiveness of CHW 
initiatives. Population health nurses may advocate for the use 
of CHWs to participate in health promotion activities in local 
communities. Likewise, they may use the other strategies de-
scribed here to foster health-promoting behaviors among pop-
ulation groups and to advocate for policies and conditions that 
support health promotion.

Evaluating Health Promotion Programs
Like all population health nursing activities, the effectiveness 
of health promotion initiatives should be evaluated. Several 
authors have noted the difficulty involved in such an evalua-
tion, primarily because it is difficult to determine, when an 
event does not occur, if it would have occurred without the in-
tervention. Another area of difficulty lies in the fact that the 
unit of analysis in community-based health promotion evalua-
tion should be the community, but resource constraints in both 
programs and program evaluations rarely allow participation 
by an entire community. Therefore, one has the problem of 
identifying who in the community was exposed to the program 
and who was not. In addition, the quasi-experimental nature 
of most program evaluations leads to selection effects among 
participants, involving those most interested in a program 
and possibly more highly motivated regarding the particular 
topic. Similarly, evaluation measures may focus on complete 
avoidance of a negative behavior (or always engaging in a 
positive one) and, thus, may miss small gains (e.g., reduction 
in the number of cigarettes smoked versus stopping smoking 
altogether).

In spite of these difficulties, however, health promotion pro-
grams can and should be evaluated. This evaluation may occur 
at different levels. For example, diagnostic evaluation assesses 
the accuracy of the needs assessment on which the health pro-
motion program was based. Formative evaluation, also called 
process evaluation, examines the way in which the program 
was carried out. Finally, summative evaluation may focus on 
program outcome, impact, or both.

Health promotion programs may also be evaluated in 
terms of the extent to which they achieve criteria of empow-
erment, participation, holism, intersectoral collaboration, 
equity, use of multiple strategies, and sustainability (Tones &  
Green, 2010). First and foremost, programs should be em-
powering, allowing beneficiaries to assume control of the 
program. They should also foster participation of the target 
population at all stages of development, implementation, 
and evaluation. Third, they should be holistic, with a focus 
on multiple aspects of health. They should also involve par-
ticipation and collaboration by multiple community sectors 
to achieve desired ends and should be guided by concerns 
for equity and social justice. Effective health promotion 
programs also employ a variety of approaches to achieving 
change.  Finally, the results of effective health promotion pro-
grams are sustainable, with changes that can be maintained 
beyond the initial period of funding.

A number of the Healthy People 2020 objectives reflect 
health promotion efforts, and the relevant targets can be 
used to evaluate the effectiveness of specific health promo-
tion initiatives. Many of the objectives related to the leading 
health indicators emphasize health promotion. For example, 
objectives related to injury and violence prevention include 
reductions in pedestrian deaths on public roads, an objective 
in keeping with our speed bump example earlier in the chap-
ter, as well as increased use of seat belts. Similarly, objectives 
related to nutrition and obesity include increasing the per-
centage of people who eat sufficient fruits and vegetables and 
decreasing fat intake, both of which reflect health promotion. 
Specific objectives and the degree of progress toward their 
accomplishment are included in relevant chapters through-
out this book. For further information on the Healthy People 
2020 objectives and data on their accomplishment, see the 
 resources provided in the External Resources section of the 
student resources site.

Population health nurses are actively involved in health 
promotion and health education efforts with individuals, 
families, and population groups. Table 11-7• describes the 
elements of a health promotion program and considerations 
related to assessing the health promotion situation, planning 
the program, and evaluating its effectiveness. In the table, the 
assessment of factors influencing the health promotion situa-
tion is framed in the context of the determinants of health. The 
program described is an actual population-based health pro-
motion initiative undertaken by population health nursing stu-
dents to promote disaster preparedness in a culturally diverse 
community.

As we have seen, health promotion is more than promoting 
behavior change among individuals or population groups or 
providing health-related information. It also involves activity to 
change the social, political, economic, and/or physical environ-
ment in ways that are conducive to health. Achieving changes 
at these levels requires advocacy and empowerment as well as 
information giving and motivation.
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TABLE 11-7  Elements of a Community Health Promotion Program for Disaster 
Preparedness

Element Considerations

Assessment Biological Determinants
•	Many	older	people	and	families	with	young	children	live	in	the	community.
•	There	are	several	disabled	community	members.

Psychological Determinants
•	There	is	apathy	regarding	family	disaster	preparedness	among	community	residents.
•	Residents	do	not	believe	disasters	are	likely	to	affect	them.

Environmental Determinants
•	The	community	sits	on	a	major	geologic	fault.
•	The	community	is	surrounded	by	dry	canyons	with	potential	for	wildfires.
•	The	community	is	in	a	coastal	area	that	could	be	subjected	to	tsunamis.
•	Many	residences	are	old	and	might	be	heavily	damaged	in	an	earthquake.
•	Most	of	the	residences	are	older	homes	and	rental	units.	Few	of	them	are	equipped	with	smoke	alarms.

Sociocultural Determinants
•	The	community	includes	several	large	groups	of	Hispanic	immigrants	and	Asian	refugees	as	well	as	small	groups	of	

 African Americans, Sudanese and Somali refugees, and older White residents.
•	Many	residents	do	not	speak	English.	Major	languages	spoken	are	English,	Spanish,	Vietnamese,	and	Hmong.
•	Community	income	levels	are	low	and	many	community	residents	have	less	than	a	high	school	education.
•	Most	families	in	the	community	have	little	knowledge	of	disaster	preparedness.
•	Several	homeless	individuals	live	in	makeshift	shelters	in	the	canyons.
•	Fire	department	services	are	central	to	the	community	and	respond	rapidly	to	emergency	calls.

Behavioral Determinants
•	Homeless	persons	living	in	the	canyons	often	cook	over	open	fires,	posing	a	wildfire	hazard.
•	Many	people	in	the	community	smoke,	increasing	the	potential	for	house	fires.
•	Many	of	the	Hmong	population	cook	over	open	braziers	in	their	homes,	increasing	the	potential	for	house	fires.
•	Few	families	in	the	community	have	gathered	supplies	in	the	event	of	potential	disasters.

Health System Determinants
•	Health	care	providers	in	the	community	do	not	routinely	educate	clients	regarding	disaster	preparedness.
•	The	local	health	department	has	concentrated	on	community	response	to	possible	bioterrorist	attacks	and	has	not	 

actively promoted preparation for other types of disasters.
Purpose/goal To increase disaster preparedness among families in the community
Objectives Affective Domain

•	Community	residents	will	demonstrate	an	understanding	of	the	need	for	smoke	detectors	in	homes.
•	Community	residents	will	demonstrate	an	understanding	of	the	need	for	disaster	preparedness.

Cognitive Domain
•	Community	residents	will	be	able	to	identify	critical	supplies	needed	for	disaster	preparedness.
•	Community	residents	will	demonstrate	appropriate	responses	to	specific	emergencies.

Content •	Content	was	chosen	to	address	the	two	types	of	disasters	most	likely	to	occur	in	the	community:	fire	and	earthquake.
•	Information	about	preventing	fires,	responding	to	fires	and	earthquakes,	and	needed	disaster	supplies	was	gathered	

from a variety of sources (e.g., local fire officials, the Internet, Red Cross, and county health department disaster 
divisions).

•	Content	was	reviewed	to	pick	out	the	five	or	six	most	salient	pieces	of	information.
Teaching strategies/
materials 

•	The	project	was	planned	to	be	implemented	as	an	exhibit	at	the	multicultural	fair	held	annually	in	the	community.	This	
fair attracts approximately 10,000 people each year, most of whom are community residents.

•	Because	of	the	fair	venue,	messages	were	developed	for	the	limited	time	people	were	likely	to	spend	at	the	booth.
•	According	to	community	informants,	many	of	the	Hmong	population	were	not	literate,	even	in	Hmong	(which	did	not	

have a written form until recently), so information brochures were developed in English, Spanish, and Vietnamese, and 
 pictorial messages were used for the Hmong population.

•	Pictures	and	samples	of	necessary	disaster	supplies	were	exhibited.
•	Fire	prevention	and	response	coloring	books	were	obtained	from	the	local	fire	department	and	crayons	were	purchased	

and wrapped in sets of three to give out with the coloring books.
•	Posters	indicating	needed	disaster	supplies	and	information	families	should	have	were	created	and	hung	in	the	booth.	
Key	information	was	included	on	refrigerator	magnets	given	to	fair	participants.

•	Donations	were	solicited	for	raffle	prizes	related	to	disaster	prevention	and	preparedness	(e.g.,	smoke	alarms,	flashlights)	
and raffles were held throughout the day to attract fair participants to the booth.
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TABLE 11-7 (Continued)

Element Considerations

Evaluation •	Visitors	to	the	booth	were	asked	to	select	pictures	from	a	collection	of	items	that	they	would	include	in	disaster	prepared-
ness supplies and attach them to a felt board. This was a highly popular activity and although it was designed primarily 
for children, many adults participated as well. Most participants were able to select correct items.

•	Visitors	were	also	asked	what	they	would	do	in	the	event	of	an	earthquake	(get	outside	or	under	a	sturdy	doorway	or	table)	
or a fire (e.g., stop, drop, and roll) and how to prevent fires. Most participants answered correctly.

•	Ideally,	a	community	survey	would	be	conducted	after	the	fair	to	determine	how	many	community	residents		actually	
 collected disaster preparedness supplies or installed smoke detectors, but this was not possible in the time frame 
 available for the project.

Health promotion efforts are critically needed to address the 
increasing cost of health care services for existing illnesses. 
A number of models have been developed to explain health-
promoting behaviors by individuals and population groups and 
to guide health promotion initiatives. Models presented in the 
chapter include the Precaution Adoption Process Model, the 
theories of Reasoned Action and Planned Behavior, the Health 
Belief Model, and Pender’s Health Promotion Model.

Several factors influence the effectiveness of health promotion 
efforts, including fatalistic behaviors, readiness for change, health 
literacy, and the attitudes and behaviors of health professionals 
and health care systems related to health promotion. Four major 

strategies for health promotion were presented in the chapter: 
health education; social marketing, branding, and tailoring; leg-
islation; and the use of community health workers to disseminate 
health promotion messages to selected population groups. The 
process of health education involves assessment and prioritiza-
tion of health education needs, developing goals and objectives 
for health education programs, selecting and implementing 
health education strategies, and evaluating the effectiveness of 
health education programs. Population health nursing involve-
ment in health education, social marketing and related activities, 
legislation, and the use of community health workers in health 
promotion initiatives were also addressed.

CHAPTER RECAP

New legislation in your state has mandated that the majority of 
funds allocated for public health efforts be devoted to health 
promotion activities rather than to care of clients with existing 
health problems. Some of the major health problems encoun-
tered in the state at this time include heart disease, family vio-
lence, and social isolation among the elderly.
1. Which of these issues would be most amenable to health 

promotion efforts? Why?

2. Choose one of the three problems and design a set of inter-
ventions to address it. How might you employ each of the 
four health promotion strategies discussed in the chapter to 
address the problem selected?

3. Discuss the four Ps of social marketing related to the prob-
lem selected. How might you segment your target audience?
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12 Case Management Strategies

Learning Outcomes

After reading this chapter, you should be able to:

 1 Identify client-centered and system-centered goals of case management.

 2 Describe models for case management.

 3 Discuss standards and principles of case management practice.

 4 Analyze legal and ethical issues related to case management.

 5 Identify potential criteria for selecting clients or populations in need of case management.

 6 Assess the need for case management and factors influencing the case management situation.

 7 Discuss aspects of developing and implementing a case management plan.

 8 Describe at least three considerations in delegation.

 9 Describe the benchmarking process and its use in case management.

Key Terms

abandonment

benchmark

case management

delegation

discharge planning

disease management

negligence

negligent referral

resource file

utilization review
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Origins of Case Management

Case management originated with the early settlement houses. When community health nursing 
was initiated at the Henry Street Settlement in 1893, case management became an integral part of 
the services provided. This focus on case management was continued in the home visiting services 
provided by the Metropolitan Life Insurance Company, begun in 1911 with the aim of minimizing 
payment of death benefits and of providing service to the enrolled community. Case management 
was primarily used to eliminate “useless cases” for which participating Visiting Nurse Associations 
were not reimbursed. These early efforts at case management, as we know it today, focused on 
appropriate case selection, early referral to needed services, and discharge when services were no 
longer needed (Buhler-Wilkerson, 2001). Population health nurses assessed the needs of clients 
and their families and linked them to available services as needed. When services were not avail-
able, particularly to low-income clients, they were often provided by the population health nurses 
themselves. The nurses also worked with public and private agencies to create systems of care to 
which clients could be referred.
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ow Screening for Perinatal Depression

Federal funding for perinatal care received by a local clinic mandated routine depression 
 screening in pregnant women seen in the clinic. Screening was being provided for English- and 
 Spanish-speaking clients, but not for Arabic-speaking Iraqi Chaldean immigrant women due to 
language barriers. Dr. Kathy McCarthy, a family nurse practitioner and nurse midwife working in 
the clinic, arranged to have the depression screening instrument translated into Arabic, using a 
standard translation and back translation process. She then arranged for the resulting translation 
to be reviewed by a focus group of Iraqi Chaldean women to assure its meaning and cultural sensi-
tivity. Kathy also arranged for an Arabic-speaking nursing student to administer the screening tool 
to pregnant Iraqi women seen for perinatal services.

Unsurprisingly, given their history of past repression and immigration, nearly two thirds of the 
women exhibited significant signs of depression. Unfortunately, there were limited resources avail-
able in the community to meet their needs, again primarily due to language barriers. Dr. McCarthy 
worked with several local providers and a social service agency dealing with the Iraqi immigrant 
population to create a referral network for those women who screened positive for depression.

Until recently, case management continued to be 
practiced rather informally as coordination of care 
provided to clients of population health nurses and 
a few other health care providers. Now, case man-

agement is perceived as a formal discipline with principles that 
cut across multiple providers and settings. Case management 
practice in general exhibits two key features: provision of an in-
terface between clients and needed services and assuring that 
services provided meet reasonable standards of quality and 
support achievement of important health-related outcomes 
(Commission for Case Manager Certification, n.d.b). These key 
features lead to achievement of three related overall goals for 
case management. The first outcome is the ability of clients and 

their caregivers to progress toward health-related goals within 
the constraints of available resources (American Case Manage-
ment Association [ACMA], 2014).

For individual clients and their families, case manage-
ment ensures effective coordination of care and helps to 
reduce the confusion and complexity of the health care sys-
tem. The case manager can assist the client to obtain needed 
services in the most acceptable and affordable settings. Case 
management, if effectively performed, also results in im-
proved client health outcomes in many instances.  Effective 
case management focuses attention on all of the client’s 
health needs to minimize the development of other health 
problems. In addition, case management provides clients 
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with continuity of care and a regular and consistent source 
of assistance with health needs.

The second goal of case management operates at a systems 
level and reflects improvement in the overall effectiveness of 
health services through collaboration and coordination de-
signed to promote appropriate use of services and reduction 
of duplication, gaps, and barriers to service (ACMA, 2014). At 
the health system level, case management emphasizes service 
delivery in the least expensive setting possible, thereby limit-
ing the overall cost of health care. System-centered goals focus 
on equitable resource allocation, decreased utilization, and cost 
containment while maintaining service quality. Additional 
system-centered goals include decreased fragmentation of care 
provided in the most efficient manner. Effective case manage-
ment minimizes hospitalization for needs that can be dealt with 
in community practice settings. For clients who do need hos-
pitalization, case management may shorten the length of stay 
and prevent subsequent readmissions by adequately addressing 
continuing health care needs after discharge. The cost of health 
care is also minimized when case management eliminates du-
plication of services. The third goal of case management is to 
promote the client’s right to self-determination (ACMA, 2014). 
Table 12-1• summarizes client-centered and system-centered 
goals and benefits of case management.

Defining Case Management
Case management is a collaborative process between the case 
manager and the client and his or her family designed to iden-
tify and meet health care needs through quality, cost-effective 
services (CMSA, 2010). This definition highlights two key el-
ements of case management: quality and cost- effectiveness. 
Case management activities are designed to provide qual-
ity care to achieve designated health outcomes at the least 
 possible cost.

The definition provided at left implies that case manage-
ment is necessarily directed toward individual clients and their 
families. Case management also occurs at the population level, 
however. When directed toward specific client populations, 
it is often referred to as population health management, a set 
of services and interventions that address the health needs of 
a particular targeted population. Key components of popula-
tion health management include identification of the popula-
tion, assessment of population health needs, risk stratification 
for those most in need of services, engagement and commu-
nication, health management interventions, and outcomes 
measurement. The goal of population health management 
is to maintain or improve the health of a group of individu-
als through cost-effective, tailored interventions that address 
health promotion and illness prevention, risk management, 
care coordination, and disease management.

Population health management may be viewed from two 
perspectives. In the public health perspective, population 
health management refers to promotion and maintenance of 
health in a geographically defined population. From a health 
care delivery system perspective, population health man-
agement addresses the health needs of the population that 
receives services from the system (Hacker & Walker, 2013), of-
ten those enrolled in a particular delivery system or groups of 
clients that consume excessive levels of system resources (e.g., 
people with congestive heart failure or diabetes) (Murphy, 
McGready, Griswold, & Sylvia, 2014). Case management for 
groups of people with a common high-cost diagnosis is often 
referred to as disease management. In both public health and 
health system perspectives, population health management 
necessitates a change from an illness orientation to a wellness 
focus (Hacker & Walker, 2013). Studies have indicated that 
population health management approaches decrease health 
spending as well as improve health status in the populations 
affected (Rust et al., 2011).

TAbLe 12-1  Client-Centered and System-Centered Goals and benefits of Case 
Management

Client-Centered Goals/benefits System-Centered Goals/benefits

•	Access	to	quality	sources	of	needed	care	over	a	continuum	of	services
•	Access	to	acceptable	and	affordable	health	care	services
•	Continuity	of	care	and	consistent	source	of	assistance
•	Better	coordination	of	care
•	Assistance	in	negotiating	a	complex	health	care	system
•	Attention	to	multiple	health	needs
•	Attainment	of	positive	health	outcomes
•	Ability	to	function	independently
•	Prevention	of	deterioration
•	Reduced	risk	and	need	for	acute	care	services
•	Adjustment	of	client	and	family	to	illness	states
•	Improved	quality	of	life
•	Increased	satisfaction	with	care
•	Empowerment	and	self-determination

•	Cost	containment	and	cost-efficiency
•	Minimization	of	hospitalization	and	rehospitalization
•	Reduced	duplication	and	fragmentation	of	services
•	Decreased	service	utilization	and	elimination	of	inappropriate	care
•	Effective	resource	allocation
•	Earlier	discharge
•	Better	communication	among	agencies	and	providers
•	Integrated	service	delivery	and	ease	of	transfer	among	agencies
•	Increased	access	to	services
•	Decreased	paperwork
•	Reduced	time	for	authorization	of	services
•	Increased	client	satisfaction
•	Increased	professional	satisfaction
•	Financial	viability

M12_MARY9591_06_SE_C12.indd   287 06/09/14   6:42 PM



288  Unit 3 Population health nursing Strategies

Health maintenance organizations and other managed care 
systems often engage in population health management to pro-
mote the health of their membership and decrease their health 
care costs. Examples of population health management include 
risk reduction strategies such as providing smoking cessation 
services and reminders of the need for mammograms, pap 
smears, and other screenings designed to promote early detec-
tion and prompt treatment of disease. These types of activities 
are likely to become more salient with Affordable Care Act re-
quirements for health care institutions receiving federal funds 
to conduct community needs assessments that go beyond an 
enrolled group of clients and to engage in activities to address 
those needs (Hacker & Walker, 2013).

Case Management Models
A number of models of case management have been devel-
oped and will be briefly discussed here. Two such models or 
approaches to case management are linked models and inten-
sive case management models. In linked models, case man-
agers make referrals for services to independent services and 
networks. In intensive case management models, the majority 
of services needed by clients are offered by a single organiza-
tion, often the organization that provides the case management 
services (Vroomen et al., 2012). Case management by popula-
tion health nurses would typically be based on a linked model, 
whereas case management services within a hospital system 
would usually employ an intensive case management approach.

The New York State Department of Health (2013) distin-
guished two levels of case management services for  clients with 
HIV/AIDS: supportive case management and comprehen-
sive case management. These two levels are also  appropriate 
to groups of people with other conditions such as diabe-
tes,  hypertension, and so on. Supportive case management 
 addresses immediate discrete service needs and involves short-
term service provision. Comprehensive case management is a 
proactive model of service for people with complex needs who 
require long-term service. The goal of comprehensive case 
management is to decrease the need for extensive services as 
well as to deal with a broad array of client problems.

Offredy, Bunn, and Morgan (2009) also described a tiered 
case management system comprised of three levels. The first 
level is designed to provide self-care support for the bulk of the 
population needing services (e.g., patients with diabetes, preg-
nant teenagers). The second level of case management involves 
high-risk disease management and might be appropriate for 
brittle diabetics or women with high-risk pregnancies who re-
quire more intense services and more frequent monitoring. The 
third level addresses care of clients with complex needs who re-
quire a broad array of services (e.g., a client with diabetes who is 
also homeless and has a problem with substance abuse).

Another way of distinguishing case management mod-
els is in terms of the provider of case management services. 
 Disease-specific case management is often provided by a nurse 
with expertise in a particular area (e.g., diabetes or cardiovascular 

disease) who provides both direct care related to management 
of the disease as well as education, advice, and  referral for other 
needed services. A team-based approach, on the other hand, 
involves services by a multidisciplinary team with a designated 
coordinator (who is often a population health nurse) (Offredy 
et al., 2009). These two approaches may also be referred to as in-
tegrated or collaborative models. In an integrated model, a single 
case manager performs all of the case management functions 
related to care of clients as well as  system-level functions (such 
as dealing with reimbursement and billing issues). A collabora-
tive practice model separates the clinical and business functions 
of case management and may incorporate the efforts of multiple 
providers to meet client needs (Case Management’s Day, 2011).

Case management activities may be performed by popula-
tion health nurses as employees of agencies providing services 
to clients and population groups, as self-employed case manag-
ers, or as employees of case management services. Population 
health nurses may also function as single case managers or as 
part of a multidisciplinary case management team, often serv-
ing as the coordinator of team activities.

Standards and Principles of Case 
Management
The Case Management Society of America (CMSA, 2010) has 
developed a set of standards for case management practice. 
For further information about the standards document, see 
the resources provided in the External Resources section of 
the student resources site. In addition, The Commission for 
Case Manager Certification (CCMC) has developed a “Code of 
Professional Conduct for Case Managers” (CCMC, 2009) and 
provides mechanisms for certification for individual case man-
agers (CCMC, n.d.a, n.d.b).

Within the standards document, CMSA has identified 
guiding principles for case management practice. First and 

Global Perspectives

Case management is widely practiced by nurses and other profes-
sionals in the United States, but is a newer phenomenon in other 
countries. Examine the international nursing literature. Where is 
nursing case management being implemented? Who provides case 
management services? How does its implementation differ from 
case management in the United States? Are there elements of case 
management in other countries that might improve U.S. case man-
agement services? Some sources included in the reference list for 
this chapter to get you started include the following: Goga and Muhe 
(2011); Grange (2011); Klaske, W., Annema, C., De Keyser, J., and 
Middel, B. (2010); Lam at el. (2010); Olbort et al. (2009); Setoya, 
Sato, Satake, and Ito (2001); and  Thurman et al. (2010).

Case Management Around  
the World

M12_MARY9591_06_SE_C12.indd   288 06/09/14   6:42 PM



chaPter 12 case Management Strategies  289

foremost, case management should be client-centered and 
collaborative. Case management activities focus primarily on 
meeting the needs of individual clients and their caretakers 
or on a specific client population. Collaboration should oc-
cur with clients and their families as well as with members of 
a wide variety of health care disciplines. This involves facili-
tation of self-determination and self-care on the part of indi-
vidual clients or populations served as well as incorporation of 
a determinants of health perspective. Another principle is that 
case management is comprehensive and holistic, incorporating 
health promotion, illness, prevention, and risk mitigation as 
well as care for existing health and psychosocial problems. Case 
management activities vary with the intensity and type of client 
needs for service. Effective case management also incorporates 
cultural competence based on recognition of and respect for 
diversity. Furthermore, case management strategies and in-
terventions should be evidence-based and creative and should 
promote optimal client safety.

Case management incorporates principles of behavioral 
change and requires effective communication between case 
manager and client and among various providers. Case manag-
ers link individuals or populations with needed community re-
sources and assist them in navigating the health care system to 
promote quality care and to achieve optimal health outcomes. In 
addition, case management should be based on an ethical frame-
work incorporating client advocacy, as needed, at either the in-
dividual client or population level. Case management should 
promote achievement of quality outcomes as well as the mea-
surement of those outcomes and should foster compliance with 
federal, state, local, and organizational rules and regulations. 
 Finally, case management should be undertaken by case manag-
ers who pursue excellence and maintain competence in practice. 
These principles are summarized in the Highlights box at right.

Competencies and Functions  
of Case Managers
Effective case management practice requires possession of 
certain competencies including expert clinical knowledge and 
knowledge of available community resources. Case managers 
must possess the critical thinking skills needed to incorporate 
evidence-based practice strategies as appropriate to a given 
situation. They also need to have an understanding of organi-
zational, legal, and professional standards delineating practice 
and reporting requirements and the ability to operate flexibly 
and creatively within the constraints of available resources and 
existing protocols and policies. Additional competencies in-
clude cultural sensitivity and the ability to engage in respon-
sible and ethical advocacy that balances joint accountability to 
clients and to health care systems. Skill in delegation and refer-
ral are also required and will be discussed in more detail later 
in this chapter. Finally, competent case managers exhibit self-
awareness and communication skills that enable collaboration 
at multiple levels. These competencies are summarized in the 
Highlights box on page 292.

The role functions of case managers vary to a certain extent, 
based on the case management model employed; however, 
there are some generalizations that can be made regarding the 
roles played and functions performed by case managers across 
systems. Typical functions of case managers and examples of 
related activities for both individual- and population-level case 
management are summarized in Table 12-2•. General func-
tions delineated by the Case Management Society of America 
(2010) include conducting a comprehensive needs assessment, 
including assessment of health literacy; planning to maximize 
health care responses, quality of care, and cost-effective out-
comes; facilitating communication and coordination of care; 
educating clients and others; empowering clients; and encour-
aging appropriate health care utilization. Additional functions 
include assisting clients in care transitions, promoting self-
advocacy and self-determination, and advocacy for clients and 
health care systems.

Principles of Case Management
•	 Case	management	is	client-centered	and	collaborative.

•	 Case	management	focuses	primarily	on	meeting	clients'	
needs.

•	 Case	management	facilitates	self-determination	and	
self-care.

•	 Case	management	addresses	a	variety	of	determinants	of	
health.

•	 Case	management	is	comprehensive	and	holistic.

•	 Case	management	activities	vary	with	the	intensity	and	type	
of care needed by clients.

•	 Case	management	is	culturally	competent,	based	on	
recognition of and respect for diversity.

•	 Case	management	is	evidence-based	and	creative.

•	 Case	management	promotes	optimal	client	saftey.

•	 Case	management	incorporates	principles	of	behavior	
change.

•	 Case	management	requires	effective	communication.

•	 Case	management	links	clients	with	needed	community	
resources.

•	 Case	management	assists	with	navigating	the	health	care	
system.

•	 Case	management	is	based	on	an	ethical	framework	and	
incorporates client advocacy as needed.

•	 Case	management	promotes	achievement	and	measurement	
of quality outcomes.

•	 Case	management	fosters	compliance	with	federal,	state,	
local, and organizational rules and regulations.

•	 Case	management	is	performed	by	case	managers	who	
pursue excellence and maintain competence in practice.

Highlights
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Competencies of Effective Case Managers
•	 Expert	clinical	knowledge

•	 Knowledge	of	available	resources

•	 Critical	thinking	skills	in	the	application	of	evidence-based	
practice strategies

•	 Understanding	of	organizational,	legal,	and	professional	
standards

•	 Flexibility	and	creativity

•	 Cultural	competence

•	 Advocacy	skills

•	 Ability	to	balance	joint	accountability	to	clients	and	health	
care systems

•	 Delegation	skills

•	 Referral	skills

•	 Self-awareness

•	 Communication	skills	that	promote	collaboration

Highlights 
The Case Management Process
The process of case management is similar to the nursing pro-
cess with a few additional components (CMSA, 2010). Part 
of the assessment component in case management involves 
identification and selection of clients who will benefit from 
case management services. This process is often referred to as 
“intake” and involves screening clients, determining priori-
ties, and determining eligibility for case management services. 
This preliminary assessment is followed by a more in-depth 
assessment to identify specific client problems, needs, and 
desired outcomes of service. The next step in the process is 
the development of a case management plan to provide or ar-
range for the needed services in the most cost-effective set-
ting. Planning is followed by implementation of services and 
coordination of an array of services by the case manager. 
Both implementation and outcomes are evaluated from a pa-
tient or population perspective and modifications are made 
to the plan of care as needed. The case management process 
concludes with disengagement and termination of services 
(CMSA, 2010). Elements of the case management process are 
summarized in the highlights box on the next page.

TAbLe 12-2 Case Manager Role Functions

Role Function Description

Needs assessment Identifies the needs of individual clients or population groups
Individual example: Identifies the needs of a pregnant teenager from a holistic perspective
Population example: Identifies the service needs of pregnant teens as a population group

Planning to meet needs Develops a plan of care in collaboration with the client, caregiver, and other providers to maximize health 
 outcomes and minimize costs of care
Individual example: Develops an evidence-based asthma management plan that addresses environmental triggers 
in	conjunction	with	client	and	family	members
Population example: Assists in the development of comprehensive health promotion, illness prevention, and 
 treatment services for children with asthma

Facilitating communication Facilitates communication among health team members and between the health care team and the client and 
family
Individual example:	Explains	the	plan	of	care	for	medical	management	of	a	child's	asthma	to	the	child	and	family	
members
Population example: Conveys the needs of a client population to local social and health services agencies

Coordinating care Arranges seamless care across systems and agencies to meet individual client or population needs; makes referrals  
to needed services; serves as liaison to community agencies
Individual example: Arranges for transfer of client records from primary care provider and hospital to home health 
agency
Population example: Helps to negotiate provision of counseling services by the County Mental Health Agency for 
clients with HIV/AIDS receiving care at a local hospice

Educating clients and others Educates clients, families, health care providers, and the public regarding health issues and interventions to 
 promote informed decision making
Individual example: Educates a child with asthma and his or her family on use of a rescue inhaler
Population example: Educates teachers and school administrators on the relationship between asthma and 
 exercise and the need for use of inhalers prior to physical activities

Empowering Empowers individual clients and populations to problem solve and engage in self-advocacy
Individual example: Assists an elderly woman who is not yet able to function independently to negotiate an 
 extension of home care services
Population example: Assists a group of low-income elderly in the community to negotiate low-cost assistance 
with household tasks from students of a local high school
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ethical and Legal Issues in 
Case Management
Ethical issues in case management arise out of limited resources 
in the face of an increasing need for health care services. Other 
sources of issues arise from the constraints imposed by restric-
tions in insurance coverage of health care services needed by 
individual clients and population groups and restrictions on 
payment for case management services themselves.

Limited resources lead to concerns with the fair allocation 
of resources based on elements such as age, gender, socioeco-
nomic status, and so on. A related concern is the appropriate 
time frame for providing care. For example, case managers 
may try to minimize service frequency to allow them to pro-
vide services over a longer period of time, based on anticipated 
client needs. Other ethical concerns relate to client autonomy 
and their right to refuse services or to engage in unhealthful 

behaviors. Case managers may also be faced with the need to 
violate system rules to meet clients’ needs, providing services 
appropriate to client needs given resource constraints.

Although many of the legal and ethical issues in case man-
agement are common to other aspects of population health 
nursing, some warrant special attention. These issues include 
confidentiality, denial of services, abandonment, breach of con-
tract, negligence, and reportable events. With respect to confi-
dentiality, the CMSA (2010) noted that the case manager must 
comply with all relevant national, state, and local regulations 
and employer policies regarding patient privacy while acting in 
the client’s best interests. The issue of confidentiality has two 
aspects in case management. The first is the need for client per-
mission to make contacts and arrangements for services on the 
client’s behalf. The case management plan should be presented 
to and agreed upon by the client before any further action is 
taken. The second aspect of confidentiality relates to unau-
thorized disclosure of information about the client. To avoid 
a breach of confidentiality in this area, the population health 
nurse case manager should inform clients of the need to share 
information with others and obtain client authorization before 
doing so.

Denial of services includes failure to provide services that 
are not deemed necessary or for which the client is not eligible. 
Wrongful denial of services involves decisions not to provide 
care that are arbitrary and are not based on medical informa-
tion related to need. Population health nurses often find them-
selves in the position of advocating for clients who have been 
denied services. For example, a school nurse may need to con-
vince school officials of the need for a learning disability as-
sessment for a student who is performing poorly in school. At 
the population level, the same school nurse may advocate for 

TAbLe 12-2 (Continued)

Role Function Description

Encouraging appropriate use 
of health services

Educates individual clients and population groups for appropriate use of health care services
Individual example: Educates parents of a child with asthma on valid indicators for emergency department use
Population example: Educates a group of clients with diabetes on control measures to prevent unnecessary 
hospitalizations

Assisting with transitions to 
other levels of care

Assists with smooth transitions between elements of the health care system
Individual example: Develops a discharge plan for an elderly woman leaving the hospital after repair of a hip 
fracture
Population example: Develops procedures and processes for transferring clients from acute to home care services

Promoting self-advocacy and 
self-determination

Encourages individual clients and population groups to voice their needs and concerns about care
Individual example: Encourages a Hispanic client with diabetes to request a referral to a dietician familiar with 
ethnic food preferences
Population example: Assists clients of a local health agency who are dissatisfied with services to arrange a 
 meeting with agency administrators to voice their concerns

Joint advocacy Attempts	to	balance	the	needs	of	clients	with	those	of	health	care	delivery	systems,	giving	priority	to	clients'	
needs when conflicts occur
Individual example: Explains to a client who is capable of attending an out-patient physical therapy program why 
home therapy is no longer warranted
Population example: Promotes legislation to mandate insurance coverage of in-home physical therapy for clients 
who are homebound or lack transportation to access out-patient services

Elements of the Case Management Process
•	 Intake

•	 Assessment	of	needs,	problems,	and	outcome	goals

•	 Development	of	the	case	management	plan

•	 Implementation	of	the	plan	and	coordination	of	activities

•	 Monitoring	and	evaluaton	of	outcomes

•	 Modification	of	the	plan	as	needed

•	 Disengagement	and	termination	of	services

Highlights 
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changes in referral procedures that make disability assessment 
more accessible to all children in need. In the latter instance, 
the school nurse is engaging in population case management, 
whereas advocacy for a specific child would be part of individ-
ual case management.

Abandonment occurs when a health care provider termi-
nates services to a client with continuing needs without  notifying 
the client or arranging for services from another provider. 
 Although population health nurse case managers may  encounter 
situations in which services need to be terminated (e.g., in the 
face of client failure to comply with the treatment plan), the 
nurse should make every effort to avoid abandonment. It may 
be helpful to develop a contract with clients indicating both case 
manager and client responsibilities with respect to the case man-
agement plan. In addition, the case manager should carefully 
document both positive and negative aspects of the client’s re-
sponse to case management services and continued efforts to en-
list client cooperation. Although abandonment is a term that has 
legal implications in the care of individual clients, the concept 
of abandonment may also apply to population groups. For ex-
ample, population health nurses may need to assist communities 
to find ways to meet the needs of low-income families for child 
care when after-school program budgets are cut.

Breach of contract occurs when a managed care organiza-
tion drops a client from the plan without adequate justification 
or when the system fails to pay for care that should be covered 
by a plan. Breach of contract, in the legal sense, applies to care 
of individual clients, although communities might be said to 
breach an unwritten contract with citizens when they discon-
tinue needed service programs.

Several types of negligence also pose legal and ethical is-
sues in case management. Negligence is the failure to act in 
a situation as a reasonably prudent nurse would if faced with 
the same situation. Wrongful denial of services could be con-
sidered a form of negligence at the system level. Other types 
of negligence include negligent actions on the part of the case 
manager or other providers and negligent referrals. Failure of 
a local health department to provide effective communicable 
disease control programs could be considered an example of 
negligence at the population level.

Nurse case managers may also be held legally liable for neg-
ligent referrals. A negligent referral may be one that is inap-
propriate and results in harm or injury to the client or a failure 
to make a referral when one is warranted. Case managers can 
prevent negligent referrals by investigating the providers or 
agencies to which they refer clients in terms of licensure and 
relevant accreditation, client outcomes data, billing practices, 
insurance coverage, and malpractice information. A second 
tactic to prevent negligent referrals is to provide the client with 
several provider options rather than making a single referral. 
Finally, the case manager should follow up on the outcomes of 
referrals made.

The last legal issue to be addressed here is reportable events. 
Like all nurses, nurse case managers have a legal mandate to 
report the occurrence, or even the suspicion, of certain kinds 

of events. These include child and elder abuse and, in some 
 jurisdictions, intimate partner violence. Other reportable 
events include violent injuries, specific communicable diseases, 
and coroners’ cases. Nurse case managers should be aware of 
what events (particularly what communicable diseases) are 
considered reportable in their area and should also let clients 
know of the need to report such events when they occur.

Case Management and Health 
Care Reform
The focus of the Affordable Care Act on health promotion and 
illness and injury prevention will make population health man-
agement even more important than it currently is. A number of 
key provisions of ACA address population health. First, ACA 
expands access to insurance coverage by expanding Medicaid 
programs, insurance exchanges, and support of community 
health centers. A second emphasis in the ACA is on improving 
the quality of care provided by means of quality improvement 
initiatives and support for patient-centered outcomes research. 
Third, provisions to promote accountable care organizations 
(ACOs) that take responsibility for health outcomes in the pop-
ulations they serve are intended to foster health promotion and 
illness prevention activities. In addition, expanded coverage of 
health promotion and prevention activities will have an effect 
on population health. Finally, there is a set of provisions within 
ACA that focuses on community-based and population-based 
activities and worksite wellness initiatives. As noted earlier, the 
requirement for hospitals to conduct community health needs 
assessments will help to focus attention on population health 
needs (Stoto, 2013).

Reimbursement changes in health care funding arising from 
health care reform legislation will increase the need for case 
management to reduce the costs of care and assure provision of 
care in a safe and efficient manner (Case Management’s Day, 
2011). Other effects on case management services have arisen 
from previous federal initiatives, such as the Deficit Reduction 
Act of 2005, which minimized use of Medicaid child welfare 
funds for case management services. In addition, the Centers 
for Medicare and Medicaid Services (CMS) Quality  Framework 
for Medicaid Home and Community Based Services pro-
moted quality improvement in services to disabled clients, 
which are often addressed through case management services. 
 Recognizing the potential impact of these and other health care 
reform issues, the Case Management Society of America (2009) 
has developed a case management model legislative act to out-
line key elements of case management programs for inclusion 
in state and federal legislation.

Population Health Nursing and 
Case Management
Population health nurses functioning as individual or popula-
tion case managers employ the nursing process in designing 
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case management plans and systems of care. Elements of the 
case management process include assessing the need for case 
management, planning and implementing case management 
services, and evaluating the effects of those services.

Assessing the Need for Case Management
Not all clients encountered by population health nurses will 
need case management services, so the nurse must identify those 
clients who do need services and can benefit most from them. 
Case management services are often targeted to certain popula-
tion groups or individuals who meet specific criteria. Such cri-
teria often include clients or groups of people who are at high 
risk of hospital admission, who have complex health needs, or 
who make extensive and costly use of health care services (Abell, 
Hughes, Reilly, Berzins, & Challis, 2010). Clients with HIV/
AIDS, diabetes, and cancer are all examples of populations with 
high-cost diagnoses. These diseases also result in high-volume 
resource use that may warrant development of case management 
services. Case management services might also be developed for 
pregnant women or children with asthma for whom services are 
often poorly coordinated and for whom case management has 
been shown to have significant positive effects.

Individual client indicators of the need for case management 
can be categorized as personal indicators, health-related indi-
cators, and social indicators. Personal indicators may include 
diminished functional status, a history of substance abuse or 
mental illness, poor cognitive abilities, prior noncompliance 
with treatment plans, age over 65 years, experience of a major 
life change or significant change in self-image, potential for 
severe emotional response to illness, or unrealistic expecta-
tions of potential outcomes of care. Health-related factors in-
clude the presence of specific medical conditions or diagnoses 
(e.g., Alzheimer’s disease, AIDS, eating disorders, severe burns, 
trauma), multiple diagnoses, history of prolonged recovery or 
increased potential for complications, recent or frequent hos-
pital readmissions or emergency department use, intentional 
or unintentional drug overdose, and involvement of multiple 
health care providers, agencies, or funding sources. Social indi-
cators may include living alone or with a person who is disabled, 
being uninsured, evidence of family violence, homelessness or 
an unhealthy home environment, lack of support systems or fi-
nancial resources, single parenthood, or living in an area where 
services are lacking. The presence of one or more of these indi-
cators does not necessarily mean that the client is in need of case 
management services, but it should alert the population health 
nurse to that possibility. The nurse would then further explore 
the client situation to determine an actual need for services.

Assessing the Case Management Situation
To develop an effective case management plan for an individual 
client or a case management system for a specific population 
group, the population health nurse case manager must assess 
the client’s (or group’s) health status and identify  factors in 
the situation that affect health and are likely to affect the case 

 management plan and achievement of planned health out-
comes. Assessment should also validate the need for case man-
agement and may be organized in terms of the dimensions of 
health. For example, biophysical considerations such as age and 
physiological health status or functional ability may indicate 
problems that need to be addressed by the case manager or con-
straints that will affect interventions selected. Arthritic deformi-
ties may complicate the ability of a diabetic client to draw up 
and give an insulin injection, so the case management plan will 
need to account for these limitations. At the population level, 
extensive cardiovascular comorbidity in a population with dia-
betes will necessitate the development of a case management 
system that addresses problems related to both diseases.

Similarly, mental health status, coping abilities, and anxi-
ety are psychological determinants that may affect case man-
agement needs and activities with individual clients. In terms 
of population case management, a high incidence of suicide 
among disabled residents would be an indication of the need 
for case management programs. Physical environmental con-
siderations that may influence the case management situation 
include clients’ living conditions or neighborhood social capi-
tal, as well as the influences of environmental pollution. For ex-
ample, population case management for persons with asthma 
would need to address control of environmental triggers, pos-
sibly even at the level of advocating legislation for better con-
trol of air pollutants, as well as education for individuals on 
reducing triggers in the home or work setting.

Sociocultural factors will also influence the types and ex-
tent of services to be included in the case management plan. 
Some factors to consider are the client’s education level, sup-
port systems, economic status, occupation, transportation, and 
cultural beliefs and behaviors. Changes in social roles should 
also be considered in assessing the case management situation. 
 Unemployment and financial status are examples of two socio-
cultural factors that might influence population case manage-
ment for persons with HIV/AIDS. Behavioral considerations 
such as substance abuse, lack of physical activity, or poor diet 
may also give rise to the need for case management or influ-
ence development of the case management plan. Using the 
HIV/AIDS example, population case management systems 
might be developed differently for men who have sex with men 
(MSM) than for heterosexual women.

Considerations related to the health care system include as-
sessment of the types of health care services that the client is 
likely to need. The nurse case manager assesses the availability 
of those services in the client’s community as well as influences 
related to the type and level of insurance coverage the client 
has. Client attitudes toward health services and health care 
providers are another important element of this dimension 
affecting case management. At the population level, the nurse 
case manager might assess the cluster of services available to 
meet the needs of specific populations (e.g., those with HIV/
AIDS). The nurse could also explore existing interactions be-
tween service organizations and the need and desire for closer 
coordination of services. A tool for assessing case management 
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situations from the perspective of the determinants of health 
included in the population health nursing model can be found 
in the student resources site. 

Planning and Implementing Case 
Management Strategies
The population health nurse develops and executes a case man-
agement plan for an individual client or plans and implements 
care management systems for population groups. Specific foci 
in planning and implementation of case management strate-
gies at individual and population levels include the develop-
ment of the case management plan, communicating the plan, 
delegating, initiating referrals, and designing case management 
systems. Each of these foci is briefly discussed below.

DeveLOPING THe CASe MANAGeMeNT PLAN. A 
case management plan is a series of expected outcomes of care 
and related activities that address the contribution of each dis-
cipline involved in the care of a particular patient or popula-
tion. Effective case management plans are interdisciplinary and 
flexible and address clients’ needs in a comprehensive fashion.

Activity may reflect case management or disease manage-
ment. Case management addresses the entire client situation 
to resolve as many identified needs as possible given the re-
sources available. Disease management, on the other hand, is 
the process of addressing client health needs resulting from a 
particular disease or condition. Assisting a client with diabe-
tes to control his or her disease is an example of disease man-
agement.  Assisting the same client to meet a wide variety of 
health and social needs is case management. A similar distinc-
tion can be made at the population case management level. For 

example, services to a diabetic population that focus on control 
of their disease involve disease management. Services to the 
same population that address a wider array of needs, not just 
those related to diabetes control, exemplify case management.

Case or disease management plans should be based on avail-
able evidence-based guidelines. In using evidence-based guide-
lines, the case manager conducts a generic assessment of the 
client or population and then determines the applicability of 
elements of the guidelines based on the assessment. Guidelines 
may need to be modified or adapted to meet the needs of par-
ticular clients or population groups. For example, a guideline 
for care of populations with HIV/AIDS may be modified for 
use with a population comprised mainly of MSM.

Discharge planning is a special application of the case man-
agement process that involves identification of follow-up needs 
and arranging care after discharge from a hospital or other insti-
tutional setting. Discharge planning is intended to ease the tran-
sition from one level of care to another. Indicators of the need 
for discharge planning are similar to those for case management 
in general, but studies suggest that, at least for older clients, 
functional dependence is the best predictor of readmission and 
a significant indicator of the need for discharge planning.

The Nursing Interventions Classification (NIC) schema 
(Bulechek, Butcher, Dochterman, & Wagner, 2012) has identi-
fied discharge planning as a specific nursing intervention de-
signed to facilitate transitions between health care settings or 
from institutional settings to the client’s home. CMS has noted 
that discharge planning should be a collaborative endeavor be-
tween health care professionals and the client and family. Dis-
charge planning as outlined by CMS includes identification of 
the client’s follow-up care needs, integration of necessary com-
munity services and facilities to meet those needs, and cross-
disciplinary collaboration in addressing client needs. Discharge 
planning also involves preparing the client for discharge and 
beginning to meet the identified discharge needs. The dis-
charge plan should be congruent with the client’s health care, 

Case management often entails coordination of health care  
services. (Sozaijiten/Pearson Education. Inc)

Case management often begins with discharge planning for 
hospitalized clients. (Monkey Business Images/Shutterstock)
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social, psychological, and financial needs. CMS has also devel-
oped discharge planning guidelines for home health  agencies, 
hospices, psychiatric institutions, and other health care set-
tings. Although discharge planning is not required by CMS for 
clients seen in outpatient or emergency settings who are not 
admitted to the hospital, CMS has suggested that such facilities 
might also benefit from the development of specific discharge 
planning processes (CMS, 2013). A client discharge assessment 
tool to facilitate discharge planning is available in the student 
resources for this book. In addition, the Family  Caregiver 
 Alliance (2009) has developed a hospital discharge planning 
guide for families and caregivers. For further information 
about the discharge planning guide, see the resources provided 
in the External Resources section of the student  resources site. 

Implementation of the case management plan involves 
communicating the plan, delegating, initiating referrals, and 
monitoring plan implementation. Each of these aspects of im-
plementing the plan will be discussed briefly.

COMMUNICATING THe PLAN. Clients and their signifi-
cant others should be involved in the development of the case 
management plan. Once the plan is in place, they will need to 
be informed of arrangements made for care and expectations of 
them in following through on the management plan. For exam-
ple, clients may need to call to make a specific appointment with 
a provider even though care has been arranged by the case man-
ager.  Clients will also need to know about any payments required 
and the names of contact persons in agencies to which they have 
been referred. Additional information to be conveyed to clients 
relates to the expected duration and outcome of services.

The case manager also needs to communicate the case man-
agement plan to the providers who will be giving the necessary 
care. Client needs and expectations of the provider should be 
addressed as well as any previous plans and their effects, expec-
tations for continued care, and any other information relevant 
to the client’s situation. The case manager should be careful to 
obtain the consent of the client before providing such infor-
mation. Finally, the payer should be informed of and approve 
the management plan. The nurse case manager should confirm 
and document that referral agencies and payers have received 
the information sent. He or she should also confirm that clients 
and family members understand the information provided.

DeLeGATING. In a population health nursing context, 
 delegation is transferring responsibility for the completion 
of nursing and other health care tasks to other competent in-
dividuals, such as ancillary nursing personnel, the client, or a 
family member or caregiver. Delegation of nursing tasks must 
be done in such a way as to protect the health and safety of the 
client, family, and, on occasion, the public. Delegation involves 
specific steps and related activities presented in Table 12-3•.

INITIATING ReFeRRALS. The case manager and his or 
her delegatees, may not be able to provide all of the services 
needed by a client or population group. In this case, the case 
 manager makes referrals to other sources of service to meet 

 client needs.  Referral involves directing a client to another 
source of  information or assistance. It differs from delegation 
in that the nurse case manager relinquishes responsibility for 
implementation of the portions of the plan of care for which 
the client is referred, although he or she retains overall respon-
sibility for the quality of care provided. Referrals to a variety of 
health care and related services may be part of case manage-
ment for an individual client and his or her family. Similarly, 
case management systems for groups of clients may make use of 
an identified set of agencies to address most needs of the popu-
lation group. Four basic considerations enter into the decision 
to refer clients to particular providers, agencies, or services: the 
acceptability of the referral, eligibility for services, constraints 
operating in the situation, and community resources available.

Acceptability. The first consideration in making a referral is 
the acceptability of the referral to the client. Some clients may be 
unwilling to obtain help if they perceive it as “charity.” In other 
cases, clients may have philosophies different from those of the 
referral resource. For example, a Southern Baptist client may be 
reluctant to accept assistance from an agency supported by the 
Roman Catholic Church. Barriers to acceptability of a specific 
referral may include fear of a strange agency or provider, prior 
negative experiences, lack of faith in the referral resource, fail-
ure to acknowledge a problem requiring referral, and concerns 
about costs. Finally, reaching out for assistance may be counter 
to the client’s culture or frame of reference, or willingness to 
follow up on a referral may be hindered by client concerns with 
higher priorities.

Eligibility. The second consideration in referral is the client’s 
eligibility for the service provided. There are many determinants 
of eligibility for service. Sometimes eligibility is based on finan-
cial need, and clients may need to provide evidence of income 
and expenditures. In other instances, eligibility might be based 
on residence within a particular jurisdiction or membership in 
a particular group. For example, nonresidents are not usually 
eligible for state-supported medical assistance, or a particular 
agency may provide services only to members of a specific reli-
gious or ethnic group. Eligibility can also be based on age. As an 
example, senior citizens’ groups usually do not provide services 
for anyone under the age of 55. Finally, eligibility is sometimes 
based on the existence of a particular condition. For instance, 
certain shelter services might be available only to abused wom-
en rather than to homeless people in general.

Situational constraints. The presence of situational con-
straints, or factors in the client’s situation that would prevent him 
or her from following through on a referral, is a third consider-
ation. For example, does the client have transportation available 
to go to the appropriate place of care? If clients do not speak 
 English, will they be able to find an interpreter to help them, or 
are  interpretation services provided by the agency? The nurse 
 making the referral should assess any situational constraints 
present and then take action to eliminate or minimize the  
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 effects of those constraints. The nurse case manager may also 
need to coordinate funding benefits among multiple agencies to 
prevent barriers to timely access to care.

Resource availability. Information related to each of the three 
previous referral considerations will be readily available if the 
nurse has thoroughly assessed each of the dimensions of health 
prior to developing the case management plan. Resource avail-
ability information, on the other hand, will be obtained through 
assessment of the community. The population health nurse 
case manager needs to be familiar with health care and other 
services available in the community. Information on commu-
nity resources can be obtained in a number of ways. Two major 
sources of information are the local health department and the 
yellow pages. Other resources are neighborhood information 

and referral centers, local government offices and chambers of 
commerce, and police and fire departments. The local library is 
also a source of information and may even have a directory of 
local resources.

It is not sufficient for the population health nurse to merely 
be aware of the existence of community resources. The nurse 
must know where these resources are located and understand 
the requirements for referral to each resource. The nurse 
should systematically collect information on the types of ser-
vices a referral resource provides, criteria for eligibility for 
services, and whether any fee is involved. Information to be 
sought also includes indicators of the quality of services pro-
vided and the credentials and competence of providers. The 
population health nurse case manager may want to establish a 
resource file or database to systematically organize and store 

TAbLe 12-3 Steps and Related Activities in the Delegation Process

Steps in the Delegation Process Related Activities

Define the task •	Identify	the	task	or	tasks	to	be	delegated
•	Identify	the	skills	needed	to	perform	the	task
•	Identify	the	resources	needed
•	Identify	expected	outcomes	and	related	measurements	of	achievement
•	Determine	the	extent	of	supervision	needed

Assess the situation •	Assess	the	complexity,	variability,	and	urgency	of	care
•	Identify	the	level	of	clinical	decision	making	required
•	Identify	the	predictability	of	the	client	situation
•	Examine	the	range	and	severity	of	potential	adverse	outcomes	associated	with	the	task
•	Determine	the	range	and	complexity	of	actions	required	in	the	event	of	adverse	outcomes
•	Promote	client/family	involvement	in	decision	making
•	Identify	the	therapeutic	benefits	and	risks	of	delegating	the	task

Identify potential delegatees •	Assess	delegatees'	skills	in	relation	to	the	task	requirements
Provide training as needed •	Provide	any	training	needed	to	perform	the	task

•	Allow	time	to	practice	the	task	if	needed
Communicate with the delegatee Inform the delegatee regarding

•	The	purpose	of	the	task
•	Task	importance	and	priorities	for	performing	the	task
•	Expected	results
•	Expected	observations	to	be	reported
•	Performance	standards
•	Procedures	to	be	followed

Inventory resources •	Inventory	resources	available	against	those	needed	to	perform	the	task
•	Procure	additional	resources,	if	needed

Delegate the task •	Establish	timelines	and	deadlines
•	Communicate	these	to	the	delegatee

Monitor task completion •	Monitor	progress	in	performing	the	task
•	Provide	feedback	on	task	performance
•	Provide	timely	intervention	for	problems	or	concerns

Evaluate delegation Evaluate the delegation process in terms of
•	Task	accomplishment
•	Outcomes	achieved
•	Timeliness	and	effectiveness	of	communication
•	Need	for	adjustment	of	the	plan	of	care
•	Performance	of	the	delegatee	and	acknowledgement	of	task	accomplishment

Data from:	Delegation.	(n.d.).	Retrieved	from	http://www.businessballs.com/delegation.htm#steps;	Heathfield,	S.	M.	(2014).	Delegation as a leadership style: Tips for 
effective delegation.	Retrieved	from	http://humanresources.about.com/cs/manageperformance/a/delegation.htm;	National	Council	of	State	Boards	of	Nursing.	(2012).	
The four steps of the delegation process.	Retrieved	from	https://transitiontopractice.org/files/module1/Communication%20-%20Delegation%20Process.pdf;	Randall,	
M. (2013). 6 steps for more effective delegation.	Retrieved	from	http://www.fastcompany.com/3006643/6-steps-more-effective-delegation;	Thakur,	S.,	&	Edwards,	G.	
(2010). Sample of a delegation flowchart.	Retrieved	from	http://www.brighthub.com/office/project-management/articles/89316.aspx

M12_MARY9591_06_SE_C12.indd   296 06/09/14   6:42 PM

http://humanresources.about.com/cs/manageperformance/a/delegation.htm
http://www.fastcompany.com/3006643/6-steps-more-effective-delegation
http://www.brighthub.com/office/project-management/articles/89316.aspx


chaPter 12 case Management Strategies  297

information on area resources. Figure 12-1• depicts a sample 
resource file entry. The resource file can be organized by cat-
egory of services. A particular agency with more than one type 
of service could be entered in several different categories, or a 
cross-reference system could be used. The resource described 
in Figure 12-1 deals with transportation.

Information about the resource’s funding source can be 
useful in tracking service availability. For example, if tax rev-
enues have declined in the area, the population health nurse 
case manager may want to contact agencies funded by public 
money to determine whether services have been cut prior to 
making a specific referral. Also, it may be important to some 
clients to know that the services they receive from an agency 
are provided by tax dollars rather than “charity.”

Of course, the resource file entry includes the referral re-
source’s full name, address, and telephone number. The busi-
ness hours notation may refer to when the agency is open or 
times when a particular service is offered. For example, the 
entry might read “Family planning: Monday, 9:00 a.m.–noon, 
Prenatal: Tuesday, 1:00–4:00 p.m.”

It is helpful to have the name of a contact person in the 
agency as well. Referrals are facilitated when agency per-
sonnel are familiar with the person making the referral. 

Figure 12-1 Sample resource File entry

Resource category: Transportation

Agency name: St. Martha's Catholic Church

Source of referral: self or other

Eligibility: anyone without transportation - need not be members of

Fee: none

Access: call to arrange transportation

Other comments: 1) Do not provide transportation on long-term basis,
i.e., to work or school

2) depends upon availability of volunteer drivers

Services: Provides transportation to church services as well as
other services such as Dr.'s office, grocery shopping, etc. on
periodic basis

church

Address: 3710 Montebank Rd, Otenada, Mississippi

Funding source: Voluntary

Phone number: 817-3421 Business hours: Mon-Fri 8-4

Contact person: Mrs. Jefferson Title: receptionist / secretary

3) drivers trained to assist disabled riders

 Unfortunately, situations do occur in which some agency 
employees are more inclined to accommodate professional 
colleagues than clients. When the nurse case manager refers 
a client to an agency and gives that individual the name of a 
contact person who knows the nurse, the client who mentions 
nurse’s name may get a more prompt response than the cli-
ent who does not have a specific person to contact. Having a 
specific contact person within the agency may also facilitate 
requests for services when the request is made by the nurse 
case manager rather than the client.

“Source of referral” in Figure 12-1 refers to the preferred 
originator of the referral. Some agencies accept referrals only 
from specific persons, frequently physicians. If a professional 
referral is required, the nurse should specifically inquire about 
the acceptability of referrals from nurse practitioners, if they 
are available in the area. In the example in Figure 12-1, no spe-
cific referral source is required. Clients may request services on 
their own or be referred by anyone else.

As noted previously, information related to the eligibility 
of clients for services is very important. To make appropriate 
referrals, the nurse must know who is eligible for a particular 
service and who is not. This helps to minimize client frustra-
tion in being referred for services for which they do not qualify. 
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The importance of a notation regarding fees is obvious. Clients 
need to know beforehand if they will be charged for services 
provided by the referral resource. The nurse should also be 
familiar with the types of insurance coverage accepted by the 
resource. For example, does the agency accept clients covered 
by Medicaid but not TriCare? An additional notation might 
indicate whether the agency can help clients with financial ar-
rangements for out-of-pocket expenses. The nurse should also 
know whether payment is expected at the time of services or if 
the client will receive a bill later.

Notation should also be made regarding the types of ser-
vices provided by the resource. The entry regarding access re-
flects the means by which the client gains entry to the system. 
In the example in Figure 12-1, the client needs to call ahead 
to arrange transportation. Additional information under this 
entry would indicate any supporting documentation the client 
must provide to be eligible for services. Should he or she bring 
health insurance papers, or just the policy number? Will the 
client need proof of residence, monthly expenditures, or medi-
cal expenses?

Finally, the nurse should obtain and store information re-
garding the competence of providers to whom referrals are 
made. Information about the credentials of providers, prior cli-
ent complaints, malpractice actions, and so on can be recorded 
in the comments section as indicated in the third comment in 
Figure 12-1.

The type of information included in the sample resource file 
entry allows the population health nurse case manager to make 
appropriate referrals that do not waste clients’ time and energy. 
It also allows the nurse to prepare clients for what they will 
encounter in following through on a referral. The file should 
be updated on a regular basis and as circumstances in vari-
ous agencies change. Having a specific contact person in each 
agency may help to ensure that the nurse is notified of program 
changes. Experiences and reactions of clients following the use 
of a particular resource can also be used to update resource 
information and to evaluate the quality of service provided. A 
copy of the resource file entry form is included on the student 
resources site.

MONITORING PLAN IMPLeMeNTATION. Monitoring 
is another important aspect of implementing the case manage-
ment plan. Once the plan is developed, the population health 
nurse case manager does not simply let the plan proceed to un-
fold on its own or close the case to case management services. 
Rather, the nurse case manager monitors the implementation 
of the plan and the progress made in achieving identified goals. 
Specific areas to be addressed at this stage include monitoring 
changes in the client’s medical status (either positive or nega-
tive), social circumstances, and the quality of care provided; 
observing for changes in functional ability or mobility; and 
identifying evolving education needs. In addition, the nurse 
will assess the effectiveness of pain management if relevant and 
monitor changes in client or family satisfaction with services 
and their outcomes.

Evaluating the Process and Outcomes of 
Case Management
Evaluation is an integral component of the case management 
process. The population health nurse case manager focuses on 
three areas in evaluating case management: client outcomes, 
quality of care, and system outcomes.

Client outcomes resulting from case management for indi-
vidual clients may lie in improved health status, better quality 
of life, or improved ability to manage a chronic condition. Case 
management services have been found to be effective in achiev-
ing client health-related outcomes in a number of situations. 
For example, a literature review found that nursing case man-
agement had significant effects for clients with diabetes, chronic 
obstructive pulmonary disease, or coronary heart disease. 
Types of outcomes achieved included improvement in objec-
tive clinical measurements, improved functionality and quality 
of life, increased client satisfaction, better adherence to treat-
ment regimens, and improved self-care (Sutherland & Hayter, 
2009). Case management has also demonstrated positive health 
outcomes for clients with substance abuse disorders (Day et al., 
2012), those with HIV/AIDS (Thurman, Haas, Dushimimana, 
Lavin, & Mock, 2010), women receiving  Temporary Assistance 
for Needy Families (TANF) (Kneipp et al., 2011), and Hong 
Kong elders with mild dementia (Lam et al., 2010).

As noted earlier, the case manager is responsible for moni-
toring and evaluating the quality of services provided in im-
plementing the case management plan. To obtain evaluative 
data in this area, the nurse might periodically visit providers 
to observe and discuss the quality of care given. For example, 
the nurse might ask an oncologist about the breadth of options 
usually presented to women with breast cancer. An oncologist 
who presents only one option to clients may not be the most ap-
propriate referral for the case manager to make. The population 
health nurse case manager might also contact clients or family 
members to obtain their perceptions of the quality of services 
provided. The nurse should be particularly alert to situations in 
which clients discontinue services from one or more providers 
before goals are achieved. Exploration of the client’s reasons for 
discontinuing services may indicate poor quality of care.

Quality of care should also be assessed in population case 
management. Evaluating the quality of care may involve the 
use of benchmarks. A benchmark is a standard of performance 
against which the performance of a given system can be judged. 
Clinical benchmarking reflects the best outcome actually 
achieved for a group of clients or a diagnosis, as well the best 
possible achievable outcome. Steps in the benchmarking pro-
cess using services to clients with hypertension as an example 
are presented in Table 12-4•.

Evaluation of quality of care may also make use of one or 
more sets of national quality indicators. Such indicators include 
the Health Plan Employer Data and Information Set (HEDIS), 
developed by the National Committee for Quality Assurance, 
and the Outcome-based Quality Indicators (OBQI) for home 
health agencies, based on the federal government’s Outcome 
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and Assessment Information Set (OASIS). Quality indicators 
have also been developed by the URAC (formerly the  Utilization 
 Review Accreditation Commission) specifically for evaluation of 
case management services through URAC’s accreditation pro-
cess (URAC, n.d.a, n.d.b). For further information about these 
sets of quality indicators, see the resources provided in the 
 External Resources section of the student resources site.

Systems outcomes should also be evaluated; systems out-
comes reflect the effects of case management on the health 
care system. Elements that might be evaluated in this area in-
clude staff or client satisfaction, length of stay (or frequency 
and duration of care), and costs of care. Other system outcome 
variables that might be examined include the number of days 
that clients did not meet established outcome criteria, reim-
bursement denial amounts or rates, readmissions, emergency 
department visits, and costs per case for case management ver-
sus cost savings resulting from case management services. For 

example, case management for homeless clients with chronic 
illness resulted in an average cost saving of more than $6,000 
per person served compared to usual care without case man-
agement (Basu, Kee, Buchanan, & Sadowski, 2011).

Evaluating system outcomes may also entail utilization re-
view. Utilization review is a process of monitoring the use, 
delivery, and cost-effectiveness of health care services as well 
as their appropriateness in a given situation. Utilization review 
also involves monitoring the quality of care provided (Mosby’s 
Medical Dictionary, 2012; Utilization review, n.d.).  According 
to the current CMS manual, organizations participating in 
Medicare and Medicaid funded programs are required to en-
gage in utilization review. Areas for review include the neces-
sity and duration of services, the availability and use of needed 
professional services, timeliness of services, and therapeutic 
interventions provided (CMS, 2008). Utilization review is fre-
quently used to determine whether or not case management 

TAbLe 12-4  Steps in the benchmarking Process Using Hypertension Control Services 
in a Primary Care Clinic as an example

benchmarking Step example

Identify a specific area of practice to be evaluated •	Hypertension	control
Identify a desired client-focused outcome •	Blood	pressure	consistently	below	140/90	in	90%	of	clients

•	Medication	adherence	of	at	least	80%	in	90%	of	clients
Identify key factors and processes that affect the outcome •	Medication	education
Identify comparison organizations against which to evaluate local 
clinic performance

•	Other	similar	primary	care	clinics	with	effective	hypertension	control	
programs

Identify benchmarks for best practice for each factor •	Medication	education	provided	at	initial	visit	for	90%	of	clients
•	Medication	adherence	assessed	and	reinforced	at	each	subsequent	visit

Collect local setting data on performance related to the benchmarks •	Percent	of	patients	who	receive	medication	education	at	initiation	of	anti-
hypertensive treatment

•	Percent	of	patients	with	documented	evidence	of	medication	adherence	
assessment and reinforcement at each visit

Obtain comparison data from best-performing primary care clinics •	Percent	of	patients	who	receive	medication	education	at	initiation	of	anti-
hypertensive treatment in comparison clinics

•	Percent	of	patients	with	documented	evidence	of	medication	adherence	
assessment and reinforcement at each visit in comparison clinics

Compare local setting results with identified best practice 
(benchmark)

•	Local	setting	performance	at,	above,	or	below	comparison	benchmark

Share results with others involved •	Share	findings	with	system	providers	who	care	for	clients	with	
hypertension

Develop an action plan to improve performance that incorporates 
best practices from other settings

•	Identify	factors	impeding	medication	education	at	initial	visit
•	Develop	processes	to	promote	medication	education	at	initial	visit
•	Implement	action	plan
•	Evaluate	effects	of	practice	change

Implement the action plan •	Develop	culturally	and	linguistically	appropriate	educational	processes	for	
medication education based on clinic clientele

•	Implement	educational	processes
Monitor progress in improving outcomes •	Monitor	provision	of	medication	education

•	Monitor	medication	adherence	in	clients
•	Monitor	effects	on	extent	of	blood	pressure	control	in	clinic	population	

with hypertension

Data from:	Agency	for	Healthcare	Research	and	Quality.	(2013).	Benchmarking.	Retrieved	from	http://healthit.ahrq.gov/health-it-tools-and-resources/workflow-
assessment-health-it-toolkit/all-workflow-tools/benchmarking;	Ettorchi-Tardy,	A.,	Levif,	M.,	&	Michel,	P.	(2012).	Benchmarking:	A	method	for	continuous	quality	
improvement in health. Health Policy, 7(4),	e101–119.	PMC3359088.	Retrieved	from	http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3359088/
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services will be reimbursed by insurers (Professional Services 
Network, 2010). State Medicaid systems also employ utiliza-
tion review to restrict provision of unnecessary and inappro-
priate care examining the medical necessity for care, place of 
care, length of stay, and prior authorization for certain services 
(Florida Agency for Health Care Administration, 2011). Simi-
larly, the State of California Department of Industrial Relations 
(2014) uses a Medical Treatment Utilization Schedule (MTUS) 
to guide physicians providing services under the workers’ com-
pensation system to provide evidence-based care for work-
related injuries. Services provided are reviewed in light of the 
MTUS. California employers or their claims administrators are 
required by law to have utilization review programs (California 
Division of Workers Compensation, 2014).

Other approaches to evaluating system outcomes for case 
management systems include quality outcomes measurement 
and the development of quality indicators. Quality outcomes 
measurement involves the identification of measures of quality 
in system performance and collection of data related to those 
measures. An example of a quality indicator might be reduc-
tion in pain levels in home care clients within a specified num-
ber of hours after intervention. Measurement of the indicator 
would require a follow-up contact with the client within that 
time frame to determine whether the pain has been controlled 
at an acceptable level. At the system level, the percentage of cli-
ents whose pain is effectively controlled would be the quality 
indicator. Benchmarking, as discussed earlier, may be used to 
establish measures for quality indicators.

evidence-based Practice

effectiveness of Case Management
In spite of studies that have demonstrated the effectiveness of 
case management for some categories of clients, some authors 
contend that there is no overall evidence of the effectiveness of 
case management as a strategy for addressing chronic illness 
needs. For example, Offredy et al. (2009) conducted a review of 
literature and found that, in spite of client and caregiver reports 
of the benefits of case management, wide variation in outcome 
measures across studies resulted in inconclusive evidence of its 
effectiveness across a variety of chronic illnesses. It may be that 
case management has differential effects with different popula-
tion groups and different health-related conditions.

 1. Select a particular chronic health condition and examine  
the literature related to case management for clients with 
that condition.

 2. What does the evidence indicate overall regarding the 
effectiveness of case management for this condition?

 3. Are there client- or population-related factors that influ-
ence the effectiveness of case management strategies? How 
might these factors be modified to promote more effective 
case management?

Case management has been shown to be an effective nurs-
ing intervention used since the beginning of population 
health nursing practice. Case management strategies may be 
employed at individual or population levels. Several models 
have been developed for case management services including 
self-determination models, consumer choice of case manager 
models, coordinated database systems, and tiered manage-
ment systems. Standards and principles of case management 
practice have been developed by the Case  Management  Society 
of America and can guide the population health nurse in 
providing individual or population-based case  management 

services that incorporate identified case  manager roles and 
functions.

A variety of ethical and legal issues arise in the context of 
case management services. Ethical issues include allocation of 
resources and client autonomy and self-determination. Legal 
considerations in case management center on client confiden-
tiality and privacy, denial of services, abandonment, breach of 
contract, negligence, and reportable events.

Provision of case management services may increase with 
health care reform, but the full effects of reform legislation 
are yet to be seen following resolution of court challenges 
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to the Affordable Care Act. The case management process 
involves assessing the need for case management services, 
planning and implementing case management strategies, and 
evaluating the effects of case management in terms of client 

and health care delivery system outcomes. Population health 
nurses can improve their practice with more systematic use 
of the case management process with individuals as well as 
population groups.

As a population health nurse working in an elementary school 
in a small town, you notice a significant increase in both school 
absences related to asthma and children who are coming to 
your office with difficulty breathing during the school day. 
Although each child’s situation is unique, they seem to share 
a number of common characteristics. Most of them are from 
low-income families in which both parents work. They all live 
in the  neighborhood surrounding the school. There is consid-
erable construction occurring in the neighborhood that keeps 
everything coated with dust. The school yard is a home for 
pollen-producing weeds. The school is old and previous water 
leaks have led to widespread mold and mildew in some of the 
classrooms and in the heating vents.

Most of the children are using albuterol inhalers when they 
have difficulty breathing, but few of them are using nasal ster-
oids on a regular basis or using their albuterol prior to activi-
ties in the school yard. Many of the children tell you that their 
doctors have prescribed nasal steroids, but their families cannot 
afford to have the prescriptions filled. In talking with some of 
the primary care providers in the community, you find that they 
are frustrated with their inability to control asthma in many of 

the children and that their practices are inundated with children 
with mild to severe attacks.

1. Does this situation warrant development of a case manage-
ment system? Why or why not?

2. What are the children’s health needs in this situation? How 
do biophysical, psychological, environmental, sociocul-
tural, behavioral, and health system factors influence those 
needs?

3. What desired outcomes would you establish for a case man-
agement system?

4. How would you involve members of the community in devel-
oping the case management plan? Who should be involved?

5. What referrals would be appropriate for many of the chil-
dren? What is the expected outcome of these referrals? How 
would you go about making the referrals?

6. How would you evaluate the case management system for 
this population? Be specific about the evaluative criteria you 
would use and how you would obtain the information to 
evaluate care.
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe the advantages of a home visit as a means of providing nursing care.

 2. Analyze challenges encountered by population health nurses making home visits.

 3. Identify the major purposes of home visiting programs.

 4. Describe major considerations in planning a home visit.

 5. Identify tasks involved in implementing a home visit.

 6. Analyze the effects of potential distractions during a home visit.

 7. Discuss the need for both long-term and short-term evaluative criteria for the effectiveness of a 
home visit.

 8. Describe the relationship between home health nursing and population health nursing.

 9. Discuss the need for collaboration in home health and hospice nursing.

 10. Discuss funding sources for home health and hospice care.

 11. Apply evaluative criteria for home health and hospice care services.

Key Terms

certificate of need

certification

conditions of participation

home health care

home health resource groups (HHRGs)

home visit

home visiting program

hospice care

Outcome and Assessment 
Information Set (OASIS)

palliative care

proprietary agencies

Home Visits as a Population  
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The Metropolitan Life Insurance Company Home Visiting Program

Home visits by nurses have been a mainstay of population health nursing since its establishment 
by Florence Nightingale in England and Lillian Wald in the United States. Begun initially to meet 
the needs of poor immigrants in New York City, the concept of home visits as a care delivery mech-
anism expanded to a variety of populations. Lillian Wald advocated for a home-visiting service for 
policy holders of the Metropolitan Life Insurance Company, the largest life insurance company in 
the country at that time (Metlife, n.d.b).

In 1909, Metropolitan Life president Henry Fiske touted the company as a “social program” 
designed to improve the welfare of the public. He hired social worker Lee Frankel who established 
the company’s welfare division. Miss Wald challenged Frankel to incorporate a more humanitarian 
perspective and argued that home visits would improve the health of policy holders and decrease 
the company’s payment of death benefits as a result of decreased mortality among those served 
(Buhler-Wilkerson, 2001, 2002/2012). The result was the establishment of the Metropolitan Life 
Visiting Nurse Service in which Henry Street nurses visited ill industrial policy holders. Company 
agents, who visited policy holders weekly to collect premiums, encouraged recipients to seek nurs-
ing services and provided referrals to the nearest visiting nurse services (Metlife, n.d.a).

Established as a pilot project in New York City in 1909, the program’s success led to rapid ex-
pansion and by 1911, services were offered to Metropolitan policy holders throughout the country 
(Buhler-Wilkerson, 2001). The program continued without interruption until 1953. Through its 
more-than-50-year history, the Metropolitan Life Visiting Nurse Service provided care to more than 
20 million policy holders in the United States and Canada. At its peak, in 1935, 35 of every 1,000 
policy holders received care for illnesses such as tuberculosis, diphtheria, influenza, and smallpox 
(Metlife, n.d.a) as well as other services such as health education.
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ow Home Visiting Programs in Health Care Reform

Advocacy for home visitation programs continues today. As part of the 2008–2010 efforts to enact 
health care reform legislation, nursing and other professional groups lobbied extensively to assure 
that funding for home visit programs for women and children were included. Members of the Home 
Visiting Coalition (2008, 2009), an organization comprising six agencies that support and provide  
home visit services to parents and children, wrote letters to then President-elect Obama and influen-
tial members of the Congress supporting the inclusion of home visit programs in proposed legisla-
tion. Similarly, the Nursing Community (2010), an affiliation of more than 40 professional nursing 
organizations, included nurse home visitation among its recommendations for health care reform. 
Other advocacy activities included testimony on the effectiveness of home visitation programs be-
fore the U.S. House of Representatives Ways and Means Subcommittee on Income Security and 
Family Support (U.S. House of Representatives, 2009), numerous letters, and full-page advertise-
ments in Roll Call and Congress Daily funded by the Nurse-Family Partnership (NFP, 2011d).

As a result of this activity, the Patient Protection and Affordable Care Act (ACA)—H.R. 3590, signed 
by President Obama in March 2010, included subtitle L, which amended the Social Security Act Title V 
to mandate provision of grants for early childhood home visitation programs and made appropriations for 
fiscal years 2010–2014 (H. R. 3590, 111th Congress, 2009–2010). This addition to the ACA resulted in 
authorization of $1.5 billion over 5 years to support home visiting programs for parents and children (NFP, 
2011a). To assist local and state agencies to take advantage of these monies, NFP created a Federal 
Home Visitation Initiative Tool Kit (NFP, 2011b). For a more in-depth discussion of the activity involved in 
this extensive and successful advocacy effort, see Thompson, Clark, Howland, and Mueller (2011).
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Historical photographs of population health nurses 
often show them caring for clients in their homes. 
Indeed, home care was the initial focus of popula-
tion health nursing. Home visiting as a nursing in-

tervention originated as a result of three movements in the 18th 
and 19th centuries. The first was a growing social awareness of 
the needs of the poor and the second was the related recogni-
tion that hygiene and living conditions contributed to disease. 
The third movement was the development of nursing as a pro-
fession (Pastor, 2006). Home visits by professional nurses were 
supported in England by Florence Nightingale (Council on 
Community Pediatrics, 2009) and began in Canada in the early 
17th century with the work of orders of religious nuns. In the 
United States, nursing home visits were initiated by the nurses 
of the Henry Street Settlement ( Cawthorne & Arons, 2010).

The home was where most clients were to be found and 
where early population health nurses had to go to reach them. 
Today, the home is only one setting where population health 
nurses care for their clients. Home visits permit nurses to gain 
a clear picture of the health needs of the population, as con-
ditions and needs seen from household to household suggest 
the broader health status and needs of the larger population. 
Despite the broadening of population health nursing over the 
years to encompass many other places and settings, home visits 
remain a strategic tool for health care delivery. In fact, given 
the increasing cost of health care services in institutional set-
tings, an aging population with an increasingly long life span, 
and increases in chronic disease prevalence, home visits are 
more needed now than in the recent past. In addition, recent 
technological advances have made it possible to provide a vari-
ety of care in the home setting not previously possible. 

Defining a Home Visit and Types 
of Home Visits
A home visit by a nurse is different from a social visit that 
might be made by friends or relatives. Pastor (2006) conducted 
an analysis of the concept of “home visit” based on the uses of 
the term in the professional literature. In her concept analysis, 
she identified the antecedents (precursor conditions), critical 
attributes, and consequences of the home visit process. The an-
tecedents included a health-related need, a health professional 
visitor, a client recipient, and an interaction that takes place 
within the home setting in a neighborhood context. The critical 
attributes of a home visit included gaining entrée, “seeing” first 
hand the client’s needs and circumstances, and understanding 
those needs from the perspective of the client. Consequences of 
the process included receipt of health information by the cli-
ent, potentially improved health status, referral for additional 
services, increased client satisfaction with care, and increased 
self-care knowledge on the part of the client.

Based on the results of the concept analysis, a home visit, as 
conceptualized in population health nursing, is a formal inter-
action of a nurse and a client at the client’s place of residence 

designed to provide nursing care related to an identified health 
need. The place of residence may actually be the client’s home 
(house or apartment), the home of a family member with 
whom the client resides, or a residential setting such as a group 
home or an assisted living facility.

Home visits are widely used by population health nurses as 
an intervention to achieve a number of purposes that generally 
fit into four potentially overlapping categories. Most popula-
tion health nursing visits are designed to promote health and 
prevent illness in specific population groups (e.g., mothers 
and young children). Home visits may also be made to provide 
community-based long-term care services designed to foster 
self-care and allow people to remain in their homes and avoid 
institutionalization (Riggs, Madigan, & Fortinsky, 2011). Such 
visits are often targeted at the elderly or persons with chronic 
illnesses or other conditions requiring complex care or lifestyle 
changes. The third category includes visits to provide skilled 
nursing services, usually intended to meet short-term needs 
(Riggs et al., 2011). Finally, home visits may be made to address 
the needs of the terminally ill and their families through hos-
pice services. The last two categories of visits will be discussed 
in more detail in the section dealing with the home health and 
hospice contexts.

Advantages and Disadvantages  
of Home Visits
Home visits, as a strategy of care, have both advantages and 
disadvantages. Some of the advantages of home visits include 
obtaining a complete picture of the client situation, identifica-
tion of environmental influences on health, the ability to view 
relationships among family members and with the larger com-
munity, opportunity to see actual performance of activities of 
daily living, and better evaluation of intervention effects. As 
noted earlier, home visits give the nurse an opportunity to see 
the client and family in their natural setting, allow for better 

Population health nurses make visits to a variety of homes. 
(Stillkost/Fotolia)
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assessment of both strengths and needs, and permit tailoring 
of interventions to the situation encountered. Home visits can 
also lead to recognition of previously unidentified health and 
social needs. According to Tinker, Postma, and Butterfield 
(2011), a home visit provides an “assessment window into the 
household characteristics” (p. 36), including environmental is-
sues, that would not ordinarily be identified in a typical health 
care setting.

Home visits also have a few disadvantages. Unfortunately, 
the poorest-functioning families, who tend to benefit the most 
from home visiting programs, are also often least responsive to 
such programs, perhaps because participation entails time that 
they feel is better spent in meeting higher-priority needs. In 
many European countries, home visits to pregnant women and 
young children or to elders are a routine part of health care ser-
vices provided under national health insurance plans (Council 
on Community Pediatrics, 2009; Ekmann, Vass, & Avlund, 
2010). In the United States, however, home visits tend to be tar-
geted to certain at-risk populations, resulting in stigma or fam-
ily self-perceptions of incompetence (Thompson et al., 2011).

Home visits are not an inexpensive health care delivery strat-
egy. Nurses and other health care providers can see several cli-
ents in clinics or other health care settings in the time required 
to make one home visit. Generally speaking, however, quality 
home visit programs that have demonstrable results are cost ef-
fective. For example, the cost of the Nurse–Family Partnership 

program, a home visiting program for first-time pregnant 
women and their children, is estimated at $7,271 per child 
served over the two-and-a-half years of the program. However, 
the program has been credited with estimated cost savings of 
more than $41,000 per child due to reductions in welfare partic-
ipation, crime and criminal justice costs, and mental and other 
health care costs, resulting in a net savings of $5.70 for every 
dollar spent on the program (Pew Center on the States, 2011).

Home Visiting Programs
Some population health nurses may be involved in the imple-
mentation of specific home visiting programs that are designed 
to achieve particular outcomes with certain targeted popula-
tions. Most of the existing large-scale home visitation programs 
are designed to assist families and children. In this context, a 
home visiting program is defined as “a structured program 
that strengthens families by 1) expanding parent/caregivers 
knowledge and skills to nurture child development, 2) promot-
ing growth and health development of young children, and  
3) connecting families to resources in the community”  
(National Human Services Assembly, 2007, p. 2).

In 2007, more than 4,600 program sites provided such pro-
grams using one of six models focusing on a combination of 
parent-centered and child-centered outcomes. These programs 
are summarized in Table 13-1•. For further information about 

TAbLe 13-1  National Models for Home Visitation Programs Serving  
Families and Children

Model Target Population Focus

Early Head Start Low-income pregnant women with infants and 
toddlers at risk for problems

•	Healthy	pregnancy
•	Child	health	and	development
•	Effective	family	function

Healthy Families America Families experiencing stressful lives, at-risk 
pregnancy, or early postpartum families

•	Positive	parenting
•	Child	health	and	development
•	Prevention	of	child	abuse	and	neglect

Home Instruction Program for 
Preschool Youngsters (HIPPY)

Families of preschool children in need of 
 services living in high-risk neighborhoods

•	Empowerment	of	parents	as	teachers	of	children
•	Parental	school	and	community	involvement
•	School	success

Nurse-Family Partnership (NFP) Low-income first-time pregnant women and 
their children to 2 years of age

•	Healthy	pregnancy
•	Child	health	and	development
•	Improved	economic	self-sufficiency
•	Improved	maternal	life	course

Parent-Child Home Program 
(PCHP)

Low-income families with educationally at-risk 
preschool children

•	Language	and	literacy	development	in	children
•	School	readiness
•	Empowerment	for	effective	parenting

Parents as Teachers (PAT) Families with prekindergarten children at risk 
for problems

•	Early	detection	of	developmental	delay	or	health	problems
•	School	readiness	and	success
•	Prevention	of	child	abuse	and	neglect
•	Parental	efficacy	and	self-confidence
•	Development	of	home–school	partnerships

Data from: Cawthorne, A., & Arons, J. (2010). There’s no place like home: Home visiting programs can support pregnant women and new parents. Retrieved from http://
www.americanprogress.org/issues/2010/01/pdf/home_visitation.pdf; National Human Services Assembly. (2007). Home visiting: Strengthening families by promoting 
parenting success. [Policy brief No. 23]. Retrieved from http://nationalassembly.org/FSPC/documents/PolicyBriefs/FSPBrief23FINAL.pdf; Thompson, D. K., Clark, M. J., 
Howland, L. C., & Mueller, M.-R. (2011). The Patient Protection and Affordable Care Act of 2010 (PL 111–148): An analysis of maternal–child health home visitation. 
Policy, Politics, & Nursing Practice. Advance online publication. doi: 10.1177/1527154411424616
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specific home visiting programs, see the resources provided in 
the External Resources section of the student resources site.

As is evident in the table, each of the programs differs 
slightly in terms of the population served and the anticipated 
program outcomes. In addition to these national models, there 
are numerous “organic” or home-grown programs specific to a 
particular location or organization. The national models have 
been shown to be highly effective in achieving their particular 
sets of outcomes. Local programs may also be effective depend-
ing on the extent to which they exhibit the characteristics of 
high-quality programs. Those characteristics are summarized 
in the Highlights box above.

The Home Visit Process
Home visits, whether a general population health nursing in-
tervention or part of a planned home visitation program, must 
be focused, purposeful events in order to be effective. Like any 
other nursing intervention, the home visit should be a planned 
event with specified goals and objectives. The nursing process 
provides a framework for systematically organizing the home 
visit to make it an effective nursing intervention.

Initiating the Home Visit
Home visits by population health nurses are initiated for a variety 
of reasons. Often, the nurse receives a request for a visit from an-
other health care provider or agency. Reasons for such requests 
include health care needs related to specific health problems or 
needs for health-promotive services. For example, many hospi-
tal obstetrics units refer all first-time mothers for home visits by 

population health nurses to provide assistance in parenting and 
to promote a successful postpartum course and adjustment to 
parenthood. Similarly, a physician might request a home visit to 
educate a hypertensive client about prescribed medications.

Clients themselves might also initiate home visits. For ex-
ample, a mother concerned about her child’s recurrent night-
mares may call and request a home visit by a population health 
nurse. Friends and family might also initiate a home visit. A 
neighbor might inform the nurse that he or she thinks the chil-
dren next door are being abused, or a mother may request a 
home visit to help her daughter deal with the loss of a child. 
Finally, the population health nurse may initiate a home visit. 
The nurse might note that a child seen in the well-child clinic 

Characteristics of Effective Home Visiting 
Programs
•	 A	high	level	of	engagement	with	families,	with	frequent	visits	

over a prolonged period of time (2 years or longer)

•	 A	clear	set	of	program	goals	with	appropriate	related	
curricula and program materials

•	 Assurance	of	consistency	of	program	design	and	its	
implementation

•	 Use	of	visitors	with	qualifications	appropriate	to	achievement	
of program goals

•	 A	“dual-generation”	focus	on	addressing	the	needs	of	both	
parents and children

•	 Coordination	with	other	sources	of	support	(e.g.,	a	consistent	
health care provider or “medical home”)

•	 Interventions	tailored	to	the	target	population	(e.g.,	cultural,	
language, or other adaptation, as warranted)

Data from: National Human Services Assembly. (2007). Home visiting: 
Strengthening families by promoting parenting success. [Policy brief No. 23]. 
Retrieved from http://nationalassembly.org/FSPC/documents/PolicyBriefs 
/FSPBrief23FINAL.pdf

Highlights Global Perspectives

A joint statement by the World Health Organization and the 
United Nations Children’s Fund (UNICEF) in 2009 recom-
mended systematic home visiting programs in the first week of 
life to reduce neonatal mortality. The report noted that an esti-
mated 3.7 million babies in developing countries die in the first 
four weeks of life; most of them at home. As indicated in the 
report, “home visitations after birth is a strategy to deliver effec-
tive elements of care to newborns and increase newborn survival” 
(WHO & UNICEF, 2009, p. 3).

The focus of care in home visiting programs is on both infant 
and mother. Elements of care for the newborn include promot-
ing early breast-feeding, fostering skin-to-skin care to maintain 
warmth, promoting hygiene (particularly with respect to umbilical 
cord care), assessing for problems and making referrals for care 
as needed, promoting birth registration and immunization, and 
identifying additional care needs. Maternal care foci include as-
sessment for complications (fever, bleeding, infection), managing 
breast-feeding problems, counseling on birth spacing, and refer-
ral for additional assistance as needed (WHO & UNICEF, 2009).

As of 2012, 30 of 58 countries in Africa and Asia had im-
plemented community-based maternal and child postnatal pro-
grams, but only four countries provided home visits to more than 
50% of newborns. Home visiting programs have been imple-
mented by government CHWs in some areas and volunteers in 
others. An informal meeting to address development of home 
visiting programs generated the following recommendations:

•	 Advocacy	for	the	development	of	policies	on	postnatal	home	
visitation and the provision of resources for implementation

•	 Technical	guidance	on	the	optimal	services	to	be	provided,	
timing	 and	 frequency	 of	 visits,	 and	 implementation	 in	
 different settings

•	 Training	and	incentives	for	workers
•	 Development	of	practical	guidelines	for	program	implementation
•	 Research	on	models,	logistics,	and	use	of	technology	in	home	

visiting programs, and barriers to implementation (WHO, 2012)

Promoting Infant Survival
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is developmentally delayed and decide to visit the home to see 
if environmental factors are contributing to the delayed devel-
opment. Other important aspects of initiating a home visit are 
communicating the reason for the home visit, creating appro-
priate expectations for the visit on the part of both the client 
and the nurse, overcoming fear, and building rapport with the 
client.

Conducting a Preliminary Health 
Assessment
Before the home visit, the nurse conducts a preliminary assess-
ment to review existing information about the client and his 
or her situation. Previously acquired client data should be re-
viewed and factors influencing client health status identified. If 
the client is already known to the nurse or the agency, a certain 
amount of data is available in agency records, notes from pre-
vious visits, and other material. Such data can be used by the 
nurse to refresh his or her memory regarding the client’s health 
status.

If the client is new to an agency, available data will prob-
ably be limited to that received with the request for services. 
In such a case, the nurse needs to look for general cues that 
suggest client strengths and potential problems. For example, if 
the home visit is requested for follow-up on a newborn and his 
adolescent mother, the nurse knows that infant feeding, sleep 
patterns, maternal knowledge of child care, bonding, uterine 
involution, maternal coping abilities, and family planning are 
areas that may need to be addressed during the visit. Similarly, 
if the referral is for an elderly woman with uncontrolled hy-
pertension, the nurse will identify areas related to diet, medica-
tion, safety, and exercise for investigation during the visit.

All aspects of the client’s life should be reviewed to detect 
strengths, existing problems, and potential problems that may 
need to be addressed during the visit. Using the determinants 
of health as a framework, the nurse reviews available informa-
tion on biological, psychological, environmental, sociocultural, 
behavioral, and health system factors that influence the client’s 
health status. By assessing client factors in each of these areas, 
the nurse enters the client’s residence better prepared to deal 
with the wide variety of client needs likely to be encountered.

bIOLOGICAL DeTeRMINANTS. In the biological dimen-
sion, the nurse would consider the effects of age and client  
development level on health status. For example, if the family 
includes adolescent children, the nurse might focus on sexuality 
issues, whereas home safety might be more relevant to a family 
with small children or elderly members. The nurse would also 
obtain information on existing physical health problems and 
the presence of disability in clients as well as immunization sta-
tus and other physiologic factors that influence health.

PSyCHOLOGICAL DeTeRMINANTS. Considerations re-
lated to psychological factors include evidence of family stress 
and coping. Nurses making home visits may often find them-
selves called upon to provide emotional support to individual 

clients or families in crisis, particularly until other services (e.g., 
counseling) can be obtained. The client with a terminal illness 
and his or her family are particularly in need of emotional sup-
port by the nurse.

eNVIRONMeNTAL DeTeRMINANTS. In the environ-
mental area, the nurse obtains information about the home en-
vironment with particular attention to home safety needs, based 
on the client’s and family members’ ages, health status, and func-
tional abilities.

Other environmental safety conditions may relate to the cli-
ent’s condition or to therapeutic regimens to be implemented 
in the home. Continuous chemotherapy infusions, for exam-
ple, are successfully administered in homes, but they present 
unique safety hazards. For example, some agents are extremely 
toxic to skin tissue. Needles and other equipment used to ad-
minister these agents also present contamination and injury 
hazards.

Infection control is another safety issue related to the provi-
sion of health care in the physical environment of the home. 
Infection control in the home has a dual focus: protecting the 
client and family and protecting the nurse. The nurse should 
adhere to the agency’s standards of practice, incorporate uni-
versal precautions for preventing the spread of blood-borne 
diseases, and educate clients and family members in infection 
control measures, including universal precautions. In the pre-
liminary assessment, the community health nurse is alert to the 
potential for problems related to infection control within the 
client’s home environment.

The primary infection control measure in any setting is ad-
equate hand washing before and after giving any direct care 
to clients. Hands should be thoroughly washed with soap 
and running water. This may require creativity on the part of 
nurses or family members in homes without running water. 
For example, the nurse may wet his or her hands, apply soap, 
and lather thoroughly, then ask a family member to pour clean 
water over the hands to rinse them. The nurse can also make 
a habit of carrying paper towels on home visits to avoid us-
ing family towels that were used previously. Many nurses now 
carry waterless hand-cleansing agents with them on home vis-
its. The nurse may also identify a need to instruct family mem-
bers in the importance of hand washing in the care of the client 
and as a general measure for preventing the spread of disease.

Infection control in the home, as in other settings, involves 
the use of sterile precautions in any invasive procedures, appro-
priate disposal of bodily secretions and excretions, and isola-
tion precautions as warranted by the client’s condition. Nurses 
working in the home with clients who have blood-borne dis-
eases such as AIDS and hepatitis should use universal blood 
and body fluid precautions. These precautions apply to any  
body fluids, including blood, semen, vaginal secretions, cere-
brospinal fluid, synovial fluid, pleural fluid, peritoneal fluid, 
pericardial fluid, and amniotic fluid, and feces, nasal secretions, 
sputum, sweat, urine, and vomitus that contains visible blood. 
Identification of the possible need for universal precautions 
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and other infection control measures during the preliminary 
assessment allows the population health nurse to plan effec-
tively to promote personal safety and that of the client and 
family. Care should also be taken in the disposal of secretions 
and excretions of clients with other conditions. For example, 
sputum from clients with active tuberculosis should be handled 
with care, and the feces of chronic typhoid carriers should be 
disposed of in a municipal sewer system.

SOCIOCuLTuRAL DeTeRMINANTS. Sociocultural fac-
tors to be considered in the assessment include the client’s or 
family’s economic status, interactions with the outside world, 
and occupational or employment considerations. The nurse 
would also obtain information on cultural or religious factors 
that influence the client’s health as well as the extent of the 
 client’s social support system. Client–family interactions are 
another sociocultural determinant that may influence the cli-
ent’s health. The nurse would also be alert to information about 
family caretakers’ responsibilities and how these might affect 
the health of both the client and the caretaker.

Cultural factors should also be considered. For example, 
the client’s cultural food preferences or modes of prepara-
tion should be considered in planning to meet nutritional 
needs. Similarly, child-rearing practices may affect the plan 
of care for a young child. For instance, in some cultural 
groups even very young children may make independent 
decisions about taking medications or adhering to other ele-
ments of a treatment plan. If this is the case, the nurse will 
need to work with both the parent and the child to ensure 
compliance.

beHAVIORAL DeTeRMINANTS. Behavioral considerati-
ons would include information about the client’s consumption 
patterns and nutritional needs based on age or health status.  
Information regarding substance use or abuse would also be rel-
evant to the planning of effective nursing interventions.

HeALTH SySTeM DeTeRMINANTS. The effects of the 
health system on the client are also an area to be addressed in the 
preliminary assessment. What is the source of payment for home 
health services? Does the client have access to other health promo-
tion and health restoration services? Are these services effectively 
utilized by the client? The focused assessment on the next page 
provides tips for assessing each of the six determinants of health in 
a preliminary assessment in preparation for a home visit.

Deriving Nursing Diagnoses
The diagnostic reasoning process is used to derive nursing di-
agnoses. The nurse examines available data and then develops 
diagnostic hypotheses that seem to explain the data. Hypoth-
esis evaluation takes place when the nurse actually makes the 
home visit and obtains additional data to confirm or discon-
firm the diagnostic hypotheses. The diagnostic hypotheses 
generated from the preliminary assessment, however, give the 
nurse some direction for planning nursing interventions to 

be performed during the home visit. Based on the data avail-
able in the preliminary assessment, the nurse makes nursing 
diagnoses related to health conditions to be addressed dur-
ing the home visit. These diagnoses may be positive diagno-
ses, problem-focused nursing diagnoses, or health-promotive 
diagnoses.

Positive nursing diagnoses reflect client strengths identi-
fied in the preliminary assessment. For example, available data 
may indicate “effective coping with the demands imposed by a 
handicapped child due to a strong family support system.” This 
diagnosis suggests that the nurse will reinforce family support 
as a factor contributing to effective coping.

Problem-focused nursing diagnoses may reflect potential 
problems or actual problems for which there is evidence in the 
preliminary assessment data. For example, an existing problem 
of “ineffective contraceptive use due to inadequate knowledge 
of contraceptive methods” may have been documented on a 
previous home visit. Unless there is also an indication that this 
problem has been resolved, the nurse will probably address it 
during the subsequent home visit. Preliminary assessment data 
may suggest potential problems as well. For example, the re-
quest for services might indicate that the client’s husband is in 
the Navy and is due to leave on extended sea duty. This infor-
mation would suggest a nursing diagnosis of “potential for in-
effective coping due to loss of spousal assistance.”

Nursing diagnoses might also reflect the need for health-
promotive services. For example, there will soon be a “need 
for routine immunizations” for a newborn child. Similarly, the 
mother has a “need for postpartum follow-up due to recent 
delivery.”

Planning the Home Visit
Based on the preliminary assessment, the population health 
nurse makes plans for a home visit to address the health needs 
most likely to be present in the situation. Tasks to be accom-
plished in planning the visit include reviewing previous in-
terventions, prioritizing client needs, developing goals and 
objectives for care, and considering client acceptance and 
timing. Other tasks of this stage include delineating activities 
needed to meet client needs, obtaining needed materials, and 
planning evaluation.

ReVIewING PReVIOuS INTeRVeNTIONS. The first 
step in planning is to review any previous interventions related 
to client health needs and the efficacy of those interventions. 
This information allows the nurse to eliminate interventions 
that have been unsuccessful in the past and to identify interven-
tions that have worked.

PRIORITIzING CLIeNT NeeDS. The next task is to give 
priority to identified client needs. Client care needs may be pri-
oritized on the basis of their potential to threaten the client’s 
health, the degree to which they concern the client, or their ease 
of solution. It is often impossible to address all of the client’s 
health problems in a single visit, so the nurse must decide which 
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needs require immediate attention. For example, if the wife has 
been admitted to an alcohol treatment center and there is no 
one to care for the children while the father works, provision of 
child care and dealing with the children’s feelings about their 
mother’s absence may be the only things that can be accom-
plished on the initial visit. Other problems, such as poor nutri-
tional habits and the need for immunizations for the toddler, 
can be deferred until a later visit.

DeVeLOPING GOALS AND ObjeCTIVeS. After deter-
mining which client needs will be addressed in the forthcoming 
visit, the nurse develops goals and objectives related to each area 
of need. Goals are generally stated expectations, whereas ob-
jectives are more specific. In the previous example, the nurse’s 
goal might be to enable the family to function adequately in the 

mother’s absence. In this instance, an outcome objective might 
be that adequate child care will be obtained so the father can 
return to work.

The health care needs that will be addressed during a home 
visit may reflect the levels of health care: health promotion, ill-
ness and injury prevention, resolution, and restoration. When 
health care needs occur in the realm of health promotion and 
illness or injury prevention, goals and outcome objectives re-
flect positive health states or the absence of specific health 
problems as expected outcomes of care. For example, a goal for 
health promotion might be “development of effective parenting 
skills.” A related outcome objective might be that the client “will 
display effective communication skills in relating to children.”

Goals and objectives related to needs for resolution focus on 
alleviation of specific problems. For example, a goal for a client 

FOCuSeD ASSeSSMeNT Assessing the Home Visit Situation

•	 Is	the	home	equipped	to	meet	special	needs	of	persons	living	
there (e.g., safe administration of oxygen, mobility aids)?

•	 Does	the	home	situation	pose	an	infection	risk	for	persons	
living there?

Sociocultural Determinants

•	 What	are	the	educational	and	economic	levels	of	persons	
living in the home? How do they affect health status?

•	 What	is	the	extent	of	social	support	available	to	those	living	
in the home? Do they make use of available social support?

•	 Are	persons	living	in	the	home	employed?	How	does	
employment affect health status and health care needs?

•	 Are	there	religious	or	cultural	practices	in	the	home	that	
influence health?

•	 Is	there	sufficient	provision	for	personal	privacy	in	the	home?

Behavioral Determinants

•	 Does	anyone	living	in	the	home	have	special	dietary	needs?	
Are those needs being met?

•	 Does	anyone	living	in	the	home	smoke?	What	are	the	
potential health effects of smoking on persons living in the 
home?

•	 Is	there	evidence	of	substance	abuse	in	the	home?

•	 Do	any	of	those	living	in	the	home	use	medications	on	a	
regular basis? If so, are they used and stored appropriately?

Health System Determinants

•	 Is	health	care	utilization	by	persons	living	in	the	home	
appropriate?

•	 Are	there	barriers	to	access	to	health	care	services	for	
persons living in the home?

•	 How	are	home	care	services	reimbursed?

Biological Determinants

•	 What	are	the	ages	of	persons	in	the	home?	Do	the	age	and	
developmental level of persons in the home give rise to 
specific health needs?

•	 Do	any	persons	in	the	home	have	existing	physical	health	
problems?

•	 Does	anyone	in	the	home	have	difficulty	performing	activities	
of daily living?

•	 Do	persons	in	the	home	exhibit	other	physiologic	states	that	
necessitate health care (e.g., pregnancy)?

Psychological Determinants

•	 What	is	the	emotional	status	of	persons	living	in	the	home?	
How effective are the coping strategies used by persons 
living in the home? Is there a need for respite for family 
caregivers?

•	 Is	there	a	history	of	mental	illness	in	anyone	living	in	the	
home?

•	 Do	persons	in	the	home	interact	effectively	with	one	another?	
What effects do interpersonal interactions have on health? 
What is the potential for domestic violence in the home?

Environmental Determinants

•	 Where	is	the	home	located?	Is	the	neighborhood	safe?	Are	
there environmental conditions in the neighborhood that 
adversely affect health?

•	 Are	there	safety	hazards	in	the	home?	Does	the	home	
environment accommodate the age-related safety needs of 
persons living there?

•	 Is	the	home	in	good	repair?	Does	it	have	the	usual	amenities	
(e.g., running water, heat, electricity, refrigeration, cooking 
facilities)?
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with hypertension might be “effective control of elevated blood 
pressure” and the related outcome objective might be a blood 
pressure that is “consistently below 140/90.” Similarly, goals and 
objectives for restoration reflect client achievement of a prior level 
of function or the prevention of recurrence of a health problem.

CONSIDeRING ACCePTANCe AND TIMING. In plann-
ing a home visit, the nurse should consider the client’s readiness to 
accept intervention as well as the timing of the visit and the intro-
duction of intervention. The nurse may find, for example, that a rel-
atively minor problem with which the client is preoccupied must be 
addressed before the client is willing to deal with other health needs. 
Clients may be fearful of home visits, particularly if they are viewed 
as evidence of poor performance on their part. For this reason, the 
population health nurse may need to put considerable effort in a 
first contact into building a level of trust and rapport with the client.

Timing is another important consideration in planning an 
effective home visit. If the visit interferes with other activities 
important to the client, the client may not be as open to the 
visit as would otherwise be the case. Other activities that com-
pete with a home visit for the client’s attention might be the 
visit of a friend, an upcoming doctor’s appointment, getting 
the children ready for an outing, or even something as mun-
dane as a favorite soap opera. Prescheduling or rescheduling 
home visits can make the visit a more effective intervention if 
something else is interfering.

Timing also relates to the degree of rapport established be-
tween client and nurse. Clients need time to develop trust in 
the nurse before intimate issues can be addressed. For example, 
a pregnant adolescent may feel too uncomfortable and threat-
ened by the nurse during early visits to admit to prior drug use 
and ask about its effects on the baby. The nurse should judge 
the appropriateness of the timing in bringing up intimate is-
sues for discussion and wait, if possible, until rapport is estab-
lished with the client. Efforts at cost containment have often 
limited the number of visits that can be made to a particular 
client, so population health nurses must work to develop trust 
and rapport early in their interactions with clients.

IDeNTIFyING APPROPRIATe NuRSING INTeRVeN-
TIONS. The next aspect of planning the home visit is the 
planning of specific nursing activities for each nursing diag-
nosis to be addressed. Planned interventions should be based 
on evidence of their effectiveness and may incorporate practice 
guidelines. Practice guidelines are available from a number of 
sources. For further information about practice guidelines, see 
the resources provided in the External Resources section of the 
student resources site. Agency procedures and protocols and 
clinical pathways may also be used as guides for planning nurs-
ing interventions during a home visit. Protocols and clinical 
pathways may differ from agency to agency and should be tai-
lored to the goals and resources of the particular agency as well 
as to the particular client’s needs.

The activities planned reflect the nurse’s assessment of 
health care needs and the factors influencing them. In the 

previous example, referral to a Head Start program may pro-
vide assistance with child care, but only if the children involved 
are of the right ages. If the youngsters are of school age, the 
appropriate nursing intervention might be to help the father 
explore the possibility of an after-school program, if one is 
available, or have the children go home with the parents of a 
friend until the father can pick them up after work.

Nursing activities can focus on both health promotion and 
the resolution of health-related problems. For example, the 
population health nurse might provide the parents of a toddler 
with anticipatory guidance regarding toilet training or assist 
parents to discuss sexuality with their preteen daughter. Other 
positive interventions might focus on providing adequate nu-
trition for a young child or promoting a healthy pregnancy for 
a pregnant woman.

Specific interventions employed by the nurse might include 
referral, education, and technical procedures. For example, 
the nurse might refer a family to social services for financial 
assistance, teach a mother about appropriate nutrition for the 
family, or check a hypertensive client’s blood pressure. The in-
terventions selected should be directed toward achieving the 
goals and objectives established while taking into account the 
constraints and supports in the individual client situation.

ObTAINING NeCeSSARy MATeRIALS. One aspect of 
planning the home visit is obtaining materials and supplies that 
may be needed to implement planned interventions. Because 
the visit takes place in the client’s home, the nurse cannot as-
sume that necessary supplies will be available there. If the nurse 
plans to engage in nutrition education, he or she might want to 
leave a selection of pamphlets with the client to reinforce teach-
ing. If planned activities involve weighing a premature infant, 
the nurse will want to take along a scale.

Equipment and supplies may also be needed for other pro-
cedures such as dressing changes, catheterizations, injections, 
and blood pressure checks. Because the nurse frequently does 
a physical assessment of one or more clients, additional equip-
ment such as a stethoscope, percussion hammer, tongue blade, 
flashlight, and otophthalmoscope will need to be obtained 
prior to setting out for the visit.

PLANNING FOR eVALuATION. As with every other pro-
cess employed by population health nurses, the planning phase 
of the home visit process concludes with plans for evaluation. 
The nurse determines the criteria to be used to evaluate the 
effectiveness of the home visit. Criteria for evaluating client 
outcomes are derived from the outcome objectives developed 
for the visit. Because the outcome of nursing interventions un-
dertaken during a home visit may not be immediately appar-
ent, the nurse needs to develop both short-term and long-term 
evaluative criteria. Short-term criteria are likely to be based on 
client response to interventions. For example, the nurse may 
make a referral for immunizations, but the mother cannot fol-
low through on the referral and receive immunizations on the 
spot. The nurse, however, can evaluate the mother’s response 
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to the referral. Does the mother seem interested? Does she indi-
cate that she will follow through on the referral? On subsequent 
visits, the nurse would employ long-term outcome criteria to 
evaluate the effects of interventions. In this instance, the cri-
teria would include whether the client’s child received needed  
immunizations.

Outcome evaluation addresses the level of health care in-
volved in the nursing interventions employed. Evaluative cri-
teria for health promotion and illness and injury prevention 
measures, for example, reflect health promotion or the absence 
of specific health problems. For example, criteria for interven-
tions to foster immunity to childhood diseases would include 
whether immunizations were obtained and the presence or 
absence of immunizable diseases such as measles. If the cli-
ent develops measles, prevention of illness obviously was not 
effective.

Evaluation of resolution measures focuses on the degree to 
which an existing problem has been resolved. For example, a 
client’s hypertension may have been uncontrolled because of 
poor medication adherence. Evaluative criteria in this instance 
would include the degree of adherence achieved and the client’s 
blood pressure measurements. Criteria to evaluate restoration 
measures reflect the degree to which a client has regained a 
prior level of health or prevented recurrent health problems. 
For example, have passive range-of-motion exercises helped 
a client recovering from a broken arm to regain strength and 
mobility? Has parenting education by the nurse prevented fur-
ther episodes of child abuse in an abusive family?

The nurse also develops criteria to evaluate implementa-
tion of the planned home visit. These criteria are derived from 
process objectives developed for the visit. For example, was 
the nurse adequately prepared to address the health care needs 
encountered during the visit? Were the appropriate supplies 
available for implementing planned interventions?

Implementing the Planned Visit
The next step in the home visit process is conducting the visit 
itself. Several tasks are involved in implementing the planned 
visit. These include validating the health needs and diagnoses 
identified in the preliminary assessment, identifying additional 
needs, mutual goal setting, modifying the intervention plan as 
needed, performing nursing interventions, and dealing with 
distractions.

VALIDATING ASSeSSMeNT AND DIAGNOSeS. The first 
task in implementing the home visit is to validate the accuracy 
of the preliminary assessment. Problems identified from the 
available data may or may not exist when the nurse actually en-
ters the home. For example, the nurse may find that the family’s 
poor diet is not the result of lack of knowledge about nutrition, 
but stems from a lack of money to purchase nutritious foods. 
Or the nurse may find that what appeared to nurses on the post-
partum unit to be poor maternal–infant bonding was not actu-
ally the case. Similarly, the nurse may discover that expected 

strengths or positive nursing diagnoses do not accurately reflect 
the client’s actual health status. For example, a mother who ap-
peared to be coping effectively with her child’s handicap may 
really have been exhibiting denial of the condition. It is par-
ticularly important that the nurse involve the client in a reas-
sessment of his or her needs and to modify the plan of care as 
needed, also in conjunction with the client.

IDeNTIFyING ADDITIONAL NeeDS. During the visit, 
the nurse collects additional data related to biological, psycho-
logical, environmental, sociocultural, behavioral, and health 
system factors to identify additional health care needs. For ex-
ample, when the nurse arrives to visit a new mother and her 
infant son, the nurse may find that the client’s father recently 
had a heart attack. The client may be much more in need of 
assistance in finding child care for her new baby, so she can 
spend time at the hospital than in discussing immunization and 
postpartum concerns. Or the nurse may find that, in addition 
to having a new baby, the client’s husband is out of work and 
the 12-year-old has been skipping school. Again, clients need 
to be actively involved in determining needs and prioritizing 
them if nurses are to avoid imposing their preconceived agenda 
for the visit. 

MuTuAL GOAL SeTTING. Although the nurse has estab-
lished tentative goals and objectives for the visit during the 
planning stage, those goals are revisited during implementa-
tion. The nurse shares with the client the initial goals estab-
lished for addressing health needs identified in the preliminary 
assessment, as well as additional problems identified, and to-
gether they set or revise goals to be achieved during the cur-
rent visit or throughout a series of visits. This is particularly 
important when clients will be responsible for implementing 
interventions designed to achieve those goals. If the client is not 
in agreement regarding the goals to be achieved, implementa-
tion may not occur.

Population health nurses assess clients’ physical health status in 
the home. (Monkey Business/Fotolia)
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MODIFyING THe PLAN OF CARe. Based on what the 
nurse finds in the course of the home visit and on input from 
the client or family, the initial plan of care may need to be modi-
fied. In doing this, the nurse may need to restructure priorities 
based on new data and client input. For instance, if the 2-year-
old has cut her arm and is bleeding profusely when the nurse 
arrives, this problem takes precedence over the nurse’s plan to 
discuss the potential for sibling rivalry. The nurse may either 
implement interventions as planned or modify the plan as the 
client’s situation and desires dictate.

PeRFORMING NuRSING INTeRVeNTIONS. Only after 
the plan of care has been modified as needed does the nurse 
perform whatever nursing interventions are warranted by the 
client situation. As noted earlier, these activities may include 
health promotion, illness and injury prevention, resolution, 
and health restoration measures. For example, the nurse work-
ing with a new mother might discuss parenting skills as a means 
of preventing child abuse (injury prevention), give the mother 
suggestions for dealing with the infant’s spitting up (resolu-
tion), and discuss options for contraception to prevent a subse-
quent pregnancy (restoration).

Any or all of the levels can be emphasized, depending on the 
situation encountered. For example, if the mother is inexperi-
enced and concerned about child care skills in feeding, bathing, 
and parenting, the emphasis would be on health promotion. 
Conversely, if the nurse arrives to find a baby screaming with 
gas pains, emphasis is placed on making the infant more com-
fortable and relieving the mother’s anxiety (resolution). Once 
this has been accomplished, the nurse can focus on suggestions 
to prevent a recurrence of the problem (restoration).

DeALING wITH DISTRACTIONS. One important con-
sideration in implementing a home visit is dealing with distrac-
tions. Distractions are generally of three types: environmental, 
behavioral, and nurse-initiated. Environmental distractions 
arise from both the physical and social environments and may 
include background noise, crowded surroundings, and inter-
ruptions by other family members or outsiders. The occurrence 
of such distractions during the home visit can give the nurse a 
clear picture of the client’s environment and the way in which 
the client and family interact among themselves and with oth-
ers. For example, if mother and child are continually yelling 
at one another during the visit, this suggests the existence of 
family communication problems. On the other hand, positive 
interactions between a mother and her young child provide evi-
dence of effective parenting skills.

Despite the information that can be gleaned from these 
distractions, their negative effects on the interaction between 
client and nurse need to be minimized. Requesting that the 
television be turned off during the visit or moving the client 
to a more private area can minimize some distractions. Or the 
nurse may ask an intrusive younger child to draw a picture to 
allow the parent and nurse to talk with fewer interruptions. If 
there are too many distractions that cannot be eliminated or 

overcome, the nurse can ask the client if there is a better time 
for the visit, when fewer interruptions will occur, and resched-
ule the visit for a later date. For example, subsequent visits 
might be planned to coincide with the toddler’s nap.

Behavioral distractions consist of behaviors employed by the 
client to distract the nurse from the purpose of the visit. Again, 
the use of such distractions can be a cue for the nurse that cer-
tain topics are uncomfortable for the client or that the client does 
not quite trust the nurse or may feel guilty about something. The 
nurse can benefit from the distraction by exploring the reasons 
for the client’s behaviors and working to establish trust.

The last category of distractions originates with the nurse. 
These distractions create barriers to relationships with clients. 
Fears, role preoccupation, and personal reactions to different 
lifestyles can distract the nurse from the purpose of the home 
visit. Nurses may fear bodily harm, rejection by the client, or 
the lack of control that is implicit in a home visit. In today’s 
 violent society, fear of bodily harm is understandable, and 
nurses making home visits should employ the personal safety 
precautions presented in Table 13-2•.

TAbLe 13-2  Personal Safety 
Considerations in Home 
Visiting

Appearance
•	Wear	a	name	tag	and	uniform	or	other	apparel	that	identifies	you	as	

a nurse.
•	Do	not	carry	a	purse	or	wear	expensive	jewelry.
•	Leave	any	valuables	at	home	or	lock	them	in	the	trunk	of	the	car	

before leaving the office.

Transportation
•	Keep	your	car	in	good	repair	and	with	a	full	tank	of	gas.
•	Carry	emergency	supplies	such	as	a	flashlight	and	blanket.
•	Always	lock	your	car	and	carry	keys	in	hand	when	leaving	the	 

client’s home.
•	Park	near	the	client’s	home	with	your	car	in	view	of	the	home	

whenever possible.
•	Avoid	the	use	of	public	transportation	if	possible.
•	Get	complete	and	accurate	directions	to	the	home.

The Situation
•	Call	ahead	to	alert	the	client	that	you	will	be	coming.
•	Ask	the	client	to	secure	pets	before	your	visit.
•	Walk	directly	to	the	client’s	home,	without	detours	to	local	shops	or	

other places.
•	Keep	one	arm	free	while	walking	to	the	client’s	home.
•	Avoid	isolated	areas,	especially	late	in	the	day	or	at	night.
•	Knock	before	entering	the	client’s	home,	even	if	the	door	is	open.
•	Make	joint	visits	in	dangerous	neighborhoods	or	situations	or	

 employ an escort service if needed.
•	Listen	to	the	client’s	messages	regarding	potential	safety	hazards.
•	Make	home	visits	at	times	when	illicit	activity	(such	as	drug	

 transactions) is less likely to occur or when potentially dangerous 
family members will not be present.

•	Carry	a	whistle	that	is	easily	accessible.
•	Become	familiar	with	personal	defense	techniques.
•	Leave	any	situation	that	appears	to	hold	a	risk	of	personal	danger.
•	Stay	alert	and	observe	your	surroundings.
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Population health nurses may also create distractions by 
 being so preoccupied with their original purpose that they fail 
to see the need to modify the planned home visit. No planned 
intervention is so important that it cannot be postponed if 
more important needs intervene. Nurses who continue to 
pursue predetermined goals in the light of other client needs 
reduce their credibility with clients and create barriers to effec-
tive intervention. For example, the nurse who insists on talking 
about infant feeding when the client just had an argument with 
her husband and fears he will leave her is not meeting the cli-
ent’s needs.

Finally, population health nurses may be put off by the con-
trast between their own lifestyles and those of the clients they 
are visiting. In dealing with feelings engendered by such dif-
ferences, it is helpful to understand that one’s own attitudes 
are the product of one’s upbringing and culture and clients 
derive their attitudes in the same way. In dealing with lifestyle 
differences, the nurse must be aware of her or his personal 
feelings and their impact on nursing effectiveness. The nurse 
must also determine what aspects of the client’s lifestyle may 
be detrimental to health and focus on those, while accepting 
other differences in attitude or behavior as hallmarks of the 
client’s uniqueness. Being thoroughly informed about cultural 
and ethnic differences also minimizes negative reactions by the 
nurse to such differences. Some of these differences were dis-
cussed in Chapter 5 .

Evaluating the Home Visit
Before concluding the visit, the nurse evaluates the effective-
ness of interventions in terms of their appropriateness to the 
situation and the client’s response. This evaluation is conducted 
using criteria established in planning the visit. It may not be 
possible, at this point, to determine the eventual outcome of 
nursing care. The nurse can, however, examine the client’s ini-
tial response to interventions. Was the mother interested in ob-
taining contraceptives? Is it likely that she will follow through 
on a referral to the immunization clinic? Did the client voice an 
intention to reduce fat intake? Could the client accurately dem-
onstrate the correct technique for bottle-feeding the infant?

Evaluating the ultimate outcome of interventions may occur 
at subsequent visits. For example, on the next visit, the nurse 
might determine whether the mother obtained contraceptives. 
If she called but was not able to get an appointment, the nurse 
would determine the reason. Based on information obtained, 
there may be a need for advocacy on the part of the nurse. If the 
client did not seek contraceptive services, the nurse should de-
termine the reason for her behavior. Was the client distracted 
by crises that occurred in the meantime, but plans to call for an 
appointment next week? Did she not have transportation to the 
clinic? Or maybe she does not really want contraceptives. If the 
client lacks transportation, the nurse might help her explore 
ways of getting transportation. If the client does not really want 
contraceptives, the nurse can either explore why or accept the 
client’s wishes.

As noted earlier, evaluation of nursing interventions dur-
ing a home visit should reflect the level of health care involved. 
The nurse examines both the short-term and long-term effects 
of interventions aimed at the health promotion, prevention, 
resolution, and restoration, as appropriate. For example, if the 
home visit focused on resolution of existing health problems, 
evaluation will also be focused at this level. If several levels 
were addressed during the visit, evaluation will focus on the  
effects of interventions at each level.

The nurse also evaluates his or her use of the home visit pro-
cess. Was the preliminary assessment adequate? Was informa-
tion available that the nurse neglected to review, resulting in 
unexpected problems during the visit itself? For example, did 
the nurse ask about the husband’s reaction to the new baby 
when the record indicates the client is not married? Did the 
nurse miss cues to additional problems during the visit? Was 
the nurse able to plan interventions consistent with client 
needs, attitudes, and desires? Was the nurse able to deal effec-
tively with distractions? If not, why not? Answers to these and 
similar questions allow the nurse to improve his or her use of 
the home visit process in subsequent client encounters.

Home visitation programs can also be evaluated in terms 
of their processes and outcomes. Home visits, although less 
expensive than hospitalization or some other means of service 
delivery, are not without cost, and the effects of such programs 
should be evaluated. Many home visiting programs have been 
found to be highly effective in achieving specific outcomes, but 
others have not shown any benefit. For example, home visita-
tion programs have been credited with promoting regular pre-
natal care, smoking cessation during pregnancy, and better 
prenatal nutrition (Pew Center on the States, 2011). Postpartum 
visits to low-income mothers also resulted in improved depres-
sion scores, better patient satisfaction, and less use of emergency 
department services for their infants (Christie & Bunting, 2011).

In addition, home visit programs have been shown to sup-
port infant development and health, as well as decrease rates 
of child abuse and neglect and promote parental education, 
employment, and improved family relationships (Pew Center  
on the States, 2011). In fact, the Community Preventive  
Services Task Force (2005) found strong evidence for the effec-
tiveness of home visitation programs in preventing child abuse 
in at-risk families. Similarly, incorporation of family violence 
screening into child-health home visits was shown to improve 
disclosure and identification of abused women (Vanderburg, 
Wright, Boston, & Zimmerman, 2010). High-quality national 
home visiting programs for families and young children have 
been shown to be so consistently effective that the American 
Academy of Pediatrics supported advocacy for home visiting 
programs as part of health care reform as early as 1998 (Council  
on Community Pediatrics, 2009).

Among the elderly, home visits often improve medication 
adherence and functional status and help keep people at home 
and improve their quality of life, particularly at the end of life 
Riggs et al., 2011). Environmental improvements have also been 
shown to result from home visit interventions (Pastor, 2006).
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Documenting Home Visits
Follow-up to a home visit involves documenting what took 
place. As we will see later in this chapter, accurate documen-
tation is particularly important in ensuring appropriate re-
imbursement for services. Several aspects of the visit should 
be documented. The nurse should document the actual (not 
preliminary) assessment of client health status, health needs 
identified and goals established, as well as the interventions 
employed to achieve those goals. Clients’ responses to inter-
ventions should also be documented, as well as the short- and 
long-term outcomes of interventions. At the end of each visit, 
the nurse should also document future plans for care. Finally, 
at the end of services, the nurse should write a discharge 
summary of the interventions employed and the client’s 
health status at the close of care. If referrals have been made 

for continued care from other agencies, these should also be 
documented.

Termination
Unlike care in other settings, home visiting services may 
continue over a protracted period of time. This necessitates 
planning for termination of services. Ideally, preparation for 
termination should begin with the first visit when the client is 
informed of the time-limited nature and expected duration of 
services. Reminders of termination are then provided at each 
subsequent visit. At the actual time of termination, the nurse 
would review with the client the degree of achievement of mu-
tual goals and make referrals for continued care as needed. 
Components of the home visit process are summarized in 
 Table 13-3•.

TAbLe 13-3 Components of the Home Visit Process
Initiation Schedule the home visit with the client, introducing the home visitor and explaining the purpose of the home visit.

Preliminary assessment Review available client data to determine health care needs related to biological, psychological, environmental,  
sociocultural, behavioral, and health system determinants of health.

Diagnosis Develop diagnostic hypotheses based on preliminary assessment.

Planning Review previous interventions and their effects.

Prioritize client needs and identify those to be addressed during the visit.

Develop goals and objectives for visit and identify levels of health care involved.

Consider client acceptance and timing of visit.

Identify appropriate nursing interventions to address problems.

Obtain	needed	supplies	and	equipment.

Plan for evaluation of the home visit.

Implementation Validate preliminary assessment and nursing diagnostic hypotheses.

Identify other client needs.

Engage in mutual goal setting with client to meet identified needs.

Modify plan of care as needed.

Carry out nursing interventions.

Deal with distractions.

Evaluation Evaluate client response to interventions.

Evaluate short-term and long-term outcomes of intervention.

Evaluate	the	quality	of	planning	and	implementation	of	the	home	visit.

Evaluate	outcomes	and	quality	of	care	at	the	aggregate	as	well	as	individual	levels.

Documentation Document client assessment, health needs identified, and goals established.

Document interventions.

Document client response to interventions.

Document outcome of interventions.

Document future plan of care.

Document client health status at discharge.

Termination Plan for termination from the first visit.

Inform client of the time-limited nature of services and their probable duration.

Review goal accomplishment with the client.

Make referrals for continuing care, if needed.
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Home Visits in the Home Health 
and Hospice Contexts
A number of authors distinguish between home health care 
and population health nursing. The distinction arose from 
the early split between personal health care services and pub-
lic health services when official health agencies began to em-
phasize population-based screening and health promotion 
services. Authors who make this distinction base it on the fact 
that home health nursing is primarily illness focused and that 
it deals with individuals rather than population groups. Other 
authors, however, point out that home health nurses do deal 
with aggregate needs. From this perspective, home health 
nurses identify populations at risk and in need of home health 
services and define the role of home health nursing in meet-
ing the needs of individual clients and the larger community. 
The population focus in home health comes in the planning of 
systems of care based on an assessment of population needs, 
characteristics, and resources.

Still other authors suggest that illness is both an individual 
or family problem and a community experience. This was the 
perspective of early population health nurses who provided 
personal health services in clients’ homes and simultaneously 
campaigned to improve social conditions. These nurses and 
their supporters believed that the conditions of the sick in their 
homes influenced the health of society in general.

Although today home health nurses work primarily with ill 
individuals, they continue to employ knowledge of environ-
mental, social, and personal health factors. That knowledge is a 
combination of public health science and nursing practice and 
is the hallmark of population health nursing. It would seem, 
then, that the distinction between population health nursing 
and home health nursing is an artificial one and that home 
health is actually a subspecialty within population health nurs-
ing in which the primary, but not sole, focus is on resolution 
of existing health problems and health restoration. Effective 
home health nurses who provide holistic nursing care employ 
principles of population health nursing within the segment of 
the population that is ill.

Home health care is defined as “an array of services for 
people of all ages, provided in the home and community set-
ting, that encompasses health promotion and teaching, cu-
rative intervention, end-of-life care, rehabilitation, support 
and maintenance, social adaptation, and integration and sup-
port for the informal (family) caregiver” (Canadian Home 
Care Association, 2009, pp. 21–22). Home health nursing is 
characterized by holism, care management, resource coordi-
nation, collaboration, and both autonomous and interdepen-
dent practice. Interdependent practice involves collaboration 
with members of other health care disciplines: both profes-
sional (e.g., physicians, physical therapists) and nonprofes-
sional (e.g., home health aides), as well as the client and family 
members.

Home health nurses, like other population health 
nurses, practice autonomously and are responsible for the 

achievement of designated outcomes of care. Home health 
nurses may also specialize in the care of terminally ill clients 
through the provision of hospice services. Home care ser-
vices are usually provided under the aegis of a home health 
agency, and may include a range of care from skilled nurs-
ing and therapy services to personal care and homemaking 
assistance.

Hospice care is a program of palliative care and support 
services provided to terminally ill clients and their families. 
Palliative care is care provided for the purpose of alleviating 
symptoms (physical, psychological, or spiritual), associated 
with terminal or chronic conditions, rather than promoting 
a cure. Hospice care may be provided in both home and in-
patient settings, but we are concerned here only with home 
hospice services. Hospice care involves not only care for the 
terminally ill client, but also bereavement services and counsel-
ing for family members and others.

Home health and hospice care, as we know them  today, 
originated in the work of voluntary agencies such as the 
 Visiting Nurse Associations (VNAs) and other organizations. 
One early home health and hospice agency was established in 
1883 by the Good Cheer Society, whose members visited sick 
mill workers and their families in Nashua, New Hampshire. 
The society hired its first nurse in 1902, later became a VNA, 
and finally became Home Health & Hospice Care in 1989 with 
the consolidation of home health, VNA, and hospice organiza-
tions (Home Health & Hospice Care, 2012). 

Home health care today continues to be focused on the res-
olution of specific health problems rather than on health pro-
motion. Although health promotion may take place in home 
health care visits, it is not the initial purpose for the visit as it 
might be in other types of home visiting programs. The goal of 
home health care is to provide the services needed to restore 
the client to an optimal level of function given the constraints 
of chronic conditions, or in the case of hospice care, to provide 
for symptom amelioration until death.

Some population health nurses may provide hospice or palliative 
care services in the home. (CandyBox Images/Fotolia)
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From the 1930s to the 1950s, the availability of hospital care 
decreased the need for home health care for the sick. Then, as 
hospital costs increased, home care was seen as an effective way 
to minimize the costs of providing care. In 1965, the Medicare 
home health benefit was established to provide home care to 
the elderly and others who qualified for Medicare. This led 
to the development of many proprietary home care agencies. 
Proprietary agencies are independent home health agencies 
owned by individuals or corporations that operate on a for-
profit basis.

In 2014, the National Association for Home Health & Hos-
pice (NAHC, 2014) listed more than 33,000 home health and 
hospice agencies in its locator database, and 1,400 agencies 
provided both home health and hospice services (National 
Center for Health Statistics [NCHS], 2011). In 2010, 10,914 
home health agencies and 3,509 hospices were Medicare cer-
tified (NCHS, 2013). According to the most recent National 
Home Health and Hospice Survey (NCHS, 2007b), on any 
given day, 1.46 million persons received home health services, 
and there was a nearly fivefold increase in the number of pa-
tients discharged from hospice services (usually due to death) 
from 1992 to 2007 (NCHS, 2007a).

These figures suggest the enormous amount of health care 
provided by home health and hospice agencies in the United 
States. Funding for services is derived from public insurance 
programs (e.g., Medicare and Medicaid), private insurance, 
and out-of-pocket spending by recipients of care. In 2010, the 
Centers for Medicare and Medicaid Services spent $44.3 billion 
on home health services for Medicare and Medicaid recipients. 
Similar figures are noted for Medicare-funded hospice ser-
vices, with Medicare funding $12.9 million for hospice services 
in 2010. Together home health care and hospice services ac-
counted for 8.2% of all Medicare expenditures in 2010 (CMS, 
2011a). In 2009, nearly 42% of all Americans who died had 
received hospice services (Dose, Rhudy, Holland, & Olsson, 
2011).

It is likely that the need for home health services will in-
crease in the future for several reasons. First, acute care set-
tings will continue to attempt to reduce costs by shortening 
the length of hospital stays. Second, increasing rates of chronic 
disease in an aging population necessitate assistance to prevent 
institutionalization. Third, advances in technology make pro-
vision of highly technical care possible in the home setting, and 
finally, the majority of the population would prefer to receive 
care at home rather than in an institution (Canadian Home 
Care Association, 2009).

Collaboration in Home Health  
and Hospice Care
Clients’ needs for home health or hospice services must be 
certified by a primary care provider before reimbursement 
for services will be forthcoming. Individual clients or families 
may contract independently for home health services, but un-
less the need for services is validated by the primary provider, 

payment will need to be made out of pocket. In other types of 
home visitation services, on the other hand, clients may self-
refer or population health nurses may identify people in need 
of home visit services while providing other services. In these 
types of home visiting programs, the decision of whether or not 
to provide services lies with the nurse and the client, not with 
a third party.

Because home health services are provided under the aus-
pices of the primary care provider, there is a particular need 
for close collaboration among client, nurse, and primary care 
provider. In addition, home health clients often need services 
provided by other health care professionals, such as physical 
therapists, dieticians, and so on. Again, it is extremely impor-
tant for all those participating in the care of the client to be 
kept informed of the client’s health status and to engage in 
collaborative care planning. A similar need also occurs in the 
case of hospice care. Physicians or nurse practitioners may 
need to be actively involved to ensure effective pain manage-
ment. Similarly, spiritual care advisors and volunteers may be 
helpful in assisting the client and family members to adjust to 
the eventuality of death. For both home health and hospice 
care clients, there may be a need for durable medical equip-
ment (DME) provided by outside vendors, and population 
health nurses often serve as liaisons to DME vendors, assist-
ing clients to get the best possible care. Like other popula-
tion health nurses, home health and hospice nurses may also 
make referrals for additional services to meet identified client 
needs. Referrals would be made using the process discussed 
in Chapter 12 .

Technology and Home Care Services
Another area in which home health care differs from gen-
eral population health nursing home visitation is that of 
care involving technology. Basic population health nurs-
ing is generally very low-tech care. Home health care, on 
the other hand, may rely on very sophisticated technology 
used in the home setting. Many services and procedures that 
were once only available in the hospital or outpatient setting 
are now being provided in homes. This requires that home 
health nurses be knowledgeable about high-tech equipment 
and procedures to a greater extent than is required of most 
population health nurses. Some of the more common con-
cerns, such as safety considerations in the use of oxygen in 
the home and the need for universal precautions in deal-
ing with blood and body fluids, are familiar to population 
health nurses in general.

Disposal of hazardous wastes in the home setting is another 
aspect of home care that is different from that in hospital set-
tings. For example, clients who use lancets to check daily blood 
sugar levels should be educated on their appropriate disposal. 
Other more specialized equipment, such as infusion pumps or 
sophisticated monitors, may be less familiar and nurses who 
encounter clients using these technologies will need to be famil-
iar with them. There is also a movement toward telemedicine 
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with extremely sophisticated monitoring capabilities that will 
allow more in-depth follow-up for home health clients than 
typically exists.

Funding Home Health and Hospice Services
Home health and hospice services may be provided by a vari-
ety of different types of agencies. The major categories of agen-
cies are for-profit or proprietary agencies, voluntary nonprofit 
agencies, and government and other agencies. As noted earlier, 
proprietary agencies provide home health and hospice services 
in order to generate revenue. Nonprofit agencies may be oper-
ated by church groups or other voluntary organizations (e.g., 
VNAs) and are supported by philanthropic donations as well 
as third-party payment from insurance or government sources. 
Some government agencies also provide home health services 
(e.g., the Veteran’s Administration), and services may also 
be reimbursed under the auspices of pension plans or other 
organizations.

Whatever the type of home care or hospice agency, fund-
ing for services may be derived from private health insur-
ance, government funding through Medicare or Medicaid, 
or, in some cases, personal out-of-pocket payment. Most 
home care and hospice agencies derive their funding from all 
of these sources. To receive reimbursement for services un-
der Medicare or Medicaid, however, agencies must be certi-
fied.  Certification is a process by which an agency is judged 
to meet specific conditions of participation, requirements 
to be met to qualify for reimbursement under Medicare or 
 Medicaid programs as spelled out in the United States Code, 
Title 42 (2010). Agencies must be certified separately for par-
ticipation in each program, although many home health and 
hospice agencies are certified by both Medicare and  Medicaid. 
Periodic recertification is required and usually entails a visit 
to the agency by CMS evaluators to assure continued compli-
ance with the conditions of participation. Reviews may also 
be triggered by certain occurrences, such as excessive fall or 
infection rates, client complaints, or the death of a client. 
Many private insurance companies also require home health 
and hospice agencies to meet the Medicare and  Medicaid cer-
tification requirements to be eligible for reimbursement for 
services provided. A similar set of conditions for participation 
are required for CMS reimbursement for hospice services.

The rate of payment is dependent on three variables 
 related to the client: clinical severity (C) of the client’s condi-
tion, functional status (F), and anticipated service (S) utiliza-
tion. Each client is scored on these three variables at the start 
of care on the basis of 23 questions included in the Start of 
Care OASIS-C assessment form. OASIS stands for Outcome 
and Assessment Information Set, a system of assessment 
and documentation developed to assess patient needs and 
 subsequent  outcomes of care by Medicare home care agencies. 
The  results of a subset of OASIS items are publicly available on 
the  Medicare.gov Home Health Compare website. OASIS data 
contribute to quality improvement in home health care in five 
 target  areas: (a) effectiveness of care, (b) efficiency, (c) equity,  

(d)  patient- centeredness, and (e) safety (CMS 2014a). For fur-
ther information about OASIS, see the resources provided in 
the External Resources section of the student resources site.

Based on the composite score using responses to OASIS as-
sessment items, the client is placed in one of 80 home health 
resource groups (HHRGs), reimbursement rate categories for 
home health services similar to the diagnosis-related groups 
(DRGs) for Medicare-funded hospitalizations. HHRGs are 
used to determine the rate of pay for an episode of home health 
care. The HHRG payment is a flat rate of reimbursement for all 
needed nursing and home care visits provided during an epi-
sode of care. Additional payments may be made for “therapy 
add-ons” or physical, occupational, or speech therapy services 
needed by the client. Medicare may also authorize outlier pay-
ments for clients with catastrophic care needs. These payments 
are intended to offset the losses encountered by the agency in 
serving these clients (CMS, 2013a).

Home health care provided under private insurance may be 
funded on a fee-for-service, per-visit basis or under capitation 
arrangements, discussed in Chapter 6 . Managed care organi-
zations, on the other hand, often fund home care services on a 
prospective flat-rate basis similar to Medicare.

In addition to the requirements for agency certification, cli-
ents who receive services reimbursed under Medicare must meet 
certain eligibility requirements in addition to being eligible for 
Social Security benefits. These requirements include certifica-
tion of the need for care and a care plan developed by the cli-
ent’s physician. Periodically, this plan of care must be reviewed 
and updated with recertification of the need for services. As of 
2010, recertification must include a face-to-face encounter be-
tween client and physician or a nurse practitioner, clinical nurse 
specialist, nurse midwife, or physician’s assistant working in col-
laboration with or under the supervision of the physician. In ad-
dition, eligible clients must be homebound and need at least one 
of the following services: intermittent skilled nursing care; physi-
cal, speech, or occupational therapy; skilled observation and as-
sessment; and case management and evaluation (CMS, 2010c). 
Generally speaking, clients are considered homebound if they 
cannot leave their homes, except for health provider visits, with-
out great difficulty. Medicaid home care eligibility criteria vary 
from state to state and usually require clients to “spend down” 
their assets to become financially eligible for care.

Licensing of Home Health and  
Hospice Services
Licensure of home health and hospice agencies is state or lo-
cally controlled, depending on where the agency is located. In 
California, for example, licensing is a state regulatory function. 
Some areas require a certificate of need prior to licensing a 
home health agency or other types of service organizations (e.g., 
mental health services). A certificate of need is a state process 
designed to limit health facility proliferation and minimize costs 
by promoting careful planning of new services and construction 
(National Conference of State Legislatures, 2013). The trend ap-
pears to be toward increasing regulation of licensure for home  
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health agencies; thus, the reader is encouraged to seek out  
licensing requirements for agencies in his or her own area.

In addition to state licensure, home health agencies 
may choose to be accredited by the Joint Commission or 
the  Community Health Accreditation Program (CHAP). 
 Accreditation involves meeting more rigorous standards for 
quality of care and performance than the minimum stan-
dards set by state and federal governments. Both home health 
care and hospice programs can be accredited by the Joint 
 Commission and CHAP (CHAP, n.d.; Joint Commission, 
2009). For further information about the accreditation pro-
cess and standards, see the resources provided in the External 
 Resources  section of the student resources site.

Standards for Home Health and  
Hospice Nursing
Individual home health nurses, as well as agencies, should meet 
established standards. The “Scope and Standards for Home 
Health Nursing Practice,” most recently published by the 
American Nurses Association (ANA) in 2007 are in the process 
of revision (Harris, 2013). The revised document will continue 
to reflect the scope of practice of home health nurses as well as 
standards of care for individual clients and standards of pro-
fessional performance for the home care nurse. The standards 
of care relate to assessment, diagnosis, outcome identification, 
planning, implementation, and evaluation—in other words, 
the use of the nursing process in the care of clients. Standards 

of performance relate to ethical considerations, education, 
 evidence-based practice and research, quality of practice, com-
munication, leadership, collaboration, professional practice 
evaluation, resource utilization, and environmental health 
within the home health specialty field. Each of the standards 
addresses competencies for home health nursing at general-
ist and advanced levels of practice (Harris, Gorski, & Narayan, 
n.d.). A similar set of standards for hospice and palliative nurs-
ing practice was developed by the ANA and the Hospice and 
Palliative Nurses Association in 2007 and were revised in 2014 
(ANA, 2014). Standards have also been established for home 
health nursing education, and a model curriculum is available 
from the Home Healthcare Nurses Association. The association 
also provides resources for palliative and end-of-life care. For 
further information about the standards for home health and 
hospice and palliative care nursing, see the resources provided 
in the External Resources section of the student resources site.

Evaluating Home Health and  
Hospice Services
Evaluation of home visiting services must be undertaken at 
both aggregate and individual levels. At the individual level, 
evaluation would be similar to the evaluation of all home visits 
discussed earlier. The OASIS system promotes documentation 
that supports assessment of care outcomes at both individual 
and aggregate levels (CMS, 2014b). The OASIS documenta-
tion suite includes several documents that are required of 

evidence-based Practice

The Nurse-Family Partnership Program
Williams and colleagues (2009) commented that in 2003 only 
3% of practice guidelines (35 of 1026) included in the National 
Guideline	 Clearinghouse	 addressed	 home	 care	 or	 home	 visita-
tion. Although that number had increased 62-fold by 2008, 
there still remains a significant lack of evidence on which to 
base home visiting practice.

One exception to this is the extensive evidence base that 
supports the effectiveness of the Nurse-Family Partnership 
(NFP) program, a national home visitation program providing 
services to first-time pregnant low-income women and their 
children. Services begin during pregnancy and continue un-
til the child is 2 years of age and focus on health-related be-
haviors, positive parenting, and personal development of the 
woman (Coalition for Evidence-based Policy, 2012). Random-
ized, controlled, longitudinal studies of program recipients in 
three locations, some for as long as 19 years, have reported 
significant positive results including less abuse and neglect, 
better vocabulary and intellectual functioning, and fewer be-
havioral problems among children of mothers enrolled in the 
program	compared	to	a	group	of	control	children.	Girl	children	

also had fewer arrests and convictions, fewer pregnancies, and 
less Medicaid use (Eckenrode et al., 2010). Mothers had fewer 
births and greater intervals between pregnancies, longer-lasting 
partner relationships, and spent less time on welfare and receiv-
ing food stamps than control mothers. Participating mothers 
also reported fewer episodes of domestic violence (Coalition for 
Evidence-based	Policy,	2012;	Give	Well,	2010).	Study	mothers	
also experienced better prenatal health, increased employment, 
and their children had fewer childhood injuries and exhibited 
better school readiness (NFP, 2011c). Other program effects 
included less alcohol or drug-related role impairment among 
the women (Olds et al., 2010) and lower substance abuse rates 
among the children as well as better mental health and school 
performance for the children (Kitzman et al., 2010). Overall, 
the return on investment for the program has been estimated at 
$5.70 for every dollar spent, amounting to overall cost savings 
of $41,419 over the lifetime of a child served (Pew Center on 
the States, 2011). Similar research is needed to provide evi-
dence for the effectiveness of home visiting programs for other 
population groups.
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home health agencies that receive Medicare reimbursement. 
Components of the suite include: (a) the Start of Care OASIS, 
a standardized assessment form used at the initiation of care, 
(b) a reassessment conducted after the 55th day of care and be-
fore the 60th day if care continues into another episode, and  
(c) the Discharge OASIS, completed at the close of care. The 
Discharge OASIS documents change in the client’s health sta-
tus at the end of care and must be completed within 48 hours 
of the last visit.

OASIS items address three types of quality measures: out-
come measures, process measures, and measures of potentially 
avoidable events (CMS, 2014d). Outcome measures include 
end-result outcomes that reflect the client’s status as a result 
of care and utilization measures, measures of the utilization 
of health services (e.g., rehospitalizations). Process measures 
evaluate the performance of the home care agency with re-
spect to specific evidence-based care processes of care, such 
as timeliness of admission, pain assessment and reassessment, 
fall-risk assessment, immunizations, and depression and pres-
sure ulcer assessment. Potentially avoidable events measures 
address negative outcomes such as pressure ulcer develop-
ment, falls (with and without injuries), and so on.

One of the functions of the OASIS documentation suite is 
to permit home care agencies to assess their care relative to 
that provided by other home care agencies. This is facilitated 
by several reports that are generated by the OASIS system. The 
first type of report involves Outcome-Based Quality Monitor-
ing (OBQM), which generates two types of reports: the Agency 
Patient-related Characteristics Report, and the Potentially 
Avoidable Event Report, formerly known as the Adverse Event 
Outcome report. The Agency Patient-related Characteristics 
Report provides information about the clients served by the 
agency including length of service, need for emergency care 
or hospitalization during service, and so on. The Potentially 
Avoidable Event Report provides information on the types and 
frequency of 12 specific adverse events experienced by clients 
(e.g., falls, medication errors) (CMS, 2014c).

OASIS also enables Outcome-Based Quality Improve-
ment (OBQI) reports. OBQI reports include the Agency 
Patient-related Characteristics Report described above as 
well as the OBQI Outcome Report, and the Patient Tally 
Report. The Outcome Report addresses changes in patients’ 
health status over time for 37 outcome measures included 
in OASIS (CMS, 2014b). General categories of measures 
include timeliness of care and care coordination; various 
aspects of assessment, care planning, and implementation; 
patient education; and preventive care (e.g., medication er-
ror, pressure ulcer, and fall prevention and immunizations) 
(CMS, 2011b). The Patient Tally Report provides informa-
tion about each client included in the Outcomes Report data 
and permits agencies to select clients for process investiga-
tion purposes (CMS, 2014b). Data included in the various 
reports provide comparisons to other home health agencies 
and to the particular agency’s performance over time. CMS 
also provides process-based quality improvement (PBQI) 
and outcome-based quality monitoring and quality im-
provement manuals that assist agencies in the interpretation 
and use of evaluative data for program improvement (CMS, 
2010a, 2010b, 2011b).

As noted earlier, data related to some of the measures in-
cluded in OASIS are made available to the general public to help 
them in the selection of quality home health agencies. These 
findings are available through Home Health  Compare. Home 
Health Compare is a federal website provided by  Medicare that 
provides the public with information related to specific home 
health care agencies. Users can search for agencies operating in 
their location and make comparisons across a variety of quality-
of-care measures as well as patient satisfaction with care (Home 
Health Compare, 2012). The website also provides a checklist 
that consumers can use to evaluate potential home health agen-
cies when services are needed (Home Health  Compare, n.d.). 
For further information about Home Health Compare and 
available comparison data, see the resources provided in the 
 External Resources section of the student resources site.

Home visits, as a form of nursing intervention, have been 
used by population health nurses since the early days of their 
practice, and home visits remain a viable alternative to other 
health care delivery settings. The nursing process provides a 
context for structuring home visits to provide health care to 
individuals and their families. Quality home visitation pro-
grams that display certain characteristics have been shown to 

be effective in achieving designated outcomes for families and 
children, pregnant women, and the elderly. Home visits are 
also used as a mechanism for service delivery in home health 
care and hospice care. Both home health care and hospice care 
are more closely regulated than other home visiting programs 
because of their ties to reimbursement under Medicare and 
Medicaid.

CHAPTeR ReCAP
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You are a population health nurse working for the Hastings City 
Health Department. Your supervisor took the following request 
for nursing services by phone and passed it on to you because 
the address is part of your district. You know that this address 
is in an older residential area with a large Hispanic population.

1. Based on the information you have, what health care needs 
related to biological, psychological, environmental, socio-
cultural, behavioral, and health system determinants of 

health would you identify in your preliminary assessment? 
List your diagnostic hypotheses.

2. What nursing interventions would you plan for the health 
needs you are likely to encounter in a visit to this client? 
Identify your planned interventions as addressing health 
promotion, illness and injury prevention, resolution, or res-
toration measures.

3. What supplies and materials might you need on this home 
visit?

4. How would you go about validating your preliminary as-
sessment and diagnostic hypotheses? How would you in-
clude Maria in goal setting and planning for the interaction? 
Would you include other family members? Why or why not? 
Would you collaborate with other health care professionals 
or make any referrals in meeting Maria’s needs? If so, with 
whom would you collaborate? What referrals would you 
make, and why?

5. What additional assessment data would you want to obtain 
during your visit?

6. What evaluative criteria would you use to conduct outcome 
and process evaluation of care provided to this client and her 
family?

7. On what basis would you make the determination to termi-
nate services to Maria?
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Hastings City Health Department

Request for Nursing Services

Source of Request: La Paloma Hospital Maternity Unit
Date of Request: 7-12-15
Client: Maria Flores Date of Birth: 10-21-99
Address: 8359 Marlboro Way, Marquette, AR 36019
Head of Household: Juan Flores (client’s father)

Reason for Referral: Delivered 5 lb. 7 oz. baby boy on 7-5-15.  
Gestational age 32 weeks. Baby remains in NICU with RDS. 
Prognosis good. Client had no prenatal care. Lives with parents 
and 2 younger sisters (ages 8 and 13). Both parents work, but 
family income insufficient to pay hospital bill. Family does not 
have insurance. Immigration status unknown. Request home 
assessment prior to anticipated discharge 8-1-15.
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe the elements of at least one theoretical perspective on families.

 2. Describe at least five types of families.

 3. Identify biological, psychological, environmental, sociocultural, behavioral, and health system 
determinants that affect family health.

 4. Differentiate between formal and informal family roles.

 5. Differentiate among situational, developmental, and structural crises.

 6. Discuss family-focused interventions related to health promotion, illness and injury prevention, 
problem resolution, and health restoration.

Care of Families14
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The Whittier Center

Care of families has long been an approach used by population health nurses to improve the overall 
health of the public. Public health nurses from the Henry Street Settlement provided care to families 
and endeavored to meet the health promotion and health restoration needs of all family members. 
Similar efforts were undertaken in other parts of the country. In 1912, for example, the Whittier 
 Center, named after John Greenleaf Whittier, American poet and abolitionist, began its efforts to  
alleviate the health and social problems of the Black community in Philadelphia (Carthon, 2011).

One of the early initiatives of the center addressed the high tuberculosis (TB) mortality rates in 
the population served. Black mortality was more than twice that of the White population in the city, 
in part due to poverty and crowded living conditions, as well as limited availability of treatment 
services and Black residents’ unwillingness to use what treatment services were available because 
of mistrust (Carthon, 2011).

In 1913, the center hired Elizabeth Tyler, its first Black public health nurse, to visit Black 
families in their homes, gaining their trust and investigating possible cases of tuberculosis. Within 
months, Tyler had made visits to more than 1,000 families and made numerous referrals to the 
Phipps Institute TB treatment services. In the first year of her efforts, the number of Black clients 
attending the TB clinics was 12-fold higher than in the prior 11 years combined. By 1921, the 
center’s health professional staff had increased to 10 nurses and 12 physicians (Carthon, 2011).

The nurses did more than just identify suspected cases of tuberculosis, but also provided health 
education for both children and adults. Additional services included prenatal and well-child clinics 
and home supervision of ill family members (Carthon, 2011).
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ow Advocating for Low-Income Renters

Recent international immigrants to a large city in the southwestern United States tend to locate 
initially in a low-income run-down neighborhood. Housing is at a premium and low-income levels 
mean that several families usually live in rental units designed for a single nuclear family. Most 
of the rental units in the area are owned by absentee landlords, who do not maintain the proper-
ties. Safety issues and housing code violations are common, but because of language difficulties, 
lack of other affordable housing, and, in some cases, illegal immigration status, many tenants are 
 reluctant to complain to landlords and ask for repairs. Those who do are often evicted with minimal 
notice and find it difficult to find other housing.

A county health nurse assigned to the area identified the safety issues and housing code violations 
as a significant problem in the community. She began to take pictures of the violations, documenting 
where they occurred, who the landlord was, and any attempts made by tenants or herself to have these 
issues addressed. She brought her evidence to the community collaborative, an alliance of local health 
and human services agencies that had a history of advocating for underserved and vulnerable popula-
tions. The collaborative initiated a town-hall meeting which was attended by community residents 
and various city officials, including housing authority administrators. The photographs as well as the 
findings of focus groups with area residents were presented. As a result, the city created a housing 
ombudsman position within the community to handle complaints of code violations and to interface 
among tenants, landlords, and the housing authority. In addition, the law school of a university located 
in the community provided a series of landlord-tenant educational sessions to acquaint both tenants 
and landlords with their rights and responsibilities. Subsequent city regulations were also enacted to 
prevent unwarranted evictions and to protect tenants from unfair treatment by landlords.
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A ccording to 2010 census figures, the U.S. population  
included 78.8 mil l ion family households.  
Each of these households shares some common 
characteristics, but each is unique. Population 

health nurses often care for discrete family units, but as always, 
their primary focus is on the health of the overall population. 
Care of individual families, however, provides information 
about the health status and needs of the general population. 
Families are also frequently the unit of service for programs 
designed to address the overall health needs of the population.

Theoretical Perspectives  
on Family
Many disciplines provide care and services to families and have 
developed theoretical models for dealing with families. Three 
general categories of models will be discussed here: systems 
models, life-cycle models, and symbolic interaction models. 
Other social science family models, such as stress theory and 
family change theory, are useful in addressing selected family 
problems, but do not provide the broad scope of understand-
ing required for population health nursing care of families.

Systems Models
Systems models view families as open systems in which the 
whole of the system is more than the sum of its component 
parts or members, but also includes the interactions among 
them. The health of the family as a unit is influenced by inter-
actions among members and between the family system and 
larger outside systems. The basic concepts of systems theory 
are derived from biologist Ludwig von Bertalanffy’s gen-
eral  systems theory (Dallos & Draper, 2010). Systems theory 
 incorporates basic principles that can be applied to any kind 
of system from an automobile engine, to the human body, to 
families, to organizations, to communities, and so on (von 
 Bertalanffy, 1973). A  system is a set of elements in interaction 
with each other in which the interaction is ordered rather than 
random (von Bertalanffy, 1981). From the perspective of sys-
tems theory, “families are systems of interconnected and inter-
dependent individuals” (Genopro, n.d.a, p. 1).

The following four basic assumptions underlie systems 
theory:

•	 Elements	within	a	system	are	interconnected;	therefore,	the	
focus is on the interactions among its various elements.

•	 The	system	interacts	with	its	environment	and	the	effects	of	
this interaction are reciprocal.

•	 A	system	must	be	considered	as	a	whole.
•	 A	system	is	not	a	real	entity,	but	is	a	model	or	depiction	of	

how a family functions (Dupuis, 2010).

A system is composed of subsystems. Systems are hier-
archical in nature, with some systems in turn constituting 
subsystems within more complex systems. For example, the 
cardiovascular system is a subsystem in the human body, a 

system that is itself a subsystem in the totality of an individual, 
who is a subsystem in a family system, and so on. In a  family, 
the subsystems are the family members or combinations of 
members (Dupuis, 2010). Three possible combined family 
 subsystems are the marital or couple subsystem, parent–child 
subsystems (e.g., mother–son, father and children, etc.), and 
the sibling subsystem (Fleming, n.d.).

Another concept of systems theory is the suprasystem or 
the environment in which a given system functions. The next 
higher-order system in the hierarchy of systems is part of the 
suprasystem for a lower-order system. For example, one’s kin 
network is part of the suprasystem for one’s immediate family 
system. The community is also a part of the suprasystem with 
which the family interacts. The concept of hierarchical systems 
is depicted in Figure 14-1•.

Any system is more than the sum of its parts or the subsys-
tems of which it is composed, also incorporating the recipro-
cal interactions among its parts. This systems principle means 
that whatever affects one portion of a system will affect other 
portions because of their interdependence. The interrelation-
ships between subsystems within the system, between subsys-
tems and the suprasystem, and between the suprasystem and 
the system as a whole are important determinants of health and 
are one of the major foci in using a systems approach to family 
health nursing.

All systems have boundaries that define what is part of the 
system and what is not. For example, a community may have 
geographic	boundaries	such	as	city	limits;	whereas	a	family’s	
boundaries are often (but not always) determined by blood and 
legal ties. The permeability of the system boundary determines 
whether one is dealing with an open or closed system. An open 

Figure 14-1 Hierarchical Systems
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system is one that exchanges matter, energy, or information 
with	the	environment;	a	closed system does not.

All systems also have two mutual goals: maintenance of a 
steady state (morphostasis) and system growth in response to 
change (morphogenesis). The basic premise of family systems 
theory is that family systems organize themselves in ways that 
allow them to achieve these two goals (Fleming, n.d.).

Feedback is another important systems concept and consists 
of “patterns or channels of interaction and communication that 
facilitate movement toward morphogenesis or  morphostasis” 
(Fleming, n.d., p. 2). Feedback is the process whereby the sys-
tem output returns as input. Negative feedback indicates that 
family processes are achieving desired goals and that no change 
is required. Positive feedback, on the other hand, indicates that 
discrepancies remain between actual and desired states and 
that action is required.

Population health nurses use systems theory to identify 
the component subsystems within the family and to assess 
the quality of their interactions. For example, the nurse would 
 assess whether or not the couple subsystem functions effec-
tively in meeting the family’s needs. Or, is there conflict within 
this subsystem that jeopardizes the family’s ability to meet its 
needs and those of its members? For instance, if parents  cannot 
agree on issues of discipline, children may not be appropri-
ately socialized. Similarly, if neither member of the couple is 
employed, the family’s ability to meet its financial needs might 
be compromised. In single-parent families, the lack of a couple 
subsystem may affect family health depending on how well the 
family adjusts to this circumstance, how well the single parent 
is able to carry out the typical activities of this subsystem, and 
the extent of support available to the single parent.

Family Life Cycle Theory
Life cycle or developmental approaches to family nursing are 
based on the supposition that human beings and social units, 
such as families, develop in a logical fashion with predictable 
stages or milestones along the way. A family stage is defined as a 
period of time in which the structure of the family and/or inter-
actions of role relationships are markedly different from those 
in other time periods (White, n.d.). A family life course or career 
is defined as “all the events and periods of time (stages) between 
events traversed by a family” (White, n.d., p. 1). Each stage in 
the family life cycle is accompanied by transitions to which the 
family must adapt. The quality of family adaptation, however, is 
influenced by the unique situations of families as they encoun-
ter both anticipated and unanticipated transitions ( Dallos & 
Draper, 2010). Some transitions are typical of most families, for 
example, adjusting to being a couple. Others, such as the death 
of a family member or unemployment of the  primary bread 
winner, are unanticipated. Both kinds of transitions require 
changes in family structures and interactions that enable the 
family to successfully adapt to changing circumstances.

Families generally experience some stress as they pass from 
one stage to the next, since the transition usually involves one or 
more role changes. The family needs to negotiate these changes 

and respond by re-evaluating roles and goals. Initial life cycle 
theories developed by authors such as Duvall and Miller (1990), 
posited a set of universal stages through which families progress. 
These stages included: the beginning family or marital relation-
ship, early childbearing, the family with preschool children, the 
family with school-age children, the family with adolescent chil-
dren, and the launching center family, the family of middle years, 
and the family in retirement and old age.

One of the criticisms of Duvall’s developmental model was 
that it applied primarily to the traditional family structure of 
husband, wife, and children and was less useful in working 
with other family forms. More recently, other authors have 
 examined the concept of family transitions from a broader per-
spective. For example, in the late 1990s, Carter and McGoldrick 
(1999) identified transitions experienced by divorced families 
and families resulting from remarriage. A more general set of 
typical family transitions is presented in Table 14-1•.

TAbLe 14-1  Stages and Transitions in a 
Typical Family Life Cycle

Stage Transitions

Independence/
separation from 
one’s family of 
origin

•	Becoming	emotionally,	economically,	and	 
socially self-supporting

•	Developing	the	capacity	for	intimacy
•	Developing	an	individual	identity	outside	one’s	

family
•	Becoming	responsible	for	one’s	own	health
•	Establishing	one’s	occupation	or	career

Coupling/marriage/
committed union

•	Dealing	jointly	with	financial	issues
•	Developing	a	joint	lifestyle
•	Developing/modifying	relationships	with	 

extended kin networks
•	Adjusting	to	intimacy/sexuality
•	Developing	friendships
•	Achieving	interdependence

Parenting (babies 
to adolescents)

•	Adapting	to	role	changes
•	Modifying	the	couple	relationship
•	Modifying	relationships	with	kin	networks
•	Adjusting	to	child	developmental	stages
•	Letting	children	go
•	Refocusing	on	midlife	relationships	and	career	

goals
Launching	adult	
children

•	Developing	adult	relationships	with	children
•	Accepting	new	family	members
•	Dealing	with	increasing	health	issues
•	Caring	for	older	parents
•	Refocusing	on	the	couple	relationship
•	Realigning	roles	as	in-laws	and	grandparents

Retirement •	Adapting	to	changes	in	family	structure
•	Adapting	to	changes	in	life	style	(especially	 

reduced income)
•	Caring	for	increasingly	frail	parents
•	Adjusting	to	declining	physical	abilities
•	Dealing	with	the	loss	of	family	members
•	Maintaining	personal	interests
•	Conducting	life	review

Data from: Healthwise. (2013). Family life cycle – Topic overview. Retrieved from 
http://children.webmd.com/tc/family-life-cycle-topic-overview
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Not all families encounter all of the stages and transitions in-
cluded in Table 14-1. For example, some couples may be unable 
or choose not to have children. Other families, such as blended 
families, or stepfamilies, experience the stages in a compressed 
nonlinear fashion, becoming a couple and joint parents simul-
taneously. Other transitions, such as school transitions, relation-
ship changes (e.g., divorce), job changes, moves, illness, or abuse, 
may be unanticipated (Berg, Loth, Hanson, Croll-Lampert, & 
Neumark-Sztainer, 2012). All the transitions, however, require 
adaptation and renegotiation of member roles. Each transition 
is marked by the need to deal with the emotional effects of the 
transition and the need for changes in family relationships. In 
large part, a family’s ability to adjust effectively to a transition lies 
in its interpretation of the transition. For example, if the family 
interprets the changed circumstances necessitating transition as 
a catastrophe, family members usually experience distress. On 
the other hand, if the stress of transition is perceived as a chal-
lenge, the family is more likely to adapt successfully. When the 
stress engendered by a transition is unable to be addressed using 
the family’s usual coping mechanisms, the result is a family crisis 
(VanKatwyk, n.d.).

Adaptation to family life cycle transitions may occur at one 
of three levels of change. Level 1 change is internal to the family 
and does not result in a change in family structure. For example, 
retirement may necessitate changes in family interaction pat-
terns, expenditures, and so on, but it does not result in a change 
in the composition of the family. Level 2 changes, however, re-
sult in changes in the actual structure of the family. Divorce and 
death of a family member are examples of level 2 changes. Level 3  
change involves transformation, or a “shift in paradigms, in 
the basic beliefs and assumptions about life” (VanKatwyk, n.d.,  
p. 9). For example, the woman who has defined herself in terms 
of her role as a mother may need to transform herself, develop-
ing a new vision of herself as a person apart from her children.

In applying a life cycle model to family nursing, the focus 
of care is on identifying the transitions being experienced 
by families and the success of family adaptation to chang-
ing  circumstances and intervening to promote successful 
transitions. The population health nurse would identify the 
 transitions experienced by the family, the adaptive demands of 
those transitions, and the extent to which the family is or is not 
adapting successfully. In the face of unsuccessful adaptation, 
the nurse would engage in interventions designed to facilitate 
successful accomplishment of the transition. For example, if a 
family is unwilling or unable to accommodate to role changes 
required by the growing independence of an adolescent, the 
nurse can assist family members to see the adolescent’s rebel-
lion as a normal developmental stage and foster strategies to 
promote independence in a safe environment.

Symbolic Interactionism
Symbolic interaction theory views the family as a group of in-
teracting individuals whose interactions shape the roles and 
personalities of its members. Like systems theory, it focuses on 

interaction processes among family members, but also consid-
ers the roles performed by each member and the ways in which 
those roles are defined and shaped through family interactions. 
A major focus of the theory is on socialization, a reciprocal 
process that affects the self-concepts of family members (Gecas 
& Tsushima, n.d.).

Key principles of symbolic interactionism are symbols, act-
ing, and roles. Symbolic interactionism is the process of giving 
meaning to symbols and words as a result of interactions with 
others. One’s actions then depend on the meaning one  ascribes 
to	a	particular	symbol	or	word	(Carlson,	2013;	 	Milliken	&	
 Schreiber, 2012). For example, the word or symbol of mother 
may have different meanings or connotations in different fami-
lies.	In	one	family,	mother	may	be	associated	with	loving	care;	
in another it may reflect harsh discipline. One’s interactions 
with one’s mother, then, are shaped by one’s perception of 
what a mother is. In the first case, one’s response and interac-
tions	may	reflect	mutual	love	and	respect;	in	the	second,	inter-
actions may be colored by fear of punishment.

Role is the third basic principle of symbolic interaction-
ism. A role is defined as “the rights and duties attached to any 
given social position” (Carlson, 2013, p. 459). One’s family 
 position is one’s place in a kinship structure, frequently defined 
by gender, marriage or blood relationship, and generational 
relationship (White, n.d.). In a traditional family of husband, 
wife, and children, the mother role is a gender role played by 
the female spouse. The character of a relationship may also 
 affect one’s role. For example, the relationship of a stepmother 
to her stepchildren is a marital, rather than a blood relation-
ship, so her mother role is often quite different from that of 
a biological mother. Generational relationships also influence 
roles. The role of son, vis-à-vis his father is different from that 
of a brother with respect to a female sibling because of the gen-
erational difference or similarity. The quality of a family mem-
ber’s role performance in his or her multiple roles is contingent 
on the family’s expectations for someone in that role as well as 
one’s perceptions of what is expected by others (Carlson, 2013).

Using symbolic interaction theory, the population health 
nurse would examine the roles of family members as well as 
the meaning and expectations related to those roles and how 
they shape the interactions among family members. When 
role expectations are inappropriate, the nurse would intervene 
to promote more appropriate role expectations. For example, 
interactions between husband and wife may be negatively 
 influenced by differing definitions of the mother and wife roles. 
If the woman holds emancipated views of the role of the wife 
as an equal partner, and the man holds more traditional views 
of a subservient wife subject to his authority, the situation is 
ripe for conflict. If both spouses hold more traditional expec-
tations of the wife/mother role, conflict would be less likely. 
In this situation, the nurse would work to assist the couple to 
identify the differences in their role expectations and come to 
some sort of compromise if possible. Similarly, a parent may 
have inappropriate expectations for the behavior of a 2-year-
old and perceive the negativity typical of this age as defiance. 
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In this case, the nurse could educate the parents regarding the 
normality of this behavior and suggest strategies that promote 
better behavior on the part of the child but still foster his or her 
independence.

The Family as a Unit of Care
The family is the oldest and most persistent of all social insti-
tutions, but it has changed radically in the last few decades in 
terms of its structure and role functions. In fact, both the defi-
nition of family and the array of types of families have altered 
drastically in recent years.

Defining Family
Multiple authors have noted the difficulty of even defining 
what constitutes a family. Family Ties, a family support orga-
nization, notes that “families are who you love” (n.d.b, p. 1). 
Yet, this definition and the later description of a “caregiving 
unit” do not reflect the reality of all families. There are families 
in which family members do not love each other and do not 
engage in caregiving for their members. To be useful, a defini-
tion of family must be broad enough to apply to all instances of 
family across multiple cultures.

Until the late 1980s, a “traditional family” was defined as 
two parents and at least one child (Munro & Munro, n.d.) with 
the unstated expectation that the parents would be male and 
female. This configuration was considered the ideal, and any 
other family form was considered “deviant” (Munro & Munro, 
n.d.). This traditional definition no longer suffices, nor is it 
 applicable to the majority of U.S. families.

The definition of what constitutes a family often depends on 
the situation and purpose for the definition. For example, in-
clusive definitions are highly individualized and are based on 
who is considered a member of a given family and who is not. 
In other instances, family is defined from a theoretical perspec-
tive to facilitate research. For example, symbolic interaction 
theory defines a family as a “unit of interacting personalities,” 
while systems theory defines family as a system comprising 
subsystems in interaction with each other. Situational defi-
nitions are often used to guide practice. For instance, child 
welfare systems might define families “pedifocally” as all the 
persons, agencies, and other entities interested in the welfare of 
a particular child. In such a case, a family might consist of bio-
logical parents, members of the extended family, foster parents, 
a case worker, and so on (Munro & Munro, n.d.).

Normative definitions are those based on agreed-upon so-
cietal rules and expectations for what constitutes a family in a 
given society or culture. A unit with at least one parent and one 
child is the usual normative definition of a family in many soci-
eties, but this definition excludes a childless couple or an older 
couple whose children have died or moved away. In other so-
cieties, the larger kinship group is defined normatively as one’s 
family (Munro & Munro, n.d.). Many authors agree that there is 
no single definition of family and that a family no longer has a 
fixed form but is free form. Munro and Munro (n.d., p. 1) aptly 

stated that “The term family has been replaced by families and 
has become the embodiment of whatever the individual per-
ceives to be family.” For our purposes, a family is a social sys-
tem consisting of two or more people who define themselves as 
a family and work collectively to meet members’ needs.

Family Types
Families come in multiple sizes and configurations, and the 
role and structure of the family has evolved with societal 
changes. Factors underlying these changes include delayed 
age at marriage, increased single parenthood, movement of 
women into the workforce, and delayed and declining fertility 
and mortality with fewer children born and more older per-
sons living longer. Attributes previously considered integral 
to the concept of family, such as the presence of children and 
being related by blood or marriage, may or may not be found 
in today’s varied family structures. Different authors describe 
the variability among families somewhat differently, but some 
common family forms include the nuclear family, the extended 
family, single-parent families, blended families, and childless 
families (Shelton, 2010).

As we saw earlier, the traditional nuclear family was com-
posed of a husband and wife with one or more biological or 
adopted children. Today, however, nuclear families may be 
formed by same-sex couples (who may or may not be mar-
ried depending on state laws) with children or unmarried 
heterosexual couples with children. A more current defini-
tion of a nuclear family is an adult couple with biological or 
adopted children. In 2009, census figures indicated that about 
6% of U.S. households consisted of unmarried partners, 91% 
of which involved heterosexual male–female couples, 4% male 
partners, and 4.6% female partners (U.S. Census Bureau, 2012). 
According to the American Academy of Pediatrics (2014),  
approximately 2 million children live with gay, lesbian, or  
bisexual parents.

In terms of family households, an extended family in-
volves two or more adults from different generations living in 
the same household (Family Ties, n.d.a), but not all extended 
families live together. When they do occupy the same house-
hold, the reasons for a multigenerational family are many. In 
some instances, grandparents join the household to provide 
care for children or to receive care themselves from mem-
bers of younger generations. Financial strains experienced by 
 either generation may give rise to intergenerational house-
holds. For example, grown children may move back home 
after loss of employment or retired elders may not be finan-
cially able to maintain an independent residence. Worldwide, 
the prevalence of multigenerational families has increased by 
40% in the last 10 years, and such families may consist of three 
or more generations (Goyer, 2010). Extended families may 
involve many convoluted interrelationships among members 
that may give rise to conflict or a variety of other difficulties 
and issues that may require intervention by the population 
health nurse.
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Single-parent families, one adult and one or more children 
living in the same household, are also more numerous today 
than in the past and are the fastest growing family form in 
North America. In fact, it is anticipated that half of all U.S. 
children will spend some portion of their lives in a single- 
parent family. Single-parent families may occur for a num-
ber of reasons. Some single women who get pregnant choose 
not	to	marry;	other	single-parent	families	result	from	divorce	
or the death of a spouse (Family Ties, n.d.a). With the re-
laxation of adoption regulations in many states, many more 
single adults, including heterosexual, gay, lesbian, bisexual, 
and transgender adults, are adopting children. Single-par-
ent families,  particularly those headed by women, encoun-
ter a number of social stressors that may require assistance 
from the population health nurse. Among these stressors 
are  poverty and role overload as one parent attempts to ful-
fill both mother and father roles as well as meet the family’s 
 financial needs.

“Grandfamilies,” families in which grandparents are rais-
ing their grandchildren, may take any of the three family forms 
discussed thus far. Some grandparents who are responsible for 
the care of their grandchildren live in an extended family situ-
ation in which the children’s parents are also present (Goyer, 
2010). In other instances, single grandparents or older cou-
ples are raising their grandchildren. An estimated 2.5 million 
grandparents are raising their grandchildren with or without 
parental involvement (American Association of Retired Per-
sons [AARP], n.d.). Other relatives, such as aunts, uncles, and 
older siblings, may also take on the responsibilities of raising 
children whose parents are unwilling or unable to care for 
them. Such situations create both blessings and burdens for 
the family members, and may result in financial, health, edu-
cational, occupational, and retirement challenges. Population 
health nurses should be particularly attuned to the needs of 
both children and adults in these families.

Blended families, or stepfamilies, are composed of a het-
erosexual or same-sex couple, one or both of whom have been 
involved in a prior relationship, and children from the prior 
relationship(s). Like several of the other family forms, blended 
families may arise in a variety of circumstances. In most in-
stances, a family with children is dissolved by divorce, and 

one or both of the ex-spouses remarries. On average, 50% of 
first-time marriages end in divorce, and two thirds of divorced 
women and three fourths of divorced men choose to remarry. 
Approximately 65% of those remarriages include children of 
one or both spouses (Dupuis, 2010). Blended families may also 
be created when a spouse dies and the widow or widower re-
marries. Blended families may include younger children living 
in the household some or all of the time or adult children who 
have left home.

Blended families have been described as “incomplete in-
stitutions” because they do not have societal rules or role 
models for how interactions within the family should oc-
cur. Many people entering blended families anticipate that 
the rules and relationships from prior nuclear families will 
apply. However, due to differences in role expectations, cul-
ture, traditions, and values, this is unlikely to be the case 
(Dupuis, 2010). Like the other family types discussed above, 
blended families encounter a variety of transitions, however, 
given the lack of prior relationships and rules of interaction 
developed over time, these transitions may occur simultane-
ously and be less easy to  adjust to than in other families. For 
example, in many blended families, the spousal couple do 
not have time to adjust to  being a couple before they must 
address the needs of  children ( Cornish, 2013a, 2013b). Popu-
lation health nurses may need to assist blended families to 
surmount these transitions  effectively. Some potential keys 
to successful blending that can be fostered in these families 
include sharing feelings without blaming, finding solutions 
that address the needs of multiple family members, estab-
lishing rules and systems that can be modified as indicated 
by experience, and developing  effective conflict resolution 
mechanisms (Cornish, 2013a).

The final family form to be addressed here is the  childless 
family, an adult couple who have never had children  (Shelton, 
2010) or who live apart from children. In 2010, only 74% of 
family households included a married couple, and nearly 
60% of those households were childless (U.S. Census  Bureau, 
2012). Childlessness may be voluntary or involuntary, per-
manent or temporary (Family Ties, n.d.a). Some families 
may	choose	not	to	have	children;	others	are	unable	to	do	so.	
Still other families may plan to have children at some future 
time, or may have children who have died or no longer live in 
the home.

Population Health Nursing  
and Care of Families
Population health nurses work with individual families and 
with families as an aggregate within the population. In doing 
so, they examine epidemiologic factors that influence fam-
ily health status and use the nursing process to assess family 
health, diagnose needs for care, and plan, implement, and eval-
uate care for families at both individual and societal levels.

Global Perspectives

Many cultures with traditional extended family structures are 
moving to more nuclear families rather than multiple genera-
tions living together. Examine the international family literature. 
What are the factors that are contributing to this change in fam-
ily structure? What effect has this change had on family life and 
health? On the availability of family support?

Change in Family Structure
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Assessing Family Health Status
Assessment of family health takes place with respect to individ-
ual families and the overall health of families within the popu-
lation. Factors related to each category of health determinants 
affect the health status and health needs of families. Biological, 
psychological, environmental, sociocultural, behavioral, and 
health system determinants of family health will be briefly ad-
dressed here.

bIOLOGICAL DeTeRmINANTS. When the population 
health nurse first encounters a family, assessment begins with 
the gathering of data to identify the physical needs of family 
members. It is important to note that the physical status of 
each family member should be explored as a biological de-
terminant of overall family health. The physical health status 
of each member affects how the family functions and how 
members relate to each other. For example, if a child has a 
chronic disease, the entire family must make adjustments to 
accommodate the youngster’s special needs. The parents have 
to adjust their schedules to care for the child and ensure that 
the child is seen by appropriate health care providers. Siblings 
may assume household chores or provide some measure of 
care for their ill brother or sister. Other family members can 
assist with care and offer emotional support for the parents 
and children. As another example, chronic back pain due to 
an occupational injury may result in restructuring of family 
roles, relationships, and interpersonal interactions, as well as 
increased family stress.

Knowledge of the age, gender, and race of family members, 
as well as information related to genetic inheritance, can guide 
the nurse in identifying problems and planning family care. 
For example, knowing that there are several young children in 
the home, the nurse may emphasize safety precautions when 
interacting with the family. An elderly family is more likely 
to have members with chronic, debilitating illnesses and may 
need closer scrutiny for evidence of these problems. The pres-
ence of older family members may contribute to filial crises in 
which they and their adult children are faced with acknowledg-
ing their mortality and accommodating role reversals. Multiple 
generations in the household may also result in the sandwich 
generation phenomenon in which younger adult members are 
responsible for meeting the needs of their children as well as 
their aging parents. Or, a family’s race may increase its mem-
bers’ risks for certain diseases such as sickle cell disease among 
African Americans and peoples of Eastern Mediterranean 
descent.

The health status of individual family members, as well 
as their genetic inheritance, can be reflected in a genogram 
(Genopro, n.d.b). A genogram is a diagram of a family tree 
incorporating information regarding family members and 
their relationships over at least three generations that re-
flects family structure as well as health status. Genograms 
help identify repeating patterns in families and areas for 

potential intervention. Information that may be included 
in a genogram includes dates of births, deaths, marriages, 
separations,	and	divorces;	health	status	(including	presence	
of	acute	and	chronic	illness);	ethnicity;	genetic	inheritance;	
occupation	 or	 unemployment;	 retirement;	 and	 signifi-
cant family problems such as trouble with the law, family 
violence, or incest. Creation of a genogram is an excellent 
method of family engagement when the population health 
nurse first encounters the family. A sample genogram is 
presented in Figure 14-2•.

By convention, certain symbols have certain meanings in 
a genogram. For example, females are represented by circles 
and males by squares. Squares and circles marked with an 
“X” indicate deceased family members. A double circle or 
square indicates the index person or identified client. The 
lines connecting persons in the diagram indicate the char-
acter of relationships between them. A couple is designated 
by	a	horizontal	line	between	its	members;	in	a	heterosexual	
couple, the male is traditionally placed to the left. Any chil-
dren of the couple are included below the couple line, oldest 
to youngest starting on the left. Biological children are indi-
cated by a solid line, adopted children by a broken line, and 
foster children by a dotted line. When a couple is divorced, 
the couple line is double cross-hatched (Genopro, n.d.b, 
n.d.c, n.d.d).

The developmental status of individual family members is 
also an important determinant of family health. For example, 
parents who have not accomplished developmental tasks of 
adolescence and young adulthood may have difficulty focus-
ing on the needs of their children. Successful adaptation to the 
transitions typically encountered by families discussed earlier 
in this chapter will also affect family health status. A Focused 
Assessment related to biological determinants of family health 
is presented below.

The population health nurse would also collect data re-
garding biological determinants of family health at the ag-
gregate level. For example, effective health care planning for 
families requires information about the proportion of elderly 
families and those with young children in the population and 
the number of families with disabled members or other in-
dividual health problems that may affect overall population 
health. The questions included in the Focused Assessment 
might be adapted in assessing families as an aggregate within 
the population.

PSyCHOLOGICAL DeTeRmINANTS. Psychological deter-
minants are a particularly important component of family health  
since families are instrumental in the development of the self- 
concept of family members and their abilities to interact effec-
tively with people inside and outside of the family. Areas for 
 consideration include  communication patterns, relationships 
and  dynamics,  coping and emotional strengths, child-rearing 
practices,  family goals, the presence or absence of emotional 
problems, and the  existence of family crises.
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Figure 14-2 Sample Family genogram
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FOCUSeD ASSeSSmeNT Assessing biological Determinants  
of Family Health

•	 What	developmental	stage	is	the	family	in?	How	well	has	the	
family achieved the tasks of this and previous developmental 
stages?

•	 Do	family	members	have	any	existing	physical	health	
conditions that are affecting family function?

•	 Is	there	a	family	history	of	genetic	predisposition	to	disease?

•	 What	is	the	immunization	status	of	family	members?

•	 What	are	the	age,	gender,	and	racial/ethnic	composition	of	 
the family?

•	 How	adequately	have	individual	family	members	accomplished	
age-appropriate developmental tasks?

•	 Do	individual	family	members’	developmental	stages	create	
stress in the family?
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Communication patterns. Communication patterns are an 
important indicator of psychological function in the family. 
Family communication occurs both verbally and nonverbally, 
and family members need to be able to correctly interpret both 
forms of communication. For example, most parents learn to 
distinquish, based on the character of an infant’s cry, whether 
the child is tired and fussy, hungry, or has a dirty diaper. Other 
forms of verbal and nonverbal communication may be more 
difficult to interpret, based in part on expectations related to 
what is being communicated as well as the clarity, openness, 
and honesty of communication. Both verbal and nonverbal 
communication should be considered in family assessment, as 
should the listening ability of family members. How do mem-
bers communicate values and ideas? When one family member 
talks, do others listen? Do they show anger or boredom while 
listening? 

Communication within dyadic relationships in the family 
is characterized by degrees of symmetry and complementarity. 
In a symmetrical relationship, the two parties communicate as 
equals. In a complementary relationship, they communicate  
as superior and inferior. Both types of relationships are appro-
priate in certain situations (Wright & Leahy, 2013). For exam-
ple, one would expect communication in a parent–child dyad 
to be complementary when children are young, but to exhibit a 
greater degree of symmetry as children grow older.

The feeling tone expressed in communication is another 
indicator of the psychological environment. Family commu-
nications may contribute to interpersonal difficulties or facili-
tate cohesion and problem resolution. Sarcastic and resentful 
statements could block further communication between fam-
ily members. For example, “When are you ever going to use 
your head?” does not facilitate communication. Other types 
of one-way communication include repeated complaints, 

manipulation through covert requests, insulting remarks, lack 
of validation, and inability to focus on an issue.

Communication patterns can influence the effectiveness of 
parenting, particularly in the area of discipline. Praise enhances 
the development of self-worth in the child, whereas negative 
or condescending communications restrict the child’s develop-
ment. More about communications and child discipline can be 
found in Chapter 16 .

The nurse should be aware of dysfunctional communica-
tion patterns that may be employed within families. For in-
stance, messages may be passed from one family member 
to another in a chainlike fashion that does not allow for re-
ciprocal	discussion;	or	communication	may	isolate	a	family	
member, as when the mother and children exclude the father 
from their discussions. Another problematic pattern is the 
wheel in which a central person directs what communication 
will be passed between family members. By way of compari-
son, a successful pattern of communication is the “switch-
board” in which there is reciprocal communication among 
all family members.  Figure 14-3• illustrates these patterns of 
communication.

A final consideration is the degree of communication be-
tween the family and the suprasystem. Is the family open to 
new ideas and opinions from people outside the family? Are 
outsiders invited to participate in family discussions or are they 
expected to “mind their own business”?

Family relationships and family dynamics. Family rela-
tionships and family dynamics are other areas in the family’s 
psycho logical environment that influence health. Family rela-
tionships are those bonds between family members that create 
identifiable patterns, such as subgroups and isolated members. 
Family relationships that are close, cohesive, and supportive of 
individ ual members contribute to individual health and to the 
health of the family as a whole. Excessively close relationships, 
however, may inhibit individual development and be detrimen-
tal to both individual and family health. Distant, nonsupport-
ive, or conflictual relationships increase stress within families 
and contribute to poor physical and mental health in family 
 members.

Interactions within the family and between the family 
and its external environment can be depicted in an ecomap, 
a  visual representation of relationships within and outside of 
the family. An ecomap can be used to depict the relationships 
of family members with each other and with outside forces 
such as health care providers, employers, and extended fam-
ily members. Ecomaps also portray resources available to the 
family, or their absence, and highlight areas of conflict that 
may require intervention (Missouri Department of Social Ser-
vices, Children’s Division, 2011). The segment of the geno-
gram including the household of interest may be contained 
within the larger central circle of the ecomap. Outside forces 
are represented by smaller circles on the periphery. Again, 
relationships are represented by the types of lines connecting 

effective communication is an important factor in family  
health. (Lisa F. Young/Fotolia)
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the circles in the diagram. Figure 14-4• presents a sample eco-
map in which there are strong supportive relationships be-
tween the wife and the population health nurse and between 
the son and his teacher and conflictual relationships between 
the husband and his employer and between the family and the 
next door neighbor. There is also a tenuous relationship with 
the extended family. For further information on constructing 
a family ecomap, see the resources provided in the External 
 Resources section of the student resources site.

Family dynamics involve hierarchical patterns within the 
family. Power and leadership within the family are central 
 elements of family dynamics. Power should be appropri-
ately distributed within the family based on circumstances. 

For  example, young children generally have little power 
and		influence	in	families;	but	as	children	age,	they	should	
have  increasing power and influence with respect to family 
 decisions, particularly those that affect themselves. In some 
families, however, family life may revolve around the needs of 
one member, often to the detriment of the health of other fam-
ily members. This may be particularly true in families with dis-
abled members.

Family dynamics are assessed by observing family leader-
ship patterns. Who are the primary decision makers? Who 
controls conversations? Is there a leader in the family? What 
leadership style does the leader employ? Do family mem-
bers respect the leader? Do they respect each other? Respect 

Figure 14-3 Family Communication Patterns
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requires that children view parents as individuals as well as 
parents. Likewise, parents need to learn to respect their chil-
dren as individuals.

Power within families is often culturally determined. For ex-
ample, in some cultural groups, adult men hold decision-mak-
ing power in families. In others, power is equally distributed 
between husband and wife. The relative power and influence 
of children will also vary within cultural groups and may even 
vary among children in the same family (e.g., the eldest son 
having greater influence in the family than other children). 
When culturally determined power distribution enhances fam-
ily health or has no specific impact on health, it is appropriate. 
If, however, culturally determined power distribution no lon-
ger serves the family or impedes the health of the family unit 
or that of individual members, intervention may be needed. 
Chapter 5  contains more information on the cultural aspects 
of power and authority in families.

Family coping and emotional strengths. Identifying a family’s 
coping strategies and defense mechanisms enables the nurse to 

assist families to deal realistically with stress and crisis. Coping 
strategies are behaviors that help a family to adapt to stress or 
change and are characterized by positive problem-solving meth-
ods that prevent or resolve crisis situations. Coping involves 
specific actions taken to manage demands on the family and to 
bring resources to bear on family problems.

Defense mechanisms are tactics for avoiding recognition of 
problems. They may be used when the family cannot immedi-
ately determine how to solve a problem. Defense mechanisms 
are not considered problematic unless they interfere with cop-
ing and may actually be helpful in allowing time to organize 
resources before facing a problem. Common family defense 
mechanisms include:

•	 Denial:	Ignoring	threat-provoking	aspects	of	a	situation	
or changing the meaning of the situation to make it less 
threatening

•	 Rationalization:	Giving	a	“good”	or	rational	excuse,	but	not	
the real reason for responding to a situation with a particu-
lar behavior

Figure 14-4 Sample Family ecomap

Legend

Con�ictual relationship

Strong relationship

Tenuous relationship

Jill

Jeff

Jack

Extended family Teacher

Friends

Nurse

Next-door neighborChurch

Boss

Co-workers

M14_MARY9591_06_SE_C14.indd   337 06/09/14   6:43 PM



338  unit 4 nursing care of Special Populations

•	 Selective	inattention:	Attending	to	only	those	aspects	of	the	
situation that do not cause distress or pain

•	 Isolation:	Separating	emotion	from	content	in	a	situation	so	
one can deal objectively with otherwise threatening or emo-
tionally overwhelming conditions

•	 Intellectualization:	Focusing	on	abstract,	technical,	or	logi-
cal aspects of a threatening situation to insulate oneself from 
painful emotions generated by the situation

•	 Projection:	Attributing	one’s	own	motivation	to	other	people

The use of coping strategies or defense mechanisms is seen 
most often when the family is faced with change.

Families may also exhibit strengths in the face of adversity. 
These strengths may be referred to as family resilience or har-
diness. Family resilience is the ability of a family to function 
competently in the face of stressful demands. Hardiness refers 
to a family’s internal strengths and sense of control over their 
circumstances. Family hardiness is characterized by percep-
tions of change as a challenge to growth and active adaptation 
to stressful life situations (Chen & Clark, 2010).

Several models have been developed to explain the resil-
ience of some families rather than others. Most of these models 
are based on the understanding that multiple variables influ-
ence whether families are able to “bounce back” from adver-
sity, and are modifications of the ABCX model developed 
by Reuben Hill (McDonald, n.d.). In Hill’s model, response 
to stressors (X) is determined by the interplay of the stressor 
(A), the resources available to the family (B), and the family’s 
perception of the situation (C). This model was expanded in 
the double ABCX model developed by McCubbin and Pat-
terson (1983). In the double ABCX model, the components of 
the original model interact to create a response to a stressful 
situation.  After the event, the family adjusts to the cumulative 
effect of  multiple stressors (aA) by employing new and exist-
ing  resources (bB), and by redefining their perception of the 
original stressful event (cC). The result is a level of postcrisis 
adaptation (or maladaptation) (xX).

McCubbin and McCubbin (1993) later modified the model 
to indicate two stages of family response to stress: adjustment 
and adaptation. In the short-term adjustment stage, the family 
attempts to manage the stressor without major changes in family 
functional patterns. Adaptation is a long-term goal in which the 
family is able to cope with the stressor on an ongoing basis  using 
both new and existing patterns of function. Family resources 
that facilitate adjustment and adaptation may be internal to  
the family (e.g., characteristics and capabilities of family mem-
bers) or external (e.g., social support networks) ( McCubbin, 
Thompson, & McCubbin, 2001). As an example, when a child 
is hospitalized with a new diagnosis of diabetes, the family must 
adjust to the hospitalization while still maintaining family func-
tion. Parents may alternate staying with the hospitalized child 
and caring for other children. Grandparents or friends may 
function as family resources assisting in the maintenance of 
family function (e.g., picking other children up after school, pro-
viding meals). If the family perceives themselves as able to cope 
with the hospitalization and later with the ongoing demands 

of the diagnosis, they will be more resilient than a family that 
 perceives the difficulties of the situation as insurmountable.

When the child is discharged from the hospital, the family 
must adapt to the ongoing care demands posed by the diagno-
sis of diabetes. A resilient family with effective support systems 
and positive perceptions regarding the situation will adapt 
more readily than another family might. The extent of other 
stressors affecting the family, or stressor buildup, will also 
 affect the family’s resilience.

Child-rearing and discipline practices. Another psycho-
logical determinant of family health is the child-rearing and 
discipline practices employed to socialize children. Although 
such practices are usually derived from culture, a sociocultural 
factor, they are addressed as a psychological determinant be-
cause of their potential to cause psychological problems among 
family members or to strengthen a sense of right and wrong in 
each child.

Child-rearing attitudes and practices in the family often re-
flect cultural attitudes toward children and children’s place in 
the world. Cultural mores also define prescribed behaviors of 
parents in socializing their children as well as behaviors expected 
of the child. Harsh and punitive interactions with children and 
severe disciplinary measures can undermine children’s physical 
and psychological health. On the other hand, lax, permissive, or 
inconsistent parenting also causes  problems for children in terms 
of confusion regarding appropriate  behavior or later inability to 
control their own behavior to conform to societal dictates. Disci-
pline should be fair and relevant and should be linked to expla-
nations of what was done wrong and how the behavior can be 
corrected in the future. A more detailed discussion of discipline 
is included in Chapter 16 . Knowledge of the cultural groups 
in the area, their perspectives on child rearing, and child-rearing 
and discipline practices prevalent within the population can lead 
to identification of family problems at the aggregate level.

Family goals. Family goals are a function of family values and 
reflect a family’s cultural background. Family goals also vary 
with a family’s developmental stage, economic status, and the 
physical health of family members. Problems arise when there is 
disagreement on family goals. For example, an immigrant fam-
ily may have worked hard to send their son to college (a fam-
ily goal). Before his sophomore year, the son refused to return 
to school, preferring instead to work as a plumber’s apprentice. 
The discrepancy between the son’s personal goals and those of 
the family created a stressful situation for all family members.

Conflict may also occur between the goals of the family unit 
and societal goals and expectations. For example, a common 
societal goal is to provide children and young people with an 
education that will allow them to be more productive members 
of society. Family goals of economic security, however, may 
conflict with this societal goal when gainful employment by 
adolescent family members is given higher priority than educa-
tional attainment. Similarly, family goals of economic security 
conflict with societal goals of child safety when young children 
are left to supervise younger siblings while parents work. At the 
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aggregate level, knowledge of the cultural groups in the area and 
their perspectives on acceptable family goals also gives popula-
tion health nurses some insight into possible family goals.

Presence of mental illness. Another psychological determi-
nant of family health to be addressed here is the presence or 
absence of mental or emotional illness among family members. 
Such illnesses not only affect the health status of individual fam-
ily members, but can profoundly influence the health of the fam-
ily unit. For example, postpartum depression has been linked to 
poor health outcomes for both mother and baby. Similarly, cop-
ing with chronic mental illness or substance abuse disorders take 
an inordinate toll on the family unit and its individual members. 
At the aggregate level, population health nurses can develop a 
picture of psychological determinants that have the potential for 
affecting the health of families within the population. The inci-
dence and prevalence of family violence or suicide, for example, 
can suggest potential problems that may be faced by individual 
families as well as societal attitudes that may contribute to prob-
lems. Similarly, the extent of mental illness in the population may 
suggest psychological factors impinging on family health. The ex-
tent of resources available to families dealing with mental health 
issues is another area for exploration at the aggregate level.

Family crisis. Family exposure to stress may lead to the devel-
opment of a crisis situation. A family can view any situation as 
a crisis. What is a crisis for one family may not be a crisis for 
another. Moreover, some families function and thrive on daily 
crises and would deteriorate if crisis situations were eliminated 
from their lives. Crisis assessment and intervention, then, must 
be based on the family’s perception of a crisis event.

A crisis is a circumstance in which one encounters a prob-
lem	that	is	seemingly	unsolvable;	none	of	one’s	usual	method	
of problem solving works. The problem becomes psychologi-
cally overwhelming, and anxiety and tension increase until the 
family becomes disorganized and unable to cope. A crisis state 
is unlikely to be sustained over a long period because it is dif-
ficult to endure the high stress and tension associated with cri-
sis without breakdown or change. The result of a crisis can be 
either resolution, resulting in a healthier, more positive state of 
being, or loss of well-being and a higher potential for recurrent 
crisis. Temporary relief can be gained from the use of defense 
mechanisms, environmental action, or both. Resolution and 
more permanent relief and growth require appropriate coping 
mechanisms. During periods of crisis, families are more sus-
ceptible to change and are usually more open to help when it 
is offered. This receptivity affords the nurse the opportunity to 
produce change with modest intervention.

Families experience three types of crises: developmental, sit-
uational, and structural (Nelson, 2012). A developmental crisis 
is viewed as a “normal” transition point where old patterns of 
communication and old roles must be exchanged for new pat-
terns and roles. Every family experiences developmental crisis 
points, whether or not a crisis is actually experienced. Exam-
ples of transition periods when developmental crises may oc-
cur are adolescence, marriage, parenthood, and one’s first job. 

Such periods in life are usually predictable, so families can be 
prepared to use coping mechanisms that assist them through 
each transition period.

A situational crisis can occur when the family experiences 
an event that is sudden, unexpected, and unpredictable. Such 
events threaten biological, psychological, or social integrity and 
lead to disorganization, tension, and severe anxiety. Examples 
include illness, accidents, job loss, death, and natural disasters.

Developmental and situational crises require a change in 
roles or the addition of new roles, and structural crises oc-
cur when a family is unable or unwilling to accept new roles  
(Nelson, 2012). There may be a history of poor role model-
ing by parents that leaves children unprepared for new roles 
and unable to leave home successfully. There may be family 
members who are unable or unwilling to view one member in 
a new role. For example, it is sometimes difficult for parents to  
acknowledge that their teenage children need to make deci-
sions for themselves.

Some crises may arise that contain elements of both situ-
ational and developmental crisis events. For example, a young 
girl may be going through the developmental transition of ado-
lescence and encounter the situational crisis of an unwanted 
pregnancy. The multiplicity of crisis events further impairs the 
family’s ability to cope.

Why do some families go into crisis while others do not? Four 
categories of factors seem to play a part in determining whether 
or not a crisis will occur. These factors relate to: (a) the stressor 
itself and the family’s perceptions of the stressor, (b) other 
stressors impinging on the family, (c) the family’s coping abil-
ity, and (d) the extent of family resources. Factors related to the 
stressor and how it is perceived by the family include the extent 
of the impact of the stressor on the family and the severity of that 
impact, the duration of the stressor and whether its onset was 
sudden or gradual, and the degree of perceived control the fam-
ily has over the stressor. A stressor that is perceived as manage-
able is less likely to cause a crisis situation than one that is seen as 
uncontrollable. The cause and predictability of the stressor may 
also influence the occurrence of crisis. Stressors with unknown 
causes or unpredictable effects create greater anxiety and greater 
potential for crisis.

The family’s perception of the stressor may be distorted by 
previous experience with crises that were not growth produc-
ing. For example, there are crisis-prone families who have a 
chronic inability to perceive or solve existing problems. Their 
inability to cope with problems results in an exaggerated re-
sponse to new challenges, and crises occur for them that would 
be averted by other families.

The extent of other concurrent stressors affecting the family 
may also be a determining factor in the development of a crisis. 
Multiple stressors may have additive effects that precipitate cri-
ses. As noted earlier, developmental and situational crises may 
occur simultaneously stretching the family’s coping abilities be-
yond their limits. Existing family problems such as  illness, un-
employment, and marital strife, may make a seemingly  minor 
stressor a precipitating factor in a crisis. Situational  demands 
created by the stressor may also increase the potential for crisis. 
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Unfortunately, situational demands created by the health care 
system may enhance the potential for crisis. For example, the 
illness	of	a	child	is	a	stressor;	if	taking	the	child	to	the	clinic	
necessitates losing work time and money, this creates an ad-
ditional burden for the family.

The family’s coping mechanisms represent internal family 
resources important to crisis resolution. Among these resources 
are cohesion or closeness among family members, open com-
munication, use of humor, control of the meaning of the prob-
lem, and role flexibility. The family’s ability to cope lessens the 
impact of any crisis event. It is important to assess what degree 
of success has been achieved using these mechanisms in the past 
and whether the family is aware of the mechanisms used.

Situational support arises from external resources such as 
the extended family, community agencies, churches, neighbors, 
and friends of the family. The degree of security felt by family 
members in relationships with these support systems may be 
sufficient to avert crises. A tool designed to assess  family risk for 
experiencing a crisis is included in the  Assessment Guidelines 
section of the student resources site. The  assessment guidelines 
are framed in terms of the determinants of health that influence 
the occurrence of a crisis for a given  family. The Focused As-
sessment included below provides tips for assessing the effects of 
psychological determinants on family health.

At the aggregate level, there are usually no statisti-
cal data available regarding the number of families that are 

experiencing crises. Population health nurses can, however, get 
some sense of the magnitude of family crises from interviews 
with family counselors. These providers should also have some 
insight into the types of crises most often experienced by fami-
lies. Police data on the number of calls related to family alter-
cations can also provide some indication of the level of family 
crises experienced in the community. Population health nurses 
can also gather data on social conditions that are likely to pre-
cipitate family crises. For example, unemployment and poverty 
levels in the community can provide information on some of 
the stresses experienced by families.

eNvIRONmeNTAL DeTeRmINANTS. Environmental fac-
tors within and outside the home also affect the health of fami-
lies. Within this setting, the family develops either functional or 
dysfunctional relationships. A chaotic, crowded, unsanitary, or 
unsafe home can contribute to physical and psychological health 
problems among family members. Considerations within the 
home include space available to family members, both for family 
interactions and for individual privacy. Another consideration is 
the presence of safety hazards in the home. What constitutes a 
safety hazard depends, in part, on the ages and health status of 
family members. For example, uncovered electrical outlets would 
be a safety hazard in homes with young children, and dangling 
cords and loose throw rugs would be safety hazards for both 
young children and elderly family members.

FOCUSeD ASSeSSmeNT Assessing Psychological Determinants  
of Family Health

•	 Is	there	evidence	of	mental	illness	in	the	family?	What	is	the	
effect of mental illness on family relationships? On family 
function?

•	 How	well	does	the	family	deal	with	crisis?	Is	there	an	existing	
crisis within the family? If so, what type of crisis is it? What 
are the hazardous situation and precipitating factors in the 
crisis?

•	 What	are	the	perceptions	of	the	family	regarding	the	crisis	
situation?

•	 Is	there	potential	for	harm	to	family	members	as	a	result	of	
the crisis (e.g., homicide or suicide)?

•	 What	defense	mechanisms	and	coping	strategies	has	the	
family employed?

•	 What	internal	and	external	sources	of	support	are	available	to	
deal with the crisis?

•	 What	options	for	action	are	available	to	resolve	the	crisis	
situation? To what extent are family members aware of 
options? What are the advantages and disadvantages of the 
options available?

•	 What	are	the	typical	modes	of	family	communication?	How	
effective are family communication patterns? What areas are 
taboo in family communication?

•	 How	cohesive	is	the	family?	Do	family	members	exhibit	close	
supportive relationships?

•	 How	are	decisions	made	in	the	family?	By	whom?	Which	
family members have input into decisions? Who is 
responsible for carrying out family decisions?

•	 Who	is	the	leader	in	the	family?	Does	the	leader	use	a	
leadership style appropriate to the age and abilities of other 
family members?

•	 Do	family	members	express	respect	for	each	other?

•	 Is	there	evidence	of	violence	within	the	family?	What	forms	
of discipline are used in the family? Is the discipline used 
appropriate?

•	 What	emotional	strengths	does	the	family	exhibit?	How	does	
the family deal with change?

•	 What	coping	strategies	does	the	family	use?	How	effective	
are these strategies?

•	 What	are	the	family’s	goals?	Do	individual	goals	conflict	with	
or complement family goals? What values are reflected in the 
family’s goals?
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The family’s external environment includes the neighbor-
hood in which they live and the larger environment. Physical 
environmental characteristics at this level include the types of 
homes in the area, degree of industrialization, crime rate, and 
level of sanitation. Other important considerations include 
population density, common occupations of neighbors, and 
the availability of transportation, shopping facilities, health 
services, churches, schools, and recreational facilities. Each of 
these areas is assessed in relation to the specific needs of indi-
vidual family members and of the family as a whole.

Assessment tips related to environmental determinants of 
family health are provided in the Focused Assessment above. At 
the aggregate level, the population health nurse would obtain 
similar information about environmental conditions within 
the community. What is the proportion of unsafe housing in 
the community? What sources of pollution are present? What 
is the disaster potential in the community and how might a di-
saster affect resident families? The answers to these and other 
questions will give the population health nurse some idea of 
the environmental conditions that may be faced by families in 
general as well as those experienced by specific families.

SOCIOCULTURAL DeTeRmINANTS. Sociocultural deter-
minants of family health share some of the influences of the psy-
chological environment. For instance, relationships outside the 
family are the basis for a portion of personality development. 
The leadership ability of individual family members is devel-
oped in school and in cultural, social, and political organizations 
where family members have the opportunity to interact with 
others and to contribute to community endeavors. Family dis-
cussions of social, cultural, and political issues help to develop 
social awareness as children grow and encourage the children to 
become involved in community, county, state, and national poli-
tics or social movements. Areas for consideration in the socio-
cultural dimension include family members’ roles, culture and 
religion, social class and economic status, employment and oc-
cupational factors, and external resources. An additional special 
consideration for some families is their status as refugees, which 
is discussed later in this chapter.

Family roles. One of the most interesting aspects of socio-
cultural determinants in family life is role enactment. As we 

saw earlier, roles are socially expected behavior patterns deter-
mined by a person’s position or status within a family. Each 
person in a family occupies several roles by virtue of his or her 
position. For example, an adult woman in a family may have 
the roles of child caretaker, cook, and confidante, but these 
roles may be played by men in some families. Roles can take 
two forms: formal and informal. Formal roles are expected sets 
of behaviors associated with family positions such as husband, 
wife, mother, father, and child. Examples of formal roles are 
those of breadwinner, homemaker, house repairperson, chauf-
feur, child caretaker, financial manager, and cook. Informal 
roles are those expected behaviors not associated with a par-
ticular position. Informal roles influence the psychological di-
mension within the family by determining whether, how, and 
by whom emotional needs are met.

Family roles may be complementary or conflictual in nature. 
 Role conflict is a state in which the demands of a single role 
are contradictory or when the demands attending several roles 
contradict or compete with each other. For example, a mother 
who works will experience role conflict when a business meet-
ing she is expected to attend conflicts with her child’s school 
play. Role conflict can also occur when one individual’s defini-
tion of a role does not correspond with someone else’s defini-
tion of the same role. For example, a husband may expect his 
wife to be responsible for all the cooking for the family, but the 
wife may work late and expect the husband to prepare an eve-
ning meal.

Role overload is another phenomenon that occurs in fam-
ilies when members assume multiple roles. Role overload 
is a situation in which an individual is confronted with too 
many role expectations at one time, even though these expec-
tations do not contradict each other. For example, a mother 
with four children who returns to school and also has a part-
time job may experience role overload in trying to meet the 
demands of housekeeping, cooking family meals, perform-
ing well on the job, and making straight As. Role overload 
may give rise to what has been called “spillover stress,” stress 
that accumulates and takes a toll on the person experienc-
ing stress that may then affect relationships with other fam-
ily members. For example, a single parent experiencing role 
overload may begin to neglect an elderly parent who depends 
on his or her care.  

FOCUSeD ASSeSSmeNT Assessing environmental Determinants  
of Family Health

•	 Does	the	family	have	an	emergency	plan?

•	 How	safe	is	the	neighborhood?	Are	there	environmental	
hazards in the neighborhood?

•	 Does	the	family	have	access	to	necessary	goods	and	services	
(e.g., grocery stores)?

•	 Where	does	the	family	live?

•	 What	is	the	physical	condition	of	the	home?	Are	there	safety	
hazards in the home?

•	 Is	plumbing	adequate?	Is	the	amount	of	available	space	
adequate for the number of persons in the family?
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Role overload is particularly apparent with respect to fam-
ily caregiver roles and may result in diminished health for the 
person caring for ill or disabled family members. In 2009, more 
than 42 million people provided assistance to adult family mem-
bers in their performance of activities of daily living. The value 
of these services was $450 billion, an increase of $75 billion over 
2007 figures (Feinberg, Reinhard, Houser, & Choula, 2011). Fac-
tors contributing to the increased need for long-term care giving 
by family members include greater longevity, the increased cost 
of hospitalization, and shorter length of hospital stays resulting 
in people being discharged with greater care needs than in the 
past. By 2040, estimates of the number of people over 85 years of 
age	needing	assistance	from	family	range	from	8	to	20	million;	
much of this care will be provided by family members who are 
themselves over 65 years of age (Anngela-Cole & Hilton, 2009). 
Potential effects of caregiving for caregivers include social isola-
tion, diminished physical health, depression, anxiety, and both 
financial and interpersonal strain.

The effects of caregiving may be different based on the over-
all level of function of the family as well as the characteristics of 
both caregivers and recipients. For example, caregivers who are 
themselves in poor physical health are apt to experience greater 
caregiver stress than those who are more physically healthy. 
Similarly, the functional abilities of the care recipient influ-
ence the amount of care needed and time spent in giving care 
and the consequent potential for caregiver stress. Beliefs, atti-
tudes, and values held by the caregiver have also been shown 
to influence the amount of stress experienced (Anngela-Cole &  
Hilton, 2009). For example, caregivers who view caregiving as 
an onerous duty may experience more stress than those who 
see it as a reciprocal return for past care provided to them by 
older family members. The availability of internal and exter-
nal support available to the caregiver also influences his or her 
 experience of caregiver strain.

Caregiver employment outside the home may increase 
or decrease caregiving stress. For some caregivers, outside 
employment adds to role overload as they try to balance oc-
cupational demands with those of caregiving. For others, 

employment may provide a respite from the concerns of care-
giving (Anngela-Cole & Hilton, 2009). Population health 
nurses should assess the extent of caregiver burden within in-
dividual families as well as the extent of family caregiving and 
available resources in the population.

Flexibility of family roles and mutual respect for individu-
ality are other sociocultural determinants of family health. 
Family roles often change when a family member is absent, ill, 
or incapacitated and cannot fulfill his or her usual roles. It is 
important to assess the ability of family members to take on 
these unfilled roles and make the necessary role adjustments. 
When the ill or absent member is ready to resume roles, a re-
adjustment may again be necessary. For example, when Frank 
had his heart attack, Beth had to go to work and assume the 
breadwinner role. Now Frank is recovered and can return to 
work. Beth likes her job and does not want to quit. Assistance 
in adjusting to changes in roles can alleviate conflict and stress 
in this and similar situations.

Role adjustments may also be required as the family pro-
gresses through its various developmental stages. For example, 
the parental role should be enacted differently with an adoles-
cent child than with a preschooler.

Culture and Religion. Family cultural information is essen-
tial to building relationships and designing family interven-
tions that will not conflict with cultural values. Does the family 
engage in cultural practices related to health? If so, are these 
practices helpful or harmful? What cultural factors will affect 
attempts to resolve family health problems?

Cultural factors may support or impede family abilities to 
adapt to changing environmental circumstances and may in-
fluence the health of individual members. Cultural factors play 
a large part in determining family caregiver roles, how those 
roles are performed and by whom, and the effect of those roles 
on the health of caregivers.

One specific aspect of culture that may influence family 
health is that of religious affiliation or spirituality. The influ-
ence of religious beliefs and practices on the health of the family 
can be assessed by asking specific questions about the impor-
tance of religion in family interactions and decision making 
and the role of religion for the family as a whole. For example, 
strong religious beliefs may prohibit the use of contraceptives, 
or health teaching may need to be modified in keeping with the 
family’s religious convictions. Or religious beliefs and practices 
may promote health. For example, proscription of alcoholic 
beverages in some cultures can have positive health effects, 
but may lead to guilt in family members who drink in defiance 
of cultural proscriptions. Close affiliation with an organized 
church may also provide a source of emotional and/or material 
support for family members in time of need.

Social and economic status. The social class and economic 
status of a family can profoundly affect its health. Lack of finan-
cial resources can mean that the family does not have enough 
nutritious food, adequate shelter, or access to health care. Social-

Meals can be a time of sharing. (Monkey Business/Fotolia)
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class delineations involve groupings of people based on finan-
cial status, race, occupation, education, lifestyle, and language. 
In the United States, the lower social class consists of people 
with less money, less education, and less access to resources 
such as health care.

The family’s social class is important to the extent that it af-
fects lifestyle, interactions with the external environment, and 
the health-related behaviors of the family. Economic status is 
closely tied to social class and educational level. At the aggre-
gate level, data on the proportion of families living in poverty 
and the educational and economic levels of the population or 
subgroups in the population can provide information on the 
potential effects of social and economic factors on the health of 
individual families.

Employment and occupational factors. Job-related factors 
that influence family health may present in three forms. First, 
the job might produce stress for a family member that results in 
illness. Second, the family member might be exposed to hazards 
that he or she brings home to others. Third, job-related prob-
lems and time constraints might interfere with family commit-
ments and contribute to family stress.

Occupational or workplace stress can lead to a number of 
stress-related illnesses. Safety hazards within the work setting 
may cause injury and disability to the family breadwinner(s). 
The financial burden and stress of an occupation-related ill-
ness have led to divorce and the dissolution of families, among 
other problems. Similarly, job-related stress may lead to re-
duced energy for effective parenting and for maintaining the 
couple bond if one exists. In single-parent families, job-related 
stress may contribute to exhaustion and inability to function 
effectively as a parent.

Sometimes, hazardous substances to which a working 
family member is exposed not only threaten the individual, 
but may also inadvertently be brought home to other family 
members. For example, nurses and other health care workers 
may transmit some infectious diseases to family members via 
clothing and shoes. Working with lead or other hazardous sub-
stances may also result in exposure of family members through 
contaminated clothing and other articles worn on the job.

Job-related family problems also might arise if a family 
member’s work commitment conflicts with family commit-
ments. Such work-family conflicts are increasing as a result of 
several factors. These include increasing female workforce par-
ticipation and resulting reconceptualized gender roles within 
families, higher divorce rates that necessitate single parents 
functioning as both breadwinners and child caretakers, and 
more family members with both child care and elder care re-
sponsibilities (Williams & Boushey, 2010). The ideal situation 
is one of work–life balance, which has been defined as the ab-
sence of conflict between work and family roles or failure of 
role expectations in one setting to interfere with those of the 
other setting (Slan-Jerusalim & Chen, 2009). However, such 
balance is not often achieved and most family members expe-
rience some degree of work–family conflict with a variety of 

consequences. Some of these consequences include crossover 
stress experienced by other family members, spillover to other 
roles (e.g., to both parental and spousal roles), and  emotional 
exhaustion and burnout (Hall, Dollard, Tuckey, Winefield, & 
Thompson, 2010).

Conflict between work and family roles may result from 
several factors and may include time strain, missed work or 
family activities, and spillover of stress from one setting to the 
other (Kelly, Moen, & Tranby, 2011). Time-based conflict is a 
function of role overload, in which the family member does not 
have sufficient time to effectively perform both work and fam-
ily role expectations. Spillover stress occurs when strain in one 
role causes strain in others. For example, conflict with one’s 
supervisor may spill over into one’s interactions with spouse, 
children, or other family members. Behavior-based strain is re-
lated to role conflict in that the expected behaviors in work and 
family roles are incompatible.

Work–family conflict tends to be reciprocal in nature. Work-
role strain affects family life, and family stress may also affect 
one’s work performance. These two effects are sometimes differ-
entiated as work–family conflict, in which work roles  interfere 
with effective performance of family roles, and  family–work 
conflict, in which family role strain adversely affects work-role 
performance. Competition between an important work meet-
ing and a family member’s birthday is an example of the former. 
Lack of concentration at work due to concern for one’s aging 
parents is an example of family–work conflict.

Employment may have other effects on family health status 
and effective family function. For some family members, em-
ployment of one or more family members may result in eligibil-
ity for health insurance coverage. Other people are not employed 
in positions that offer health insurance. Similarly, some jobs al-
low more flexibility of schedules that permit employees to ad-
dress	family	needs;	others	are	less	flexible.	Some	employers	may	
also provide assistance with child care or other family responsi-
bilities or provide counseling to assist employees in dealing with 
family-related issues. Finally, as we saw earlier, employment 
may serve as a respite from family caregiving activities.

External resources. As we saw in Chapter 1 , personal or fam-
ily social capital and community social capital influence health 
and illness in the population. Individual family capital may in-
clude extended family members, churches, or other social orga-
nizations in which a family participates that can provide support 
in times of need. The form of that support may be emotional, 
material, or instrumental. For example, being able to discuss 
one’s worries related to one or more children with friends or ex-
tended family members may provide a parent with emotional 
support. Suggestions from the population health nurse on how 
to handle a rebellious adolescent are an example of instrumental 
support, and obtaining a short-term loan from one’s parents is an 
example of material support.

External family resources may also be derived from com-
munity social capital. This would include the availability of so-
cial services to families in need. For example, the availability of 
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the Temporary Assistance to Needy Families (TANF) to some 
low-income families is one form of community social capital. 
Other examples include American Red Cross Disaster Relief 
Services for families affected by natural or human-precipitated 
disasters and crisis counseling centers for low-income families.

At the population level, the population health nurse should 
assess conditions that affect the social environment of families 
as well as the overall availability of social resources for families. 
What is the level of unemployment in the community? What is 
the availability of jobs, particularly for families with low educa-
tion levels? What social and cultural attitudes prevalent in the 
population may affect family health and function? Similarly, 
the nurse would assess the resources available to families such 
as financial assistance, education for parenting, and so on.

Refugee status. One additional sociocultural factor that pro-
foundly affects the health and functional ability of many families 
is their status as refugees or immigrants. Immigration restric-
tions may result in lengthy separations for families that create 
a variety of social and psychological stresses. Family members 
are not permanently lost, as they would be in death, but the 
uncertainty regarding the length of separation does not per-
mit families to acknowledge and work through the loss. When 
family members are reunited, idealization may make it difficult 
to reincorporate returned individuals who do not conform to 
one’s memories of them. In addition, family roles will have been 
adapted to their absence and will need to be renegotiated with 
their return. Individual family members will have changed, and 
the recognition of those changes (e.g., aging, loss of roles), may 
affect self-image. In addition, most family members will need to 
address their  emotional responses to the separation (e.g., guilt for 
leaving others behind, feelings of betrayal and abandonment). 
Finally, achievement of balance during separation may have ne-

cessitated the use of surrogates that may be questioned in fam-
ily reunification. The effects of family separation and reunifca-
tion may be particularly severe for adolescents (Suarez-Orozco, 
Bang, & Kim, 2011). For example, an uncle or family friend may 
have served as a surrogate father in the father’s absence, and the 
 appropriateness of this surrogate may be questioned when the 
father is reunited with the family. Knowledge of the number of 
refugee families in the community and their countries of origin 
will assist the population health nurse in identifying some of the 
potential problems that these families may experience. Assess-
ment tips related to sociocultural determinants of family health 
are provided in the Focused Assessment below.

beHAvIORAL DeTeRmINANTS. Health-related behav-
ior is the fifth area for consideration in the epidemiology of 
family health. Families model patterns of preventive care, diet, 
exercise, hygiene, and other health-related behaviors that can 
profoundly affect family health now and in the future. Areas of 
focus include family consumption patterns, rest and sleep pat-
terns, exercise and leisure activities, safety practices, and con-
siderations related to sexuality and contraception.

Family consumption patterns. As we have seen in other chap-
ters, a large percentage of Americans are obese or overweight. In 
other parts of the world, many people are malnourished. These 
dichotomous states of ill health are both related to family con-
sumption patterns, either overconsumption or underconsump-
tion of nutrients. For many Americans, family diets include ex-
cessive amounts of fat and calories, but are deficient in many 
vitamins and minerals due to low intake of fruits and vegetables. 
Healthy diets are difficult to achieve given the fast-paced nature 
of American family life. Family members often have little time 
to spend on food preparation and may rely heavily on fast foods 

FOCUSeD ASSeSSmeNT Assessing Sociocultural Determinants  
of Family Health

•	 Are	there	expected	changes	in	family	roles?	How	will	the	
family adapt to these changes?

•	 What	cultural	and	religious	factors	influence	family	health	
status?

•	 What	is	the	family’s	income?	Is	the	family’s	income	sufficient	
to meet needs?

•	 Are	family	members	employed?	What	are	the	occupations	of	
family members? Do occupational roles conflict with family 
roles? Do occupational roles present health hazards for family 
members?

•	 Is	this	a	refugee	family?	If	so,	how	have	they	adapted	to	their	
changed environment?

•	 What	formal	and	informal	roles	are	enacted	by	family	
members? How flexible and interchangeable are these roles?

•	 How	congruent	are	family	roles	with	those	of	the	dominant	
culture?

•	 Is	there	evidence	of	role	conflict?	Role	overload?

•	 Is	the	family	experiencing	conflict	between	work	and	family	
roles? If so, what is the effect on family health?

•	 Are	there	special	considerations	related	to	family	caregiving	
roles? If so, what are they and how do they affect family 
health?

•	 How	adequate	were	family	role	models?

•	 Are	essential	family	roles	being	adequately	performed?
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rather than balanced family meals. Other families may have dif-
ficulty affording healthful foods.

Cultural patterns evident in food selection, preparation, and 
consumption may also influence family health status. For ex-
ample, the excessive use of fried or high-fat foods sometimes 
seen among Latinos or families in the southern United States 
contributes to the increased incidence of atherosclerosis, heart 
disease, and stroke among members of these populations.

Other consumption patterns that affect family health sta-
tus include the use of tobacco, alcohol, and illicit drugs. Ac-
cording to the 2012 National Health Interview Survey, 18.1% 
of U.S. adults over 18 years of age were smokers (National 
Center for Health Statistics, 2014), and a significant number 
of U.S. children are exposed to cigarette smoke in the home. 
Drug and alcohol abuse by family members affect health in a 
number of ways. Substance abuse affects the personal physi-
cal and emotional health of the substance abusing member 
and may result in the inability to carry out necessary family 
functions adversely affecting the health status of other fam-
ily members. In addition, substance abuse may contribute to 
family violence or neglect. Population-level data on consump-
tion patterns, particularly those related to tobacco, drugs, and 
alcohol, can suggest problems that may be experienced by in-
dividual families.

Rest and sleep. Family rest and sleep patterns may also be a 
source of problems. For example, a new baby may sleep during 
the day and cry at night. This will adversely affect parents’ rest 
and their subsequent performance the next day.

Another problem frequently encountered with respect to 
family sleep patterns is that of differing work schedules. If, for 
example, one parent works days and the other works nights, 
this situation may limit their opportunities to interact with 
each other and with their children. A parent’s typical rest and 
sleep schedule may also require children to play at a neighbor’s 
house during the day or find quiet pastimes at home.

Physical activity and leisure. Regular physical activity is nec-
essary for good health. The earlier children are included in such 
activities, the more likely they are to build lifetime habits of ex-
ercise. Research has also indicated that other aspects of family 
life influence participation in physical activity. For example, the 
Ways to Enhance Children’s Activity and Nutrition (WECAN) 
program developed by the National Heart, Lung, and Blood 
 Institute (NHLBI) focuses on improving physical activity levels 
within the entire family as a strategy to combat childhood obe-
sity (NHLBI, 2013). Exercise and leisure activities that include 
the entire family promote cohesion. At times, it is also helpful to 
plan leisure activities that are unique to certain members of the 
family. This allows for individuality among family members and 
promotes a balance between family togetherness and separate-
ness that is needed for individual development.

The nurse can also help the family identify potential health 
risks involved in leisure activities. For example, are safety hel-
mets worn by all family members on bike trips? What are the 

safety rules when the family goes swimming? Is a backyard 
pool covered when not in use to prevent a child from going in 
alone or falling in accidentally?

High costs and low income may limit the activities that 
families can do together, but should not eliminate them. At the 
aggregate level, the nurse can also obtain information on the 
types of leisure time activities available to families in the com-
munity through examination of the telephone book and Inter-
net, personal observation of the community, or interviews with 
staff at recreational facilities.

Household and other safety practices. Safety practices 
such as the use of seat belts, infant safety seats, cribs with safe 
spacing between rails and proper mattress width, proper dis-
posal of hazardous substances, and safety education for chil-
dren are important considerations in family assessment. Are 
these behavioral safety factors evident in the household? Who 
is the person most attentive to family safety issues? What  family 
behaviors contribute to health risks for members? The Assess-
ment Guidelines section of the student resources site contains 

Developing shared traditions promotes family cohesion. (Alliance/Fotolia)
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three guidelines for assessing safety issues in families. Two 
of the guidelines provide tips for assessing home safety for 
children and older adult family members, respectively, and 
the third addresses safety education issues for children and 
adolescents.

Sexuality and contraception. One additional behavioral con-
sideration in assessing family health relates to sexual attitudes 
and practices and use of contraception. Once sufficient rapport 
has been established, the population health nurse would explore 
family needs for contraception or for assistance in discussing 
sexuality with adolescent family members. The population 
health nurse can identify family planning needs and make re-
ferrals for contraceptive services as needed.

The population health nurse would also explore family at-
titudes toward sexuality as well as sexual behaviors of fam-
ily members. Families that have traditional, and particularly 
religion-based, attitudes toward sexual activity as being con-
fined to marriage and occurring between a man and a woman, 
may have difficulty accepting and adjusting to an adolescent 
pregnancy or a gay, lesbian, or bisexual orientation of an in-
dividual family member. Similarly, acceptance of a transgen-
dered family member may be difficult. The population health 
nurse may provide counseling for families dealing with sexu-
ality issues or make referrals for assistance as needed. Nurses 
may also need to provide help in dealing with instances of 
sexual abuse within families. Tips for assessing sexuality is-
sues as well as overall assessment of behavioral determinants 
influencing family health are provided in the Focused Assess-
ment below. The questions provided reflect assessment of the 
individual family, but can be adapted to assess families at the  
aggregate level as well.

HeALTH SySTem DeTeRmINANTS. Factors related to 
the health system also affect family health. Two major con-
siderations for individual families are family attitudes to 
health and response to illness and family use of available ser-
vices. Aggregate-level considerations include the availability 
and effectiveness of health services provided to families in the 
population.

Family attitudes toward health and response to illness.  
Culturally determined attitudes toward health and illness also in-
fluence family health status. Families as a whole may see health 
promotion and illness prevention as a priority, or these activities 
may be valued for some family members and not others. For ex-
ample, parents may make an effort to meet the health promotion 
needs of their children, but neglect their own needs or those of 
older family members. Similarly, family members may only seek 
health care when their ability to perform their respective func-
tions is impaired. In part, this may be the result of cultural defini-
tions of health and illness, but may also arise from lack of access 
to affordable health care services.

Family response to illness is another important influence on 
family health. How do family members deal with illness? Part of 
learning about this aspect of family life is determining who in 
the family decides when an ill family member should stay home 
from work or school and whether an ill member should receive 
health care. For example, in some families the mother decides 
who is ill and consults the father when she believes that the ill-
ness is severe enough to require the services of a health care 
provider. Family caregivers may themselves be in need of nurs-
ing intervention in order to function effectively in their caregiv-
ing role. As we saw earlier, family caregivers provide much of 
the care to ill family members. Unfortunately, they often receive 

FOCUSeD ASSeSSmeNT Assessing behavioral Determinants  
of Family Health

Use of infant safety seats
Cribs with safe spacing between rails and proper mattress 

width
Proper storage and disposal of hazardous substances
Safety education of children regarding not talking to or going 

with strangers, crossing the street safely, and using seat 
belts and safety equipment such as helmets, goggles, and 
ear protection

Safe use of appliances and craft equipment such as saws, 
glues, and drills

•	 Who	in	the	family	engages	in	sexual	activity?	Is	there	a	need	
for contraceptives? What is the attitude of family members 
toward sexual activity?

•	 What	are	the	food	preferences	and	consumption	patterns	of	
the family? How are foods usually prepared? By whom?

•	 Do	family	members	smoke	or	use	or	abuse	alcohol	or	other	
substances?

•	 What	medications	are	used	by	family	members?	Is	
medication use appropriate? Are medications stored safely?

•	 Do	family	members	get	adequate	rest	and	exercise?

•	 What	kinds	of	physical	and	leisure	activities	do	family	members	
engage in? Do leisure activities pose any health hazards?

•	 Do	family	members	engage	in	appropriate	safety	precautions	
in the following areas?

Consistent seat belt use
Use of safety equipment such as eye and ear protection
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little support from health care professionals in doing so. Too of-
ten, they are expected to accept responsibility for care without 
the required knowledge or abilities, and increased risk of insti-
tutionalization of an ill family may result from deterioration of 
either the ill member or the family caretaker. Population health 
nurses should assist family caregivers with the emotional as well 
as physical and cognitive challenges of caregiving.

Use of health care services. Family functions with respect to 
illness vary with the type of illness. For example, family functions 
in the case of acute illness include providing or obtaining health 
care, reassigning roles, and supporting the sick person. Addition-
al functions in dealing with chronic illness include avoiding or 
coping with medical crises, preserving the family’s quality of life, 
and arranging treatment modes and mechanisms. In the face of 
terminal illness, family functions also include dealing with shock 
and fear and minimizing pain and discomfort.

Do family members have a source of health care? Do they 
have health insurance? Often, there may be providers avail-
able for mothers and children because of federal and state 
programs. Fathers and other young adult males, however, are 
often excluded from these programs. The nurse may be asked 
to help families find health care for excluded family members 
who become ill.

Health care may be limited because of a lack of funds, lan-
guage barriers, distance to health care facilities, transportation 
limitations, and many other problems. The nurse needs to de-
termine these deterrents to access and find resources within 
the community to help families obtain health care. Occasion-
ally, even when families have health insurance, members are 
not able to take full advantage of this resource because they do 
not understand what services are covered (or not covered). The 
nurse can help them understand insurance benefits or refer 
families to resources in the community who can explain insur-
ance benefits and how to use them.

At the aggregate level, the population health nurse would 
assess the availability of health services needed by families in 
the population. What illness-preventive and health-promotive 
services are available? Are they accessible to all families in the 
population or only to certain subgroups? What services are 
available to resolve health problems or restore health?

Aggregate-level assessment also focuses on the effectiveness 
of health services provided to families in the population and 

the extent to which those services are utilized. For example, are 
prenatal services available but underutilized by families in the 
community or by certain segments of the community? Local 
figures on the proportion of pregnancies for which no prenatal 
care is received are one measure of service utilization. Similarly, 
the nurse might obtain data on the number of nonemergent 
visits to emergency departments suggesting inappropriate use 
of emergency services for routine illness. Accessibility and af-
fordability of services available to families in the community 
should also be assessed. Again, general information on the 
types of services available can be gleaned from the telephone 
directory or Web. Information on costs and other accessibility 
issues (e.g., hours of operation, types of insurance taken) can 
best be obtained through interviews or surveys of local provid-
ers and health care agencies. Assessment tips related to health 
system influences on family health are provided in the Focused 
Assessment on page 350. A guideline for assessing overall fam-
ily health status is included in the Assessment Guidelines sec-
tion of the student resources site.

Diagnostic Reasoning and Care of Families
The data obtained during family health assessment enable the 
nurse to make informed decisions about the health care needs 
of families. These needs are stated in the form of nursing di-
agnoses. The population health nurse may develop nursing di-
agnoses related to individual families or to families as a group 
within the larger population. For example, the nurse may di-
agnose “family exhibiting ineffective coping related to changes 
in roles and relationships in a newly constituted stepfamily as 
evidenced by conflict between stepmother and stepchildren.” 
An example of an aggregate family nursing diagnosis might be 
“families with chronically ill children at risk for increased stress 
related to lack of adequate community support services.”

Planning and Implementing Health Care  
for Families
Not all families will require population health nursing interven-
tion. Some indications of the need for intervention based on nurs-
ing diagnoses derived from the family health assessment include:

•	 Illness	in	a	family	member	with	a	detrimental	effect	on	the	
family unit

evidence-based Practice

Caregiver burden
Several studies have shown that persons caring for family mem-
bers with disabilities or chronic illness often experience caregiver 
burden with consequent physical and psychological health effects. 
Conduct a literature search for studies related to the positive and 
negative effects of family caregiving. Based on the literature, can 

you identify factors that would place family caregivers at particular 
risk for caregiver burden and its subsequent effects? What inter-
ventions have shown evidence of being  effective in minimizing 
caregiver burden? How might population health nurses incorpo-
rate these interventions into their care of families?
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•	 Family	 factors	 that	 contribute	 to	 ill	health	 in	a	 family	
member

•	 Recent	diagnosis	of	serious	illness	in	a	family	member
•	 Marked	deterioration	in	the	health	status	of	a	family	member
•	 Hospital	admission	or	discharge	of	a	family	member
•	 Missed	or	delayed	developmental	milestones
•	 Death	of	a	family	member
•	 Presence	of	psychological,	environmental,	sociocultural,	

behavioral, or health system factors detrimental to family 
health and function

When intervention is required, population health nurses 
plan nursing interventions to address identified needs. These 
interventions may be directed toward improving the health of 
specific families or of all families within a population and may 
take place at the promotion, prevention, resolution, or resto-
ration levels of health care. Population-level interventions will 
often involve the creation or expansion of an infrastructure 
that supports effective family function and provides services 
needed by families in the population.

HeALTH PROmOTION AND ILLNeSS/INjURy PRe-
veNTION. Population health nurses can educate family 
members regarding the need for adequate nutrition, rest, and 
physical activity to promote health. Safety education and ad-
vocating use of safety devices or equipment are some poten-
tial approaches to health protection and injury prevention with 
families. Similarly, the nurse may teach family members how 
to minimize lead exposure in residential areas with high levels 
of lead contamination in soil or water or advocate with land-
lords for removal of lead-based paint or other safety hazards in 
older housing. Illness prevention may include teaching effective 
hygiene, referral for immunization, or advocating for access to 
safe water and food supplies as well as other interventions.

At the aggregate level, health promotion and prevention 
activities by population health nurses are likely to be directed 
toward advocacy for environmental protection and social jus-
tice or assuring the availability of health promotion and illness 
prevention services to families. For example, population health 

nurses may be actively involved in local initiatives to guarantee 
families a living wage or to assure that immunization and other 
health promotion and illness prevention services are available 
to low-income families.

Teaching coping skills and modeling effective communi-
cation strategies with adolescents are two interventions that 
population health nurses might employ to prevent family cri-
ses. The population health nurse may advocate for a balance 
between increasing independence and supervision of adoles-
cents. Advocacy related to financial difficulties (e.g., linking 
families to available sources of financial support, employment 
assistance, and so on) may also help alleviate factors that con-
tribute to family crises. Prevention of family crisis also includes 
providing anticipatory guidance related to common crises of 
family life and assisting families to develop effective coping 
strategies to combat the stress of situational crises.

It may be impossible, and sometimes undesirable, to pre-
vent	a	crisis	situation	from	occurring;	however,	the	nurse	can	
assist the family to prepare for and cope with the event. For 
example, the birth of a child or change of employment may be 
a very desirable event. Such an event requires changes in life-
style and family adaptation that might precipitate a crisis. The 
nurse can assist the family to explore areas in which change 
will be required, avenues for accomplishing these changes, 
and strategies for dealing with the anxiety related to change. 
Through preventive activities implemented via anticipatory 
guidance, potential crises may be averted even though stressful 
events occur.

ReSOLvING HeALTH PRObLemS. Problem-resolution 
activities with families may be aimed at assisting families to 
 obtain needed care for existing health problems or helping 
families to deal with these problems. For example, the nurse 
might facilitate a family meeting to discuss role allocation in 
order to minimize role overload for a few family members. 
 Similarly, the nurse might refer a family with a substance-
abusing member to community resources to help them deal 
with the problem. In the advocacy role, the nurse may help 

FOCUSeD ASSeSSmeNT Assessing Health System Determinants of 
Family Health

•	 Is	the	family’s	use	of	health	care	services	appropriate?

•	 Does	the	family	have	health	insurance?	If	so,	are	all	family	
members covered? What services are covered?

•	 How	adequate	are	health	promotion,	illness	and	injury	
prevention, health problem resolution, and health restoration 
services available to families?

•	 How	available,	accessible,	and	affordable	are	health	services	
for families in the community?

•	 How	does	the	family	define	health	and	illness?	How	does	the	
family prioritize health in relation to other family needs and 
goals?

•	 How	do	family	members	deal	with	illness?

•	 Who	makes	health-related	decisions	in	the	family?	Who	
carries out those decisions?

•	 What	health-related	behaviors	do	family	members	exhibit?

•	 What	is	the	family’s	usual	source	of	health	care?
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families explore treatment options or obtain approval for sub-
stance abuse treatment coverage under their insurance plan. 
The population health nurse might even engage in advocacy 
with an employer to assure access to an available employee as-
sistance program (EAP).

Population health nurses may also be instrumental in link-
ing families with other services needed to resolve existing fam-
ily health problems. For example, they may encourage a wife 
and mother to remove herself and her children from an abusive 
situation as well as provide information where the woman can 
get help. In this instance, the nurse may need to advocate with 
local police or court officials for adequate protection for the 
woman and her children. At a more mundane level, the pop-
ulation health nurse may refer family members to sources of 
medical assistance to deal with existing illnesses. For example, 
the nurse may refer a family to a community clinic for treat-
ment of the grandmother’s hypertension.

Crisis intervention is an important element of problem 
resolution in the care of many families. Crisis intervention is 
directed toward helping members to discuss and define the 
problem and to express their feelings concerning the crisis 
situation. The nurse is an active listener and participates at-
tentively, but the family must do the work. The emphasis is on 
bringing feelings out into the open. The nurse must be truthful, 
honest, and forthright, and should not give false reassurance 
about the situation.

Exploration of coping mechanisms already used enables the 
nurse to help the family examine ways to cope. The nurse’s in-
volvement includes helping the family to explore other options 
for dealing with the situation. The pros and cons of each of 
these alternatives should be discussed with the family. At this 
stage, the nurse may need to be fairly directive in assisting fam-
ily members to implement agreed-upon strategies for resolving 
the crisis. For example, if the family has decided to confront 
a substance-abusing member with the need for treatment, the 
nurse may need to assign specific tasks to certain family mem-
bers to implement the confrontation.

Advocacy for services to resolve family health problems may 
be needed at the population level. The population health nurse 
may be actively involved in alerting health policy makers to the 
need for family services and in initiating plans for programs to 
meet those needs. For example, if the nurse’s assessment indi-
cates that most families in the population are dual-earner or 
single-parent families whose needs for child care services are 
not being met, he or she may initiate community efforts to pro-
vide additional child care resources. Similarly, as seen in the 
Advocacy Now feature at the beginning of this chapter, knowl-
edge of widespread violations of housing codes in rental hous-
ing for families identified by a population health nurse may 
lead to involvement of the housing authority and advocacy 
 activities to promote code enforcement.

HeALTH ReSTORATION. With respect to health restora-
tion, population health nurses may assist families to cope with 
long-term health problems or to deal with the consequences of 

those problems in ways that promote an optimal level of health. 
For example, a nurse might suggest home modifications that 
permit a disabled family member to be more functional within 
the family or help a family coping with Alzheimer’s disease to 
locate respite care. Another example of health restoration for a 
family is assisting families to deal with the loss of a loved one, 
particularly during holidays and anniversaries.

After successful resolution of a crisis, health restoration ac-
tivities might involve following up with the family to help them 
recognize their use of the problem-solving process, identify 
how the crisis might have been averted if possible, and engage 
in activities that will prevent future crises from occurring.

Health restoration activities may also occur at the aggregate 
level. For example, the population health nurse might advocate 
for the development of respite services for family caretakers or 
create support groups for crisis-prone families to help them 
avoid future crises.

Evaluating Family Care
Evaluation of family care begins as the nurse examines the ad-
equacy of assessment data and continues as he or she evalu-
ates alternative approaches to meeting families’ health needs. 
Post-intervention evaluation focuses on the achievement of 
mutually agreed-upon objectives for family care and the pro-
cesses and structures that promote accomplishment of these 
objectives.

Evaluation will occur at the level of individual families who 
receive care and at the population level. With respect to the 
care of individual families, the nurse would examine whether 
care has resulted in expected family outcomes. Is the family 
better able to cope with stress? Have communications between 
parents and adolescent children improved? The nurse would 
also assess the appropriateness of interventions employed and 
the quality of their implementation. Were the interventions ap-
propriate to the family’s cultural beliefs and practices? To the 
family’s educational level? Did the family experience frustra-
tion in following through on referrals because the nurse did 
not select appropriate resources or did not effectively prepare 
the family to act on the referral?

At the aggregate level, evaluation will focus on outcomes and 
processes of care for groups of families rather than individual 
families. Is respite care readily available to families that need it? 
Is respite care provided in the most cost-effective manner? What 
are the effects of respite care on the level of stress experienced by 
families with disabled members? These and other questions can 
address outcome and process evaluation of programs designed 
to serve groups of families within the population.

Much of the work of population health nurses involves 
care of families in a variety of health care settings. Family care 
should be based on the principles presented in this chapter and 
should contribute to the improvement of the overall health sta-
tus of the population in which the family lives. Use of the nurs-
ing process in the context of population-focused care permits 
population health nurses to meet the health needs of individual 
families as well as those of the larger community.
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Population health nurses provide care to individual families 
and design, implement, and evaluate programs to meet the 
needs of groups of families within the larger population. Family 
care may be based on a variety of theoretical perspectives on the 
family, including systems, life cycle, and symbolic interactionist 
perspectives.

Provision of care to individual families and groups of fami-
lies in the population employs the nursing process to direct 
nursing intervention. Assessment of family health status and of 

the needs of groups of families within the population addresses 
biological, psychological, environmental, sociocultural, behav-
ioral, and health system determinants that influence the health 
of individual families and families in the larger population. 
Population health nurses plan and implement activities related 
to health promotion, illness and injury prevention, problem 
resolution, and health restoration for individual families and at 
the population level. Similarly, evaluation of the effectiveness of 
care occurs at both individual and population levels.

CHAPTeR ReCAP

Alfinia Michaels is a 45-year-old single parent of two children, 
a boy of 8 years and a girl of 5. She has recently been diagnosed 
with breast cancer and is scheduled to have a lumpectomy and 
reconstruction of her right breast in 2 weeks. Ms. Michaels is 
divorced and is responsible for the care of her 79-year-old fa-
ther who has mild Alzheimer’s disease. Her father is still capa-
ble of caring for himself during the day while she works, but 
cannot be left alone overnight and cannot care for the children. 
Ms. Michaels has one sister who lives approximately 150 miles 
away. She states that she and her sister have always been close. 
Ms. Michaels’s former husband lives in the same community. 
He provides child support and health insurance for the chil-
dren and takes them every other weekend. Ms. Michaels does 
not have health insurance because she works two part-time 
jobs, neither of which includes benefits. She tells the population 
health nurse she doesn’t have any idea how she will pay for her 

surgery and the chemotherapy that will follow. She is worried 
about care of her father and her children during her hospitaliza-
tion and afterward.
•	 What	biological,	psychological,	environmental,	sociocultural,	

behavioral, and health system factors are influencing this 
situation?

•	 Is	this	a	crisis	situation?	If	so,	what	type	of	crisis	would	this	be?
•	 What	nursing	interventions	might	the	population	health	

nurse employ with this family?
•	 How	might	the	nurse	evaluate	the	effectiveness	of	nursing	

intervention?
•	 How	might	your	interventions	be	different	if	you	find	that	

many families in the population are experiencing similar 
problems?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Discuss the rationale for engaging members of the population in every phase of population health 
assessment and health program planning, implementation, and evaluation.

 2. Describe factors related to each of the six categories of determinants of health to be  
addressed in assessing the health of a population.

 3. Describe the components of a population nursing diagnosis.

 4. Identify five tasks in planning health programs to meet the needs of populations.

 5. Analyze the elements of a program theory or logic model and its usefulness  
in health program planning.

 6. Describe four levels of acceptance of a health care program.

 7. Describe the six steps in the process of evaluating a health care program.

Care of Communities and  
Target Populations15
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Store Front Health Services

In 1965, Nancy Milio, a young White public health nurse working for the Detroit Visiting 
Nurses  Association, was frustrated with her inability to connect with residents of a largely Black 
 neighborhood for which she was responsible. After identifying a need for locally provided prenatal 
care, she submitted a proposal for a clinic to the mayor’s office. Although the proposal was not 
 accepted, it was later funded by the Office of Economic Opportunity, an element of then President 
Lyndon Johnson’s War on Poverty (Milio, 1970).

Recognizing a need for buy-in from local residents, Milio invited several local women to 
 participate in discussions regarding the project’s design. As a result of these discussions, the 
project morphed from a prenatal clinic to include a day-care center eventually named “Moms and 
Tots.”  Local  residents were hired to do the required renovations for the site, and men and women 
living in the area were employed as staff, with the only qualification being a commitment to the 
success of the project. Help was also sought from outside agencies to provide needed follow-up for 
prenatal  clients and to address other needs encountered in the prenatal and child care clientele 
(Milio, 1970).

As time passed, residents began to expand the services provided by the center to address needs 
identified in the neighborhood. These included boys and girls clubs, health education, and other 
 services. When a racial incident on the street where the center was located resulted in withdrawal 
of support from both health and social service agencies, residents were sufficiently empowered to 
initiate a campaign to find alternate funding, in which they were successful. The restored funding 
allowed them to increase the day-care hours, provide transportation, and meet other community 
needs (Milio, 1970).

In July of 1967, racial conflicts resulted in 3 days of riots in and around the neighborhood. 
The center, located at 9226 Kercheval Street, was one of the few buildings that was not burned or 
looted.
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Jeffrey Brenner, a physician, was called to the scene of a shooting near his house in Camden, New 
Jersey. When he arrived, he was the first person to try to help the victim, although police were 
 already on the scene. Despite his efforts, the man died (Gawande, 2011).

As a medical student, Brenner had volunteered in a free clinic for Hispanic immigrants.  Following 
graduation and a family practice residency, he was employed at a family practice clinic in Camden. 
Appointed as a citizen member of a police reform commission, he learned about mapping criminal 
events and centering resources in high-crime areas. When local police refused to create the crime 
maps, Brenner began mapping data on assaults obtained from emergency department records at 
three local hospitals. His maps indicated where victims lived in the city. Eventually, he expanded his 
data collection to include other health-related events, such as falls. Based on the data, he identified 
two city blocks in Camden that contributed to a large proportion of health care costs, and noted that 
approximately 1% of the population accounted for 30% of medical costs (Gawande, 2011).

Armed with his cost data, Brenner convinced local emergency department personnel to help 
him identify their most difficult and expensive patients. He began to follow these individuals and 
worked with a nurse practitioner to help meet their needs. Much of his effort involved the type 
of case management a population health nurse would provide. With funding from small grants, 
he was able to hire a small staff that operated with desk space at a local hospital. The group, 
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called the Camden Coalition of Healthcare Providers, provides services through home visits and 
telephone calls because there isn’t any funding for a clinic. As a result of their efforts, they have 
improved the health and reduced the health care utilization of “super users,” people who use 
 extensive and costly health care services as a result of poor disease management. In fact, they have 
 reduced ED visits for this group by 40% and health care costs by 56%. Overall, the project results 
 demonstrated that concentrating on the most expensive clients within a population can improve 
population health and decrease health care costs (Gawande, 2011).

Nowhere is the advocacy role of population health 
nurses more apparent than in the care of popula-
tion groups. From the beginnings of population 
health nursing in the United States, population 

health nurses have been assessing the needs of population 
groups and planning and implementing programs to meet 
those needs. As noted several times in earlier chapters, the  focus 
of population health nursing is on the health of  population 
groups or aggregates. In many instances, this focus entails 
 providing care to communities, target groups within communi-
ties, or other population groups. For our purposes, a popula-
tion  encompasses the human inhabitants of a given geographic 
area that might be as large as the entire world, a country, or 
state, or as small as a specific community or neighborhood. 
A  community, as we saw in Chapter 1 , is a group of people 
who share common interests, who interact with each other, and 
who function collectively within a defined social structure to 
address common concerns. Communities are smaller segments 
that make up a population. Unlike members of a community, 
members of a population may or may not share common inter-
ests, act collectively, or function within a defined social struc-
ture. A target group or target population is a subgroup within 
the population whose members exhibit particular health needs 
(such as victims of family violence), are at particular risk for the 
development of problems (e.g., members of refugee groups), 
or are the intended audience for a particular health-related 
initiative.

This care of whole population groups is sometimes referred 
to as population health management, which was defined in 
Chapter 1 . Population health management involves health 
promotion and illness prevention strategies at the aggregate 
level designed to improve overall population health status.

Although population health nurses have long been involved 
in advocacy and program development to address the health 
needs of population groups, this focus was subsumed within 
care of individuals and families for many years. For example, 
a set of objectives for public health nursing developed by the 
National Organization for Public Health Nursing (NOPHN) 
in 1931 focused on the care of individuals and families, with  
community-level initiatives aimed at developing resources to 

meet their needs. By 1949, a new statement of Public Health 
Nursing Responsibilities in a Community Health Program, also 
by NOPHN, reflected an expanded focus for public health 
nursing in population-based program planning. According 
to this statement, population health nurses were expected not 
only to participate in planning nursing services but also to ad-
dress social problems affecting health (Abrams, 2004). Most 
recently, in 2013, the Quad Council, an association of nurs-
ing organizations with a focus on population health, revised 
the “Public Health Nursing: Scope and Standards of Practice” 
maintaining this focus on population health, with care of in-
dividuals and families within the context of population-level 
practice ( American Nurses Association [ANA], 2013). Today, 
skills in population assessment and program planning are 
expected of nurses prepared for beginning level population 
health nursing.

Community Engagement  
and Population-Based  
Health Initiatives
Most population-based health care interventions are devel-
oped in collaboration with members of other professions and 
the population rather than by population health nurses in 
isolation. In the past, interventions for population groups fre-
quently entailed health professionals’ identification of prob-
lems and development and implementation of programs to 
solve them with minimal input from group members. More 
recently, health professionals have advocated the involve-
ment of members of the population at all stages of interven-
tion, from participation in identifying population needs and 
 capabilities to the  development, implementation, and evalu-
ation of  programs that enhance local capacity to meet those 
needs. This involvement is termed community engagement, 
which has been defined as “the actions that agencies take to 
enable them to consult, involve, listen and respond to com-
munities through ongoing relationships and dialogue” (Local 
 Government  Association, 2012, para. 7).

354

M15_MARY9591_06_SE_C15.indd   354 08/09/14   4:10 PM



chaPter 15 care of communities and target Populations  355

Benefits of Engagement
Incorporating members of the population in the identification 
of and planning to resolve health-related issues has a variety 
of advantages that are summarized in the Highlights box be-
low. In the past, public health professionals tended to inform 
members of the population about health issues and programs 
designed to address them. Community engagement, however, 
necessitates two-way communication between members of 
the population and policy makers or health care providers. 
Effective two-way communication is characterized by col-
laboration and talking with, rather than to members of the 
population, seeking common ground, accepting responsibility 
rather than exerting authority, and understanding of different 
points of view. Two-way communication is both top-down 
and bottom-up and acknowledges values that provide the 
foundation for attitudes and actions (Minnesota Department  
of Health, n.d.).

Models for Engagement
A number of models have been developed to promote 
 engagement of populations in the resolution of health- 
related issues. Among these are the Asset-Based Community 
 Development (ABCD) model (McKnight, 2013), the Associa-
tion for Community Health Improvement (ACHI) model, the 
Cultural Complementarity Model (Minnesota Department of 

Health, n.d.), and the Active Community Engagement (ACE) 
Continuum (Doggett, 2010). The ABCD model focuses on 
identifying and using population strengths, assets, and re-
sources to address problems and issues in the population. 
Rather than focusing on deficits, the model emphasizes using 
existing strengths to create new opportunities and address is-
sues. Often, populations and communities include a wide 
variety of resources and skills that are not being effectively 
mobilized to promote population health. According to the 
model, community members possess gifts or assets that can be 
used to meet the needs of other members or to develop solu-
tions to overall community problems. Assets are distributed by 
means of connections between members of the community and 
between associations formed by community members (McK-
night, 2013).

The ACHI model focuses on education and the develop-
ment of leadership and other skills within the population along 
with the dissemination of practical tools to promote engage-
ment and collaboration among multiple sectors of the popula-
tion. Specific areas of focus of the association include access to 
care, chronic disease prevention and management, community 
benefit practices among health care establishments, collab-
orative strategies, and the use of measurement and evaluation 
techniques to establish goals and judge progress toward their 
achievement (Minnesota Department of Health, n.d.).

The Cultural Complementarity Model focuses on the 
strengths represented by cultural diversity within the popu-
lation. Within the model, initiatives focus on developing 
“circle consensus” characterized by shared rights and respon-
sibilities, the concept of power with rather than power over 
members of the population, sharing of resources rather than 
competition for them, an inclusive approach and exchange 
among all parties, shared learning, and concerted efforts to 
eliminate racist thinking and attitudes (Minnesota Depart-
ment of Health, n.d.).

The ACE Continuum conceptualizes engagement as an 
evolving process of increasing public involvement in health as-
sessment and program development and evaluation processes. 
In the model, engagement occurs across three levels that re-
flect progressively greater involvement in decision making and 
control (Doggett, 2010). The three levels of engagement are 
consultation, cooperation, and collaboration. At the consulta-
tive level, community members provide input regarding needs 
and program design at the request of an agency. Cooperation is 
characterized by greater involvement of members of the popu-
lation in assessment and decision making, while at the collab-
orative level, officials and members of the public share power 
and responsibility for needs identification, program design, and 
evaluation.

Each level of involvement addresses four elements of 
 engagement at progressively increasing levels. The four ele-
ments are: (a) involvement in assessment, (b) access to infor-
mation, (c)  inclusion in planning and decision making, and  
(d) local capacity to advocate with institutions and govern-
ing structures (Doggett, 2010). A fifth consideration is the 

Benefits of Community Engagement

•	 A	focus	on	social	justice:	Community	engagement	results	in	
shared power and resources and incorporates segments of the 
population that are often voiceless.

•	 Cultural	acceptability	of	services:	Community	engagement	
leads to the development of culturally sensitive and appropri-
ate services that are acceptable to members of the population.

•	 Development	of	trust:	Incorporating	members	of	the	popu-
lation in identification and intervention related to health 
issues builds trust in health care authorities and increases 
their credibility with members of the population.

•	 Supports	outreach:	Population	members	included	in	planning	
can serve as ambassadors to others in the population, explain-
ing the need and rationale for services and delivery systems.

•	 Improved	connections:	Community	engagement	strengthens	
connections among members of the population and social 
service agencies, creating a greater sense of community.

•	 Leadership	development:	Engagement	of	members	of	the	
population enhances their leadership skills in health and 
other arenas.

•	 Critical	reflection:	Community	engagement	promotes	reflection	
on the knowledge and values that provide a foundation for col-
laborative efforts (Minnesota Department of Health, n.d.).

Highlights 
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accountability to community members exhibited by the 
health or governmental organization. Table 15-1• applies the 
elements of the model to population engagement in address-
ing the issue of increased incidence of sexually transmitted 
diseases (STDs) in the population. For further information 
on the ABCD, ACHI, and ACE models, see the resources 
provided in the External Resources section of the student 
 resources site.

Principles of Engagement
The U.S. federal government has developed principles for 
 engaging populations in health care delivery  decisions. These 
principles, as published by the Clinical and Translational 
 Science Awards Consortium & Community Engagement 
Key Function Committee Task Force on the Principles of 
 Community Engagement (2011), are presented in the  Highlights 
box on the next page. Additional principles derived from ex-
perience in engaging communities in health care planning are 
also included. Although the principles address engagement of 
communities, they are applicable to engagement efforts with 
any of the populations with which population health nurses 
may work.

Developing a Comprehensive Community 
Engagement Strategy
Because multiple agencies within a population may seek to 
promote community engagement, it is helpful if some sort 
of overall engagement strategy can be developed to mini-
mize overlap and prevent exhausting the time and energy re-
sources of members of the population. Public and voluntary 
agencies within a locality may want to consider developing a 

comprehensive community engagement strategy. A compre-
hensive community engagement strategy (CCES) is a co-
ordinated approach to community engagement that involves 
multiple local partners (Improvement and Development 
Agency for Local Government, 2009). Benefits of a CCES in-
clude greater efficiency in service delivery, improved com-
munity cohesion, greater accountability among partners, 
improved public satisfaction with services, better knowledge 
of the array of available resources, improved relations between 
members of the population and decision makers, a bottom-up 
approach to service improvement, and improved health out-
comes. Although specific elements of a CCES may vary from 
group to group, the Highlights box on the next page provides 
some guidelines on features to be included.

Population health nurses may be instrumental in initiating 
development of a CCES. Because of their intimate familiarity 
with the population, they can also help to identify partners to 
be involved in development of the CCES as well as individuals 
in the population who can be targeted for engagement efforts.

Nursing Care of Populations
As we have seen, the focus of population health nursing prac-
tice is the care of entire populations, whether large popula-
tions (e.g., residents of a state or nation) or smaller groups 
(e.g., members of a community, neighborhood, or target group 
within a larger population). In caring for populations, popula-
tion health nurses employ the same steps of the nursing process 
as are used in the care of individuals and families: assessment, 
diagnosis, planning, implementation, and evaluation. Each of 
these steps will be discussed in the context of caring for popula-
tion groups.

TABLE 15-1 Components of the Active Community Engagement (ACE) Continuum
Characteristic of 
Engagement Consultation Cooperation Collaboration
Involvement in assessment Population members provide input 

via community forums to refine 
programs designed by government 
agency to address STDs

Population members engage in 
 dialogue with representatives of 
 government agency to identify  
 issues and factors related to STD 
incidence

Population and agency members 
share power in determing issues 
to be addressed related to STD 
incidence

Access to information Government agency informs the 
 public about STD issues

Population agents disseminate STD 
information to the public

Population agents facilitate 
 dialogue with other members of 
the public regarding STD issues

Inclusion in decision making Agency members solicit input/ 
approval from population leaders  
at start of programs

Population leaders and advisory 
groups involved in decision making 
related to STD services

Community-based organizations 
(CBOs) and groups collaborate in 
design of STD services

Capacity to advocate Agency engages in community 
outreach 

Agency builds capacity of local 
 leadership and advisory groups to 
oversee STD services

Collaborative efforts to build CBO 
capacity and promote organiza-
tional links to address STD issues

Accountability to the public Agency develops STD services/ 
policies with minimal population 
input

Systems exist for citizen  
 participation in policy  
development

Population members have power 
equal to agency to determine 
policy directions and resource 
allocation

Adapted from: Doggett, E. (2010). Community engagement in the PEPFAR Special Initiative on Sexual and Gender-based Violence. Retrieved from  
http://www.healthpolicyinitiative.com/Publications/Documents/1288_1_PEPFAR_GBV_Community_Engagement_FINAL_acc.pdf
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Assessing Population Health Status
A community assessment is defined as “an effort to identify 
and prioritize a community’s health needs, accomplished by 
collecting and analyzing data, including input from the com-
munity” (Bilton, 2011, p. 21). The assessment forms the basis 
for health care planning and assists in targeting services, rais-
ing community awareness of issues to be addressed, provides 
benchmarks for determining progress in addressing needs, 
and promotes collaboration in improving health. The Patient 
Protection and Affordable Care Act mandates that charitable 
hospitals conduct an assessment of the health status and needs 
of the population served by the institution every 3 years in or-
der to retain their tax-exempt status. By law, the assessment 
by a health organization must include input from persons 
who “represent the broad interests of its community, includ-
ing those with special knowledge or expertise in public health” 

Principles of Community Engagement
•	 Establish the purpose of engagement and the populations to 

be engaged.
•	 Develop	an	organizational	culture	that	values	and	actively	

pursues engagement of members of the population served. 
This requires strong organizational leadership in support of 
engagement.

•	 Create	a	locally	based	planning	mechanism	that	incorporates	
ongoing input from members of the population. An infra-
structure that supports engagement is also needed.

•	 Learn	about	the	population’s	culture,	economic	conditions,	
social networks, political and power structures, norms and 
values, history and demographic trends, history, and experi-
ence with other engagement efforts. Determine how the 
population perceives those promoting engagement.

•	 Establish	trusting	relationships,	work	with	formal	and	informal	
leaders, and seek commitment from community organizations 
and leaders to create processes for mobilizing the community.

•	 Accept	that	collective	self-determination	is	the	responsibility	
and right of all people in a population. No external entity can 
bestow on a group the power to act in its own self-interest.

•	 Recognize	that	partnerships	are	essential	to	engagement.
•	 Recognize	and	respect	diversity	and	factors	affecting	diver-

sity within the population.
•	 Recognize	the	potential	negative	effects	of	external	events	

on population engagement (e.g., shifts in funding priorities 
of governmental agencies) and work to minimize them as 
much as possible.

•	 Incorporate	members	of	the	population	into	all	aspects	of	
population assessment, program planning, implementation, 
and evaluation.

•	 Link	community	planning	to	ongoing	operational	manage-
ment of programs established.

•	 Sustain	community	engagement	by	identifying	and	mobilizing	
population assets and strengths and by developing the popula-
tion’s capacity and resources to make decisions and take action.

•	 Create	accessible	ways	for	members	of	the	population	to	
become engaged and to track progress on meeting priorities 
established and plans made.

•	 Be	prepared	to	release	control	of	actions	or	interventions	to	
members of the population and be flexible enough to meet 
changing needs.

•	 Recognize	the	need	for	long-term	commitment	by	all	parties.
•	 Sustain	health	improvements	through	policy	and	system	

changes.

Data from: Clinical and Translational Science Awards Consortium & Community 
Engagement Key Function Committee Task Force on the Principles of Community 
Engagement. (2011). Principles of community engagement (2nd ed.). Retrieved 
from	http://www.atsdr.cdc.gov/communityengagement/pdf/PCE_Report_508_
FINAL.pdf

Highlights

Elements of a Comprehensive Community 
Engagement Strategy
•	 Shared	values	and	principles:	A	statement	of	explicit	com-

mitment to empowering and engaging members of the popu-
lation in assessment, program planning and implementation, 
and evaluation.

•	 Targets	and	priorities:	Identification	of	key	issues	for	
 collaboration and the extent and mechanisms of collaboration.

•	 Roles	and	responsibilities	of	partners:	Identification	of	
 partner roles and responsibilities and mechanisms for 
 monitoring their execution.

•	 Shared	resources:	Identification	of	resources	available	and	
how they will be allocated.

•	 Shared	learning	programs:	Joint	expenditures	on	capacity	
building and training for members of the population that 
build the skills needed for engagement and involvement.

•	 Information	sharing:	Determination	of	what	information	will	
be shared and how, as well as protocols for disaggregating 
data in ways that are useful for partners, an overall calendar 
of engagement activities, and a database of community and 
volunteer organizations.

•	 Multi-partner	structures:	Identification	of	linkages	among	or-
ganizations and agencies, shared structures, and  approaches 
to development of area councils.

•	 Coordinated	support	for	community	networks.
•	 Joint	actions:	Approaches	to	be	taken	to	engage	population	

members and build social capital.

Data from: Improvement and Development Agency for Local Government, Urban 
Forum and the National Association for Voluntary and Community Action. (2009). 
Developing Your Comprehensive Community Engagement Strategy— A Practical 
Guide for Local Strategic Partnerships.	Retrieved	from	http://www.navca.org 
.uk/existing/NR/rdonlyres/36e222bb-ee81-4c13-	b60f-0278db6d4d46/0/cces_
guide_2009_03.pdf

Highlights
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(Rosenbaum, 2013, p. 3). In addition, facilities must report to 
the Internal Revenue Service regarding action plans to address 
identified population health needs. Several basic principles of 
community assessment have been identified in the literature. 
These principles include the following:

•	 Incorporation	of	multisector	collaboration	in	all	phases	of	
community health improvement, including assessment, 
planning, investment, implementation, and evaluation

•	 Broad	community	engagement	in	the	process
•	 Use	of	a	sufficiently	broad	definition	of	community	to		allow	

population-wide interventions and a targeted focus on 
 disparities in the population

•	 Promotion	of	maximum	transparency	and	accountability
•	 Use	of	high-quality	data	derived	 from	and	shared	with	

 diverse sources
•	 Use	of	evidence-based	and	innovative	interventions
•	 Evaluation	to	promote	continuous	improvement	(	Rosenbaum,	

2013).

THE ASSESSMENT PrOCESS. A number of organizations, 
such as Catholic Health Association of the United States (2013), 
the Iowa Department of Public Health (2013) and the Associa-
tion for Community Health Improvement (ACHI, n.d.a, n.d.b; 
Bilton, 2011) have identified the steps in the community or 
population health assessment process that are depicted in Table 
15-2•. The steps incorporated in the table address both the as-
sessment and diagnosis phases of the nursing process, and the 
priority setting step sets the stage for planning, which will be 
discussed later in this chapter.

Usually, a wide variety of data are collected in a population 
assessment. The breadth and depth of data collected will vary 
somewhat depending on the scope of the assessment, but for a 
comprehensive assessment of population health status, data on 
all aspects of health and factors that affect health are required. 
Assessment data may be either quantitative or qualitative. 
Quantitative data reflect numbers of people, characteristics, 
or events within the population. Examples of quantitative data 
include the number of people in specific age or ethnic groups 
and the rates of specific diseases and causes of death within the 
population. Qualitative data focus on perceptions of health, at-
titudes, and health concerns as voiced by members of the pop-
ulation. For example, population members’ identification of 
adolescent pregnancy, substance abuse, and lack of affordable 
housing as health-related problems reflects qualitative data.

Population assessment data may be obtained in several ways 
including use of focus groups, key informant interviews, sur-
veys of residents, secondary analysis of existing data, and use 
of data from geographic information systems (GISs). A focus 
group consists of people who have personal experience of the 
topic of interest and who meet to discuss their perceptions of 
that topic. Perspectives may be formulated or changed in the 
context of group discussion, and the nature of the interaction 
among focus group participants is itself considered data.

Assessment team members might also interview members 
of the community and key informants. Key informants are 
people who, because of their position, possess information and 
insights about the population. Key informants include both 
formal and informal leaders. Examples of key informants in-
clude public officials, school and health care personnel, promi-
nent businesspeople, and local clergy. Again, it is important 
not to restrict interviews to these sources, but also to interview 
typical residents because of the possible differences in per-
ceptions of the population’s health needs. General surveys of 
members of the population may also be used to collect either 
quantitative or qualitative assessment data.

Population assessment data may already exist in other 
forms. For example, the local health department will have a 
variety of data on the incidence of specific communicable dis-
eases and may also collect additional data on a routine basis. 
Data may also be obtained from the records of health care pro-
viders and institutions, service agencies, civic organizations, 
and other groups. Data from other focused assessments may 
also be available. For example, a local agency may have col-
lected data related to transportation needs among the elderly.

Global Perspectives

Kenkounippon21 is a national mandate in Japan much like Healthy 
People 2020 in the United States. As this mandate for health pro-
motion through individual and social efforts was being developed, 
the Japanese Nursing Association was developing a new system 
of community nursing services that included the use of volunteer 
services. An assessment of community needs indicated a need for 
education and consultation services for clients with minor health 
problems. Based on this assessment, community health nursing 
faculty met with the local nursing association to propose a project 
to meet this need. They also visited the city office, met with the 
director of health promotion and local public health nurses, and 
visited a nursing alumni association and a medical association in 
the community. All of them agreed to collaborate in initiating a new 
voluntary nursing service. The local nursing association provided 
the funds; the city office provided the place; the nursing alumni 
association recruited volunteer nurses; and the medical association 
supported the new service. Nursing faculty members wrote grants 
to purchase equipment to measure bone mass, energy expenditure, 
blood pressure, and body mass index.

The nursing faculty group established a center to provide vol-
unteer nursing services. The center is open on Saturdays from 2 
to 4 p.m. twice a month at a citizens’ plaza. The location is easily 
accessible to community members, and they can choose among 
a variety of free services, including nursing guidance and educa-
tion, health measurement, and information and referral services. 
Through their ability to network with multiple segments of soci-
ety, these nurses have created a program that meets the needs of 
both individual clients and the community. 

Ariko Noji, PhD, RN Chiba University College of Nursing, Chiba, Japan

Voluntary Nursing Service  
in Japan
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Asset mapping is another means of collecting data about 
a community, particularly regarding its resources. Asset 
 mapping is a process that identifies the geographic locations 
or features of the environment that influence population health 
(Santilli, Caroll-Scott, Wong, & Ickovics, 2011). Asset maps can 
highlight both population needs and resources and may engage 
communities in the process of their creation. For example, one 
community employed high school students to create an asset 
map locating pharmacies, health care facilities, convenience 
and grocery stores, liquor stores, fast food and other restau-
rants, parks, gardens, recreational facilities, and elements of 
the information environment (e.g., location of billboards with 
health-related messages). The asset mapping also included a 
neighborhood “street scan,” which rated neighborhoods on 15 
items related to safety, walkability, the condition of streets and 
sidewalks, presence of bicycle lanes, adherence to traffic laws, 
and accessibility of public transportation (Santilli et al., 2011).

Asset mapping can also identify some elements of the socio-
cultural and health system environments affecting the health 
of the population. For example, the type and location of local 
churches or other organizations or health care facilities can 

be plotted on the asset map. Asset mapping may also involve 
door-to-door interviews with residents to determine talents 
and abilities that might be employed to address population 
health needs. For example, if child care is an issue within the 
population, an asset map might help to identify community 
members who would be interested in providing child care in 
their homes. The population health nurse could then work 
with these individuals and others to meet regulatory require-
ments for in-home child care.

A population assessment may involve the development of 
several asset maps, each related to a different type of commu-
nity resource. For example, one asset map might indicate the 
location and types of educational resources available in the 
community, whereas another identifies agencies and organiza-
tions providing health care services.

A windshield survey is an assessment technique similar to 
asset mapping. A windshield survey is an informal means of 
collecting population assessment data by driving through an 
area and observing its visible features. Data elements collected 
are similar to those in an asset map, but may also include char-
acteristics such as the level of repair of houses, extent of traffic 

TABLE 15-2 Steps in the Community/Population Assessment Process

Step Tasks

Create an infrastructure to support the 
assessment

•	Obtain	leadership	support
•	Determine	team	membership	and	roles
•	Create	a	work	plan	and	time	line
•	Determine	resource	needs
•	Develop	a	budget
•	Identify	and	engage	community	stakeholders

Define the assessment scope and purpose •	Identify	the	geographic	area/population	to	be	assessed
•	Identify	the	data	needed	and	possible	data	sources
•	Identify	users	of	assessment	data	and	their	information	needs
•	Clarify	the	potential	uses	of	assessment	data
•	Identify	data	collection	tools,	strategies,	and	roles

Profile the population •	Collect	data	on	key	characteristics	of	the	population
•	Collect	data	related	to	the	health	status	of	the	population
•	Identify	positive	and	negative	factors	affecting	population	health	status
•	Identify	currently	available	services
•	Obtain	residents’	perspectives	on	health	and	health	needs
•	Examine	findings	in	light	of	local	and	national	priorities	for	health

Analyze data •	Compare	findings	with	those	for	other	populations
•	Examine	trends	over	time
•	Identify	discrepancies	in	data	(e.g.,	statistical	findings	vs.	resident	perceptions)
•	Identify	population	assets	as	well	as	needs

Identify action priorities •	Identify	relevant	values	and	criteria	for	priority	setting
•	Determine	whose	priorities	will	be	addressed
•	Determine	the	number	of	priority	issues	that	can	be	addressed	initially
•	Decide	on	priority	issues	based	on	the	number	of	people	affected,	the	impact	on	their	lives,	

 equity, and availability of potential solutions and required expertise
Document and disseminate results •	Create	key	messages	for	relevant	audiences

•	Develop	plans	for	dialogue	and	communication	regarding	results

Data from: Association for Community Health Improvement. (n.d.a). Assessment process map.	Retrieved	from	http://www.assesstoolkit.org/assesstoolkit/introassessment 
.jsp#;  Association for Community Health Improvement. (n.d.b). Introduction to the Association for Community Health Improvement’s Community Health Assessment 
Toolkit.	Retrieved	from	http://www.assesstoolkit.org/assesstoolkit/ACHI-CHAT-intro-slides-8-27-10.pdf;	Bilton,	M.	(2011,	October).	Community	health	needs	assessment	
(Executive briefing 3). Trustee, 21–24; Catholic Health Association of the United States. (2013). Assessing and addressing community health needs. Retrieved from 
http://www.chausa.org/docs/default-source/general-files/cb_assessingaddressing-pdf.pdf?sfvrsn=4;	Iowa	Department	of	Public	Health.	(2013).	Community health needs 
assessment and health improvement plan (CHNA&HIP) guide.	Retrieved	from	http://www.idph.state.ia.us/chnahip/Guide.aspx
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on streets, number of street people visible, and so on. For more 
information on conducting a windshield survey, see the External 
Resources section of the student resources site.

Asset maps and windshield surveys may make use of 
 geographic information systems to store data. Geographic 
 information systems (GISs) are computerized databases that 
collect and store information and display it in the form of maps 
and geographic distributions of various factors. In a GIS, data are 
geocoded by census block to enable specific data to be located on 
a map of the area. Geographic information systems are useful for 
identifying areas or segments of the population at risk for specific 
health problems or targeting interventions to areas of greatest 
need. In addition, GISs can also identify gaps in services and mis-
location of service centers (Dubowitz et al., 2011).

Requirements for effective GISs that can be used to assess 
the need for and plan health care services include geo-enabled 
data related to factors such population health outcomes (e.g., 
locations of major accidents, residents with diabetes), risk fac-
tor distribution (e.g., smokers), and services distribution (e.g., 
locations of health care facilities, police stations). There is also 
a need for the infrastructure resources and technological ca-
pabilities to support GIS technology, including personnel and 
time for geographic data collection and entry as well as data 
management software. Finally, local agencies need to have the 
capacity to use geocoded data and to relocate services in re-
sponse to identification of areas of need.

ASSESSING THE DETErMINANTS OF POPuLATION 
HEALTH. Factors that influence population health can be 
conceptualized in various ways. In this chapter, we will use the 
six categories of determinants of health to frame our discussion 
of factors affecting the health of population groups.

Biological determinants. Human biological factors influenc-
ing a population’s health reflect specific physical attributes of its 
members. The first of these attributes is age. Others reflect the 
genetic inheritance, physiologic function, and immunization 
status of the population.

The age composition of the population is an important in-
dicator of probable health needs. Typically, there is a greater 
need for health services in areas with large numbers of the very 
young and the very old. Large numbers of women of child-
bearing age increase the need for prenatal and family planning 
services. Accident prevention is a major consideration in popu-
lations with large numbers of school-age and younger children.

Another population factor related to age composition is the 
annual birth rate, which provides information on the growth of 
the younger segments of the population. The annual birth rate 
is calculated on the basis of the number of live births during 
the year in relation to the total population. Birth rates are cal-
culated per 1,000 persons. Birth statistics are usually compiled 
by official local and state health agencies and can be obtained 
from these sources.

Age-specific death rates also provide valuable information 
regarding the health status of the population. An age-specific 

death rate is the number of deaths in a particular age group 
compared with the population within that group. Because 
of the relatively small number of deaths in some age groups, 
the multiplier used in calculating age-specific death rates is 
100,000. Excess deaths (deaths over the number that would 
be expected for that age group in the general population) for 
any age group in the population would indicate the presence of 
health problems.

The average age at death also provides an indication of over-
all population health. If people in the community typically die 
at a relatively young age, this suggests the existence of health 
problems that are contributing to these early deaths. Native 
Americans, for example, have shorter life expectancies than 
the rest of the U.S. population because of the high incidence 
of such health problems as chronic disease and alcoholism and 
high rates of homicide.

The gender composition of the population is one feature of 
its genetic inheritance. Many health problems such as obesity, 
hypertension, and various forms of cancer are more prevalent 
in one gender than in the other. Knowing the composition of 
the population with respect to gender assists the assessment 
team to identify health needs and plan programs to meet them. 
For example, the knowledge that women constitute 79% of a 
particular population might suggest the need for easily acces-
sible detection programs for cancer of the cervix and breast.

The racial or ethnic composition of a population is another 
important factor in assessment. Knowledge of the ethnicity and 
racial origin of the population helps to pinpoint health prob-
lems known to be prevalent in certain groups, such as sickle 
cell disease in African Americans and diabetes in some Native 
American tribes.

Information about physiologic function in a population 
is derived from morbidity and mortality data as well as other 
health status indicators such as immunization levels. Mortality 
rates of concern to population health nurses include the crude 
death rate, cause-specific death rates, and death rates among 
specific segments of the population, such as the elderly, minor-
ity groups, and the homeless.

The crude death rate reflects all deaths in the population re-
gardless of age or cause of death. The crude death rate presents 
a picture of the overall health status of the population but does 
not suggest the presence of specific health problems that may 
be contributing to deaths.

Cause-specific death rates, on the other hand, provide infor-
mation about a population’s specific health problems. Cause-
specific death rates are the number of deaths in the population 
attributable to specific conditions, such as diabetes, heart dis-
ease, or suicide. They are calculated in proportion to the to-
tal population using a multiplier of 100,000. When death rates 
due to specific causes are higher than those of populations with 
a comparable age composition, health care programs may be 
needed to addresses these causes of death.

The majority of health problems are nonfatal, and many 
existing health problems in the population are not brought to 
light by examining mortality statistics alone. For this reason, 
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those conducting a population health assessment must con-
sider morbidity as well as mortality rates. Morbidity rates re-
flect the extent of illness present in the population. The two 
morbidity statistics of greatest significance in population health 
assessment are prevalence and incidence rates. Prevalence rates 
indicate the total number of cases of a particular condition at 
any given time. Incidence rates indicate the number of new 
cases of the condition identified over a specified time period. 
For example, eight new cases of tuberculosis may have been 
diagnosed in Buffalo County last month (incidence), but 39 
people in the county are currently under treatment for active 
tuberculosis (prevalence).

Immunity is the final consideration related to biological fac-
tors influencing population health. Immunization levels and 
the overall immune status of the population influence suscep-
tibility to a variety of communicable diseases. Even when spe-
cific individuals do not have immunity to a particular disease, 
if immune levels in the community are high, their chances of 
being exposed to the disease are diminished. This protective el-
ement of general population immunization levels is referred to 
as “herd immunity.”

Information on biological factors influencing health will come 
from a number of sources. For example, information on the age, 
gender, and racial/ethnic composition of the population can be 
obtained from census figures for the census tracts that make up 
the community. Data on gender and racial composition may 
also be available from state and local agencies. Birth and death 
statistics are usually compiled by official local and state health 
agencies and can be obtained from these sources. Information 
on mortality may also be available from other sources. For ex-
ample, insurance companies or trauma centers might be able to 
provide information on motor vehicle fatalities, and homicide 
figures may be available from local law enforcement agencies. 
Information on age at death is compiled by local health agencies, 
but may also be obtained by a review of death certificates or ex-
amination of obituaries published in local newspapers.

Local and state health departments also compile statistics 
on the incidence and prevalence of certain reportable health 
conditions. These conditions include many communicable dis-
eases, but may also include other conditions for which special 
surveillance programs are in place. For example, in some areas 
information is compiled on newly diagnosed cases of hyperten-
sion. Another indicator of population morbidity is the rate un-
der treatment or the number of people seeking assistance for 
specific health problems. For example, the number of people 
being treated for depression says a great deal about the mental 
health of the population and may be obtained from local treat-
ment facilities. For other conditions, the assessment team may 
need to seek other sources of data. Cancer registries may be a 
source of information about the incidence and prevalence of 
certain forms of cancer, and local health care facilities and pro-
viders may have figures related to the incidence of other con-
ditions. For example, the local hospital may have data on the 
number of clients hospitalized for diabetes, myocardial infarc-
tion, and other conditions.

Immunization levels within the population also provide in-
formation on the physiologic function of its members. Infor-
mation on immunization levels is usually extrapolated from 
immunization figures derived from school records. In areas 
where a large number of school-age children are not immu-
nized, there are probably also large numbers of unimmunized 
younger children, and overall immunization levels in the gen-
eral population are also likely to be low. School immunization 
records, however, are not always an accurate indicator of high 
immunization levels. Because immunization is required for 
school entry in most places, school-age children may be immu-
nized, while younger children remain unimmunized. For addi-
tional data on immunization levels, the assessment team might 
want to examine the records of public immunization clinics as 
well as those of private physicians who provide immunization 
services.

In addition to obtaining information regarding the popu-
lation being assessed, the assessment team will also want to 
obtain similar figures for other populations in order to make 
comparisons. Comparison figures on morbidity and mortality 
at state and national levels can be obtained from state health 
departments and from various federal publications, respec-
tively. One publication that contains a great deal of informa-
tion on morbidity and mortality statistics is the Morbidity and 
Mortality Weekly Report published by the Centers for Disease 
Control and Prevention (CDC). Such data are also available 
online at the CDC website. National morbidity and mortality 
data can also be obtained from health and life insurance com-
panies as well as voluntary agencies concerned with specific 
health problems, such as the American Cancer Society and the 
American Heart Association. Comparisons may also be made 
with prior data for the population being assessed. This trend 
data can indicate changes in community health problems over 
time. Tips on assessing biological determinants of population 
health are included in the Focused Assessment on the next page.

Psychological determinants. The psychological environment  
influences the health of the population by increasing or mediat-
ing exposure to stress and affects the ability of the population to 
function effectively. In addition, elements of the psychological 
dimension may enhance or impede population-based action to 
resolve identified health problems. Some of the psychological 
determinants to be addressed in a population health assessment 
include the future prospects of the population, significant events 
in the population’s history and the response to those events, 
communication networks existing within the population, and 
the adequacy of protective services. Other considerations in this 
area include evidence of psychological problems such as suicide 
and homicide rates and identifiable sources of stress within the 
population.

Learning about a population’s prospects helps those con-
ducting the assessment to gain a clearer picture of the psycho-
logical climate affecting population health. If a population is 
growing and productive, for example, apathy regarding health 
problems is less likely than might be the case if the group is 
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economically depressed and faltering. Similarly, a community 
that is in decline or has multiple problems is also more likely 
to have multiple sources of stress that affect the health of its 
residents.

Similarly, information about a population’s history can pro-
vide insight into previous and current health problems and 
how the population has dealt with them. Historical informa-
tion may also provide some clue as to how the population will 
deal with subsequent problems and where strengths lie. For ex-
ample, historical information on the cohesive response of com-
munity members to a past crisis suggests a strength that will 
enable the population to face future crises.

The psychological environment created by relationships 
between subgroups within the population should also be ex-
plored. Harmonious relations between groups indicate a psy-
chological climate that is conducive to cooperative action to 
resolve identified problems. Tension and distrust between 
groups, on the other hand, may make resolution of population 
health problems more difficult.

The adequacy of protective services provided by law 
 enforcement, fire, and other emergency personnel can 
 profoundly influence the psychological climate of an area. 
 Adequate protective services help to create a psychological 
environment that enhances feelings of personal safety and se-
curity. Where these services are inadequate to meet residents’ 
needs, stress and insecurity are created and can negatively 
 influence the health of the population.

Communication is an important contributing factor in the 
psychological climate of a population; therefore, the adequacy 
of communication networks should also be explored. This in-
cludes the availability and accessibility of a telecommunication 
infrastructure in the population. Communication within the 
population may be formal or informal. Formal channels in-
clude media such as radio, television, and newspapers, as well 
as the form that public announcements may take. Informal 
communications take place outside of these channels. For ex-
ample, rumors about a particular religious or ethnic group may 
serve to exacerbate intergroup tension and strife. The degree 
of trust placed in official formal communications is another 
element of the psychological dimension that may enhance or 
detract from population health.

Other indicators of the psychological environment in a pop-
ulation include annual incidence rates for homicide and suicide. 
Rates for specific subgroups within the population should also 
be examined, for there is usually considerable variation among 
different racial and ethnic groups. For example, both suicide 
and homicide rates are frequently higher for minority group 
members than for the general population in most areas. Exami-
nation of these figures and their distribution in the population 
may help to identify factors contributing to poor psychological 
health in certain subgroups or in the population in general. 

Common sources of stress within the environment also influ-
ence population health. Widespread unemployment, lack of avail-
able housing, and crowded living conditions are sources of stress 
in a population. These and other sources of stress serve to create a 
psychological environment that is not conducive to health.

Information on the psychological determinants of popu-
lation health is obtained primarily through observation and 

FOCuSED ASSESSMENT Biological Determinants in Population 
Health Assessment

•	 What	are	the	cause-specific	mortality	rates	for	the	
population?	What	physiologic	conditions	are	prevalent?	What	
is	the	extent	of	disability	within	the	population?	How	does	
the population of interest compare with state and national 
morbidity	and	mortality	figures?

•	 What	is	the	overall	immunization	level	in	the	population?

•	 What	is	the	age	composition	of	the	population?	What	is	the	
annual	birth	rate?	What	are	the	age-specific	death	rates	
in	the	population?	What	is	the	average	age	at	death	of	
population	members?

•	 What	is	the	racial	and	ethnic	composition	of	the	population?	
What is the relative proportion of men and women overall 
and	in	specific	age	groups?	What	genetically	determined	
illnesses,	if	any,	are	prevalent	in	the	population?

Conflict between groups in the population affects the overall 
health status of its members. (Monkey Business/Fotolia)
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through interviews with area residents. Again, it is impor-
tant to get a broad representation of community membership 
among the people interviewed. The assessment team should be 
alert to unrest and conflict between groups within the popu-
lation and the implications of such psychological tensions for 
the health of the population and its members. Information in 
this area may be derived from a review of local news articles or 
from police data regarding civil unrest.

Those assessing the health of a population would obtain in-
formation about the availability and quality of police and fire 
services, as well as information on the availability and adequacy 
of legal services, services for victims of abuse, and consumer 
protection services. Residents can be surveyed to determine 
their perceptions of the quality of these services. Area insurance 
agencies might also have data on injuries related to violence 
or fires that would provide indirect evidence of protective ser-
vices. Information on rates for fire insurance coverage in the 
area also reflects the quality of services. Data about the psycho-
logical environment of a population might be obtained using 
the Focused Assessment provided below.

Environmental determinants. Physical environmental fac-
tors affecting a population include its location, its type (e.g., 
rural, urban, or suburban) and size, topographical features, and 
climate. Other physical factors to be assessed include the type 
and adequacy of housing and considerations related to water 
supply, nuisance factors, and potential for disaster.

The location, climate, and physical geography or topog-
raphy of the community provide indications of some health 
problems likely to occur in the population. An area that is 
heavily wooded, for example, might increase the index of sus-
picion for problems such as Rocky Mountain spotted fever and 
Lyme disease. On the other hand, a dry, arid desert area would 
be more conducive to problems of heat exhaustion.

Size and population density, as well as the type of commu-
nity, are other factors that influence the types of health prob-
lems encountered and resources available to the population. 
Certain health problems are more prevalent in urban areas 
than in rural ones and vice versa. Statistics indicate that suicide 
is more prevalent in urban communities, whereas one would 
expect a problem like rabies to occur more often in a rural area 
where wild animals are likely to be infected. Urban dwellers are 
less likely to encounter rabid animals because of regulations re-
garding vaccination of pets. Rural and urban areas also have 
unique strengths. For example, rural communities are often 
characterized by a tendency for neighbors to help each other, 
whereas urban areas generally have a greater variety of health 
care services within close proximity.

Housing is another important physical environmental fac-
tor. Inadequate, unsafe, or unsanitary housing conditions con-
tribute to a variety of health problems including higher rates of 
environmental disease and injury (Jacobs, 2011). Overcrowd-
ing has been found to increase the incidence of a number of 
health concerns. Communicable diseases are spread more rap-
idly in crowded conditions, and the prevalence of stress-related 
conditions such as alcohol abuse, suicide, and other forms of 
violence increases with crowding as well. Adequate housing 
is characterized by sufficient privacy and space; physical ac-
cessibility; structural stability and durability; adequate light-
ing, heat, and ventilation; infrastructure including adequate 

The adequacy of protective services influences a community’s 
psychological health. (Denise Kappa/Fotolia)

FOCuSED ASSESSMENT Psychological Determinants in Population 
Health Assessment

•	 What	are	the	formal	communication	channels	in	the	
population?	The	informal	channels?

•	 What	are	the	prevalence	rates	for	mental	illnesses	in	the	
population?	What	is	the	homicide	rate?	Suicide	rate?

•	 What	are	the	rates	of	crime	in	the	population?	What	types	of	
crimes	are	prevalent?

•	 What	stressors	affect	the	health	of	the	population?	How	
do	members	of	the	population	usually	deal	with	crises?	
What significant events have occurred in the history of the 
population?	What	was	the	response	to	those	events?	What	are	
the	population’s	prospects	for	the	future?

•	 How	cohesive	is	the	population?	Is	there	evidence	of	tension	
between	groups	in	the	population?

•	 How	adequate	are	protective	services?
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water supply, sanitation, and waste management; environmen-
tal quality; and accessible location with respect to work and ba-
sic facilities. Housing adequacy in a population also relates to 
its affordability. Healthy housing is defined as “housing that is 
sited, designed, built, renovated, and maintained in ways that 
support the health of residents” (Jacobs, 2011, p. S115). 

The source of a population’s water supply is another important 
physical environmental consideration. Are most residents sup-
plied by local water systems or do they have independent wells? 
What is the level of potability, or drinkability, of the water? Is the 
population’s water supply safe for drinking, or does it pose bio-
logical or chemical hazards to health? The presence or absence of 
fluoride in the water supply is a possible indicator of dental health.

Large population water systems are regulated by the provi-
sions of the Safe Drinking Water Act. Such systems serve ap-
proximately 96% of the U.S. population. Small systems that 
serve fewer than 15 households or private individual wells are 
unregulated.

Population health assessment should also address the popu-
lation’s water infrastructure and any contributions it might 
make to disparities in access to potable water. In the 2007 
 National Housing Survey, for example, approximately 1% of 
U.S. households were without piped water, and some whole 
communities lacked piped water. These figures were higher 
in colonias along the U.S.–Mexico border and among Native 
Americans (VanDerslice, 2011).

Disposal of wastes is another environmental determinant of 
population health. Disposal methods for various types of mate-
rials, particularly hazardous wastes, should be considered. Do 
disposal methods ensure adequate safeguards for the health of 
the public or is there potential for environmental pollution as a 
result of waste disposal? Concerns about hazardous waste dis-
posal were addressed in Chapter 4 .

Physical environmental factors may also contribute to acci-
dental injuries. For example, particularly dangerous intersec-
tions may be the sites of frequent motor vehicle accidents, or 

large numbers of swimming pools in the area may contribute 
to the incidence of drowning.

Nuisance factors such as insects, noxious plants, and other 
substances may provide additional physical health hazards 
or prove offensive to the senses, thereby decreasing the qual-
ity of life for the population. Nearby dairy farms, for example, 
might provide insect breeding grounds that contribute to the 
incidence of insect-borne diseases, or there might be an airport 
that presents a noise hazard. Another consideration in terms 
of nuisances is the presence of various pollutants in the envi-
ronment. The effects of pollution and the population health 
nurse’s responsibility with regard to pollution were discussed 
in Chapter 4 .

Finally, within the population’s physical environment there 
may be the potential for either natural or human-caused disas-
ters. Is the population situated on a major fault line and subject 
to earthquakes? Is there a chemical manufacturing plant close by 
that presents a potential hazard? Assessment of the potential for 
disaster and the population health nurse’s role in planning for 
disaster response are addressed in more detail in Chapter 25 .

Elements of the built environment, in addition to housing, 
also affect the health of the population. For example, the World 
Health Organization has found strong evidence for the adverse 
effects on health of such environmental conditions as second-
hand smoke, pollutants, high-rise construction, and multifam-
ily housing (Jacobs, 2011).

Many environmental determinants of population health can 
be directly observed, as indicated in the discussion of  asset maps 
and windshield surveys. For example, the nurse or other mem-
bers of the assessment team might drive through the area as-
sessing its geographic features, nuisance factors, and the  general 
adequacy of housing. Information about pollution, water sup-
ply, and waste disposal might be obtained from  local govern-
ment bureaus or the nearby public health agency. Data on 
population size and density are available from census figures 
or from local government agencies. This information, as well as 
 information on the typical climate and geographic features, may 
also be available in local publications or from the chamber of 
commerce. A Focused Assessment for environmental conditions 
affecting a population’s health is provided on the next page.

Sociocultural determinants. From the previous discussion 
it is clear that sociocultural and psychological determinants are 
closely interrelated. Social and cultural factors influence the psy-
chological dimension and have other effects on health as well. 
Considerations in assessing sociocultural determinants  include 
information about government and leadership, language,  income 
and education levels, employment levels and occupations, marital 
status and family composition, and religion. Other areas to be ad-
dressed include transportation and the availability of goods and 
services needed by residents.

A population’s government and power structure are impor-
tant considerations in terms of planning and implementing 
programs designed to solve population health problems and to 
make effective use of resources. Who holds the purse strings? 

Open space areas can promote physical activity among 
community members. (Zhu Difeng/Fotolia)
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How are decisions made? Who are the decision makers? Those 
conducting the health assessment should identify both formal 
and informal leaders. In one isolated community, for example, 
no program was successful unless it first received approval 
from one elderly matriarch. It was she who controlled the com-
munity despite the presence of elected officials.

Information on the population’s official leadership can be 
obtained from the local governmental agencies. Informal lead-
ers may be more difficult to identify, but, if they do not already 
know this information, assessment team members can ask key 
informants in the population (e.g., school principals, clergy, 
and official leaders) who the informal leaders are. Other health 
care providers and business leaders might also provide infor-
mation on informal leadership within the population.

Language is another important sociocultural factor affecting 
the health of the population. Language influences interactions 
among members of the population as well as their ability to ob-
tain needed goods and services. Closely related to language are 
the cultural affiliations within the population. Major cultural 
differences between racial and ethnic segments of the popula-
tion can create stress and increase the potential for civil strife 
and discord. Information about cultural affiliations also pro-
vides insights into health-related attitudes and behaviors and 
directions for tailoring health service interventions to enhance 
their effectiveness.

The average income of residents also has bearing on a popu-
lation’s health status. For example, a strong relationship exists 
between the economic status of the population and certain crit-
ical indicators of health. Economic status influences the ability 
of residents to provide for basic necessities and to gain access 
to health care services. In addition, the income of residents in-
fluences the tax base of the population and the types of services 
provided. For example, when many residents are unemployed 
or have low incomes, they have less money to spend. Busi-
nesses take in less money and revenues from sales and other 
taxes are decreased. Consequently, the community is less able 
to provide essential services for its citizens.

Income is closely related to education level. People who 
have received a lesser education may have lower-paying jobs. 
They also tend to have less health-related knowledge, and, con-
sequently, lower levels of health. Both income and education 
levels are indicators of a population’s standard of living and, 
indirectly, of its health status. The prevalence of several acute 
and chronic conditions in the population (e.g., tuberculosis, 
pneumonia, and heart disease) tends to decline as income and 
education levels rise.

Because large numbers of people within a population are 
usually employed, it is important to consider the types of occu-
pations and possible health hazards involved. Persons in some 
occupational groups are at higher risk for certain health prob-
lems than those in other groups. For example, histoplasmosis 
occurs frequently among people who work with birds (e.g., 
poultry farmers), and black lung (pneumoconiosis) is prevalent 
among coal miners.

In addition to information about employment, the level of 
unemployment in the population provides an indication of 
possible health problems. Unemployment contributes to stress 
and to decreased income levels that affect access to health care 
as well as other necessary goods and services.

Religious affiliations within a population can either foster 
or impede health practices. Religious beliefs may affect health 
or influence the acceptability of health programs to members 
of the population. For example, some religious groups may be 
averse to the idea of providing on-site health care services in 
high schools because of the fear that contraceptive services will 
be provided. Similarly, local religious groups may provide sig-
nificant community resources and should be included in assets 
assessment.

Marital status and family composition are other social fac-
tors that might influence the health of a population. Those 
conducting a population health assessment would consider 
the number of single-parent families and older persons liv-
ing alone. Generally, married individuals have lower death 
and illness rates than those who are unmarried; therefore, 

FOCuSED ASSESSMENT Environmental Determinants in Population 
Health Assessment

•	 What	plants	and	animals	are	common	in	the	area?

•	 Is	there	evidence	of	environmental	pollution	that	may	affect	
health?

•	 Are	there	nuisance	factors	present	in	the	area?	If	so,	what	
are	they?	How	do	they	affect	health?

•	 Is	there	potential	for	disaster	in	the	population?	If	so,	what	
kind	of	disasters	are	likely?	What	is	the	extent	of	disaster	
preparation	in	the	population?

•	 Where	is	the	population	located	(urban,	rural	region)?	How	
large	is	the	area	occupied	by	the	population?	How	densely	
populated?	What	topographical	features	could	influence	the	
health	of	population	members?	What	is	the	local	climate	
like?

•	 What	is	the	quality	of	housing	in	the	population?	Is	
affordable	housing	available?	Are	dwellings	in	good	repair?

•	 What	is	the	population’s	source	of	water?	Is	the	water	
supply	adequate	to	meet	population	needs?	Is	it	safe	for	
consumption?	How	is	waste	disposal	handled?
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information about marital status in the population can provide 
clues to overall health status.

Accessibility of transportation is an important factor  related 
to the use of health services and is, therefore, a  necessary 
 component of the assessment. Transportation difficulties com-
pound health problems where large numbers of people are 
poor or elderly, chronically ill or disabled, poorly motivated 
with respect to health, or who are mothers with small children.

Social norms within the population are other factors that 
may influence population health. Social norms are “rules that 
dictate acceptable behavior within a group” (Karasek, Ahern, & 
Galea, 2012, p. 343). For example, neighborhood social norms 
related to smoking have been associated with smoking cessa-
tion rates among the population.

Public policies are social norms that have been codified as 
laws or regulations and can have a significant influence on pop-
ulation health. For example, several provisions of the Patient 
Protection and Affordable Care Act are intended to influence 
population health. We have already discussed the mandate 
for periodic community assessment by tax-exempt hospitals. 
Other provisions intended to affect population health relate to 
the availability of grants to support medical home and com-
munity-based care programs; coverage for preventive health 
and wellness services; increased funding for community health 
centers; a focus on outcome measures for chronic disease, well-
ness care, and prevention; and funds for employer wellness 
programs for small employers (Larkin, 2010).

The assessment team should assess the degree to which 
language presents a barrier to health education or to the pro-
vision of other health care services. Key informants in the 
population can provide information about languages spoken. 
Schoolteachers and principals, for example, are knowledgeable 
about languages spoken by their students. Those conducting 
the population assessment may also derive this information 
from personal observations. For example, they may spend time 
observing stores where large segments of the population shop 
or check for newspapers and radio and television broadcasts in 
languages other than English.

Another aspect of language to be assessed is the use of col-
loquialisms. Are there unique ways in which members of the 
population express themselves? Unfortunately, much of this 
information is gleaned by trial and error on the part of the 
nurse; however, the nurse can ask key informants about the use 
of colloquialisms and about their meaning.

Assessment team members also need to identify the host of cul-
tural factors within the population that may affect its health status 
(see Chapter 5 ). Information on cultural groups in the popula-
tion can be obtained from key informants and through observa-
tion. The presence of ethnic markets and restaurants, as well as 
non-English newspapers and radio stations can also provide in-
formation on the ethnic/cultural composition of the population.

Information on income and education levels, other im-
portant sociocultural influences on population health, can be 
obtained from census figures. This information may also be 
available from local government agencies or school districts. In 
addition to determining the education level of the population, 

education resources should be examined. This information 
enables the assessment team to make diagnoses regarding the 
adequacy of resources for meeting identified health needs. 
The telephone directory and Web are good starting places for 
obtaining information on education facilities in the area. As-
sessment team members can then interview administrators of 
those facilities or review their brochures and other publications 
to determine the types of education programs offered. Local 
school personnel can also provide information on education 
opportunities available to the population.

Information about area businesses and industries is available 
from the local chamber of commerce or Web. The numbers of 
people employed in specific occupations can be obtained from 
major employers in the area. Questions should also be asked 
about health hazards presented by community occupations. 
The population health assessment team would address the po-
tential for exposure to hazardous substances (e.g., asbestos and 
chlorine gas), radiation, noise, or vibration, as well as the po-
tential for injury due to falls or use of hazardous equipment. In 
addition to determining the potential for occupational injury 
or illness, the team would obtain figures on the extent to which 
such conditions occur. This type of information may be ob-
tained from the illness and accident records of major employers 
or may be available from the state occupational health agency.

Unemployment figures can be obtained from state or local 
employment offices. Occupational data derived from a popu-
lation assessment might be based on the Focused Assessment 
 included on the next page.

Telephone directories and Internet data can provide a pic-
ture of the religious groups represented in the population. 
Membership rosters of specific houses of worship can provide 
information on the number of people affiliated with each reli-
gious group. The assessment team can also interview members 
of local religious groups to determine the extent of their influ-
ence on health and their level of involvement in health-related 
activities. For example, some congregations may organize peri-
odic blood pressure screening events or provide health-related 
education programs for their members.

Information on marriage and family composition is avail-
able from census data for the area. Vital statistics collected 
by the local health department can also provide data on mar-
riages and the frequency of divorce among members of the 
population.

With respect to transportation, the assessment team can ob-
tain information on the number of families with cars from area 
census data. Information on other forms of transportation can 
be gleaned from the telephone directory or Internet and by con-
tacting bus and taxi companies to determine routes and fares.

In addition, the assessment team members would obtain data 
on the types and adequacy of goods and services available to the 
population, including recreational programs, local shopping 
facilities, prices for goods and services, and social service pro-
grams. Much of this information can be obtained through par-
ticipant observation. For example, the nurse might shop in local 
stores or look for recreational pursuits. Information about the 
number and types of stores and services is also available in the 
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telephone directory and possibly on the Internet. Newspaper ad-
vertisements provide information on local prices. Finally, assess-
ment team members can contact personnel at local social service 
agencies to obtain information about the services offered. Data 
related to a population’s sociocultural environment might be ob-
tained using the Focused Assessment questions provided below.

Behavioral determinants. Behavioral factors influence the 
health status of a population and its members. Areas to be con-
sidered in this dimension include consumption patterns, leisure 
pursuits, and other health-related behaviors.

Consumption patterns play a major part in the development 
of health or illness. In assessing consumption patterns in the 
population, the assessment team would examine dietary pat-
terns and the use of potentially harmful substances.

Information is needed on the general nutritional level of 
the population and on specific dietary patterns. For example, 
information would be sought on the prevalence of overweight 
individuals in the population or the incidence of anemia in 
school-age children. Another area for consideration is any 
ethnic nutritional patterns that might influence health either 
positively or negatively. For example, movement away from 
traditional foods to typical American dietary practices has 
contributed to obesity and a variety of chronic diseases among 
many ethnic cultural groups.

The use of harmful substances is another area to explore. 
The level of alcohol consumption within the population should 
be examined, both for the population in general and for spe-
cific target groups. The extent of both legal and illegal drug use 
may also merit investigation, including the types of substances 
abused and the typical sources of abused substances. The ex-
tent of smoking and other forms of tobacco use in the popula-
tion should also be considered.

Information about leisure activities prevalent in the popula-
tion can also indicate the potential for certain kinds of health 
problems. For example, boating, waterskiing, and related rec-
reational activities increase the risk of drowning and similar 
accidents. On the other hand, if watching television is the pri-
mary form of recreation, there may be increased potential for 
heart disease and other conditions associated with a sedentary 
lifestyle. The presence or absence of recreational opportunities 
available to the population may also affect the psychological 
environment and the ability to deal with stress effectively.

Information on dietary patterns may be obtained by in-
terviews and surveys of residents as well as by observation of 
foods purchased in grocery stores. The assessment team would 
determine the number of residents who smoke and whether 
that number is increasing or decreasing. Indirect indicators 
of the use of alcohol, drugs, and tobacco include sales of these 
items. This information can be obtained from interviews with 
personnel in stores that sell these items or from information 
about the related taxes collected. Information on substance 
abuse may be reflected in law enforcement agencies’ records of 
arrests or accidents related to drugs and alcohol. Information 
can also be obtained on the number of admissions to drug and 
alcohol treatment facilities. Self-help groups, such as a local 
chapter of Alcoholics Anonymous, may also provide informa-
tion on the extent of substance abuse problems. Data reflecting 
a population’s consumption patterns would include informa-
tion derived from the Focused Assessment on page 370.

Information on leisure-related physical activity is usually 
obtained by means of interviews and surveys. To determine the 
extent of interest in various forms of exercise, assessment team 
members might also contact groups that offer exercise-related 
classes or businesses that sell related equipment. In addition, 
they can observe for joggers or other exercise enthusiasts as 

FOCuSED ASSESSMENT Sociocultural Determinants in Population 
Health Assessment

•	 What	is	the	rate	of	unemployment	in	the	population?	Who	are	
the	major	employers	in	the	area?	What	kinds	of	occupations	
are	represented?	What	occupational	health	hazards	are	
present?

•	 How	accessible	is	transportation	in	the	community?

•	 What	is	the	marital	status	of	the	population?	What	is	the	
typical	family	structure	in	the	population?

•	 How	accessible	are	goods	and	services	to	members	of	the	
population?

•	 What	are	the	social	norms	espoused	by	members	of	the	
population?	What	effects	do	these	norms	have	on	population	
health?

•	 What	are	the	effects	of	public	policies	on	population	health?

•	 How	are	community	decisions	made?	Who	makes	them?	Who	
holds	power	in	the	population?	How	is	that	power	exercised?	
What	is	the	population’s	governance	structure?	How	effective	
is	governance?	Who	are	the	formal	and	informal	leaders	in	
the	population?

•	 What	cultural	groups	are	represented	in	the	population?	What	
languages	are	spoken?	What	cultural	beliefs	and	behaviors	
are	prevalent	in	the	population?	What	is	the	character	of	
relationships between members of different cultural groups 
in	the	population?

•	 What	religious	affiliations	are	represented	in	the	population?	
What	effect	do	they	have	on	community	life	and	health?

•	 What	is	the	general	education	level	of	the	population?	What	
educational	resources	and	facilities	are	present?

•	 What	is	the	income	level	and	distribution	within	the	
population?
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they move about the community. Information on recreational 
opportunities can be obtained from the telephone directory 
and the Internet, from direct observation, and from events 
publicized in the newspaper or other means of communication 
employed by the population.

Members of the population conducting the health assess-
ment should also examine the prevalence of other health-re-
lated behaviors. For example, information would be obtained 
on the extent of seat belt use in passenger vehicles or the use 
of safety devices in certain occupational settings. Information 
on failure to use seat belts might be available from policy or 
insurance records of motor vehicle accidents, and failure to use 
occupational safety devices would be reflected in Occupational 
Safety and Health Administration (OSHA) accident reports.

The assessment team would also be interested in such be-
haviors as the extent of heterosexual and homosexual activity 
and use of condoms and other forms of protection against con-
ception and sexually transmitted diseases. Two negative indi-
cators of contraceptive use are the proportion of births that are 
unintended and the population abortion rate. In areas with a 
high prevalence of injection drug use, assessment team mem-
bers would also try to obtain information on the extent of nee-
dle sharing and other practices that contribute to the spread of 
HIV/AIDS infection and hepatitis C. Much of this information 
is available only through observation and through interviews 
with key informants. The Focused Assessment included below 
provides guidelines for assessing behavioral determinants of 
population health.

Health system determinants. Health care system factors 
can profoundly affect the health of a population. Assessment in 
this area involves identifying existing services, assessing their 
level of performance, and identifying areas in which services 
are lacking. Relevant information includes the types of health 
care services available to members of the population and their 

effectiveness in addressing population health needs. What lev-
els of health care services are available? How adequate are these 
services to meet the needs of the people? The availability and 
accessibility of specific types of services and how effectively 
they are used can influence population health. For example, 
the percentage of pregnant women who receive prenatal care 
and the point in the pregnancy at which care usually begins af-
fect maternal and infant health. The availability and adequacy 
of services provided by emergency medical personnel and by 
emergency rooms or trauma centers are other examples of 
health system determinants that influence population health. 
Other questions relate to the availability and accessibility of cer-
tain types of health care providers. For example, there may be 
several physicians in town, but none of them provide prenatal 
services because of malpractice concerns.

The extent to which available health services are overused 
or underused may also affect the health status of the popula-
tion, and factors that contribute to overuse and to underuse 
would be considered. For example, emergency room services 
might be overused because many people cannot afford a regu-
lar source of health care and seek care only in crisis situations. 
Conversely, the services of clinics and physicians might be 
underused because they are offered at inconvenient times or 
places, because people have no means of transportation to such 
services, or because residents may simply not be aware of the 
need for or availability of certain services.

Another area for consideration is the financing of health 
care. Considerations to be addressed include who pays for 
health care services, the adequacy of funding sources for meet-
ing population health needs, the priority given to health-re-
lated concerns in planning budgetary allocations, the extent of 
health insurance coverage in the population, and the availabil-
ity of funds to pay for care for the indigent (see Chapter 6  
for a detailed discussion of economic influences on population 
health). Financing of health care can also provide an indirect 

FOCuSED ASSESSMENT Behavioral Determinants in Population 
Health Assessment

•	 What	exercise	and	leisure	opportunities	are	available	to	
the	population?	To	what	extent	are	they	utilized?	Do	leisure	
activities	pose	any	health	or	safety	hazards?

•	 What	is	the	attitude	of	the	population	toward	sexual	activity?	
Toward	homosexuality?	What	is	the	prevalence	of	unsafe	
sexual	practices	in	the	population?	What	is	the	extent	of	
contraceptive	use	in	the	population?

•	 To	what	extent	do	members	of	the	population	engage	in	
safety	practices	(e.g.,	seat	belt	use)?

•	 What	are	the	usual	food	preferences	and	consumption	
patterns	in	the	population?	What	is	the	nutritional	level	
in	the	population?	What	percentage	of	the	population	is	
overweight?	Underweight?

•	 What	is	the	extent	of	drug	abuse	in	the	population?	How	easy	
is	it	to	obtain	drugs?

•	 What	is	the	extent	of	alcohol	and	tobacco	sales	in	the	
population?	What	is	the	prevalence	of	arrests	related	to	
alcohol	and	other	drugs?	What	is	the	extent	of	tobacco	use	
in	the	population?	What	is	the	rate	of	hospital	admissions	for	
health	problems	related	to	alcohol,	drug,	and	tobacco	use?
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indication of prevailing attitudes toward health. Adequate 
health care budgeting indicates that health is considered a 
public priority.

Other considerations related to the health care system in-
clude community definitions of health and illness and the use 
of culturally prescribed health practices and practitioners. As 
we saw in Chapter 5 , culturally determined health behaviors 
may have both positive and negative effects on a population’s 
health status. For example, herbal remedies used by some cul-
tural groups may have positive effects, but when used in com-
bination with scientific medicine, may impede treatment or 
create adverse health effects.

In assessing health system determinants, assessment team 
members would obtain information on the type of health ser-
vices available to members of the population. Such information 
can be derived from a variety of sources, such as the telephone 
directory, the Internet, word of mouth, and personal observa-
tion. Referral services provided by professional organizations 
or agencies such as local senior citizens groups can also supply 
information on health care providers and facilities. Health care 
institutions are also a source of information on services pro-
vided and fees involved.

Utilization figures for health care services can be obtained 
from health care facilities and providers. Information on health 
insurance coverage may be available from insurance agencies 
or major health care facilities in the area, or through popula-
tion-based surveys. Health care facility records may also con-
tain data on the percentage of the population without health 
insurance. Information about recipients of Medicaid and 
Medicare benefits is available from the agencies that adminis-
ter these programs. Information on other sources of funding 
for health care services can be solicited from public officials as 
well as local health care agencies and institutions.

The Focused Assessment questions provided below can help 
you assess health system factors affecting population health. A 
tool to guide a comprehensive assessment of the determinants of 

population health is included in Assessment  Guidelines  section of 
the student resources site. Table 15-3• provides several sources 
of population assessment information and examples of data that 
might be obtained from each source.

TaBlE 15-3  Sources of Population 
assessment Data

Type of Data Source Example

Quantitative Census figures
Local agencies

Age composition of population
Racial composition of 

population
Child abuse incidence figures 

from child protective services
Diabetes admissions from 

hospitals
Immunization levels from 

schools
Population 

surveys
Frequency of health services 

use
Common health problems

Observation Number and types of 
 educational institutions

Number and types of 
 recreational opportunities

Newspaper 
reports

Incidence of homicide
Incidence of motor vehicle 

fatalities
Telephone book Number and types of health 

care providers
Number and types of churches

Qualitative Population 
surveys

Attitudes toward health
Attitudes toward specific 

health issues
Key informant 

interviews
Perceptions of population 

health needs
Resident 

interviews
Perceptions of health needs

Observation Quality of housing
Participant 

observation
Barriers to health care for 

handicapped individuals

FoCuSED aSSESSmENT Health System Determinants in Population 
Health assessment

of the population use alternative/complementary health 
services? What is the level and quality of interaction between 
alternative and scientific health care systems?

•	 How	are	health	care	services	financed?	What	proportion	of	
the population has health insurance? What level of priority is 
given to health care services in budgeting local funds? What 
are community attitudes toward health care services and 
providers?

•	 What	types	of	health	promotion,	illness	and	injury	
prevention, problem resolution, and health restoration 
services are available to the population? How accessible are 
these services? Are the types of services available adequate 
to meet population health needs? Are available services 
culturally relevant to members of the population?

•	 To	what	extent	are	available	health	care	services	utilized?	
What barriers to service utilization exist in the population?

•	 Are	there	alternative	or	complementary	health	services	
available to the population? To what extent do members 
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In addition to determining appropriate data collection 
methods, the nurse and members of the population preparing 
to conduct a population health assessment explore methods for 
organizing and analyzing the data obtained. When modes of 
data organization and analysis are identified as much as pos-
sible prior to data collection, interpretation of the masses of in-
formation obtained becomes much easier.

Deriving Population-Level Nursing 
Diagnoses
The collection of data on factors influencing the health status of 
a population is the first step in identifying resources and health 
needs. To be of any value, the data must be interpreted and 
analyzed to derive nursing diagnoses. In other words, assess-
ment data are used to identify health-related needs amenable to 
nursing action and the resources that will support action. Pop-
ulation nursing diagnoses should reflect population strengths 
or competencies, as well as existing, emerging, and potential 
threats to health.

Diagnostic reasoning in the care of populations involves 
comparing population assessment data to identified stan-
dards to identify health problems and assets available to solve 
them. One type of standard that may be used by the population 
health nurse in data analysis is the general health status of the 
state or the nation. In doing so, the nurse might ask the fol-
lowing questions: How does this group stand in relation to the 
larger population on a variety of measures of health status? Is 
the local birth rate higher or lower than that of the state or the 
nation? How do death rates compare? For example, mortality 
related to diabetes is considerably higher in U.S. Hispanic and 
African American populations than in the Caucasian popula-
tion. Do morbidity rates for various illnesses exceed national 
and state rates? How do income and education levels compare?

Another standard with which to compare present data is 
found in the history of the population. How do current rates 
compare with those of a year ago? Five years ago? Are health 
status indicators improving or declining?

Population members’ perceptions of areas of need are a 
third type of standard with which to compare the data gath-
ered. What health problems are mentioned in interviews with 
population members? What problems are perceived by other 
health care professionals and population leaders? What are the 
expectations of the population regarding these problems?

Diagnostic reasoning gives rise to statements of risk for spe-
cific health problems. Population nursing diagnoses provide a 
comprehensive picture of the population’s health. Diagnoses 
may be either positive or negative. Positive diagnoses reflect 
population strengths and may also indicate improvements in 
the population’s health status. Components of a population 
nursing diagnosis include (a) identification of the population 
or subgroup at risk, (b) a potential adverse situation or risk, (c) 
factors or characteristics contributing to the level of risk, and 
(d) evidence to support the increased or decreased level of risk. 
The elements of the diagnosis provide information about the 

causative factors involved and guidance for action as needed. 
The Highlights box below provides a template for a population 
diagnosis as well as examples of positive and negative diagno-
ses. As indicated in the negative example, factors related to the 
risk may be related to an absence of relevant health-related ser-
vices as well as to other factors or behaviors in the population.

Planning Population-Based Health 
Initiatives
Whenever a negative diagnosis is made, planning to address 
the unmet need or risk situation is warranted, and the popu-
lation health nurse should engage members of the popula-
tion in planning health care initiatives to meet the identified 
needs. Planning is a collaborative and systematic process used 
to attain a predetermined goal. Planning is collaborative in the 
sense that persons who will be affected by the planned pro-
gram need to be involved in its planning. It is systematic in that 
change is consciously and deliberately brought about.

Planning should be strengths-based, rather than being fo-
cused on health deficits. Deficit-focused planning relies on a 
traditional problem-solving process of problem identification, 
cause analysis, and identification of possible solutions by the 
implementing agency. In contrast, strengths-based planning 
incorporates existing population resources and strengths, vi-
sioning of potential outcomes based on those strengths, and 

Population Diagnosis Template and Sample 
Diagnoses

Population Diagnosis Template
[population at risk] for [risk] related to [factors contributing to 
increased/decreased risk] as evidenced by [evidence supporting risk 
assessment].

Sample Negative Nursing Diagnosis
Large adolescent population [population subgroup at risk] at risk for 
sexually transmitted diseases (STDs) [risk] related to self-report of 
unprotected sexual activity by 75% of high school students, lack 
of knowledge related to STD transmission, and lack of access to 
 condoms [factors contributing to increased risk],	as	evidenced	by:	 
(a) gonorrhea incidence rate of 357 per 1,000 population,  
(b) 30% increase in number of cases of Chlamydia trachomatis 
infection in last year, and (c) 5% increase in sexually transmitted 
hepatitis B among adolescents [evidence of elevated risk].

Sample Positive Nursing Diagnosis  
(demonstrating improvement)
Diminished risk of STDs [risk] for adolescents [population subgroup 
at risk] related to older age at initiation of sexual activity and 50% 
increase in condom use by sexually active adolescents [factors 
related to decreased risk], as evidenced by 50% decrease in  
gonorrhea and chlamydia infection rates among adolescents  
[evidence of decreased risk].

Highlights
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dialogue with members of the population regarding possible 
approaches to resolution of problems. Deficit-focused plan-
ning is founded on assumptions that the population does not 
have the capacity to resolve its own problems and, in fact, may 
itself be a problem to be solved. A further assumption is that 
health care experts know best what should be done to resolve 
health-related problems. Strengths-based planning, on the 
other hand, is based on the assumptions that the population 
can fix its own problems and that members of the population 
know best what will or will not work to resolve those problems.

Planning may occur at two levels: specific health-related pro-
grams and development of community-level interventions that 
involve multiple foci and are coordinated to achieve maximum 
improvement in population health. Community-level interven-
tions focus on reducing health disparities in the population by 
promoting the health and welfare of group members and by 
enhancing the population’s capacity to promote its own health 
and well-being. It is based on the recognition that individual 
health programs may have interactive effects that may enhance 
or impede overall support and resource utilization or increase 
or decrease the population’s capacity for future problem solv-
ing (Trickett et al., 2011). As a simple example, designing a pro-
gram to address increased HIV/AIDS incidence may siphon 
resources from other STD control programs or from programs 
designed to improve overall population access to care.

Community-level intervention minimizes development of 
programs in independent silos and focuses on programming to 
address a variety of population health needs that have been pri-
oritized. Community-level intervention also contributes to the 
effectiveness of health planning because it considers the overall 
context in which health care delivery occurs. When members 
of the population are involved in planning community-level in-
terventions, they address population-identified issues and serve 
to enhance the population’s capacity to resolve those issues. 
Community-level interventions also make more effective use 
of scarce resources and result in lessons that can be applied to 
future population health issues (Trickett et al., 2011). For pur-
poses of promoting understanding of the planning process, how-
ever, this chapter focuses on planning discrete health programs 
rather than on the development of complex community-level 
interventions or care delivery systems. Population health nurses 
in practice, however, would be involved in setting priorities and 
contributing to the development of community-level interven-
tions or systems that address multiple population health issues.

The program planning process may incorporate a variety 
of steps depending on the planning model used. For our pur-
poses, we will use a five-step model that includes defining and 
prioritizing the issue to be addressed, creating the planning 
group, analyzing the issue, developing the program, and setting 
the stage for evaluation.

DEFINING AND PrIOrITIzING POPuLATION HEALTH 
ISSuES. A large-scale population health assessment will usu-
ally identify a number of health issues that could be addressed 
through health program planning. In some cases, several 

 different issues may be addressed simultaneously through the 
development of separate health care delivery programs. In oth-
ers, a number of related issues may be combined and addressed 
by a single, more comprehensive program. In any event, it is un-
likely that all of a population’s health-related problems, issues, 
and needs can be addressed at once given the finite resources 
available. For this reason, it is necessary to examine the issues 
derived from the  assessment, prioritize them, and define the is-
sue or issues to be addressed in program planning.

The criteria used to prioritize population health needs are 
essentially the same as those used in working with individu-
als and families: (a) severity of the threat to the population’s 
health, (b) degree of population concern about the issue, and 
(c) extent to which meeting one need depends on meeting 
other needs. It is likely that the priorities of the population 
group involve needs that are easily perceived. Participation of 
population members in the assessment process helps them be-
come aware of less obvious needs that might have greater pri-
ority than other more obvious ones.

The process of assigning priority to the health needs identi-
fied in a population health assessment involves developing cri-
teria for decision making, establishing standards for minimally 
acceptable levels of the criteria, and assigning weights to the 
criteria. The criteria are based on values held by program plan-
ners and members of the population. When the values of popu-
lation members and health care professionals conflict, dialogue 
and negotiation are required.

A high-priority problem will usually meet criteria of sever-
ity, significant population concern, and high cost to society. 
A standard for severity might be that a minimum of 20% of 
the population be affected by the problem; whereas significant 
population concern would be evident if at least 30% of residents 
surveyed mentioned a particular problem as needing attention. 
Possible standards for cost to society might be the number of 
days of lost school or work attendance or the actual monetary 
cost for medical treatment for the problem. Each of these three 
criteria (and others developed) would be given a weight reflect-
ing its relative importance in decisions about priorities. For 
example, high societal cost might be given greater value than 
the level of concern expressed about a given problem. All of 
the problems identified in the population health assessment 
would be evaluated in terms of the weighted criteria, and those 
with higher priority scores would be addressed first in efforts 
to resolve population health problems. At this point, popula-
tion health nurses may need to advocate for giving population 
concerns a high priority, even when health care providers may 
see other problems as more important.

Once health-related issues have been prioritized, the popu-
lation health nurse and other group members can define the 
specific problem or set of problems to be addressed by pro-
gram planning. For example, the group may need to determine 
whether the issue to be addressed is obesity in the general pop-
ulation or obesity as it occurs in school-aged children. Depend-
ing on the way the issue is defined, approaches to its resolution 
may be quite different.
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Definition of the problem or issue to be addressed should 
also lead to establishment of specific goals for its resolution. 
Program goals are broad statements of desired outcomes that 
provide the general direction for program development, in 
contrast to objectives, which are measurable indicators of pro-
gram accomplishments. A goal statement should speak to the 
resolution of the identified issue. For example, if the issue to be 
addressed is poor nutrition among older members of the popu-
lation, the goal would be to improve the nutritional status of 
older persons.

CrEATING THE PLANNING GrOuP. The group of peo-
ple who develop a health care program to meet an identified 
population health need may be the same as those who partici-
pated in the population health assessment. More than likely, 
however, there will be a need to include others in the planning 
process who have specific expertise or interest related to the 
issue to be addressed. The population health nurse may need 
to advocate for the inclusion of specific people in the planning 
body, particularly members of the target group. Because of their 
connections in the population, population health nurses are 
likely to know of people who would be assets to the planning 
group.

For health program planning to be successful, it is impor-
tant to determine who should be included in the planning 
group. Generally speaking, five categories of people should be 
included: those in authority who must approve or fund the pro-
gram, people with expertise related to the issue to be addressed, 
those who will implement the program, those who will bene-
fit from it, and, finally, people who might resist the program. 
Those with authority to address the issue should be included 
because they usually control resources that will be required to 
implement the program and because they may resist the pro-
gram if they see it as overlapping or competing with other ex-
isting programs. People with expertise related to the issue have 
knowledge of potential solutions to the problem that have been 
used elsewhere and may be effective in the population of inter-
est. They are also usually in a position to identify alternatives 
that have been shown to be unsuccessful in the past.

Health care professionals may fall into the expert category, 
but may also be implementers of the program. Implementers 
are in a position to implement a program as designed or to sab-
otage it; their buy-in is essential if the program is to be imple-
mented effectively. Implementers may also have insights into 
what will and will not work in a given situation. Responsibility 
for ultimate acceptance and use of a program lies with those 
who are intended to benefit from it. Potential beneficiaries of 
a program should be involved in planning to ensure that the 
program meets their needs and is culturally acceptable to them.

It may seem contrary to common sense to include people 
who are likely to resist development and implementation of 
a program in its planning. In reality, however, incorporating 
resisters into the planning group often converts them into 
supporters. Their presence during program planning per-
mits incorporation of program elements that will defuse their 

resistance. When they are satisfied that the program planned 
is not a threat to their own interests or values, they will then 
act to convince other potential resisters of the benefits of the 
 program. Given the particular issue to be addressed, there may 
be additional people who do not fall into any of these  categories 
who should be included in the planning group. For example, 
if media advocacy will be needed to gain public acceptance of 
the program, members of the local media should be invited 
to join the planning group. The Highlights box presented be-
low includes considerations in creating a planning group to 
 address the health care needs of prison inmates. In addition to 
determining who should be involved, other tasks in creating 
the planning group include developing planning competence 
among group members and formulating a group philosophy. 
Group members should also engage in the tasks of group de-
velopment discussed in Chapter 10 .

Few health care professionals or consumers have any educa-
tional background or experience in program planning. For this 
reason, the population health nurse or other planning group 
leader may find it necessary to educate members of the plan-
ning group about the planning processes and activities involved. 
It may also be necessary to prevent the group from engaging in 
activities for which an adequate foundation has yet to be pro-
vided. In doing so, the population health nurse needs to exer-
cise well-developed skills in group dynamics (see Chapter 10 ). 
Other tasks to be accomplished at this stage of planning include 
establishing the organizational structure of the group and clari-
fying the roles and responsibilities of planning group members.

The next task in creating the planning group, formulating 
a philosophy, is not often carried out as a conscious activity, 
but is an assumption on the part of group members. For ex-
ample, there must be some type of commitment to adequate 
health care for prison inmates before a group would even con-
sider planning a program to meet prisoners’ needs. It is, how-
ever, important that the philosophies of various members of 
the planning group be compatible. Therefore, group members 
should be encouraged to verbalize their philosophies and to 
identify and deal with areas of conflict between philosophies.

Creating a Planning Group to Address the 
Health Care Needs of Inmates
Those in authority: Corrections officials, elected officials

Experts: Health care providers with experience in correctional set-
tings, corrections experts, financial analysts to determine potential 
program costs

Implementers: Corrections personnel, health care personnel

Beneficiaries: Inmates and their families

Resisters: Corrections officials and personnel, taxpayers, elected 
officials

Others: Inmate advocates

Highlights
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ANALyzING THE ISSuE AND CHOOSING AN INTEr-
VENTION. The next task in program planning is to analyze 
the issue or problem, its contributing factors, and potential al-
ternative solutions. Much of the data required for this analysis 
may already be available from the population health assessment, 
but the planning group may find that they need to collect ad-
ditional information related to the issue. For example, the popu-
lation health assessment may have identified problems related 
to adequate housing that include issues of safety, affordability, 
and landlord intimidation, but the committee may need more 
information on the kinds of safety risks present in local housing, 
the extent of those risks, who is affected by housing affordabil-
ity issues and why, and which tenants are being intimidated by 
landlords and why. The planning group will then develop meth-
ods for collecting the additional information needed for effec-
tive planning to address the housing issue.

Analysis of the issue to be addressed also includes determin-
ing the level of health care involved in its resolution. Is the issue 
one that can be addressed through health promotion or illness 
and injury prevention strategies? Or does problem resolution 
require intervention at the resolution or restoration level?

Other information to be obtained and analyzed by the plan-
ning group may relate to potential solutions to problems iden-
tified. What strategies have other communities used to address 
similar problems? How effective were those strategies? What 
features of those strategies might be appropriate to this popu-
lation? Which of the strategies could be implemented in this 
population or how might the strategies need to be adapted to be 
appropriate to this population? Some potential solutions have 
a stronger evidence base for their effectiveness than others. The 
Community Preventive Services Task Force (2014a) has devel-
oped information on a variety of community-based interven-
tions linked to achievement of Healthy People 2020  objectives. 
The task force has identified a number of interventions that 

have strong research support as well as many that have insuf-
ficient evidence of their effectiveness to warrant use in many 
population situations. For more information on the evidence 
base for an array of community-based interventions, see the 
External Resources section of the student resources site.

Information obtained should be analyzed by the planning 
group to gain a complete picture of factors contributing to 
the problem and to assist in identifying or developing a strat-
egy to address those factors and resolve the problem. Usually 
such an analysis will lead to several alternative approaches to 
problem resolution that must be evaluated in the light of cri-
teria established by the planning group for acceptable solu-
tions. Examples of critical criteria for solutions to population 
health problems might be that they fit within available budget-
ary resources or are acceptable to particular ethnic or religious 
groups within the population.

Potential solutions to problems should always be evaluated 
in terms of cost, feasibility, acceptability, availability of neces-
sary resources, efficiency, equity, political advantage, and iden-
tifiability of the target group, as well as the quality of evidence 
for their effectiveness. Generally speaking, an alternative that 
costs less will be viewed more favorably, other factors being 
equal, than one that costs more, or one alternative may be se-
lected over another because its implementation is more fea-
sible. For example, it is considerably easier to install a traffic 
light at an accident-prone intersection than to build a bridge to 
route one intersecting road over the other.

Potential solutions should also be evaluated in terms of their 
acceptability to policy makers, implementers, and the popula-
tion. Policy makers are unlikely to approve an alternative that 
diminishes their power or authority, and implementers are 
certainly unlikely to accept a potential solution that requires 
them to work overtime or without pay if another alternative is 
available. Similarly, members of the population affected by the 

Evidence-Based Practice

Health Communication and Social Marketing
Health communication and social marketing is one type of popu-
lation health intervention for which the Community Preventive 
Services Task Force (2014b) has examined the evidence base. 
Based on their review, several communication strategies are 
recommended for use in addressing specific population health 
problems. For example, mass media campaigns have been found 
effective in preventing motor vehicle-related injury and more cir-
cumscribed media campaigns are recommended for cancer pre-
vention and control. Insufficient evidence of efficacy has been 
found for mass media campaigns, however, in addressing cancer 
prevention and control, obesity prevention, promotion of physical 
activity, and tobacco use cessation.

Interpersonal communication, for example, through group 
education or one-to-one counseling, has been found to be effec-
tive and is recommended for cancer prevention and control, mo-
tor vehicle accident injury prevention, and violence prevention 
in schools. The task force found insufficient evidence to rec-
ommend interpersonal communication techniques in address-
ing obesity prevention, enhancement of physical activity, and 
promotion of immunization, but community-wide interventions 
incorporating multiple strategies are recommended to address 
several of these areas (Community Preventive Services Task 
Force, 2014b).
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proposed program may find one alternative more acceptable 
than another for a variety of reasons.

Alternative solutions may also differ in terms of the re-
sources needed to implement them. Generally speaking, an al-
ternative that requires fewer resources or for which resources 
are already available is more likely to be endorsed than one that 
requires extensive or scarce resources. For example, a group 
seeking to improve the nutritional status of schoolchildren may 
select an alternative that makes use of existing facilities used to 
prepare meals for senior citizens rather than one that neces-
sitates providing kitchen facilities in each school. Efficiency is a 
related criterion on which alternative solutions to a particular 
problem can be evaluated. An efficient alternative makes bet-
ter use of available resources and is usually viewed more fa-
vorably than an inefficient one. An asset-oriented assessment 
and positive population diagnoses derived from the assessment 
can provide a picture of the resources already available within 
the population and can assist in assessing the relative resource 
needs of alternative solutions.

Questions of equity also arise in evaluating alternative so-
lutions to a problem. Alternatives that unfairly discriminate 
against one segment of the population are usually rejected. For 
example, one alternative to the problem of dealing with teen 
pregnancy might be to provide contraceptive services in the 
larger high schools. If, however, these schools tend to serve the 
upper-middle-class segment of the population while lower-class 
students attend smaller schools, this alternative would discrimi-
nate against a segment of the population also needing service.

Political consequences also need to be considered. For in-
stance, an alternative plan that provides services to a highly vo-
cal voting bloc might be viewed more favorably by politicians 
than one that serves a less politically involved minority group. 
Evaluation of alternatives may also involve forecasting regard-
ing the effects of other possible events on the problem or its 
solution. For example, if a vaccine for HIV infection were likely 
to be available in the near future, planners may not want to put 
a lot of resources into a condom promotion program.

Finally, alternative solutions should be evaluated in terms 
of the identifiability of the target group. One potential solution 
for preventing the spread of AIDS might be to screen all prosti-
tutes in the population for HIV infection. It is somewhat diffi-
cult, however, to identify this group of people, as prostitution is 
an illegal activity in most places. It might be easier to screen ev-
eryone who requests contraceptive services because this group 
is both sexually active and identifiable.

Consideration of possible sources of opposition also con-
tributes to selection of the most appropriate alternative. If it is 
known that members of the local PTA would vigorously oppose 
a “sex fair” as a means of educating adolescents on sexual issues, 
another less threatening alternative would be more appropriate.

Analysis of alternatives leads to selection of one or more in-
terventions judged to meet the criteria set for acceptable solu-
tions. Once this selection has been made, the planning group 
can proceed to the tasks involved in developing the actual 
program.

DEVELOPING THE PrOGrAM. The four primary tasks 
involved in developing the program include identifying pro-
gram objectives, delineating the program theory, delineating 
actions to achieve objectives, and identifying and obtaining re-
sources. Each of these tasks will be briefly addressed here.

Identifying objectives. The first step in actually developing the 
program is to identify the objectives the program is intended to 
accomplish. Objectives are statements of specific outcomes ex-
pected to result from the program that contribute to the realiza-
tion of the overall goal.

Program developers usually address two kinds of objectives: 
outcome objectives and process objectives. Outcome  objectives 
reflect the expected results of a program for its intended ben-
eficiaries and, in the case of population-level programming, for 
the overall population. An outcome for a smoking cessation 
program, for example, might be that 75% of program partici-
pants successfully quit smoking within 6 months of starting the 
program. An outcome objective at the population level might 
be a 50% reduction in the prevalence of smoking within the 
population in the year after program implementation.

Outcome objectives may be designed at multiple levels and 
may include short-term, intermediate, and long-term outcomes. 
For instance, short-term objectives of a nutrition education pro-
gram might be that people understand the food pyramid and are 
able to use the pyramid to select an appropriate number of serv-
ings of each category of food. An intermediate objective might 
be that people change their dietary habits based on the educa-
tion received. A long-term objective might be a 30% decrease in 
the prevalence of obesity within the population.

Process objectives are statements of the level of expected 
performance of program staff in carrying out a program. Us-
ing our nutrition education program as an example, a process 
objective might be that the program is provided to 300 people 
over the course of a year. Another process objective might be 
that the program is provided in three different languages.

Effective program objectives reflect the following characteristics:

•	 Measurable: Achievement of the objective can be measured. 
Measurability involves specification of a benchmark or ex-
pected level of achievement (e.g., 75% of smoking cessation 
program participants will stop smoking).

•	 Precise: The expected outcome is clear and precisely stated.
•	 Time specific: The objective includes a statement of the 

time within which it should be accomplished.
•	 Reasonable or practical: The objective is practical and able 

to be met with a reasonable amount of effort and using a 
reasonable level of available resources.

•	 Within group capability: The objective is within the com-
petence of the planning group to accomplish, given mem-
bers’ expertise and authority.

•	 Legal: The objective can be achieved using legal activities.
•	 Congruent with population social norms and values: The 

objective is consistent with the values and morals of imple-
menters and members of the population or target group.
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•	 Carries minimal side effects: The objective has minimal 
side effects, and these effects are acceptable to program 
beneficiaries.

•	 Fits budgetary limitations: The objective can be accom-
plished within existing budgetary constraints.

Using the long-term outcome objective for our smoking cessa-
tion program as an example, the objective is both precise and mea-
surable in that we expect a 50% (measurable) decrease in smoking 
behavior (not overall tobacco use) in the population. The objective 
is also time specific in that we expect it to be achieved within 1 
year of program initiation. It is also legal, in that it is not illegal 
for people to stop smoking; however, it may not be reasonable to 
expect such a dramatic drop in the prevalence of smoking as a re-
sult of the program. If the population values health and does not 
attach religious or cultural value to smoking, the objective is also 
congruent with population social norms and values. Achieving 
the objective also carries minimal side effects for the beneficiaries 
(temporary irritability, potential weight gain), but these side effects 
are outweighed by the benefits of smoking cessation. At this point, 
we do not know for sure if the objective fits within the group’s ca-
pabilities or if it fits budgetary limitations because we do not know 
what those capabilities or limitations are, but it is reasonable to sus-
pect that the objective also meets these criteria.

Delineating the program theory. To develop effective health 
care programs for populations, it is helpful to know how the pro-
gram is supposed to work. A program theory or logic model is an 
explanation of how elements of a program interact to produce the 
expected outcomes. Program theories usually reflect a series of if/
then statements, such as “If we do this, that will occur, and that will 
lead to a further result, which will eventually lead to the desired 
outcome.” The theory also includes the rationale for the proposed 
connections between actions and the desired outcome. A logic 
model is a graphic description of the program theory, or a diagram 
indicating program inputs and activities and how they should re-
sult in the desired program outcome (Wilder Research, 2009). For 
more information on the program theories and logic models, see 
the External Resources section of the student resources site.

In addition to describing how a program is expected to pro-
duce the desired results, program theories or logic models serve 
several other purposes. Obviously, they identify the theoreti-
cal framework underlying the program, but they also provide 
guidance for organizing program evaluation efforts and deter-
mining the program’s readiness for evaluation. Finally, they en-
able program planners to assess the fidelity of the program in 
meeting its expected outcomes. Figure 15-1 presents a partial 
program theory for our smoking cessation program.

FIGurE 15-1 Partial Program Theory for a Smoking Cessation Program
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Rectangles in Figure 15-1 indicate the basic theoretical 
foundation explaining how a program to promote smoking 
cessation should work. This is sometimes referred to as the 
cause-and-effect portion of a program theory. The ovals contain 
elements of program or intervention activities designed to bring 
about the desired outcome; smoking cessation among program 
participants. The theory of cause and effect suggests that al-
though many smokers wish to stop smoking they are unable to 
do so because of the difficulties involved in stopping an addic-
tive behavior. However, the theory also suggests that knowledge 
of addictive behaviors as well as one’s own motivation for that 
behavior can help people quit smoking. Knowledge can also as-
sist people to identify substitute behaviors that can achieve the 
same purpose as smoking. Development of this knowledge oc-
curs through program activities such as education and keeping 
a log of one’s smoking behavior. Since interpersonal support 
has also been found to help people deal with addictive behav-
iors, another intervention to be included in the program is the 
formation of a support group for participants. No one will par-
ticipate in the program, however, unless they are made aware 
of it, which suggests that another necessary activity involves re-
cruiting participants through program marketing.

Delineating program activities to achieve outcome objec-
tives. The next step in the planning process is delineating 
specific activities required to carry out the program. This is 
usually considered the “nitty-gritty” of planning, and many 
planning groups mistakenly jump immediately to this phase of 
activity. For planning to be effective, however, this step must 
be preceded by those discussed earlier. In this stage of program 
planning, the population health nurse may need to function as 
an advocate within the planning group for interventions that 
are evidence-based and logically connected to the desired out-
comes. The population health nurse may also need to advocate 
for interventions that are culturally and linguistically appropri-
ate to the target population and that consider the population’s 
educational and economic assets.

In this phase of planning, the step-by-step details of the 
plan are developed. To a large extent, many of the major ac-
tivities involved in carrying out the program have already been 
delineated in the development of the program theory. Using 
the smoking cessation program example, required activities 
will include developing the educational curriculum, designing 
a marketing strategy and materials, developing the organiza-
tional structure for the support group, and so on. Each of these 
activities has subactivities that need to be completed. For ex-
ample, some of the activities related to marketing will include 
determining whether to employ a marketing firm, deciding on 
the message and what media will be used to disseminate it, de-
termining how people should register for the program, and so 
on down to the last detail of how the marketing campaign will 
be carried out. Activities related to the educational component 
of the program include determining when and where to hold 
group sessions, what content should be presented at each ses-
sion, and what teaching-learning strategies will be used.

Identifying and obtaining resources. Once program activi-
ties have been delineated in detail, the resources needed to carry 
them out can be identified. Resources include personnel, mon-
ey, materials, and time. To continue with the previous example 
of smoking cessation, a variety of resources will be needed to 
implement the program. Personnel resources may include peo-
ple knowledgeable about smoking, its health effects, and addic-
tive behaviors; people with marketing expertise; and artists and 
designers to develop attractive marketing and curricular mate-
rials. Funds will be needed to produce teaching and recruiting 
materials and to pay staff. Materials needed include curricular 
and recruiting materials as well as facilities and equipment for 
the educational sessions and support group meetings. Many of 
these resources may have been identified in the course of the 
asset-oriented population health assessment.

The planning group must not only decide what resources 
are required but also specify how these resources can be ob-
tained. Will the group write a grant proposal or lobby the local 
government for funds for the program? Will they hire someone 
to create marketing materials or design them themselves? Can 
materials be printed at cost by a local printer? The final con-
sideration with respect to resources is that of time. The time 
needed to put the program into operation must be determined 
and specific timelines for various components of program de-
velopment set. Population health nurses as advocates may as-
sist with grant writing to obtain resources needed for program 
implementation. They may also assist in linking the planning 
group with existing resources.

SETTING THE STAGE FOr EVALuATION. When the 
detailed plan has been constructed and specific activities delin-
eated, the planning group should begin to set the stage for evalu-
ation. At this point in the planning process, setting the stage for 
evaluation includes two aspects: evaluating the plan itself and 
planning for program evaluation. With respect to the plan, is 
it based on identified needs of the target group or population 
or is it unrelated to those needs? Is the plan flexible enough to 
adapt to changing circumstances in the foreseeable future? How 
efficient will the planned program be? Could program efficien-
cy be improved by modification of the plan? Finally, how ad-
equate is the plan? Have all constraints and contingencies been 
addressed? Answers to these and similar questions enable the 
planning group to evaluate the plan and to identify the need for 
any modifications before implementation. Again, the program 
theory or logic model can assist in evaluating the plan itself. 
Are the cause-and-effect relationships assumed in the model 
based on evidence? Are the links clear and direct, or have some 
necessary activities been forgotten? Have the necessary tasks of 
program implementation been identified in sufficient detail to 
prevent any surprises during implementation?

The second aspect in setting the stage for evaluation is be-
ginning to plan for evaluation of program effectiveness. This 
may seem a bit premature because the program has not even 
started; however, it is essential. Unless planning for program 
evaluation is incorporated at this stage, the data needed for 
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evaluating program outcomes and processes may not be avail-
able when the time arrives to conduct the actual evaluation.

Planning for evaluation involves four considerations. The first 
of these is determining criteria on which the program should 
be evaluated. The second consideration is the types of data to 
be collected and the means used to collect the data. Determin-
ing the resources needed to carry out the evaluation is the third 
consideration. Finally, the planning group should determine who 
will evaluate the program. All of these considerations are ad-
dressed in greater detail in the section on evaluating population-
based health care programs. At this juncture it is sufficient to 
reemphasize the point that planning for evaluation begins during 
program planning, not after the program has been implemented.

Effective health program planning involves all of the steps 
discussed here. When steps are ignored or bypassed, the pro-
gram planned is likely to be less effective and its implementa-
tion may prove more difficult. Steps in the planning process are 
summarized in the Highlights box below.

Implementing Population-Based Health 
Initiatives
It is not enough for the planning group to plan for a health care 
program to meet identified population needs. The group must 
also ensure that the plan is implemented as designed. The goal 
of implementation is to integrate program activities into exist-
ing networks in such a way that the program is sustained as 

long as the need for it continues. Implementing a health pro-
gram involves several considerations. These include getting the 
plan accepted, performing the tasks involved in implementing 
the program, and using strategies that foster implementation of 
the program as planned.

PLAN ACCEPTANCE. Acceptance of the planned program 
occurs at four levels. The first level is acceptance by commu-
nity policy makers. If policy makers have been represented on 
the planning group, this level of acceptance should already have 
been achieved. If not, population health nurses can serve as ad-
vocates in presenting the plan to policy makers or in preparing 
members of the population to present the plan themselves. For 
example, a group of population health nursing students wanted 
to present information on STD prevention at their religious-
sponsored university. A faculty member assisted the students 
to couch their prevention message in a way that would be ac-
ceptable to the campus population. She then met with the Vice 
President for Student Affairs to gain his support for the project.

The second level of acceptance involves convincing those 
who are to carry out the plan to implement it as designed. 
Again, if program implementers have been adequately repre-
sented in the planning effort, this level of acceptance is already 
partially achieved. All that remains is for the implementers to 
convert the plan into an operational program.

Acceptance and participation in the planned program by 
members of the target population is the third level of accep-
tance. If, for example, the planned program involves providing 
contraceptive services to sexually active adolescents, the third 
level of acceptance involves adolescents’ participation in the 
program. Acceptance at this level may require marketing the 
program to the intended target population.

The fourth level of acceptance involves potential resisters. 
Resisters, particularly those with influence with any of the prior 
three groups, can make or break a program. They can influence 
policy makers to reject the program or withhold required fund-
ing. They may also influence participation in the program by 
members of the target population or convince implementers 
to sabotage the program. Once again, if potential resisters have 
been included effectively in the planning group, their influence 
on program implementation is more likely to be positive than 
negative. Using the STD example, the Vice President for Stu-
dent Affairs was a potential resister. Because of the population 
health nursing faculty member’s advocacy, he became a sup-
porter of the program and helped to defuse other sources of 
resistance on campus.

TASKS OF IMPLEMENTATION. Three basic tasks are 
involved in program implementation: activity delineation and 
sequencing, task allocation, and task performance. Necessary 
activities have been broadly outlined during the program plan-
ning phase. Now they must be specifically delineated and sub-
activities identified. This involves identifying needed categories 
of action and the skills required for their performance. At this 
point, implementers would determine the appropriate sequenc-
ing of activities and might establish a specific time frame for 

Steps in the Planning Process
•	 Defining	and	prioritizing	population	health	issues:	Identifying	

population health issues derived from the population health 
 assessment, prioritizing them on the basis of agreed-upon 
 criteria, defining the specific problem or issue to be addressed 
in program planning, and developing the overall program goal.

•	 Creating	the	planning	group:	Selecting	planning	group	
 members, developing planning competence in group 
 members, formulating a group philosophy, and developing 
effective group dynamics.

•	 Analyzing	the	issue:	Determining	needs	for	and	obtaining	 
additional information related to the issue to be addressed in 
the program, levels of health care involved, and potential solu-
tions. Possible solutions are analyzed in the context of criteria 
for acceptable solutions and one or more options  selected.

•	 Developing	the	program:	Designing	the	program,	including	
identifying objectives, delineating the program theory, de-
signing actions to accomplish program objectives, and iden-
tifying and obtaining necessary resources.

•	 Setting	the	stage	for	evaluation:	Evaluating	the	adequacy	
of the plan, revising it as needed, and planning for later 
 program evaluation.

Highlights
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their accomplishment. Returning to the program theory in Fig-
ure 15-1, program implementation would entail determining 
the details of the marketing program and the activities needed 
to establish the smokers’ support group.

Task allocation involves identifying the expertise of pro-
gram implementers relative to the skills needed to imple-
ment the program. At this point, responsibility is assigned for 
various activities to be performed. Such assignments must be 
communicated to those involved, who must be provided with 
whatever education or training is required to implement the 
program. Finally, the activities themselves are carried out and 
the planned program is put into operation.

STrATEGIES FOr IMPLEMENTATION. Program im-
plementation can be enhanced if several specific implementa-
tion strategies are employed. The first strategy is to assign re-
sponsibility for coordination of the total effort to one person. 
Identifying preparatory steps to each activity and listing them in 
sequence also fosters implementation of the program as planned.

Another strategy is periodic consultation with those im-
plementing the program to address any difficulties that arise. 
 Finally, the chances of implementing the program as planned 
are enhanced when everyone involved is clearly informed of 
expectations and the time frame for meeting expectations.

Members of the planning group, or designated others, must 
monitor implementation of the program to determine any 
barriers to implementation or any changes needed in the plan 
itself. Implementation monitoring can help program person-
nel and community members determine whether or not the 
program was implemented as planned, the extent to which 
the targeted recipients were reached, and any modifications 
needed to make the program more effective. Other consider-
ations include identification of barriers to implementation and 
determining factors that may inhibit program effectiveness. 
Implementation monitoring is discussed in more detail below. 

Evaluating Population-Based Health 
Initiatives
Evaluating the effects of health-related programs is an essen-
tial feature of the care of populations. Program evaluation is 
needed for many of the same reasons that a systematic process 
is used in program planning. Health care providers recognize 
the limitation of available resources and must be accountable 
to the members of the population who use the program and, 
particularly, to those who pay for the program. They must be 
able to justify the program’s existence and continuation. This 
can be done only by documenting the effectiveness of pro-
grams in solving the problems they were designed to address.

Evaluation of a particular program may be undertaken for 
a variety of reasons. Some of these include justifying program 
continuation or expansion, improving the quality of service 
provided, determining future courses of action, and determin-
ing the impact of the program. Other reasons for evaluation 
might be to call attention to the program, to assess personnel 

performance, or to assuage political expectations. The underly-
ing purpose for program evaluation, however, is to make better 
programmatic decisions.

The CDC has developed a framework for the evaluation of 
population-based health programs (CDC 2011a, 2011b, 2011c, 
2012). This framework poses a series of general questions that 
can guide program evaluation (CDC, 2012). These questions 
include the following:

•	 What	will	be	evaluated?
•	 What	aspects	of	the	program	will	be	considered	in	judging	

its performance?
•	 What	 standards	 will	 be	 used	 to	 judge	 the	 program’s	

performance?
•	 What	evidence	will	be	used	to	compare	program	perfor-

mance with the standards selected?
•	 What	conclusions	can	be	drawn	from	comparing	program	

data with the standards selected?
•	 How	will	the	evaluation	information	be	used	to	improve	

program effectiveness?

Community clean-up projects promote efforts for a healthy 
environment. (Greatbass/Fotolia)
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The first four questions guide the development of the evalu-
ation plan. The last two address analysis and use of evaluative 
data. The framework also delineates the steps in the evaluation 
process and standards for an effective evaluation. Before we 
discuss the evaluation process and standards, however, we will 
examine some general considerations in program evaluation.

GENErAL CONSIDErATIONS IN PrOGrAM EVALu-
ATION. There are a number of general considerations to be 
addressed in designing a program evaluation. These include the 
purpose of the evaluation, who should conduct the evaluation, 
political considerations, ethical considerations, and consider-
ations regarding the type of evaluation to be conducted.

The evaluation purpose. The purpose of the evaluation influ-
ences all other aspects of the process. For example, if the pur-
pose of the evaluation is to justify continuing a program, the 
evaluation will focus on determining whether the program has a 
beneficial effect on the health of the population group for which 
it is designed. On the other hand, if the purpose is to decide 
whether programs are under- or overused, evaluation will focus 
on the number of persons served. In other words, the purpose 
of the evaluation influences the types of data collected and how 
they are used.

Possible purposes for evaluation include deciding to con-
tinue or discontinue the program, improving the program, 
testing a new idea or approach, comparing two similar pro-
grams, making decisions to add or drop an element of a pro-
gram, determining the feasibility of implementing the program 
elsewhere, and allocating resources among competing pro-
grams. Other potential purposes for program evaluation in-
clude justifying program expenditures, determining if the 
implementation timeline is on target, gaining support for pro-
gram expansion, drawing attention to the program, and dem-
onstrating the achievements of the program.

Evaluator considerations. Another consideration in planning 
for evaluation is the question of who will conduct the evaluation. 
Should the evaluators be people who implement the program? 
Program beneficiaries? Outside experts? Or someone else? Con-
siderations in selecting who will evaluate the program include 
trust and credibility, access and cooperation, hidden agendas, 
and confidentiality. Who will have credibility in evaluating the 
program? An outside expert might have credibility with policy 
makers, but less with program participants or members of the 
population. Program implementers might be trusted by other 
staff and by program beneficiaries, but be somewhat biased in 
their approach to data analysis and conclusions drawn. Policy 
makers might also conduct the evaluation, but might have hid-
den agendas related to the program, as might program staff.

Program implementers will have access to much of the 
data needed for the evaluation and may have the cooperation 
of other staff members and beneficiaries. An outside expert is 
likely to be relatively objective in his or her evaluation, but is 
not as well acquainted with possible data sources and may not 

be trusted by program staff and beneficiaries, which might lead 
to decreased cooperation on their part. Outside evaluators also 
tend to be a rather expensive alternative.

Another possibility, and one that is in keeping with popula-
tion engagement, is empowerment evaluation. Empowerment 
evaluation is an interactive process in which members of the 
population, in collaboration with the support team, identify is-
sues and evaluation questions to be addressed, the manner in 
which they will be addressed, and the use to be made of the 
information obtained.

Empowerment evaluation assists population groups to de-
velop the skills to assess and improve their own quality of life. 
In empowerment evaluation, the population health nurse eval-
uator serves as an educator, advocate, and facilitator. Mem-
bers of the population determine the focus and methods for 
the evaluation and participate in data collection and analysis 
and use of the findings. If members of the population are to 
collect evaluation data, consideration should be given to confi-
dentiality issues if client records are used as a data source. The 
evaluation team should consider all of these possibilities before 
determining who will conduct the evaluation.

Political considerations. Program evaluation occurs within a 
political context, and so political factors should be considered 
in designing the evaluation. Evaluations, for example, may be 
undertaken purely for political reasons, such as delaying de-
cisions about the program. For example, some policy makers 
may be calling for discontinuation of a program. Others who 
support the program, however, may propose an evaluation of 
program effects to delay any action taken with respect to the 
program. Policy makers may also choose to evaluate a program 
in order to escape pressure from competing interest groups. 
For example, different segments of the population may support 
different alternative solutions to an identified problem. In this 
instance, evaluation of programs based on the different alterna-
tives may give policy makers support for choosing one alterna-
tive over another.

Program evaluation may also be conducted to provide le-
gitimacy for prior decisions or to support program expansion. 
For example, data on the effectiveness of adapting a Parents 
as Teachers program (a national program to promote school 
readiness in children) specifically for Hmong families were 
used to support adaptation of the program to Hispanic fami-
lies in the same community. Finally, program evaluation may 
be used to promote support for the program. In this instance, 
there is a risk that those proposing the evaluation may want to 
highlight only positive aspects of the program rather than con-
duct a comprehensive evaluation of program effects.

In addition, population health nurses and members of the 
population engaged in program evaluation may want to con-
sider the political uses to which evaluation findings may be put. 
For example, positive evaluation findings may be used to sup-
port reelection of public officials who supported program initi-
ation. Conversely, negative findings may be used to bolster the 
candidacy of a political opponent. Negative findings regarding 
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program effectiveness may be used to close programs that pro-
vide other benefits for a population (e.g., visibility of cultural 
minority groups, employment opportunities for community 
members, and so on).

Ethical considerations. Ethical conflicts must be anticipated 
in program evaluation. Participation in the evaluation should 
be voluntary for staff and clients alike. This poses some prob-
lems in that staff members are sometimes unwilling to reveal 
information that reflects poorly on them or on the program 
that employs them. To circumvent this reluctance, the evaluator 
needs to have a variety of sources of data that provide an overall 
picture of the program and its effects.

Confidentiality is another issue. Persons who provide data 
need to be assured that their individual responses will not be 
identifiable. There is also the question of who will have access 
to the findings of the evaluation. Should findings be shared 
only with those involved in the program? With their supervi-
sors? With funding agencies or regulatory bodies? The use to 
which findings can be put is also of concern. Can the evaluator 
publish the information? Will it be used to fire personnel?

Finally, the evaluation team must consider the risks and 
benefits accruing from the evaluation. Is there potential for 
harm to the participants, either clients or staff? Do the antici-
pated benefits of the evaluation outweigh any possible risks?

Type of evaluation. The last major consideration in evaluat-
ing a health care program is the type of evaluation to be con-
ducted. Program evaluation may occur either prospectively or 
retrospectively. In a prospective evaluation, the evaluation is 
planned and evaluative criteria are determined prior to program 
implementation. Retrospective evaluation is designed after the 
program is completed or at least in the process of being imple-
mented. Although prospective evaluation is the recommended 
approach, there are many occasions in which population health 
nurses may be involved in retrospective evaluation. For exam-
ple, population health nurses may be asked to assist in the eval-
uation of existing programs for which evaluative mechanisms 
and criteria were not established during program planning. At 
times, population health nurses will be asked to evaluate pro-
grams that do not even have clear expected outcomes. In those 
instances, the first step in the evaluation process is to determine 
what the program is expected to achieve.

Whether the approach used in program evaluation is pro-
spective or retrospective, there are three basic types of evalu-
ation that can be conducted: implementation monitoring, 
process evaluation, and outcome evaluation. Many program 
evaluations incorporate more than one type of evaluation.

Implementation monitoring. Implementation monitoring 
involves examining the extent to which the program has been 
implemented as planned. Has the organizational structure of 
the program been implemented as designed? Structure reflects 
the delivery system characteristics of the program including its 
organization, the types of personnel employed, types of clients 

served, and so on. Evaluative questions that might be asked in 
implementation monitoring include the following:

•	 Do	program	staff	have	the	education	and	expertise	to	carry	
out the program and meet identified population needs?

•	 Is	the	program	attracting	the	anticipated	number	and	type	
of participants? Are there barriers to access to services for 
some segments of the population? If so, what are they and 
how can they be overcome?

•	 Are	program	activities	being	implemented	as	planned?	If	
not, what factors are impeding planned implementation?

•	 Is	program	implementation	proceeding	within	the	antici-
pated time frame? If not, what factors are delaying imple-
mentation of various elements of the program?

Process evaluation. The second type of evaluation is process 
evaluation. Here, one is concerned with the quality of interactions 
between program implementers and recipients. Process evaluation 
examines program performance and may take the perspective of 
quality assurance or quality improvement. The focus in quality as-
surance is on making sure that the processes by which care is pro-
vided meet certain established standards. If the standard has been 
met, no action is warranted and program operation continues 
unmodified. Quality improvement, on the other hand, focuses on 
continuing improvement in program performance. The philoso-
phy behind quality improvement, also referred to as continuous 
quality improvement (CQI) or total quality management (TQM), 
is that clients’ needs and expectations change over time and that 
an effective health care program is continually changing to better 
meet those needs. This can be achieved only if the processes of care 
are being continually examined and improved as needed. Quality 
improvement focuses on enhancing the processes of care to create 
more effective outcomes.

Process evaluation occurs during program implementation 
(Strickland, Hodge, & Tom-Orme, 2009) and addresses ques-
tions of what is working (or not working) within the program 
and why. Process evaluation also helps to determine why pro-
gram objectives may not be met (Substance Abuse and Mental 
Health Services Administration [SAMHSA], n.d.). In addition, 
process evaluation may be useful in implementing the program 
in other places. For example, information about processes that 
worked and did not work in one setting may assist in develop-
ing more effective processes in other similar settings.

Process evaluation also examines the context in which the 
program operates. When the context changes, the program may 
also need to change to continue to effectively achieve its expected 
outcomes. For example, an existing community immunization 
program may have been planned prior to the arrival of a large 
refugee population. Program processes will need to be changed 
to incorporate outreach activities, informed consent, and educa-
tion regarding side effects in other languages to accommodate 
the cultural background of this new group of beneficiaries.

Additional considerations that may be incorporated in pro-
cess evaluation include issues of efficiency, cost, equity, ad-
equacy, quality, timeliness, and satisfaction with care received. 
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Efficiency evaluation addresses the use of resources in relation 
to the outcomes achieved by the program. Cost reflects the en-
tire cost of the program and its acceptability to implementers, 
policy makers, and funding sources. Programs may be highly 
effective, but may be delivered at a cost too high to be sup-
ported. Equity concerns the extent to which the needs of the 
entire target population, rather than only certain segments, 
are met. Adequacy, on the other hand, addresses the extent to 
which all of the related needs of the target population are met 
by the program. Quality evaluation reflects whether the care 
provided by the program meets established standards. Evalu-
ation of timeliness addresses whether services are provided 
within an anticipated time frame. Finally, satisfaction with pro-
gram services is evaluated from the perspectives of the individ-
uals who receive them, providers, and the population at large. 
Possible process evaluation criteria and potential evaluative 

TABLE 15-4 Process Evaluation Criteria and related Evaluation Questions

Criterion Potential Evaluation Questions

Context •	Has	the	context	within	which	the	program	operates	changed?	(e.g.,	are	community	members	able	to	get	immunizations	
from	other	sources,	or	has	there	been	a	change	in	the	population	needing	program	services?)

•	Is	there	still	a	need	for	the	program	given	the	altered	program	context?
•	Are	changes	needed	in	the	program	to	adapt	to	changes	in	the	context?	(e.g.,	does	the	immunization	program	need	to	
adapt	to	provide	services	to	non-English-speaking	community	members?)

Efficiency •	What	is	the	cost	of	the	program	per	unit	accomplishment?	(e.g.,	what	is	the	cost	of	an	immunization	program	per	child	
fully	immunized?)

•	Are	resources	(time,	personnel,	equipment	and	supplies,	funding)	being	used	as	efficiently	as	possible?	(e.g.,	would	
 immunization services in the context of other services, such as Women, Infants, and Children (WIC) services, reach 
more	clients?)

•	How	much	waste	occurs	in	the	use	of	program	resources?	(e.g.,	how	many	doses	of	vaccine	expire	before	they	can	be	
used?)

Cost •	What	is	the	overall	cost	of	the	program?
•	Is	the	cost	of	the	program	acceptable	given	the	level	of	benefits	achieved?
•	What	is	the	cost	of	the	program	in	terms	of	lost	opportunities?	(e.g.,	what	other	programs	might	be	funded	with	that	
money	or	implemented	with	staff	time?)

Equity •	Are	various	segments	of	the	target	population	benefiting	equally	from	the	program?	If	not,	why?	(e.g.,	are	Hispanic	
	clients	less	likely	to	take	advantage	of	immunization	services?	If	so,	why?)

•	Do	some	segments	of	the	target	population	have	difficulty	obtaining	program	services?	(e.g.,	does	an	immunization	
	program	provide	services	to	children	but	not	to	adults?)

Adequacy •	Does	the	program	address	all	of	the	target	population’s	needs	in	the	area	to	be	addressed?	(e.g.,	does	an	immunization	
program	provide	all	the	required	immunizations	for	school	entry	or	only	some	of	them?)

Quality •	Do	the	services	provided	conform	to	recognized	standards?	(e.g.,	are	parents	given	accurate	information	on	which	to	
give	informed	consent	for	immunizations?	Are	they	informed	of	potential	reactions	and	what	to	do	about	them?)

•	Is	the	performance	of	staff	monitored	to	determine	the	quality	of	services	provided?	If	so,	what	do	results	indicate?	
(e.g.,	do	staff	use	appropriate	immunization	techniques	for	people	of	different	ages?)

•	What	indicators	are	used	to	measure	quality	in	the	services	provided?	Are	these	indicators	valid	and	reliable?	 
(e.g.,	how	is	the	performance	of	staff	in	providing	immunizations	services	evaluated?)

Timeliness •	Are	program	services	received	in	a	timely	fashion	and	within	an	expected	time	frame?
•	Are	services	available	when	requested,	or	do	clients	have	to	wait	to	obtain	services?	(e.g.,	can	parents	get	their	children	
immunized	when	needed,	or	do	they	have	to	wait	for	an	appointment?)

•	Are	expected	program	results	achieved	within	an	expected	time	frame?	(e.g.,	have	community	immunization	levels	
	increased	to	the	expected	level	in	the	anticipated	time	from	program	initiation?)

Satisfaction •	What	is	the	level	of	satisfaction	with	the	program	expressed	by	program	beneficiaries?	By	service	providers?	 
By	the	community?

•	What	are	areas	of	dissatisfaction,	if	any?	What	factors	contribute	to	dissatisfaction	with	the	program?
•	Are	program	recipients	satisfied	with	the	services	provided	by	the	program?
•	Are	they	satisfied	with	program	outcomes?
•	Are	policy	makers	satisfied	that	the	program	is	achieving	its	intended	outcomes	at	a	reasonable	cost?

questions are provided in Table 15-4• Evaluative questions 
are considered in the context of an immunization program for 
vaccine-preventable diseases.

Outcome evaluation. Outcome evaluation focuses on the 
consequences of the program for the health and welfare of 
the population, irrespective of how well organized or efficient 
the program was. Outcome evaluation documents the effects 
of the program and justifies decisions to continue, modify, or 
eliminate it. The greatest difficulty in evaluating the effects of 
population health programs lies in the extended time between 
interventions and their effects. For this reason, outcome evalu-
ation may focus on short-term, intermediate, and long-term 
outcomes or on effect and impact.

A program’s effect is the degree to which specific out-
come objectives were met. This addresses the achievement of 
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short-term, and possibly intermediate, outcomes. Using the ex-
ample of the health department immunization program, the ef-
fect of the program is evaluated when one determines whether 
the Healthy People 2020 objectives of full immunization cov-
erage for 80% of children aged 19 through 36 months and in-
fluenza vaccine coverage for 90% of noninstitutionalized adults 
over age 65 have been achieved (U.S. Department of Health 
and Human Services [USDHHS], 2013). If the objectives have 
been achieved, the program can be considered effective. If 
not, the evaluator must determine to what degree the objec-
tive has been met and whether continuation of the program is 
warranted. For example, if vaccine coverage was achieved for 
75% of young children in the population, extending the pro-
gram would probably be considered. If, on the other hand, 
only 60% of the children in this age group are fully immunized, 
 alternative approaches may need to be considered. For more 
information on Healthy People 2020 objectives that might be 
used to evaluate population health program outcomes, see the 
 External Resources section of the student resources site.

The impact of a program is how well it serves to attain over-
all goals. If the goal was to decrease the incidence of vaccine-
preventable diseases, for example, the achievement of improved 
immunization rates should contribute to goal achievement. If, 
however, the goal was to reduce the incidence of communicable 
diseases in general, increasing immunization rates will only be 
partially successful, since some communicable disease cannot 
be prevented with immunization. In this instance, the program 
was effective in accomplishing its objective, but accomplishing 
the objective did not lead to achievement of the overall goal.

Health programs can have a number of outcomes. Often, the 
outcomes arise out of the program’s stated objectives as in the 
examples above. Other outcomes may also be of interest. Usu-
ally, however, it is not feasible or even possible to examine all of 
a program’s possible outcomes, so the evaluation team will need 
to decide which outcomes will be the focus of program evalua-
tion. As noted earlier, members of the population should be in-
timately involved in the selection of outcomes to be measured.

For each outcome selected, the evaluation team will develop 
one or more outcome measures to assess that outcome. Out-
come measures involve the assessment of one or more vari-
ables related to expected program results. Immunization rates 
and incidence rates for vaccine-preventable diseases might be 
outcome measures to evaluate an immunization program.

In designing a program evaluation, the evaluation team 
needs to decide which types of evaluation are appropriate—
implementation monitoring, process evaluation, or outcome 
evaluation. A particular program can be evaluated with respect 
to any one aspect or a combination of several. The aspects se-
lected depend on the purposes of the evaluation and the time 
and other resources available. Most health program evalua-
tions will incorporate several aspects of evaluation.

EVALuATION STANDArDS. The CDC framework for 
program evaluation incorporates standards for evaluation ad-
opted from the Joint Committee on Standards for Educational  

Evaluation. The framework incorporates 30 standards orga-
nized in four categories related to the utility of the evalua-
tion, its feasibility, the propriety with which the evaluation is 
conducted, and its accuracy (CDC, 2011a). The focus of each 
category of standard and the related elements are presented in 
Table 15-5 •.

THE EVALuATION PrOCESS. Like any other systematic 
process, evaluation takes place in a series of specific steps. Some 
of these steps, such as planning the evaluation, have already 
been completed as part of the total planning process. Other 
steps are included in the CDC framework for evaluation. These 
steps include engaging stakeholders, describing the program, 
focusing the evaluation, gathering credible evidence, drawing 
and justifying conclusions, and disseminating and using find-
ings. Each step is briefly discussed below. For more information 
on the CDC evaluation framework, see the External Resources 
section of the student resources site.

Engaging stakeholders. Stakeholders for a population health 
program include those served or affected by the program, pro-
gram implementers, authority figures or regulators, funders, 
and others who may use the evaluation findings. For popula-
tion-based programs, members of the general public may also 
be program stakeholders. Engagement at this level involves 
fostering input and participation in the design and conduct of 
the evaluation among those who have an interest in its find-
ings.  Stakeholder engagement helps to increase the utility of the 
evaluation for making decisions about the program, as well as 
increasing the evaluation’s credibility. Engagement also serves 
to enhance the cultural sensitivity of the evaluation and helps 
to protect the rights of participants and prevent conflicts of in-
terest that might jeopardize the credibility of findings (CDC, 
2011b).

Engagement activities should focus on inclusion of less-
powerful members of the population in the design and conduct 
of the evaluation. Evaluation planners will need to develop 
mechanisms to coordinate stakeholder input in all phases of 
the evaluation. Decisions will need to be made on who should 
be involved in the evaluation and how that involvement should 
occur (CDC, 2011b).

Describing the program. The second step in the evaluation 
process involves describing the program being evaluated, its 
purpose, and the context in which it operates. Description in-
cludes information about how the program was designed to 
function as well as how it actually operates. Contextual infor-
mation provided may influence evaluation conclusions. For 
example, if a program was designed primarily to address the 
health needs of low-income segments of the population, but an 
economic recession leads to extensive unemployment, resourc-
es allocated to the program may not be evaluated as sufficient 
to meet program needs. In addition, the impact of the program 
may be less than anticipated because of the increased need for 
services in the population (CDC, 2011b).
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TABLE 15-5 Categories and related Elements of Evaluation Standards

Category Focus related Elements

Utility standards Assuring the meeting of 
 information needs of intended 
evaluation users

•	Evaluator	credibility
•	Attention	to	stakeholders
•	Purposes	negotiated	on	the	basis	of	the	needs	of	stakeholders
•	Specification	of	explicit	values	underlying	the	evaluation
•	Information	relevant	to	the	needs	of	stakeholders
•	Meaningful	processes	and	products
•	Timely	and	appropriate	communication	and	reporting
•	Concern	for	consequences	and	appropriate	use	of	findings

Feasibility standards Assuring that the evaluation is 
realistic, prudent, diplomatic, and 
makes effective use of resources

•	Use	of	effective	project	management	strategies
•	Use	of	practical	and	responsive	procedures
•	Consideration	of	contextual	factors
•	Effective	and	efficient	resource	use

Propriety standards Assuring that the evaluation is 
 conducted legally, ethically, and 
with due regard for the welfare of 
those involved and those affected 
by the results

•	Responsive	and	inclusive	orientation	to	all	stakeholders
•	Negotiation	of	formal	agreements	making	expectations	explicit	and	accounting	for	

the needs, expectations, and cultural contexts of those involved
•	Protection	of	human	rights	and	respect	for	dignity
•	Clarity	and	fairness	in	addressing	stakeholder	needs	and	purposes
•	Transparency	and	disclosure	of	findings,	limitations,	and	conclusions
•	Honest	disclosure	of	conflicts	of	interest
•	Fiscal	accountability	for	evaluation	resources	expended

Accuracy standards Assuring that the evaluation 
 conveys accurate information about 
features that determine the worth 
or merit of the program

•	Explicitly	justified	conclusions	and	decisions
•	Valid	interpretation	of	findings
•	Reliable	information
•	Explicit	and	sufficiently	detailed	descriptions	of	programs	and	their	contexts
•	Use	of	systematic	information	management	strategies
•	Sound	design	and	analytic	approaches	appropriate	to	the	evaluation	purpose
•	Explicitly	documented	evaluation	reasoning
•	Effective	and	accurate	communication	and	reporting	of	findings

Data from: American Evaluation Association. (n.d.). The program evaluation standards: Summary form.	Retrieved	from	http://www.eval.org/p/cm/ld/fid=103_;	Centers	for	
Disease  Control and Prevention. (2011a). Evaluation standards.	Retrieved	from	http://www.cdc.gov/eval/standards/index.htm

Elements of the program description include the need for 
which the program was designed, the goals and objectives to be 
achieved and criteria for their achievement, the rationale for pro-
gram activities drawn from the program theory, and the stage of 
the program’s development. Other considerations in describing 
the program include the context in which it operates and link-
ages with other initiatives in the population (CDC, 2011b).

Focusing the evaluation. Focusing the evaluation involves 
determining the evaluation questions to be addressed and de-
veloping mechanisms to answer those questions. In developing 
evaluation questions, the evaluation team reviews the program 
theory, specifies program objectives (process and outcome) to 
be addressed, translates the program theory and objectives into 
evaluation questions, and selects the questions to be addressed 
in the evaluation process. Goals for the evaluation, evaluative 
criteria, types of data needed, and appropriate methods of data 
collection were established as part of the evaluation design pro-
cess. Evaluative criteria and type of evaluation are based on the 
purpose of the evaluation and the evaluation questions asked. If 
the intent of the evaluation is to determine the extent to which 
outcome objectives are met, evaluative criteria will be derived 
from those objectives. In the immunization program example, 

evaluative criteria related to outcome objectives would include 
immunization levels and disease incidence in the population. If 
the intent is to assess the efficiency of the program, evaluative 
criteria might include the number of immunizations given, the 
length of time people had to wait for immunizations, and the 
effectiveness of marketing strategies for reaching specific target 
populations.

Data needed to answer the evaluation questions are deter-
mined and data collection procedures established. Designing 
the evaluation also involves determining the necessary equip-
ment and supplies. If, for example, the evaluation team wanted 
to know if adequate levels of immunity had been achieved in 
those immunized, they would need supplies for drawing and 
testing blood samples. It is more likely, however, that evalu-
ation of the program will involve collecting data on the per-
centage of the population immunized based on a survey of 
immunization records and the incidence of disease based on 
local surveillance strategies.

Gathering credible evidence. The evaluative criteria chosen 
influence the types of data collected and the manner in which 
they are collected. Data collection strategies may also need to 
take into consideration the language of program participants, 
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their ability to read (in which case printed surveys would not 
be appropriate), or other elements of the program context. For 
the immunization program, records will need to be kept regard-
ing the number and types of immunizations given, categories of 
persons to whom they were given (e.g., children, adults, mem-
bers of ethnic groups). Data collection will also necessitate gen-
erating information on the existing immunization rates in the 
community if that has not already been obtained in the assess-
ment that motivated program planning.

Identification of the type of data needed and appropriate 
data collection mechanisms should occur collaboratively be-
tween members of the population and the evaluation experts. 
Areas to be considered include the indicators or outcome mea-
sures to be evaluated, data collection tools, specific processes 
and procedures for data collection (e.g., population surveys, 
focus groups of program recipients, record review, and so on), 
training those who will collect the data, and approaches to stor-
ing and categorizing information obtained. Another important 
consideration is protecting the confidentiality of information 
and its sources (CDC, 2011b).

Drawing and justifying conclusions. Once data have been 
collected, they must be analyzed and interpreted and conclu-
sions drawn. Analysis may involve conducting statistical tests 
of relationships or identification of concepts and themes from 
qualitative information. The evaluation team should employ 
analysis strategies that are consistent with the evaluation ques-
tions asked.

Interpreting the findings and drawing conclusions about the 
program is the next task in the evaluation. At this point, data 
are compared with the evaluative criteria or benchmarks. In 
evaluating the achievement of the outcome objectives of an im-
munization program, the evaluation team would compare the 
immunization rates achieved to those specified in the program 
objectives. If the program has achieved an 80% immunization 
rate for children 19 to 36 months of age and 90% for noninsti-
tutionalized persons over age 65, the program would be judged 
to be effective and would probably be continued. If the pro-
gram has only achieved rates of 60% and 75%, respectively, but 
these rates represent an increase from before the program, the 
program might be considered somewhat effective. The extent 
of improvement would need to be considered, however, in de-
ciding whether to continue the program.

Data may also be used to assess the processes by which the 
program is carried out. For example, in the community focus 
group project described by Clark and associates (2003), one of 
the process objectives for the assessment was to include specific 
segments of the population in the assessment. When the as-
sessment process was evaluated, the steering committee found 
that focus group participation mirrored community composi-
tion in terms of age, ethnicity, and the proportion of residents 
versus service providers in the community. Thus, the process 
objective was judged to be met.

In examining data related to the efficient use of supplies, 
an evaluation team might look at what percentage of vaccines 
purchased was used and what percentage was wasted. If the cri-
terion derived from process objectives specified that less than 
5% of vaccine supplies purchased be wasted and the team finds 
that closer to 10% was actually wasted, the program processes 
are not operating as efficiently as planned and program modifi-
cations may be warranted.

It is important that the conclusions drawn be congruent 
with the evaluation findings and are supported by the actual 
data obtained. In addition, the situations, time periods, and 
contexts to which the conclusions apply should be made clear 
(CDC, 2011b). For example, even though a program to reduce 
childhood obesity was found to be effective with a Hispanic 
population, to conclude that the program would be equally ef-
fective with another ethnic group would be unwarranted.

Disseminating and using findings. To be of use in making 
program decisions, evaluation findings need to be disseminated 
to a variety of individuals and groups in the population includ-
ing program recipients, implementers, policy makers, funders, 
and so on. Findings may also need to be disseminated to others 
who are contemplating similar programs. The task of the evalu-
ation team, at this point, is to determine who should be told 
about the evaluation findings and conclusions and when and 
how communication of results will occur. Dissemination of in-
terim findings may occur during the evaluation, or dissemina-
tion may occur after the evaluation is completed (CDC, 2011b).

Findings need to be translated into language that will be 
 understood by various stakeholder audiences and should 
be used to derive specific recommendations regarding the 
 program. The team communicates the findings, as well as 
 information about the evaluation process, in appropriate forms 
to the stakeholder groups. In keeping with  empowerment 
 strategies, members of the population should certainly 
 comprise one stakeholder group to whom findings and 
 recommendations are communicated.

The findings of the evaluation should be used as a basis for 
decisions about the program. Basically, three decisions can be 
made based on evaluative findings: to continue, to modify, or 
to discontinue the program. If the evaluation team finds that 
the program’s objectives are being achieved, they may recom-
mend continuing the program. If the team finds that only a 
few members of the target population are participating in the 
program, they may recommend either stopping the program 
or taking steps to increase participation. For example, perhaps 
marketing strategies need to be changed to target specific eth-
nic groups with low immunization rates who are not taking ad-
vantage of the program. Looking at program efficiency, if the 
assessment team finds that 10% of the vaccines purchased are 
being wasted, various waste control practices may need to be 
instituted.
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Care of populations or subgroups within a population makes 
use of the nursing process to assess population strengths and 
needs, and plan, implement, and evaluate population-based 
health programs. Members of the population should be en-
gaged in each step along the way to enhance the effectiveness of 
population-based interventions and local health agencies may 
want to promote the development of a comprehensive com-
munity engagement strategy to foster a systematic approach to 
public engagement in addressing a variety of issues.

Factors related to each of the six categories of determinants 
of health are considered in assessing the assets and health needs 

of population groups. Planning to meet those needs then em-
ploys an organized and systematic process involving creation 
of a planning group, development of planning competence, 
developing goals and objectives based on program theory, and 
delineating resources and actions needed to accomplish goals 
and objectives. Implementation and evaluation of health care 
delivery programs are also systematic processes employed by 
population health nurses and others in the population.

CHAPTEr rECAP

You are a population health nurse assigned to Copper City, a 
small town in New Mexico with a population of 3,000. You have 
just arrived in town and have been given the task of assisting 
community members to assess the health needs of the commu-
nity and develop a plan to meet those needs. Your assessment 
committee consists of yourself, one of the local physicians, the 
elementary school principal, two teachers, the pastors of two 
local churches, the owner of one of the local copper mines, and 
five community residents.

During the assessment, the assessment team obtains the 
following information: Copper City is a small town run by a 
city council and a mayor. Most of these officials are administra-
tors of the local copper mines or owners of large chicken farms 
in the area. The town is in a largely rural area, 50 miles from 
Tucumcari. The surrounding countryside is hot and arid.

The ethnic composition of the town is 80% Caucasian of 
 European ancestry and 20% Latino, primarily of Mexican de-
scent. Fifty percent of the town’s population is under 8 years of 
age. There are very few elderly persons in the community be-
cause Copper City is a relatively new town that grew up around 
copper mines discovered in the last 20 years. The birth rate is 30 
per 1,000 population. Approximately 10% of all births are pre-
mature, and the neonatal death rate is 50 per 1,000 live births. 
Only about 10% of the women receive prenatal care during their 
pregnancies.

The major industries in the area are copper mines and 
chicken farms, which employ approximately 85% of the adult 
men and 50% of the women. The majority of the Latino popu-
lation works on the chicken farms. The remaining 15% of the 
adult men and another 20% of the adult women are employed in 
offices and shops in the town. The unemployment level is 0.5%, 
far lower than that of the state and the nation.

The average annual family income is $8,000, and 75% of the 
population is below the poverty level. Nearly one third of those 
below the poverty level receive some form of assistance such as 
Medicaid or Temporary Aid to Needy Families (TANF).

The predominant religion among the Caucasian popula-
tion is Methodist, and among the Latino group it is Roman  
Catholic. There are two Methodist churches in town, one  
Catholic church, and a small Southern Baptist congregation.

Many of the Latino groups engage in alternative health prac-
tices. They frequently seek health care from a local yerbero 
(herbalist). They may also drive to a nearby town to solicit the 
services of a curandera (faith healer). Close to one third of the 
Latino population speaks only Spanish.

The average education level for the community is 10th grade. 
For the Spanish-speaking group, however, it is only 3rd grade. 
Education facilities in the town include a grade school and a 
high school. The high school also offers adult education classes 
at night. There is a Head Start program that enrolls 50 children, 
but no other child care facilities are available.

There is a high incidence of tuberculosis in the community, 
and anemia and pinworms are common problems among the 
preschool and school-age children. Several of the men have 
been disabled as a result of accidents in the mines.

The only transportation to Tucumcari is by car or by train, 
which comes through town morning and evening. About half of 
the families in town own cars.

There is one general practice physician and one dentist in 
the town. The nearest hospital is in Tucumcari, and the funeral 
home hearse is used as an ambulance for emergency transpor-
tation to the hospital. The driver and one attendant have had 
basic first aid training but have not been educated as emergency 
medical technicians. The county health department provides 

 Caring for Copper CityCASE STuDy
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family planning, prenatal, well-child, and immunization ser-
vices 1 day a week in the basement of the larger of the two 
Methodist churches. In addition to yourself, the staff consists 
of a physician, one licensed practical nurse, a master’s-prepared 
family nurse practitioner, and a nutritionist. The well-child and 
immunization services are heavily used, and immunization lev-
els in the community are high among both preschoolers and 
school-age youngsters.
1. What are the biological, psychological, environmental, so-

ciocultural, behavioral, and health system factors influenc-
ing the health of this community?

2. What assets are present in this community that might assist 
with problem resolution?

3. What population nursing diagnoses might you derive from 
the assessment team’s data?

4. What health problems are evident in the case study? Which 
do you think are the three most important problems for this 
community? Why have you given these problems priority 
over others? Do you think other members of the assessment 
team would prioritize them differently? Why or why not?

5. Select one of the three top-priority problems and design a 
health program to resolve it. Be sure to address the following:
•	 Level	of	health	care	involved	(e.g.,	prevention,	promo-

tion, resolution, restoration)
•	 Who	should	be	involved	in	the	planning	group,	why,	

and how you would obtain community participation in 
planning

•	 Additional	 information	you	would	need,	 if	any,	and	
where you would obtain that information

•	 Goals	and	objectives	for	the	program
•	 Resources	needed	to	implement	the	program

6. How would you gain acceptance of your program?
7. How would you go about implementing the program?
8. How would you conduct outcome and process evaluation of 

the program?
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adverse childhood events (ACEs)

anticipatory guidance

attention deficit hyperactivity 
disorder (ADHD)

binge drinking

child maltreatment

cocooning

development

developmental milestones

growth

herd immunity

immunization information 
systems (IISs)

menarche

Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Identify determinants affecting the health of children and adolescents.

 2. Describe at least five health promotion and five illness/injury prevention measures appropriate 
to the care of children and adolescents and analyze the role of the population health nurse with 
respect to each.

 3. Identify at least three foci in care to resolve existing health problems among children and 
adolescents and give examples of population health nursing interventions related to each.

 4. Describe three considerations in restorative health care for children and adolescents and analyze 
the role of the population health nurse with respect to each.

Care of Child and Adolescent 
Populations16
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Lillian Wald and Child Health

Throughout her nursing career, Lillian Wald, the co-founder of the Henry Street Settlement and 
U.S. public health nursing, displayed a great deal of concern for the welfare of children. One of the 
first projects undertaken at Henry Street was the creation of a small playground for neighborhood 
children in the settlement house’s backyard. This interest led to her involvement with the Outdoor 
Recreation League, an organization dedicated to the development of public parks and playgrounds 
in New York City. Wald and other members of the League raised funds to improve and maintain 
Seward Park, which later became New York City’s first municipal playground (Jewish Women’s 
 Archive, n.d.b).

Wald’s concern for the health and welfare of children culminated in her work to curtail child 
labor and establish the Federal Children’s Bureau. Initially begun as a private initiative by the 
 National Child Labor Committee, concerned citizens used $100,000 in private funds to investigate 
child labor conditions. Committee members realized that effective change needed to occur as a 
result of federal legislative mandate. From 1905 until the creation of the bureau in 1912, Wald 
endeavored to influence federal policy, actively campaigning for legislation to protect children and 
promote their health (Jewish Women’s Archive, n.d.a).
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ow Policy Change and Environmental Contributors to 
Childhood Asthma

A variety of individual, genetic, and environmental factors contribute to the incidence and preva-
lence of asthma in children. Often control efforts are directed toward effective disease manage-
ment by those affected, and relatively little attention is given to changing environmental factors 
that contribute to asthma (Krieger, Sargent, Arons, Standish, & Brindis, 2011).

Recognizing that exposure to outdoor asthma “triggers” is more common for children in low 
socioeconomic groups than in their more affluent counterparts, the California Endowment created 
the Community Action to Fight Asthma (CAFA) Initiative to influence policies that affect commu-
nity-based environmental risk factors for asthma. To accomplish their goals, the organization em-
ployed an environmental justice framework that incorporated technical assistance providers, input 
from local and regional community coalitions, and media advocacy to support policy development 
to minimize environmental risk factors. Policy initiatives included development of standard use of 
thermographic cameras by housing authorities to improve identification and remediation of hous-
ing-related asthma risk factors, creation of legal precedents and regulations to ameliorate substan-
dard housing conditions, training of local community health workers to assess indoor air quality in 
homes, development of guidelines for school renovation to minimize moisture and improve ventila-
tion, implementation of “anti-idling” regulations for school buses to minimize exhaust emissions, 
rerouting of major highways away from residential areas in low-income communities, implementing 
wood burning ordinances to limit particulate emissions, and reducing truck, rail yard, and ship pol-
lution. Other policy outcomes included prohibition of school siting near major highways, education 
on activity related to air quality status, school district level processes to reduce asthma triggers, re-
placement of diesel-fueled buses with cleaner burning models, removing pollution exemption regu-
lations for farm equipment, and establishment of statewide greenhouse gas emission standards. 
Policy initiatives occurred at local, regional, and state levels, and their success was attributed to 
the incorporation of technical assistance, inclusion of community members, and advocacy training 
for members of the population (Krieger et al., 2011).
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In 2012, the U.S. population included 82.5 million  children 
less than 18 years of age in 2011. This amounts to 26% of 
the total U.S. population with 6.4% under 5 years of age, 
and nearly 20% aged 5 to 17 years (U.S. Census Bureau, 

2013). Children and adolescents have specific health needs and 
problems that can be addressed by population health nurses. 
Population health nursing practice with children and adolescents 
involves assessing the health status and needs of these popula-
tions; deriving community health diagnoses; designing and 
implementing programs at all levels of health care to meet those 
needs; and evaluating the effectiveness of these programs.

Health Issues for Children  
and Adolescents
A number of current issues are of concern in relation to the 
health of children and adolescents in the United States and 
worldwide. Trends related to several of those issues, including 
mortality, preterm birth, injury, communicable and chronic 
conditions, psychological health problems, developmental dis-
orders, and violence, will be discussed before we move to pop-
ulation health nursing care for this population.

Child and Adolescent Mortality
Infant mortality in the United States is higher than in many other 
developed nations. In 2014, the United States ranked 55th out of 
224 countries in terms of infant mortality at 6.17 deaths per 1,000 
live births (Central Intelligence Agency [CIA], 2014). Although 
this rate has declined considerably from the 100 deaths per 1,000 
births in 1900 (MacDorman & Mathews, 2011), it has not kept pace 
with declining infant mortality in other countries and has only de-
clined slightly in recent years. Even within the United States, infant 
mortality varies greatly among segments of the population. For ex-
ample, infant mortality in 2010 was more than twice as high for 
Black infants as for White infants (Murphy, Xu, & Kochanek, 2013) 
with similar differences for American Indian and Alaskan Native 
infants (National Center for Health Statistics, 2011c).

Infants are not the only children to suffer premature death. 
In 2010, the overall mortality rate for children 5 to 14 years of 
age was 13 deaths per 100,000 children (Federal Interagency 
Forum on Child and Family Statistics, 2012). The leading 
causes of death for infants, children, adolescents, and young 
adults aged 1 to 24 years are depicted in Table 16-1•.

Preterm Births
Preterm births are a significant contributor to infant mortality. 
Preterm births also increase the risks for morbidity related to 
asthma, hypertension, diabetes, stroke, myocardial infarction, 
and heart disease in later life (Johnson & Schoeni, 2011). In 
2011, approximately 12% of U.S. births were preterm (Federal 
Interagency Forum on Child and Family Statistics, 2013).

Injury
Unintentional injuries are another factor in child and adolescent 
mortality and morbidity. For example, the death rate for uninten-
tional injuries among children 1 to 4 years of age was 8 per 100,000 
in 2011. Among those aged 5 to 14 years, the unintentional mor-
tality rate was 4 per 100,000 children (Federal Interagency Forum 
on Child and Family Statistics, 2013). Motor vehicle accidents are 
the leading cause of death in children, accounting for 1,051 deaths 
in children less than 14 years of age in 2009. Approximately 45% 
of these children were unrestrained at the time of the accident in-
dicating that many of these deaths were preventable (Centers for 
Disease Control and Prevention [CDC], 2011). Another 179,000 
children were injured in motor vehicle accidents that year, and a 
CDC study indicated that approximately 618,000 children rode 
without safety precautions at least some of the time in the prior 
year. The study also indicated that child restraint use was associat-
ed with adult seat belt use and that, when restraints were used, they  
were used incorrectly 72% of the time (National Center for  Injury 
Prevention and Control [NCIPC], 2014e).

Similarly, many drowning fatalities in children are prevent-
able. About 20% of all drowning deaths occur in children under 
14 years of age; for every death, another five children are treated 
in emergency departments for nonfatal submersion injuries, 
often resulting in brain damage, long-term disability, learning 
disability, or permanent functional loss. The highest incidence 
of drowning deaths occurs in children 1 to 4 years of age, most 
often in home pools. Risk factors for drowning in children in-
clude inability to swim, lack of barriers to access to water, lack of 
adult supervision, failure to wear life jackets, alcohol use (among 
adolescents), and seizure disorder (NCIPC, 2014g).

Other major sources of injury among children and adoles-
cents include playground injuries and unintentional poisoning. 
Approximately 300 children are seen in emergency depart-
ments for unintentional poisonings and 2 children die every 
day (NCIPC, 2012b).

Evidence-Based Practice

Research Regarding Children as Subjects
Evidence-based practice requires that research be conducted 
with the same types of people to whom findings will be ap-
plied. For this reason, the federal government has ruled that 
all research receiving federal support include children as 

subjects, if relevant to the study. Why is such a ruling ap-
propriate? What ethical dilemmas might this policy pose? In 
what types of studies would inclusion of children as subjects 
not be appropriate?

M16_MARY9591_06_SE_C16.indd   390 06/09/14   6:45 PM



chaPter 16 care of child and adolescent Populations  391

Another 200,000 children under 14 years of age are injured 
on playgrounds each year, and 45% of those events result in 
severe injuries. About three fourths of these injuries occur in 
public playgrounds. From 1990 to 2000, playground injuries 
resulted in 147 deaths in this age group of children. Annual 
costs of playground injuries are estimated at $1.2 billion. The 
incidence of playground injuries is highest in children aged 5 
to 9 years, and, somewhat surprisingly, girls account for 55% 
of the injuries. Injuries in public playgrounds most often occur 
on climbing apparatus, but occur more frequently on swings in 
home play areas (NCIPC, 2012a).

Heat-related injuries and illnesses also occur in adolescents, 
particularly in conjunction with sports practice and compe-
tition, and are the leading cause of death among high school 
athletes. From 2005 to 2009, for example, 100 schools sampled 
reported 118 instances of heat illness in which one or more days 
were lost from practice. Extrapolated nationally, this would 
amount to more than 9,000 cases per year. This does not ac-
count for additional instances in which no practice restrictions 
resulted (Gilchrist et al., 2010). Sports participation also results 
in a variety of other injuries among children and adolescents.

Communicable Diseases
In spite of the progress made in the control of communicable 
disease with the use of a wide variety of vaccines, communi-
cable disease still contributes to signifcant levels of morbidity 
and mortality in the United States and throughout the world. 
For example, pertussis (whooping cough) still results in disease 
and death, particularly in infants under 12 months of age who 
have not developed sufficient immunity. A mean of 3,055 cases 

occurred in the United States each year from 2000 to 2004, re-
sulting in an average of 19 deaths per year in this age group. 
Most of these infections occurred in infants less than 2 months 
old. For this reason, the Advisory Committee on Immunization 
Practices (ACIP, 2011b) has recommended cocooning, routine 
immunization of pregnant and postpartum women and others 
who are in close contact with young infants to prevent exposure 
to pertussis.

HIV infection and AIDS are other areas of concern with re-
spect to communicable diseases in children. UNICEF (2013) 
estimated that in 2011, 3.1 to 3.8 million children under 15 
years of age were living with HIV worldwide. In addition, mil-
lions of children have lost one or more parents to AIDS, and 
many more are affected by the poverty, homelessness, and dis-
crimination that often accompany a diagnosis of AIDS in the 
family. In 2011, approximately 330,000 children were newly 
infected with HIV, and 230,000 deaths occurred in children 
under 15 years of age.

In the United States, 39% of all new HIV infections  occurred 
in people 13 to 29 years of age, although this age group accounts 
for only 20% of the population. Slightly more than two thirds of 
these cases occur in young men and adolescents who have sex 
with other men. Youth infection with HIV is  associated with 
early sexual activity, unprotected sex, lack of knowledge, sub-
stance use, the presence of other sexually transmitted diseases 
and sexual abuse (Division of HIV/AIDS  Prevention, 2011).

According to the most recent CDC fact sheet, most cases of 
HIV infection and AIDS in young children result from perinatal 
transmission of the virus either during pregnancy or afterwards 
(e.g., via breast-feeding). Although perinatal transmission of 
HIV in the United States declined from 15.2 cases per 100,000 

TABLE 16-1  Leading Causes of Infant, Child, and Adolescent Mortality,  
United States, 2010

Infants 1–4 years 5–9 years 10–14 years 15–24 years

Congenital anomalies Unintentional injuries Unintentional injuries Unintentional injuries Unintentional injuries
Short gestation Congenital anomalies Malignant neoplasms Malignant neoplasms Homicide
Sudden infant death syn-
drome (SIDS)

Homicide Congenital anomalies Suicide Suicide

Maternal pregnancy 
complications

Malignant neoplasms Homicide Homicide Malignant neoplasms

Unintentional injury Heart disease Heart disease Congenital anomalies Heart disease
Placenta cord membranes Influenza and pneumonia Chronic low respiratory 

disease
Heart disease Congenital anomalies

Bacterial sepsis Septicemia  Cerebrovascular Chronic low respiratory 
disease

 Cerebrovascular

Respiratory distress Benign neoplasms Benign neoplasms Benign neoplasms Complicated pregnancy
Circulatory system disease Perinatal period  Influenza and pneumonia  Cerebrovascular Cerebrovascular
Necrotizing enterocolitis  Chronic low respiratory 

disease
 Septicemia  Septicemia Chronic lower respiratory 

disease

Data from: Office of Statistics and Programming, National Center for Injury Prevention and Control. (2013). 10 leading causes of death by age group, United States, 
2010. Retrieved from http://www.cdc.gov/injury/wisqars/pdf/10LCID_All_Deaths_By_Age_Group_2010-a.pdf
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live births in 2007 to 9.9 cases per 100,000, 162  infants were 
 infected perinatally with HIV in 2010 (CDC, 2014).

As we saw in Chapter 8 , a variety of other communicable 
 diseases affect children throughout the world, including malaria, 
tuberculosis, rotavirus infection, and so on.  Communicable dis-
eases will be discussed in more detail in Chapter 26 .

Chronic Conditions
Although one frequently associates chronic illness with older 
members of the population, a whole host of chronic conditions 
affect children and adolescents as well. As noted by some au-
thors, advances in medical technology have led to a growing 
number of children and adolescents who are living with com-
plex health needs due to conditions that would have resulted in 
death in the past. These health needs are ongoing, rather than 
the result of a single episode of acute illness. In many instances, 
these children are dependent on some type of medical technol-
ogy for their survival. Even for children and adolescents who 
are not dependent on life-sustaining technology, they and their 
families face a lifelong effort to manage their conditions. The 
presence of a chronic condition may also limit children’s abili-
ties. In 2011, 9% of children aged 5 to 17 years experienced ac-
tivity limitations due to one or more chronic conditions (Fed-
eral Interagency Forum on Child and Family Statistics, 2013). A 
few examples of the magnitude of the burden of chronic illness 
in children and adolescents are presented below.

The CDC (2012) estimates that 40,000 U.S. children are 
born with heart defects each year, requiring lifelong care. 
 Another approximately 30,000 U.S. children and adults are 
affected by cystic fibrosis (CF), a condition that is most often 
diagnosed in young children before the age of 2 years. About 
1,000 new cases of CF are diagnosed each year. Although the 
survival time for these children has been extended due to medi-
cal advances, the mean survival age still remains at about 30 
years (Cystic Fibrosis Foundation, n.d.).

Cancer is another common cause of chronic illness and 
mortality in children and adolescents. According to the U.S. 
Cancer Statistics Working Group (2013), the overall invasive 
cancer incidence in children from birth to 14 years of age is 
16.4 per 100,000 children and 17.5 per 100,000 from birth to 
age 19 years. Leukemia is the most common form of child-
hood malignancy followed by brain and other nervous system 
tumors.

Epilepsy also occurs in children as well as in other age 
groups; in fact the incidence of epilepsy is highest in children 
under 2 years of age and people over age 65. Approximately 
45,000 diagnoses of epilepsy are made in children less than 15 
years of age each year, with a current prevalence of 326,000 peo-
ple under age 15. About 1% of the population will develop epi-
lepsy by the age of 20, and 10% will have experienced a seizure 
by the time they are 75 years old. The incidence of epilepsy is 
higher in children with mental retardation and cerebral palsy, 
and may occur in as much as 50% of those with both condi-
tions. Children whose parents have epilepsy are also at higher 

risk for developing the disease, although the risk is higher if 
the mother has epilepsy than the father.  Approximately 70% of 
children with epilepsy enter remission (being seizure free for 
five or more years without medication), but remission is less 
likely to occur with children with co-existing conditions such 
as cerebral palsy or other neurological conditions. Approxi-
mately one third of cases of epilepsy cannot be controlled even 
with medication (Shafer, 2014).

Usually thought of as a disease of the elderly, arthritis also 
affects the young. The Arthritis Foundation (2014) estimates 
that 294,000 children under 18 years of age have pediatric ar-
thritis and other rheumatologic conditions. These diseases 
result in more than 827,000 ambulatory care visits each year 
and account for $128 billion annually in direct medical costs 
and indirect costs (e.g., lost parental wages and productivity) 
 (Arthritis Foundation, 2014).

Obesity is a chronic condition that affects thousands of 
young people and increases their risk of developing a variety 
of other chronic diseases including diabetes, heart disease, 
and arthritis. In the 2011 Youth Risk Behavior Surveillance 
(YRBS) survey, 13% of high school students reported that they 
were obese, with higher levels of obesity among male students 
(16.1%) than females (9.8%). In addition, nearly a third of stu-
dents (29%) described themselves as overweight, with girls 
more likely to describe themselves as overweight than boys. 
Close to half (46%) indicated that they were trying to lose 
weight (Eaton et al., 2012). In 2009–2010, 18% of U.S. children 
aged 6 to 17 years were considered obese, three times the obe-
sity rate for 1976 to 1980 (Federal Interagency Forum on Child 
and Family Statistics, 2013).

Diabetes is one of several conditions for which obesity is a 
risk factor. According to the Division of Diabetes Translation 
(2011), one of every 400 children and adolescents had type 1 or 
2 diabetes in 2010. This amounts to more than 215,000 people 
under the age of 20 (American Diabetes Association, 2011).

Perhaps the most common chronic condition among chil-
dren and adolescents is asthma. In the 2011 YRBS, 23% of high 
school students surveyed indicated that they had been told 
by a doctor or nurse that they had asthma and nearly 12% re-
ported current asthma (Eaton et al., 2012). Overall, in 2011, an 
estimated 10% of all U.S. children had a current diagnosis of 
asthma. For many of these children, their disease was well con-
trolled with medication and environmental modifications, but 
approximately 60% continued to experience symptoms  (Federal 
Interagency Forum on Child and Family Statistics, 2013).

Psychological and Behavioral Health Problems
Children also experience a variety of psychological and behav-
ioral health problems, the most common of which is attention 
deficit hyperactivity disorder (ADHD), a chronic condition 
characterized by poor attention span, impulsive behavior, and/
or hyperactivity (National Institute of  Mental Health [NIMH], 
2012). Based on parental self-report in the National Survey 
of Children’s Health, the incidence of ADHD appears to be 
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increasing, rising from 7.8% of U.S. children in 2003 to 11% 
in 2011 (National Center for Birth Defects and Disability 
[NCBDDD], 2014a). ADHD is characterized by age-inappro-
priate levels of inattention and hyperactivity that contribute 
to difficulties in school, family, and social interactions (Visser, 
Bitsko, Danielson, Perou, & Blumberg, 2010).

ADHD may be associated with co-morbidities such as 
oppositional-defiant disorder, learning disability, conduct 
disorder, anxiety or depression, bipolar disorder, Tourette syn-
drome, sleep disorder, or substance abuse (NIMH, 2012). In 
other instances, these other conditions may be misdiagnosed 
as ADHD. ADHD is often accompanied by increased risk be-
havior, particularly related to driving in the teen years that may 
put the child at greater risk of injury (NIMH, 2012).

Possible contributing factors include genetics, in utero ex-
posure to tobacco or alcohol, and brain injury. There is some 
thought that certain food additives may also be associated 
with ADHD, but research findings are inconclusive (NIMH, 
2012). Boys are approximately twice as likely as girls to display 
ADHD (National Center on Birth Defects and Developmental 
 Disabilities [NCBDDD], 2014a), although there is some thought 
that girls are more likely to exhibit the inattentive form of ADHD 
and thus be less disruptive and less likely to be diagnosed than 
boys. The annual cost of ADHD is estimated to be $12,500 to 
$15,458 per child in 2005 dollar equivalents (NCBDDD, 2014a).

Guidelines from the American Academy of Pediatrics sug-
gest that ADHD should be considered in any child aged 4 to 
18 years with academic difficulties or behavioral problems 
who exhibits inattention, hyperactivity, or impulsivity. Diag-
nosis should be based on diagnostic criteria in the Diagnostic 
and Statistical Manual—(5th ed.) (DSM-5) of the American 
Psychiatric Association. These criteria include impairment in 
more than one setting when alternative causes have been ruled 
out. Diagnosis should also consider co-occurring conditions 
such as those listed earlier (NCBDDD, 2013a).

Children and adolescents also experience a variety of other 
psychological problems. In a 2011 survey, 5% of parents re-
ported that their child experienced serious difficulty in getting 
along with others or problems with emotions, concentration, 
or behavior (Federal Interagency Forum on Child and Family 
Statistics, 2013). This is a slight increase from 5.1% of parents 
of 4- to 17-year-old children who reported serious emotional 
or behavioral difficulties between 2004 and 2009 (National 
Center for Health Statistics, 2011a).

The 2009 National Comorbidity Survey of Adolescents 
(NCS-A) indicated that nearly 32% of adolescents surveyed re-
ported anxiety disorders, 19% exhibited behavioral disorders, 
14% reported mood disorders such as anxiety or depression, 
and 11% reported a substance abuse disorder. The overall prev-
alence of severe emotional distress or impairment was 22%, and 
an estimated one in every 4 or 5 adolescents experiences these 
conditions at some point in their lives (Merikangas et al., 2010).

There is some evidence that adverse childhood events 
(ACEs), experiences such as verbal, physical, or sexual abuse or 
family dysfunction during childhood, may contribute to adverse 

events in adulthood as well as in  childhood.  Consequences 
linked to ACEs include substance abuse, depression, cardio-
vascular disease, diabetes, cancer, and premature death. In the 
2009 Behavioral Risk Factor  Surveillance System survey, nearly 
60% of adults reported being exposed to ACEs in childhood, 
with nearly 9% of respondents reporting five or more ACEs as 
children. These findings highlight the need to prevent adverse 
childhood events as well as provide trauma-focused services for 
those children who experience them (Bynum et al., 2010).

Developmental Disorders
Children and adolescents may also experience a number of de-
velopmental disorders. Some of the more common disorders 
include cerebral palsy, fetal alcohol syndrome (FAS) and relat-
ed disorders, autism spectrum disorders, and Down syndrome. 
Cerebral palsy (CP) is the most common developmental motor 
disability in children, affecting the ability to move and main-
tain balance and posture. It may result from abnormal brain 
development or damage that affects muscle control (NCBDDD, 
2013c).

Fetal alcohol syndrome may occur in 0.2 to 2 infants per 
1,000 births, and related fetal alcohol spectrum disorders 
(FASD) probably occur three times as often. Both FAS and 
FASD occur as a result of fetal exposure to alcohol when moth-
ers drink during pregnancy. From 2006 to 2010, approximately 
8% of pregnant women reported alcohol use during pregnancy 
and 1.4% reported binge drinking (defined as four or more al-
coholic drinks in one period of time). The estimated lifetime 
costs of FAS are about $2 million per person; these costs do not 
include those associated with FASD. The annual cost for FAS in 
the United States is estimated at $4 billion (NCBDDD, 2014d). 
FAS and FASD result in delayed or abnormal brain function 
and may contribute to a variety of disabling conditions.

Autism spectrum disorders (ASDs) comprise a group of 
developmental disabilities that interfere with communication 
and social and behavioral function. As indicated by the term, 
they occur along a spectrum and affect individuals differently. 
Three basic types of ASD have been identified: autistic disor-
ders, Asperger syndrome, and pervasive developmental disor-
der. Autistic disorders are characterized by language delays, 
difficulties with communication and social interaction, and 
unusual behaviors and interests. They may also be accompa-
nied by intellectual disability. Children with Asperger syn-
drome display similar difficulties with social interactions and 
unusual behavior, but usually lack the language and intellectual 
manifestations of autistic disorders. Pervasive developmental 
disorders are those that do not fall into either of the other two 
categories. Symptoms tend to be similar but are often milder 
than for the other forms of ASDs (NCBDDD, 2014c).

In 2010, ASDs affected approximately 1 in every 68 children, 
an increase from 1 in 110 children in 2006. It is unclear whether 
this increase is the result of an actual increase in incidence or 
better diagnostic capabilities. Like ADHD, ASDs are far more 
common in boys than in girls, with a rate of 1 in 42 boys 
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compared to 1 in 189 girls. Most children with ASDs do not have 
associated intellectual disabilities, but there is a high  incidence 
of other co-occurring developmental, psychiatric, neurologi-
cal, chromosomal, and genetic disorders. Little is known about 
the causes of ASDs, but there is evidence of increased risk with 
prematurity or low birth weight and with older parents.  Medical 
costs for children with ASDs have been estimated at $17,000 to 
$21,000 per child per year. In addition, ASDs may result in ex-
penditures of $40,000 to $60,000 per child per year for intensive 
behavioral therapies (NCBDDD, 2014b).

Down syndrome is the result of chromosomal abnormalities 
and occurs in approximately 6,000 U.S. infants each year. This 
equates to 1 in every 700 children born. Down syndrome is as-
sociated with characteristic facial features of wide spaced eyes 
with an epicanthic fold that makes the eyes appear slanted, a 
protruding tongue, and a single crease across the palm of the 
hand. Down syndrome is most often associated with intel-
lectual difficulties, but may also be accompanied by physical 
health problems such as increased susceptibility to serious re-
spiratory infections (NCBDDD, 2013b).

Developmental disorders have a variety of effects on mental, 
physical, and social development in children. In addition, some 
of these disorders put children at increased risk for other health 
problems. For example, children with neurological and neuro-
developmental disorders are at greater risk than other children 
for complications of influenza (DiOrio et al., 2012). Like other 
children with disabling conditions, they may also be subject to 
harassment, ridicule, and discrimination.

Violence
Children and youth may be victims or perpetrators of violence, 
or both. They may also witness violence in their families or at 
school which may have lasting consequences for all those in-
volved. In 2010, 4,824 homicide victims were between 10 and 
24 years of age, and more than 707,000 children and youth are 
seen in emergency departments each year for injuries related to 
violence. More than 3 million reports of child maltreatment are 
received by state and local agencies every year, nearly six per 
minute (NCIPC, 2012c, 2014b). As was the case with several 
conditions discussed earlier, boys are more likely to experience 
violence-related injuries than girls. For example, the rate of in-
jury among 10- to 14-year-olds was 543.7 per 100,000 for boys 
and 332.4 per 100,000 for girls. For 15- to 19-year olds, the rates 
were 1,488.6 for boys and 894.8 for girls (NCIPC, 2014h).

Many of these injuries are due to child maltreatment, which 
is defined as “any act or series of acts of commission or omis-
sion by a parent or other caregiver (e.g., clergy, coach, teacher) 
that results in harm, potential for harm, or threat of harm 
to a child” (NCIPC, 2014a, p. 1). According the the Federal  
Interagency Forum on Child and Family Statistics (2013), the 
rate of substantiated reports of child maltreatment in 2010 was 
10 per 1,000 children from birth to 17 years of age. The highest 
incidence rate was seen among children less than 1 year of age 
at 23 per 1,000. In addition, 8 per 1,000 juveniles aged 12 to  
17 years were the victims of serious violent crime.

Violence against children and adolescents may also occur in 
the school setting. In the Massachusetts Youth Health Survey, 
for example, nearly 27% of middle school students and 16% of 
high school students reported being victims of bullying. Both 
middle school and high school students also self-reported being 
bullies (7.5% and 8.4%, respectively), and nearly 10% of middle 
school students and 6.5% of high school students reported be-
ing both bullies and victims of bullying at school (McKenna, 
Mullen, & Hertz, 2011). Victims often had a disability, but bul-
lies were more likely to be obese and to have poor grades than 
victims. Both groups of children reported considering and at-
tempting suicide.

According to the 2011 YRBS, more than 7% of high school 
students surveyed had been threatened or injured with a 
weapon one or more times on school property within the 
prior year and more than 16% of students reported bringing 
a weapon to school in the previous 30 days. Twenty percent of 
the students reported being bullied at school, and more than 
16% had experienced electronic bullying. Nearly 6% of stu-
dents had missed one or more days of school due to fears for 
their safety, and 26% of the respondents had had their property 
stolen or damaged at school (Eaton et al., 2012).

Youth violence also occurs in the context of intimate rela-
tionships. Data from the NCIPC (2014f) indicate that 20% of 
women and 14% of men who reported being victims of rape 
or other violence by an intimate partner first experienced inti-
mate partner violence as teenagers. In the YRBS, more than 9% 
of students reported being hit, slapped, or purposely physically 
hurt by a boyfriend or girlfriend (Eaton et al., 2012).

Suicide among youth is another area of growing concern. In 
2007, for example, the suicide rate among 10- to 14-year-olds 
was 0.9 per 100,000 children. The rate increased to 6.9 among 
those 15 to 19 years of age (Crosby, Ortega, & Stevens, 2011). 
Suicide, homicide, abuse, and other forms of violence against 
and by children and adolescents will be addressed in more de-
tail in Chapter 30 .

Population Health Nursing Care of 
Child and Adolescent Populations
Population health nurses provide care to individuals and to 
populations of children and adolescents. Population-based 
care is framed in the context of the nursing process beginning 
with an assessment of the health status of child and adolescent 
populations and identification of positive and negative popu-
lation health nursing diagnoses and progressing through the 
planning, implementation, and evaluation of health care pro-
grams to meet identified needs in these populations.

Assessing the Health of Child and 
Adolescent Populations
Factors in each of the six categories of determinants of health 
influence the health of children and adolescents. We will briefly 
examine considerations related to biological, psychological, 
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environmental, sociocultural, behavioral, and health system 
determinants as they affect the health of these populations.

BIOLOgICAL DETERMINANTS. Biological consider-
ations related to the health of children and adolescents include 
the effects of maturation and aging and factors that affect both, 
genetic inheritance, and physiologic function. Factors contrib-
uting to health and illness among children and adolescents in 
each of these areas will be briefly addressed.

Age and maturation. Children of different ages are susceptible 
to different types of health problems. For example, children un-
der 5 years of age are at particular risk for influenza mortality 
and should receive annual immunizations (Blanton et al., 2011). 
Similarly, the risk of unwanted pregnancy emerges with devel-
oping sexual maturity in the adolescent.

Areas to be assessed with respect to maturation and aging 
include growth and development. Growth is an increase in 
body size or change in the structure, function, and complexity 
of body cells until a point of maturity. Overweight and obesity 
are serious problems related to growth in the U.S. child and 
adolescent populations, whereas many children in other parts 
of the world are malnourished and exhibit growth retardation. 
There may also be significant disparities among subgroups 
within the population with respect to growth parameters. For 
example, refugee children are often below their age mates for 
height and weight due to malnutrition in their countries of ori-
gin. Obesity is also more prevalent in some child and adoles-
cent populations than in others. When rates of obesity among 
children and adolescents in the population are high, popula-
tion health nurses can identify contributing factors and advo-
cate for programs to prevent or treat obesity. For example, a 
nurse might advocate for more physical activity and healthier 
meals in school settings or for the development of recreational 
opportunities that encourage physical activity among children 
and adolescents.

Development is a process of patterned, orderly, and lifelong 
change in structure, thought, or behavior that occurs as a result 
of physical or emotional maturation. With the individual child 
or adolescent, the population health nurse would assess the ex-
tent to which specific developmental milestones have been met. 
Developmental milestones are critical behaviors expected at 
specific ages, and their assessment can be accomplished using 
a variety of tools. Information about a wide variety of develop-
mental screening tools is available on the Internet and through 
various professional organizations.

At the population level, the population health nurse would 
focus on the extent of developmental delay in the population. 
The most common causes of delayed development are the de-
velopmental disorders discussed earlier in this chapter. Other 
causes of developmental delays are acute and chronic illness 
and lack of an environment that fosters development. When 
the latter is the case, the population health nurse can advocate 
with parents and other caretakers for conditions that stimu-
late appropriate development. For example, in some families, 

younger children do not develop language skills appropriate to 
their ages because family members anticipate and address their 
needs without the child having to voice them in understandable 
language. In such a case, the population health nurse would en-
courage parents and older siblings not to meet the child’s needs 
until the child has indicated them verbally.  Similarly, popula-
tion health nurses may need to advocate for a balance between 
independence and supervision for adolescents so they gradu-
ally become independent from their parents. Nurses may also 
need to reassure parents that testing of family values is a nor-
mal part of adolescence, not evidence of rebellion. 

Another maturational or developmental consideration for 
the adolescent population is the usual age at which adoles-
cents become sexually mature, which may differ for different 
segments of the community. For example, African American 
adolescents may become sexually mature at an earlier age than 
their Caucasian or Asian counterparts.

Menarche, the first appearance of menstrual flow in the 
adolescent girl, usually occurs between 12 and 13 years of age. 
Menarche that occurs too early (age 8 or younger) is associ-
ated with precocious puberty, an anomaly of the endocrine sys-
tem. Delayed menarche (after age 18) is also a signal that the 
endocrine system is not functioning properly. Either early or 
late onset of menses is cause for referral for medical evaluation. 
Menarche may appear earlier or later than average in some eth-
nic populations, and the nurse should be familiar with popula-
tion parameters for the onset of menstruation.

The physical and emotional changes that occur just prior 
to and with menarche have the potential to create physical or 
psychological problems for the adolescent girl. Assessment of 
preadolescent girls should include the extent of sexual changes, 
knowledge of menstruation, and preparation for the event. If 
menarche has occurred, other considerations related to men-
struation may include menstrual regularity, extent and dura-
tion of flow, and the experience of dysmenorrhea, or painful 
menstruation. The nurse would also inquire about signs and 
symptoms of premenstrual distress (premenstrual syndrome) 

Children need opportunities to develop  age-appropriate skills.
((Mary Jo Clark))
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such as depression, irritability, nervousness, tension,  inability 
to concentrate, breast tenderness, bloating, edema, fatigue, 
headache, and food cravings. Symptoms of premenstrual dis-
tress may be severe and require medical referral or may be less 
severe and respond to dietary changes and exercise. Menarche 
heralds the beginning potential for pregnancy, so the typical 
age of menarche in the population, or within certain subpopu-
lations, can suggest the age at which sex education should be 
undertaken. Population health nurses also need to be aware 
of cultural attitudes to menarche within the population. Men-
arche in some societies is met with female genital mutilation, 
and population health nurses should be aware of the extent to 
which women in the community may have been subjected to 
this practice.

Physical sexual maturation in the male typically begins be-
tween ages 9.5 and 14 years and is completed between ages 14 
and 18 years. Adolescent males are typically very concerned 
with sexual and physical development, often comparing them-
selves to other males and many times experiencing anxiety 
about the possibility that their development is delayed or in-
adequate. In some cases, this anxiety can be sufficient to cause 
social impairment or serious emotional distress, and the popu-
lation health nurse should make a special effort to be support-
ive and accepting. The population health nurse can also assist 
adolescent male clients by offering information and reassur-
ance about the normal patterns and variations in growth and 
development. In the majority of adolescent males, a degree of 
transient gynecomastia (enlargement of the breasts) occurs. 
This is variable in degree, but can be a source of significant 
concern to the adolescent; again, reassurance, explanation, and 
acceptance are of benefit.

During this period, adolescents become increasingly con-
cerned with the values of peers and are increasingly focused 
on achieving acceptance from the peer group. They are prone 
to value the opinions of peers over those of parents, and atti-
tudes are more reflective of peers than of family. Adolescent 
males often experience identity uncertainty, and may engage in 
a variety of behaviors that, although perhaps disconcerting to 
family or other adults, are necessary experiments in determin-
ing their self-concepts. Hormonal changes result in increased 
growth and libido, confronting adolescent males with the pos-
sibility of new (and perhaps anxiety-provoking) roles; these 
changes are also mirrored in the behavior of peers, on which 
the teenager tends to model his own behaviors and choices.

Adolescent males may feel embarrassed about the physical 
and emotional changes they experience. For example, they may 
have spontaneous and ill-timed erections or nocturnal emis-
sions. Physical development and social circumstances, coupled 
with peer pressure and a desire to conform, may lead to vary-
ing degrees of sexual activity, presenting the risks of unwanted 
pregnancy and sexually transmitted diseases. Other adolescent 
males may begin to discover a same-sex orientation during 
these years and should be supported as well.

Over time, the adolescent male’s preoccupation with sex-
ual performance and activity as the major parameters of a 

relationship are increasingly replaced by romantic attributes 
and genuine caring; initially, these romantic views are of-
ten stereotypical and exaggerated, but this also changes as he 
progresses through early adulthood. Again, the nurse’s role 
involves assessing the young male’s development relative to 
existing norms; providing education about growth, develop-
ment, sexuality, and related risks and safety precautions; and 
providing reassurance and guidance relative to the changes ex-
perienced. Population health nurses can also advocate for ap-
propriate sexuality education for adolescents to help them deal 
with the many issues surrounding sexual maturation.

Genetic inheritance. Genetic inheritance is another biological 
determinant to be considered in the assessment of child and ad-
olescent populations. Gender and racial or ethnic background 
are two intrinsic genetic factors that influence the health of chil-
dren and adolescents. Male and female children and children of 
different racial and ethnic groups tend to experience different 
types of health problems. For example, the nurse might identify 
the prevalence of urinary tract infections in school-age girls as 
a community problem because urinary tract infections occur 
more frequently in girls than in boys in this age group. Simi-
larly, screening tests for sickle cell disease should be routinely 
conducted on African American children and others at risk.

Genetic factors also play a part in the development of other 
health problems. For example, an identical twin of a child with 
an autism spectrum disorder has 36% to 95% chance of also 
exhibiting an ASD. Similarly, parents who have one child with 
an ASD have a 2% to 18% chance of having a second child who 
is affected (NCBDDD, 2014b). Population health nurses would 
determine the prevalence of conditions with a genetic compo-
nent in the overall population and work to initiate programs 
to prevent or address those conditions that have a high preva-
lence in the population.

Physiologic function. Considerations related to physiologic 
function include the incidence and prevalence of specific physi-
cal health problems in the child and adolescent populations. In-
formation on the leading causes of child and adolescent deaths 
in the population provides an overview of the health status of 
these two groups. The top causes of infant and child mortality 
in the United States were presented in Table 16-1•. The popula-
tion health nurse would explore relevant mortality figures for 
the child and adolescent populations in his or her community.

Not all illnesses result in death, and assessment of the child 
and adolescent population may reveal high prevalence rates 
of other acute and chronic illnesses. If acute and chronic dis-
eases are prevalent among the child and adolescent population 
in the community, population health nurses may need to ad-
vocate for effective illness prevention programs or services to 
deal with existing illness. For example, if a large proportion of 
the school population has asthma, the population health nurse 
may advocate for creation of school-based asthma manage-
ment programs. Similarly, if the prevalence of childhood can-
cers is high, population health nurses may initiate investigation 
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of environmental factors that may be contributing to high 
prevalence.

Another aspect of physiologic function that should be ex-
plored with respect to the child and adolescent populations 
is immunization. Maintenance of high rates of immunization 
among children not only protects individual children from dis-
ease, but also serves to protect other members of the population 
via herd immunity. Herd immunity is the level of protection 
provided to unimmunized people when immunization rates 
are high among the rest of the population. If most children, 
for example, are immunized against varicella (chickenpox), the 
chances of an adult without immunity being exposed to the dis-
ease are considerably reduced. For further information about 
recommended immunizations for children and adolscents, see 
the External Resources section of the student resources site.

When immunization levels within the population are low, 
population health nurses may need to advocate with parents for 
needed childhood immunizations for individual children or with 
health care delivery systems to make sure that immunizations 
are available. For example, the population health nurse might 
advocate for development of outreach immunization clinics for 
low-income families in underserved neighborhoods. Elements 
of a focused assessment of biological determinants affecting the 
health of children and adolescents are presented above.

PSyCHOLOgICAL DETERMINANTS. A number of psy-
chological determinants influence the health status of child 
and adolescent populations. These include family dynamics, 
parental coping and mental health, mental health problems in 
the child and adolescent population, and the potential for and 
extent of abuse.

Family dynamics, parental expectations, and discipline.  
Family dynamics affect the child’s or adolescent’s interac-
tions with parents and other family members and influence 
 self-image  and development of self-esteem. Children who 

are subjected to denigration, neglect, or harsh discipline may 
grow up considering themselves unworthy of love or esteem. 
Children may also internalize feelings and roles based on the 
dynamics of their families of origin. For example, children of 
divorced parents may experience feelings of guilt or emotional 
distress related to the dissolution of their family. Research has 
also shown consistently that children exposed to hostility and 
aggressive behaviors by other family members are more likely 
to display these behaviors themselves.

Parental expectations of children shape children’s expec-
tations of themselves and others. Failure to meet  parental ex-
pectations may contribute to guilt and depression, whereas 
unrealistic parental expectations may result in inappropriate 
discipline for behaviors that are normal for a child’s or adoles-
cent’s developmental stage. For example, parents may expect a 
3-year-old child to be toilet trained even at night and punish the 
child for bedwetting when this is normal behavior at this age. 
Parental expectations may also stifle adolescent development. 
For example, in many Asian cultures, adolescents may be ex-
pected to choose an occupation that brings benefit or recogni-
tion to the family rather than one in which the adolescent may 
be personally interested. Such expectations may cause conflict 
within the family or psychological problems for the adolescent. 
At the population level, there may be societal expectations of 
children and adolescents that create stress for both the children 
and their families. 

Parental coping and mental health. Parental stress levels af-
fect their ability to parent effectively. The number of women 
with small children in the population may provide indirect 
information on coping abilities, since child rearing has been 
found to contribute to cumulative stress, and the mental health 
of women with young children tends to be worse than for those 
without children. Similarly, the level of mental health problems 
in the adult population can affect parents’ abilities to be effective 
in caring for their children.

FOCUSED ASSESSMENT Assessing Biological Determinants 
Influencing Child and Adolescent Health

•	 What	is	the	extent	of	developmental	delay	in	the	child	
and adolescent population? What are the typical causes of 
delays?

•	 What	are	cause-specific	child	and	adolescent	mortality	rates	
in the population?

•	 What	are	the	rates	of	morbidity	for	specific	acute	and	chronic	
health problems in the child and adolescent population?

•	 What	is	the	level	of	immunization	coverage	in	the	child	and	
adolescent population?

•	 What	is	the	age	composition	of	the	child	and	adolescent	
population?

•	 What	is	the	gender	composition	of	the	child	and	adolescent	
population?

•	 What	is	the	racial/ethnic	composition	of	the	child	and	
adolescent population?

•	 What	are	the	gender-specific	attitudes	and	expectations	
regarding boys and girls in the population?

•	 What	is	the	extent	of	growth	retardation	in	the	child	and	
adolescent population?
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Mental health problems in the child and adolescent popu-
lation. The frequency and types of mental health problems 
encountered in children and adolescents also provide informa-
tion about the health status of these populations. For example, 
from 2004 to 2009 slightly more than 5% of U.S. children 4 to 
17 years of age were reported by their parents as having seri-
ous mental health problems in the National Health Interview 
Survey ( National Center for Health Statistics, 2011a). In addi-
tion, according to the 2011 YRBS, more than 28% of high school 
students reported feeling so sad or hopeless that they stopped 
one or more usual activities and nearly 16% had seriously con-
sidered suicide in the prior year. Thirteen percent of the respon-
dents had actually made a suicide plan and 2.4% of students 
nationwide had attempted suicide (Eaton et al., 2012). High 
rates of mental illness in the child and adolescent population 
may necessitate population health nursing advocacy for effec-
tive treatment services. For example, a population health nurse 
may assist schoolteachers and counselors to set up a program 
that facilitates identification and referral of depressed students 
for treatment services.

Abuse and maltreatment. Physical, sexual, and  psychological 
abuse and neglect are other problems that affect the psychologi-
cal health of children and adolescents. The effects of childhood 
abuse are many and varied and may include future prostitution, 
drug and alcohol abuse, and more unprotected sexual activity. 

Abused children are at risk for adverse health effects as well as 
behavior problems as adults.

Risk factors and protective factors for abuse are summarized 
in Table 16-2•. The problem of child abuse and potential nurs-
ing interventions are addressed in more detail in Chapter 30 .  
The Focused Assessment provided on the next page includes 
tips on  assessing psychological determinants influencing child 
and adolescent health.

ENvIRONMENTAL DETERMINANTS. Children are 
more susceptible than adults to a variety of environmental pol-
lutants. For example, because their nervous systems are not yet 
fully developed, young children are more susceptible than adults 
or older children to the effects of lead poisoning.  According to 
the National Center for Environmental Health (NCEH), chil-
dren in 4 million U.S. households are exposed to lead and ap-
proximately 500,000 children have elevated blood lead levels 
(NCEH, 2012). Lead poisoning may be more prevalent in some 
population groups than others. For instance, refugee children 
may arrive in the United States with higher blood lead levels 
than native children or may develop elevated blood lead levels 

Discipline is frequently a thorny issue in raising children.  
(JackF/Fotolia)

TABLE 16-2  Risk Factors and Protective 
Factors for Child 
Maltreatment

Risk Factors Protective Factors

Victimization Risk Factors
Age under 4 years
Special needs that increase 

 caregiver burden

Perpetration Risk Factors
Lack of understanding of 

 children’s needs, child 
development

Lack of parenting skills
Parental history of maltreatment 

as a child
Parental substance abuse or 

 mental illness
Parental characteristics (young 

age, low education, single 
 parenthood, multiple children, 
low income)

Transient caregivers in the home
Parental thoughts that justify 

maltreatment
Social isolation
Family disorganization, 

 dissolution, or violence
Parenting stress, poor   

parent–child relationships
Community violence
Low neighborhood social capital

Supportive family environment
Supportive social networks
Nurturing parenting skills
Stable family relationships
Household rules and child 

monitoring
Parental employment
Adequate housing
Access to needed health care and 

social services
Caring adults outside the  family 

who serve as role models or 
mentors

Communities that support parents 
and take responsibility for pre-
venting abuse

Data from: National Center for Injury Prevention and Control. (2014d). Child 
maltreatment: Risk and protective factors. Retrieved from http://www.cdc.gov 
/ViolencePrevention/childmaltreatment/riskprotectivefactors.html
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after resettlement due to living in older housing contaminated 
with lead-based paint. Overall, although more children have 
been routinely tested for elevated blood lead levels, prevalence 
has declined significantly in recent years. In 2012, 2.5 million 
children were tested with elevated levels found in less than 1%, 
a significant decrease from 7.6% in 1997. The percentage of 
children tesing positive varied from state to state with the high-
est prevalence (19.65%) in Louisiana and the lowest (0.15%) in 
Arizona and Florida (NCEH, 2014).

Lead exposure is only one of several household environ-
mental hazards that the population health nurse may want to 
assess in the population. Such an assessment can be guided by 
the U.S. Department of Housing and Urban Development’s 
(HUD) (2008) “Healthy Housing Inspection Manual.” In addi-
tion to poisoning hazards, such as lead, carbon monoxide, and 
so on, the manual addresses assessment for a variety of internal 
and external safety hazards, pests, and other household health 
risks. For further information about the manual, see the External 
Resources section of the student resources site.

Insecticide exposure and air pollution are other continuing 
problems for children and adolescents. In 2011, for example, 
66% of U.S. children lived in counties with concentrations above 
recommended levels for one or more air pollutants. This figure 
represents an increase from 59% of children in 2009, but an over-
all decrease from 77% in 2003 (Federal Interagency Forum on 
Child and Family Statistics, 2012, 2013). Population health nurses 
should be alert to the presence of environmental pollutants and 
other hazards and their effects on children. See Chapter 4  for a 
more detailed discussion of environmental health hazards.

Safety hazards are another major factor in the physical envi-
ronment that influences the health of children of all ages. Safety 
concerns are related to children’s physical surroundings and 
their ability to gain access to dangerous substances. As we saw 
earlier, injuries account for significant morbidity and mortality 
among children and adolescents. Safety issues in the home can 
be assessed using the HUD inspection manual described above. 

Playground safety is another area that should be assessed 
by the population health nurse. The National Program for 

Playground Safety (2014b) has identified four components of 
playground safety, creating the acronym SAFE, that should be 
assessed. These components include supervision, age-appro-
priate playgrounds, fall surface, and equipment maintenance. 
Each of these components can be evaluated using assessment 
kits for child care and school settings developed by the  National 
Program for Playground Safety (2014a). For further informa-
tion about the tool kits, see the External Resources  section of the 
student resources site.

Advocacy for child and adolescent safety is an important 
aspect of population health nursing for this population. In car-
rying out this advocacy role, population health nurses might 
campaign for effective enforcement of seat belt legislation or 
for gun safety education for local families and youth. Other 

FOCUSED ASSESSMENT Assessing Psychological Determinants of 
Child and Adolescent Health

•	 What	are	the	typical	approaches	to	discipline	in	the	
population?

•	 What	is	the	extent	of	abuse	in	the	child	and	adolescent	
population? What forms of abuse are prevalent? What factors 
contribute to abuse of children and adolescents? What is 
the attitude of the population to abuse of children and 
adolescents?

•	 What	is	the	extent	of	mental	illness	in	the	child	and	
adolescent population? Among parents?

•	 What	are	the	cultural	expectations	of	children	and	
adolescents in the population? To what extent do these 
expectations create stress for children and adolescents?

•	 What	is	the	suicide	rate	among	children	and	adolescents	in	
the population?

Childproofing a home entails different strategies for children of 
different ages. (JackF/Fotolia)
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environmental initiatives may include housing inspection and 
advocacy for removal of environmental hazards or elimination 
of environmental pollutants. Questions for a focused assess-
ment of environmental factors influencing child and adoles-
cent health are provided above.

SOCIOCULTURAL DETERMINANTS. A variety of socio-
cultural factors affect the health of children and adolescents. As 
we saw earlier, a number of these factors have implications for 
childrens’ psychological health. In addition, factors such as em-
ployment, family income, and education levels affect access to 
health care services and knowledge of health care needs. For ex-
ample, in 2011, 16.1 million U.S. children (22%) under 18 years 
of age lived in poverty, an increase from 16% in 2001. In addition, 
22% lived in households that were food insecure at least part of 
the time during the year (Federal Interagency Forum on Child 
and Family Statistics, 2013). Poverty has a variety of long-term 
effects on child health beyond access to care. For example, early 
childhood poverty has been associated with obesity in childhood 
and into adulthood that is influenced by cumulative exposures 
to associated factors such as crowding, noise, substandard hous-
ing, family turmoil, separation from parents, and exposure to vio-
lence (Wells, Evans, Beavis, & Ong, 2010). In addition, children 
in households with incomes below poverty level have been shown 
to be at greater risk for diminished learning ability, possibly as 
a result of increased stress (National Institute of Mental Health, 
2012) and are more likely to have behavioral problems, complete 
fewer years of education, and have more years of unemployment 
as adults than more affluent children (Macartney, 2011).

Family structure and living arrangements may also affect 
the health of children and adolescents. Single-parent house-
holds, for example, are more likely than two-parent families to 
have incomes below poverty level. In 2012, 64% of children un-
der 18 years of age lived with two parents, 28% with one parent 
(primarily a mother), and 4% with neither parent. Sightly more 
than half (55%) of those without a parent in the household 
lived with a grandparent (Federal Interagency Forum on Child 
and Family Statistics, 2013). A small percentage of children live 
in foster homes. Although foster home placement may be bet-
ter than circumstances experienced in their birth families, chil-
dren in foster homes are at greater risk than other children for 
both mental and physical health problems as adults (Ziotnick, 
Tam, & Soman, 2012).

Family function also affects the health of children and 
 adolescents. Parental stress is associated with a variety of ad-
verse effects on children, and in the National Survey on Drug 
Use and Health, nearly 9% of parenting adults reported seri-
ous levels of psychological stress (Russell, Sinclair, Poteat, & 
Koenig, 2012). The presence of substance abuse, smoking, and 
violence within the family adversely affect child health and the 
prevalence of these circumstances in the population should be 
explored by the population health nurse as an indication of fac-
tors that may affect child and adolescent health.

Parental employment and work schedules have also been 
shown to affect child and adolescent health and welfare. 
 Although employment may improve income levels and access 
to needed goods and services, it may have other effects on child 
health. Many parents work nonstandard schedules precisely 
to allow them to arrange favorable child care; however, child 
care may be less available at nonscheduled times (e.g., during 
evening and night shifts). Nonstandard work hours also limit 
parent availability to children when children are home from 
school and diminish family time. Parents may be prevented 
from attending many family and community events involving 
their children, and nonstandard schedules may affect parental 
sleep and parenting capabilities.

Parental education level affects income and knowledge of 
effective parenting. These effects are compounded when one 
or more parents do not speak the dominant language of the 
community. In 2010, 22% of U.S. children under 18 years of 
age lived in homes where a language other than English was 
spoken. Children who do not speak English at home may face 
difficulties in school and in later employment (Federal Inter-
agency Forum on Child and Family Statistics, 2013). Immigra-
tion and acculturation may have both positive and negative 
effects on children’s health. In one study, for example, Spanish-
speaking Hispanic boys in Texas were more likely to consume 
more milk and fruits than those who spoke English, but were 
less likely to be aware of the relationship between overweight 
and health problems (Lino et al., 2012).

Legislation and media are two other important sociocul-
tural factors that influence the health of child and adolescent 
populations. Legislation may have positive or negative ef-
fects. For example, state legislation controlling food options 
available in California school settings has led to a decrease in 
childhood obesity prevalence. Similarly, legislation regarding 

FOCUSED ASSESSMENT Assessing Environmental Determinants of 
Child and Adolescent Health

•	 What	safety	hazards	are	present	in	the	community?	How	
do they affect the health of the child and adolescent 
population?

•	 How	adequate	is	family	housing	in	the	community?

•	 What	pollutants	affect	the	health	of	the	child	and	adolescent	
population? What factors contribute to the presence of 
pollutants? What are the health effects of pollutants for 
children and adolescents?
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immunization of middle school students has been associated 
with increased immunity to several childhood diseases.

The United Nations Convention on the Rights of the Child 
addressed rights of children that should be supported by ef-
fective legislation. Among the rights specifically addressed in 
the convention were the right to education, health care, and 
protection from execution for crimes committed under the 
age of 18 years. Although the convention was signed by U.S. 
delegates, it was not approved by the U.S. Senate due to provi-
sions in many states for trying youth as adults for certain se-
rious crimes. As of 2013, only the United States and Somalia 
had not ratified the convention (Amnesty International, 2013). 
In addition, the rights of fetuses are not protected by U.S. law, 
although in some jurisdictions, fetal rights are protected once 
a fetus is considered viable. A growing number of states have 
fetal homicide laws, primarily laws that address the loss of a fe-
tus after intentional injury to the mother (National  Conference 
of State Legislatures, 2013). After birth, a child’s rights are rec-
ognized, but decision-making rights are generally assigned to 
parents or to the state in loco parentis until a child reaches the 
age of majority.

Media coverage and role models are often associated with 
the assumption of risky behaviors such as smoking, drinking, 
and sexual activity by adolescents, but media may have benefi-
cial effects as well. For instance, a mass media campaign effec-
tively promoted smoking cessation among smokers exposed to 
it (Vallone, Duke, Cullen, McCausland, & Allen, 2011).

Prejudice in the social environment may also affect chil-
dren. For instance, they may be subjected to ridicule by other 
children at school because of their dress, physical appearance, 
family culture, or religion. Prejudice may lead to bias-based 
harassment based on ethnicity, sexual orientation, disability, 
religion, or gender. Research has indicated that bias-based ha-
rassment may be even more detrimental to children’s health 
than generalized harassment related to appearance or speech 
patterns. Harassment may lead to increased risk for mental ill-
ness, substance abuse, and truancy and may result in threats 

of violence, victimization, or destruction of one’s personal 
 property. In studies, 35% to 40% of children have reported ha-
rassment based on prejudicial attitudes, and 15.5% related to 
their sexual orientation (Russell et al., 2012).

Family religious affiliation may provide social support, but 
can also lead to potential health problems. For example, chil-
dren who receive exemption from immunization on the basis 
of religious beliefs may be at greater risk for disease than their 
immunized counterparts despite the effects of herd immu-
nity. The Focused Assessment below provides tips for assessing 
 sociocultural determinants of child and adolescent health.

BEHAvIORAL DETERMINANTS. Several behavioral de-
terminants also affect the health of children and adolescents. 
Behavioral considerations in assessing these populations may 
relate to behaviors of children and adolescents themselves and 
those of their parents. Major areas for consideration in terms 
of behavioral determinants include nutrition, rest and exercise, 
exposure to hazardous substances, safety practices, and sexual 
activity.

Earlier we noted the need for the population health nurse to 
assess the extent of poverty and hunger in the population. This 
is particularly important in developing countries, but should 
not be neglected in the United States and other areas of the de-
veloped world where poverty affects certain subgroups within 
the population. In the United States, however, nutritional defi-
cits are more likely to reflect the lack of specific nutrients or 
caloric excess.

Population health nurses should be alert to child feeding 
practices in the population such as the extent to which new-
borns are breast-fed or bottle-fed, the availability of fast food 
in the community, and the extent to which families frequent 
fast-food establishments. Exclusive breast-feeding for the first 
6 months is the recommended dietary standard for infants. 
Based on CDC data, however, only approximately three fourths 
of mothers initiate breast-feeding at their child’s birth and  
just 49% continue to breastfeed their infants for 6 months 

FOCUSED ASSESSMENT Assessing Sociocultural Determinants of 
Child and Adolescent Health

•	 What	is	the	availability	of	child	care	services	in	the	
community? How adequate are child care services to meet 
the needs of working parents?

•	 How	adequate	are	educational	opportunities	available	to	the	
child and adolescent population?

•	 How	do	legislative	initiatives	affect	the	health	of	the	child	
and adolescent population?

•	 To	what	extent	are	members	of	the	child	and	adolescent	
population subjected to bias-based harassment? What are 
the effects of harassment on health?

•	 What	are	the	culturally	defined	roles	for	children	and	
adolescents in the community? What effect do these roles 
have on health?

•	 How	do	social	factors	such	as	education	level,	employment,	
and income affect the health of the child and adolescent 
population?

•	 What	is	the	extent	of	parental	employment	outside	the	
home? How does this affect child and adolescent health?

•	 What	is	the	extent	of	employment	among	the	child	and	adolescent	
population? What effect does employment have on health?
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(CDC, 2013). Less exclusive breast-feeding has been associ-
ated with increased asthma and allergies (e.g., atopic dermati-
tis) in children as well as other adverse effects. Breast-feeding 
is strongly influenced by cultural beliefs and practices and by a 
family’s degree of acculturation. Cultural influences on breast-
feeding were addressed in more detail in Chapter 5 .

Dietary practices are also important among toddlers and 
older children and adolescents, and the population health nurse 
would assess dietary patterns among preschool, school age, and 
adolescent children in the population. As we saw earlier, obe-
sity is a common problem related to diet and nutrition in the 
United States and worldwide. According to the National Health 
and Nutrition Examination Survey (NHANES), the 2009–
2010 prevalence of obesity in infants and toddlers was 9.7%, 
and 16.9% of 2- to 17-year-olds were obese (Ogden,  Carroll, 
Kit, & Flegal, 2012). A tool to assess the nutritional status of 
 individual  children and adolescents is available in the Assess-
ment  Guidelines section of the student resources site.

Problems of obesity can be combated by adequate exercise 
as well as healthier diets, yet few children and adolescents en-
gage in recommended levels of physical activity. For example, 
in the 2011 YBRS, just under half of the students surveyed had 
engaged in any physical activity in the week prior to the sur-
vey, and nearly 14% had engaged in no physical activity at all  
(Eaton et al., 2012). In part, the decline in physical activity 
among school-age children over the last several years can be 
attributed to increased television viewing and computer use. 
In addition to their effects on physical activity levels, these ac-
tivities have been associated with increased psychological dif-
ficulties in some children (de Leeuw, de Bruijin, de Weert-Van 
Oene, & Schrijvers, 2010).

Many public health professionals have called for an increase 
in physical education in schools to promote physical activity 
among school-age children and adolescents. Special attention 
should be given to the activity needs of children with chronic 
illness and handicapping disabilities. For example, children 
with asthma may have reduced activity levels as a result of their 
reactive airway disease and other children may have impedi-
ments to physical activity that limit their participation. Again, 
population health nurses can advocate for age-appropriate 
physical activities for children and adolescents, particularly 
those with special needs.

Exposure of children and adolescents to hazardous sub-
stances (e.g., lead) in the physical environment was addressed 
earlier; however, children and adolescents are exposed to other 
hazardous substances through their own behavior or that of 
parents and other family members. For example, from 2006 
to 2010, 76% of pregnant women drank alcohol, and 1.4% 
engaged in binge drinking (Marchetta et al., 2012). Maternal 
smoking during pregnancy also has significant health effects 
on their children. Not only are children and adolescents ex-
posed to the effects of smoking in utero, a large percentage of 
children are also exposed to second-hand smoke in the home 
setting. In addition, children and adolescents themselves may 
smoke or use other forms of tobacco. In 2011, for example, 

23% of high school students responding to the YBRS reported 
current cigarette, cigar, or smokeless tobacco use, and nearly 
8% of those who smoke, smoked more than 10 cigarettes per 
day. Nearly half of the smokers had unsuccessfully attempted 
to quit smoking (Eaton et al., 2012).

As with tobacco, children and adolescents may expose 
themselves to alcohol and other drugs. In 2011, for example, 
40% of high school students in the YRBS reported using mari-
juana, and 6.8% had used any form of cocaine, while just over 
11% had used inhalants. Nearly 71% reported having at least 
one alcoholic drink in their lifetimes, and roughly 22% of the 
students reported binge drinking (Eaton et al., 2012).

Use of safety measures is another area that the population 
health nurse would assess with respect to the child and adoles-
cent population. Use of safety precautions by young children 
is usually controlled by their parents, but as children get older 
they should accept greater personal responsibility for their 
safety. Developmentally, however, adolescents and preadoles-
cents tend to perceive themselves as invulnerable and may fail 
to use appropriate safety precautions, particularly with respect 
to safety equipment in recreational pursuits.

Adolescent sexual activity can have a profound influence 
on health in this population group, particularly in terms of un-
wanted pregnancy and sexually transmitted diseases (STDs). 
According to YRBS data, 47% of U.S. high school students 
in 2011 reported ever engaging in sexual intercourse (Kann, 
Lowry, Eaton, & Wechsler, 2012), 6% of them prior to age 13 
(Eaton et al., 2012). More than a third of the students (37.5%) 
were currently sexually active, and nearly 19% had had sexual 
intercourse with more than four partners (Kann et al., 2012). 
Boys are slightly more likely than girls to report multiple sexual 
partners (National Center for Health Statistics, 2011b). Only 
46% of the sexually active adolescents responding to the YRBS 
reported using a condom at last intercourse (Kann et al., 2012), 
and only 13% had been tested for HIV (Eaton et al., 2012).

Sexual activity puts preadolescents and adolescents at risk 
for STDs and unintended pregnancies. Approximately 400,000 
U.S. teenagers 15 to 19 years of age give birth each year—the 
highest teen birth rate in the world. According to the  Pregnancy 
Risk Assessment Monitoring System (PRAMS), approximately 
half of adolescents who got pregnant from 2004 to 2008 did not 
use any form of contraception, and one third of the nonusers 
thought they could not get pregnant at the time of intercourse, 
suggesting a significant lack of knowledge on the part of U.S. 
teens (Harrison, Gavin, & Hastings, 2012). In 2011, the rate of 
births to adolescent mothers 15 to 17 years of age was 15 births 
per 1,000 girls (Federal Interagency Forum on Child and Fam-
ily Statistics, 2013). Although this is a decline from the prior 
year, adolescent pregnancy remains a significant problem lead-
ing to school dropout for the pregnant teen, low birth weight 
infants, lower academic achievement among the children, and 
an increased likelihood that girl children will themselves expe-
rience adolescent pregnancy (Harrison et al., 2012). Population 
health nurses should assess the extent of sexual activity in the 
population as well as the prevalence of STDs and pregnancies 
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in this population and the extent of  educational and  preventive 
services available to adolescents.

Consideration should also be given to sexual orientation 
and sexual identity in the adolescent population. A gay, les-
bian, or bisexual orientation or a transgendered identity may 
lead to a variety of psychological difficulties for those involved, 
including feelings of guilt and depression. Sexual orientation 
or transgenderism may also lead to family difficulties as well as 
victimization by peers or others. From 2001 to 2009, nine sites 
administering the YRBS incorporated questions on adolescent 
sexual orientation. A median of 93% of respondents reported 
a heterosexual orientation, 1.3% reported a same-sex orien-
tation, 3.7% reported a bisexual orientation, and 2.5% were 
unsure of their sexual orientation. In addition, 12 sites asked 
about the gender of sexual partners, 40.5% of the students re-
sponding reported no sexual encounters, 53.5% reported only 
heterosexual contacts, 2.5% reported same-sex encounters, 
and 3.3% reported encounters with both males and females 
(Kann et al., 2011). There may be a particular need for popula-
tion health nurses to advocate for services for sexually active 
students. A focused assessment of behavioral determinants of 
child and adolescent health is included below.

HEALTH SySTEM DETERMINANTS. A number of factors 
in the health care delivery system influence the health of chil-
dren and adolescents. Some of these factors include attitudes 
toward health and health care, usual sources of health care, and 
use of health care services. According to the National Center for 
Health Statistics (2013), 4.7% of U.S. children under 18 years of 
age did not have a regular source of care or a “medical home” 
in 2010–2011. A medical home is a regular source of health care 
that is characterized by access to preventive care, 24-hour avail-
ability of ambulatory and inpatient care, continuity, access to 
subspecialty referrals and interaction between providers and 
school and community agencies as needed, and maintenance of 
a central health record for the child.

Poor children, in particular, may lack a regular source of 
care, relying on emergency departments for care. This practice 
increases the costs of care and decreases opportunities for ba-
sic preventive and health-promotive services. Having a regular 
source of care is impeded by reimbursement patterns of federal 
insurance programs for children, and parental job loss has con-
tributed to periods of uninsurance for many low-income fami-
lies including children.

In 2011, 7 million U.S. children (9%) had no health insurance 
coverage (Federal Interagency Forum on Child and  Family  
Statistics, 2013). Children without health insurance are 18 
times less likely to have a regular source of health care than 
those with private health insurance and are 14 times less likely 
than publicly insured children to to have a regular provider 
(Federal Interagency Forum on Child and Family Statistics, 
2013). Tips for assessing health system determinants influenc-
ing the health of child and adolescent populations are provided 
on page 404.

Population health nurses provide services to individual 
children and adolescents and their families as well as to these 
populations as aggregates. Whether services are provided to 
 individuals or population groups, population health nurses 
must first assess their health status and health needs. The  focus 
of this chapter is on meeting the needs of children and ado-
lescents as population groups. A tool for assessing the overall 
health of an individual child or adolescent is provided in the 
Assessment Guidelines section of the student resources site.

Diagnostic Reasoning and the Health of 
Child and Adolescent Populations
Based on the data gathered in the assessment of the child or 
adolescent population, the population health nurse derives di-
agnoses or statements based on health status and health care 
needs. Both positive and problem-focused nursing diagnoses 
may be derived from the data obtained. Diagnoses may  reflect 

FOCUSED ASSESSMENT Assessing Behavioral Determinants of 
Child and Adolescent Health

•	 What	is	the	extent	of	tobacco,	alcohol,	and	drug	use	among	
the child and adolescent population?

•	 What	is	the	extent	of	sexual	activity	among	children	and	
adolescents?

•	 To	what	extent	is	safety	instruction	(including	sexual	safety)	
provided to children and adolescents?

•	 To	what	extent	do	children	and	adolescents	engage	in	
effective safety practices (e.g., seat belt use, protective 
recreational equipment, condom use).

•	 What	are	the	dietary	patterns	typical	of	children	and	
adolescents in the population?

•	 What	are	the	physical	activity	patterns	typical	of	children	and	
adolescents in the population?

•	 What	recreational	activities	are	available	to	the	child	and	
adolescent population? What health benefits and hazards are 
posed by recreational activities?

•	 What	are	the	effects	of	dietary	and	physical	activity	patterns	
on the health of the child and adolescent population?

•	 What	is	the	extent	of	child	and	adolescent	exposure	to	
tobacco in the home? To use of other substances?
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the need for measures to promote health, prevent injury or ill-
ness, resolve existing health problems, or restore health. For 
example, a positive population nursing diagnosis related to 
disease prevention is “high immunization levels due to high 
parental motivation and access to immunization services.” On 
the other hand, a problem-focused nursing diagnosis related 
to immunizations is “lack of appropriate immunizations for 
age due to lack of access to low-cost immunizations.” Another 
problem-focused nursing diagnosis for the population related 
to injury prevention is “increased potential for child abuse due 
to widespread unemployment and increased community inci-
dence of mental health problems.”

Nursing diagnoses related to resolution of existing health 
problems in the population are necessarily problem focused. 
An example of a nursing diagnosis for the child population 
might be “lack of services available in the community to meet 
the needs of children with developmental problems.” For ado-
lescents, a relevant nursing diagnosis might be “increased in-
cidence of adolescent pregnancy due to widespread sexual 
activity, lack of effective sexuality education, and lack of access 
to contraceptive services.” Nursing diagnoses at the population 
level might also reflect environmental, psychological, socio-
cultural, or behavioral considerations affecting children’s and 
adolescents’ overall health status.

At the restoration level of health care, nursing diagnoses 
focus on the need to prevent complications of existing prob-
lems or to prevent the recurrence of problems. For example, 
the nurse might derive nursing diagnoses of “lack of respite for 
families of children with chronic health problems” or “barriers 
to effective participation in physical activity by children with 
handicapping conditions.”

Planning and Implementing Health Care for 
Child and Adolescent Populations
Population health nursing interventions may be planned to 
address needs for health promotion, illness and injury preven-
tion, resolution of existing problems, or health restoration. 
 Generally speaking, population health nurses will engage in 
collaborative planning with members of other disciplines as 
well as parents and other members of the population.  Planning 

groups may also include older children and adolescents ex-
pected to benefit from the programs developed.

PROMOTINg HEALTH. A number of general interven-
tions may be used to promote the health of children and adoles-
cents. These categories of intervention include assuring access 
to health care; promoting growth and development; providing 
adequate nutrition; promoting physical activity; promoting 
dental care; and supporting effective parenting.

Assuring access to health care. One of the best means of 
promoting the health of children and adolescents is to ensure 
that they have access to needed health care services. Population 
health nurses can be instrumental in linking individual chil-
dren and adolescents to needed services and in assuring that 
health services are available to these population groups. This 
can be accomplished by implementing several strategies that 
have been recommended for improving child health in general 
and reducing disparities in health status among subpopula-
tions of children and adolescents. These strategies include the 
 following:

•	 Assuring	that	all	children	and	adolescents	have	a	regular	
source of primary health care that includes health promo-
tion services

•	 Eliminating	co-payments	and	cost	sharing	for	health	pro-
motion services

•	 Assessing	the	adequacy	of	health	promotion	services	avail-
able to children and adolescents

•	 Educating	parents	and	health	care	providers	 regarding	
health promotion, and

•	 Developing	information	systems	to	monitor	health	promo-
tion activities and detect disparities among subpopulations 
of children and adolescents

Implementing these strategies at the level of the individual 
child or adolescent will usually require referral to an effective 
source of care. Implementation may also involve referral for 
public insurance programs such as the State Childrens Health 
Insurance Program (SCHIP) or Medicaid for those children 
and adolescents who are eligible for these programs. At the 
population level, implementing these strategies will most likely 

FOCUSED ASSESSMENT Assessing Health System Determinants of 
Child and Adolescent Health

•	 To	what	extent	do	health	care	needs	of	the	child	and	
adolescent population go unmet?

•	 To	what	extent	does	the	child	and	adolescent	population	
make use of available health promotion and illness 
prevention services?

•	 What	percentage	of	the	child	and	adolescent	population	has	
a regular source of health care?

•	 What	is	the	extent	of	insurance	coverage	in	the	child	and	
adolescent population?

•	 How	adequate	are	available	health	services	in	meeting	the	
needs of the child and adolescent population?
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require population health nurses to be politically active in 
 advocating and planning for services to promote child and ad-
olescent health. For example, nurses may need to advocate for 
programs that support good nutrition or that promote physical 
activity among school children.

Promoting growth and development. To develop prop-
erly, children need an environment conducive to growth and 
development. Population health nurses can assist parents and 
communities in creating such environments. They can educate 
both the general public and specific families regarding devel-
opmental milestones children and adolescents need to accom-
plish. They can alert parents to the challenges posed by these 
milestones through anticipatory guidance, the provision of 
information to parents and others regarding behavioral expec-
tations of children and adolescents at a particular age, before 
they reach that age. Population health nurses can also advo-
cate for community programs and environmental conditions 
that promote growth and development within safe parameters. 
For example, they can promote sports appropriate to children’s 
abilities and developmental levels and foster the use of effec-
tive safety equipment in such programs. In addition, nurses can 
advocate for humanistic educational programs that promote 
emotional and physical, as well as cognitive development. A 
tool for assessing developmental levels in individual children 
and adolescents is provided in the Assessment Guidelines sec-
tion of the student resources site.

Providing adequate nutrition. For infants, providing ad-
equate nutrition can best be met by promoting breast-feeding. 
Population health nurses can encourage pregnant women to 
consider breast-feeding their infants and provide support with 
breast-feeding. They may also need to educate mothers on ap-
propriate nutrition while breast-feeding and the need to increase 
fluid intake. Nurses may also make referrals to a variety of or-
ganizations that provide breast-feeding information, support, 
and assistance. For further information about sources for breast-
feeding assistance, see the External Resources section of the stu-
dent resources site. Population health nurses may also need to 
advocate for conditions that promote breast-feeding, including 
private areas for breast pumping in work places and places where 
women can breast-feed their infants in public facilities.

Good nutrition is also an issue for older children and ado-
lescents. As we saw earlier, many U.S. children are overweight 
or obese and are not eating nutritious diets. Diets tend to be 
high in calories and carbohydrates and low in fruits and vege-
tables. Population health nurses can educate the public regard-
ing the efficacy of breast-feeding and the need for and contents 
of an adequate diet for children and adolescents. In addition, 
they can advocate for nutritional supplementation programs 
and for adequate nutrition programs in schools and other in-
stitutional settings. Population health nurses can also promote 
policies that diminish access to “junk foods” for children and 
adolescents. For example, they can spearhead initiatives to re-
move candy and soft drink vending machines from schools and 

recreation areas and promote healthy fast-food alternatives at 
popular chain restaurants.

Population health nurses should also be alert to the extent of 
unhealthy dieting practices, particularly among adolescents. In 
the 2011 YRBS, for example, 12% of students had not eaten for 
more than 24 hours, 5% had taken diet pills and similar prepa-
rations without a doctor’s advice, and 4% had vomited or taken 
laxatives to lose weight or keep from gaining weight  (Eaton  
et al., 2012). Population health nurses may need to assist chil-
dren and adolescents to develop healthy body images and, for 
those who are overweight or obese, direct them to healthy ap-
proaches to weight loss. Nurses may also need to advocate for 
realistic media portrayals of appropriate body images.

Promoting physical activity. Promoting physical activity 
among children and adolescents is another intervention aimed 
at promoting health and, in particular, preventing obesity. 
Based on 2011 YRBS data, only 28.7% of high school students 
surveyed had participated in strenuous physical activity for at 
least 60 minutes on each of the preceding 7 days. Conversely, 
approximately a third of the students reported playing video or 
computer games or watching television more than 3 hours a day 
on an average school day (Eaton et al., 2012). Population health 
nurses can help to educate children and adolescents on the need 
for increased physical activity and advocate for the inclusion 
of physical activity in school curricula. They can also advocate 
for neighborhood environments that promote physical  activity 
(e.g., schools within walking or biking distance of homes,  
bicycle paths, and safe activity areas).

Promoting dental health. Dental hygiene should begin as 
soon as the child’s first tooth erupts. At this time, parents can be 
encouraged to rub teeth briskly with a dry washcloth. Later, par-
ents can begin to brush the child’s teeth with a soft toothbrush. 
Older children can be taught to brush and floss their own teeth 
with adult supervision. Use of fluoridated toothpaste should be 
encouraged in areas with unfluoridated water; parents can give 
fluoride-containing vitamins to infants in such areas. In addi-
tion to instructing parents about the need for preventive dental 
care, population health nurses can be actively involved in pro-
moting fluoridation of community drinking water.

Population health nurses can educate the public about the 
need to wean infants from the bottle before a year of age to pre-
vent bottle-mouth syndrome. The use of sugarless snacks and 
rinsing the mouth after eating—when brushing is not possible—
can also be encouraged. Finally, population health nurses should 
encourage parents to obtain regular dental checkups for children 
and to get prompt attention for dental problems. Financial assis-
tance may be needed for such services for low-income families. 
In such cases, the population health nurse may make a referral 
for Medicaid in those areas where dental care is covered or work 
to promote the availability of such services in the population.

Supporting effective parenting. Parenting has been described 
as one of the hardest jobs in the world and the one for which 
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we receive the least preparation. Many parents find their first 
years as parents overwhelming. Areas of difficulty often include 
lack of confidence in the parental role, meeting the demands of 
being parents, finding time for oneself, and feeling exhausted. 
The availability of support for parenting can assist parents in 
more effective performance of parental roles. Social support 
may include information resources, material support (e.g., fi-
nancial help with health care or nutrition needs, educational 
needs, and so on), emotional support, or assistance in the actual 
performance of parenting tasks. Support may come from family 
members or health care and other professionals.

Social support for parents can be provided by population 
health nurses. For example, they may provide informational 
support by educating families regarding the needs of children 
and adolescents, or emotional support in dealing with the 
frustrations of parenthood. They may also provide emotional 
support by giving parents both positive and negative feedback 
on their performance as parents. Less often, population health 
nurses may assist parents in finding sources of material sup-
port through referrals for financial assistance. They may also 
assist parents to obtain help with actual parenting by arrang-
ing for respite services for a parent, or advocating the presence 
of such services in the community. Population health nurses 
may also assist parents to develop effective coping strategies to 
minimize the effects of parenting and other stresses on their 
health and that of their children.

Support for parenting for parents of young children may 
frequently address issues of discipline. Table 16-3• provides 
several general principles of child and adolescent discipline 
that population health nurses can use to educate community 
members.

The converse of promoting effective discipline of children 
and adolescents is preventing abuse of children and adolescents 
by their parents and other adults or older siblings. In the United 
States, the role of the population health nurse in identifying 
and reporting child abuse is quite clear cut. Population health 
nurses are part of a group of professionals, including health 
care providers, teachers, and others, who are required by law to 
report any suspicion of abuse of a child or adolescent. The role 
of the nurse may not be as clearly defined in other countries. 
Identification and reporting of child abuse can foster effec-
tive parenting because it gives parents an opportunity to learn 
more appropriate ways to interact with their children. Popula-
tion health nurses may also refer parents to sources of infor-
mation or programs that promote effective parenting. These 
include programs such as the Nurse Family  Partnership (NFP) 
program discussed in Chapter 14  and the Triple P:  Positive 
Parenting Program (n.d.), a program designed to prevent and 
treat  behavioral and emotional problems in children and ado-
lescents. For further information about the Triple P program, 
see the External Resources section of the student resources site.

Additional health promotion measures may be employed in 
caring for children and adolescents. For example, population 
health nurses may help to design and implement programs that 
foster healthy self-concepts and development of effective coping 

strategies in child and adolescent populations. Special interven-
tion may also be warranted to create a healthy self-image in 
children with chronic conditions or disabilities. For example, 
the physically handicapped child can be helped to develop skills 
such as artistic ability that contribute to a positive self-image. 
Health promotion interventions employed by population health 
nurses in caring for children are summarized in Table 16-4•.

PREvENTINg ILLNESS AND INjURy. The second level 
of health care involves interventions to prevent illness and 

TABLE 16-3  Principles of Effective 
Discipline and Related 
Considerations

Principle Disciplinary Consideration

Importance Employ discipline for important matters
Do not automatically say “no” to everything
Determine what is unacceptable behavior

Consistency Maintain consistency in what is considered 
 unacceptable behavior

Maintain consistency between and among 
 authority figures

If a behavior is acceptable in some situations and 
not in others, make sure children understand 
the difference and why it is so

Calm Never act in anger
Employ a “cooling off” period, if needed, and 

make sure children understand the need to deal 
with anger appropriately

Time Allow time for compliance with directions before 
taking disciplinary action

Limits Set rules and limits for behavior ahead of time 
and make sure children are aware of them

Make sure limits are within the child’s age and 
developmental capacity to comply

Give a warning for unanticipated unacceptable 
behaviors the first time

Understanding Make sure children understand the rules and the 
reasons for them

Prevention Prevent unacceptable behavior rather than punish 
it whenever possible

Remove sources of temptation from younger 
children

Provide adequate adult supervision of children
Investigation Ascertain the facts of the situation before taking 

disciplinary action
Ask for the child’s explanation of the situation and 

his or her behavior
When the behavior is unacceptable but the child’s 

reasons are appropriate, make sure he or she 
understands why the behavior should not be 
repeated

Meaningfulness Make sure children understand the reason for 
 disciplinary action

Explain how the child can improve his or her 
behavior

Use a form of discipline appropriate to the child 
and the situation
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 injury in the child and adolescent population. General areas for 
prevention to be addressed here include preventing prematu-
rity, low birth weight, and infant mortality; preventing commu-
nicable diseases and chronic conditions; and preventing injury.

Preventing prematurity, low birth weight, and infant 
 mortality. Premature birth and low birth weight (LBW) are 
two of the major contributors to infant mortality worldwide. 
 Adolescent mothers are more likely than older mothers to have 
a low birth weight baby, so preventing adolescent pregnancies 
can reduce the incidence of prematurity and low birth weight. 
Population health nurses can advocate for and develop programs 
designed to delay initiation of sexual activity by providing ado-
lescents and preadolescents with effective sexuality education. 
In addition, nurses can educate sexually active teenagers regard-
ing contraception and make referrals to contraceptive services 
for individual teens. They can also advocate for the availabil-
ity of contraceptive services for this population and encourage 
the use of long-term modes of contraception that do not rely 
on on-the-spot compliance or motivation for use (e.g., con-
traceptive implants). In addition, nurses can assist  adolescents 

to  develop negotiation skills regarding contraceptive use with 
their  partners (Harrison et al., 2012). Particular attention may 
be needed to see that adolescent mothers continue to meet their 
own personal developmental tasks as well as meeting those of 
their children. This may necessitate advocacy on the part of 
population health nurses for educational assistance and other 
support services for adolescent parents.

Mothers who smoke or drink alcohol during pregnancy also 
have a higher risk of premature delivery and LBW babies than 
nonsmokers. In addition to contributing to death, prematurity 
and low birth weight start young children off at a disadvantage 
that may or may not be overcome in later years. Both prematu-
rity and low birth weight and subsequent infant mortality can 
be prevented by a group of population health nursing interven-
tions including delayed pregnancy, early and effective prenatal 
care, adequate prenatal nutrition, and prevention of smoking 
and use of alcohol during pregnancy. Population health nurses 
can refer individual clients to prenatal services and engage in 
political advocacy to make sure that such services are available 
to all women of childbearing age. They can also educate the 
public regarding the need for adequate prenatal care.

TABLE 16-4 Health Promotion Interventions for Child and Adolescent Populations

Focus Interventions

Assuring access to health care Making referrals to sources of health care
Promoting a regular source of health care for all children and 

adolescents
Advocating health insurance coverage for children and adolescents

Promoting growth and development Educating parents and the public regarding normal growth and 
development

Advocating environments that promote adequate growth and develop-
ment of children and adolescents

Promoting continued development of adolescent parents as well as their 
children

Providing adequate nutrition Promoting breast-feeding
Educating parents, children, and the public regarding nutritional needs 

of children and adolescents
Advocating healthy nutrition in schools and day care centers
Advocating for healthier food choices in restaurants and other venues

Promoting physical activity Educating children and adolescents regarding the need for physical 
activity

Advocating for physical activity in school curricula
Advocating for environments conducive to physical activity

Promoting dental care Promoting dental hygiene
Advocating for access to dental care services

Supporting effective parenting Providing support for parents
Educating parents for care of children and adolescents
Advocating for respite care as needed
Assisting parents with discipline issues
Educating parents for realistic expectations of their children
Taking action to minimize parental sources of stress
Promoting effective parental coping strategies

Other health promotion activities Promoting effective coping strategies among children and adolescents
Assisting in the development of healthy self-concepts among children 

and adolescents
Meeting the health promotion needs of children with special needs
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In addition, population health nurses can promote smoking 
cessation among pregnant women, discourage the use of alco-
hol in pregnancy, and promote the use of folic acid (NCBDDD, 
2013b). Nurses can educate pregnant women and may refer 
clients to smoking cessation services or advocate for the avail-
ability of low-cost smoking cessation services.

In addition to promoting prenatal care, population health 
nurses can educate pregnant women regarding the need 
for good nutrition during pregnancy and make referrals for 
programs such as the Supplemental Nutrition Program for 
Women, Infants, and Children (WIC). They can also assist 
women of childbearing age with diabetes control and prepreg-
nancy weight control to minimize the potential for premature 
births and low birth weight babies (CDC, 2012).

Preventing Communicable Diseases. The most effective 
means of preventing many communicable diseases among 
children and adolescents is, of course, immunization. The 
Healthy People 2020 target is to achieve 95% immunization 
rates among all kindergarteners for polio, diphtheria, pertus-
sis, tetanus, measles, mumps, rubella, hepatitis, and varicella 
vaccines. In 2011, coverage rates among federal immunization 
program grantees ranged from 54% for varicella to 95% cover-
age for DTP, with coverage for most other vaccines above 90% 
(Stokley, Stanwyck, Avey, & Greby, 2011). Vaccination for hu-
man papillomavirus (HPV) is also recommended, initially for 
girls, but also for boys since 2011 (ACIP, 2011a), but coverage 
remains relatively low. Low coverage rates are also noted for 
HIB, hepatitis A, and rotavirus vaccines among U.S. children 
from 19 to 35 months of age, and only approximately 64% of 
children in this age group had received all of the recommended 
vaccine doses in 2009 (Wooten, Kolasa, Singletown, & Shefer, 
2010).

Similar targets for immunization have been set by the World 
Health Organization (WHO). In 1974, WHO and  UNICEF de-
veloped a Global Immunization Vision and Strategy (GIVS). 
One of the goals of this strategy was to increase to 90% the 
extent of coverage with three doses of DTP vaccine by 2010. 
By that time, however, only 67% of countries had achieved 
the goal (WHO, UNICEF, & Global Immunization Division, 
 Center for Global Health, 2011).

Effective immunization levels may be hampered by health 
care provider errors as well as parental failure to get their 
children immunized. For example, many providers mistak-
enly believe that the presence of mild fever is a contraindica-
tion for immunization and forego many valid opportunities 
to immunize children and adolescents. There have also been 
a growing number of errors in giving adult Tdap vaccine to 
children instead of pediatric DTaP. The lower case letters in 
the Tdap designation indicate the use of a weaker antigen suf-
ficient to boost immunity in previously immunized individuals 
but not strong enough to support initial development of im-
munity. These errors result in underimmunization of young 
children. The Institute for Safe Medication Practices (2010) re-
commnends educating parents on the vaccines their children 

should be receiving and having them double check vaccine 
 appropriateness with providers.

Population health nurses may be actively involved in refer-
ring individual children and adolescents for immunizations 
and in assuring that immunization services are available to 
these populations. They may also be involved in initiatives to 
promote immunization. For example, text messages have been 
found to be effective in reminding parents of the need for im-
munizations (Stockwell et al., 2012).

Use of immunization services is also facilitated by the devel-
opment of immunization information systems (IISs), confi-
dential databases that collect and store vaccination data from 
multiple providers and generate reminders to providers or 
parents when subsequent immunizations are due. In 2010, the 

global Perspectives

In 1974, only 5% of the world’s children were fully immunized 
with the vaccines available at the time. In response to improved, 
but still low immunization rates, the World Health  Organization 
(WHO) and the United Nations Children’s Fund (UNICEF) ini-
tiated the Global Immunization Vision and Strategy (GIVS) 
in 2005. GIVS is designed to decrease vaccine-preventable 
disease-related mortality and morbidity throughout the world 
through increased immunization rates (WHO, UNICEF, & Global 
Immunization Division, 2011).

By 2010, worldwide coverage for three doses of DTP vac-
cine was 85%, as was the rate for receipt of at least one dose 
of measles-containing vaccine. Rates for immunization with at 
least three doses of polio vaccine were slightly higher at 86%, 
while rates for three doses of hepatitis B vaccine were 75% and 
three doses of Hib vaccine were lowest at only 42%. Approxi-
mately 19.3 million children had not received some or all of 
the routinely recommended vaccines, leaving them susceptible 
to disease and death from preventable conditions. Nearly half 
of these children lived in three nations (India, Nigeria, and the 
Democratic Republic of Congo), and two thirds of them live in 
10 countries (WHO, UNICEF, & Global Immunization Division, 
Center for Global Health, 2011).

Coverage with newer vaccines is even lower. Rotavirus, for ex-
ample, is the number one cause of diarrheal morbidity and mor-
tality among young children in Latin America and the Caribbean, 
contributing to more than 8,000 deaths each year. In 2009, 
WHO recommended rotavirus immunization for all children less 
than 32 weeks of age. In 2010, only 66% of Latin American and 
Caribbean children less than 1 year of age had been immunized. 
As of June, 2011, rotavirus vaccine had been incorporated in the 
recommended immunization schedule in 14 of the 32 nations in 
Latin America and the Caribbean (de Oliveira et al, 2011) plac-
ing increased emphasis on prevention of this deadly disease but 
indicating the need for further efforts.

global vaccination Coverage
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Task Force on Community Preventive Services recommended 
that all immunizations be documented in IISs, and the Healthy 
People 2020 objectives call for 95% of children under 6 years 
of age to be included in an IIS. In 2009, however, only 77% of 
U.S. children’s immunizations were recorded in an IIS (Brand, 
Rasulnia, & Urquhart, 2011). As of 2010, among 54 federal im-
munization program grantees, more than 11,000 public and 
36,500 private immunization providers participated in an IIS, 
but monitoring of the extent of participation is hampered by 
lack of knowledge of all vaccine providers in a given jurisdic-
tion and the transient nature of some providers (e.g., settings 
that provide influenza immunizations only during certain 
months) (Fath, Ng, & Pabst, 2012).

Population health nurses may also educate the public, par-
ticularly adolescents, regarding practices to prevent specific 
communicable diseases such as HIV/AIDS. UNICEF (2013) 
has developed four goals to prevent worldwide transmission of 
HIV infection and development of AIDS in children and ado-
lescents. These include preventing mother-to-child transmis-
sion, treating pediatric infection, preventing infection among 
children and adolescents, and protecting and supporting chil-
dren affected by AIDS in the family. CDC (2014) has identified 
several strategies for preventing perinatal transmission of HIV 
infection including routine testing of pregnant women, repeat 
screening of women at high risk for infection in the third tri-
mester of pregnancy, antiretroviral treatment for infected 
women during pregnancy and for their newborns, and elective 
cesarean sections for women with high viral loads at the time of 
delivery. Population health nurses can be actively involved in 
promoting HIV screening for pregnant women and referring 
individual women for screening. Prenatal care and screening 
can also help identify women with other STDs (e.g., syphilis, 
genital herpes, and hepatitis B) that can be transmitted perina-
tally to their infants. For those women who are infected, popu-
lation health nurses can provide case management services for 
diagnosis and treatment as well as educating them and the gen-
eral public about the dangers of breast-feeding in the presence 
of HIV infection. They can also arrange for screening of infants 
born to HIV-infected women and make referrals for treatment 
as needed.

Population health nurses can also educate sexually active 
adolescents regarding safe sexual practices to prevent HIV in-
fection and other STDs. They can also advocate for condom 
availability for this population to prevent transmission and ed-
ucate adolescents on their use. In addition, population health 
nurses can help to educate the public and adolescents on the 
potential for infection with injectable drug use as well as advo-
cate for harm reduction policies and treatment availability for 
adolescents who use drugs. 

Hygiene and protection of food and water supplies are 
 additional measures to prevent communicable diseases in chil-
dren and adolescents, particularly in developing areas of the 
world. Population health nurses can educate the public regard-
ing hygiene and preventing contamination of food and water 
supplies. For example, good hand hygiene, appropriate disposal 

of soiled tissues, and appropriate coughing and sneezing 
 “etiquette” can minimize disease transmission for a wide vari-
ety of airborne and enteric pathogens. Nurses can also advocate 
for safe water and food supplies at the societal level.

Preventing chronic conditions. Population health nurses 
may also be actively involved in initiatives to prevent the de-
velopment of chronic conditions in children and adolescents. 
 Preventing injury that leads to chronic disability is discussed 
later in this section, but population health nurses can help to 
prevent chronic and handicapping conditions with a genetic 
component by making referrals for genetic testing and counsel-
ing. They can also assist families in making informed decisions 
about future pregnancies based on screening results.

Population health nursing activities to prevent or resolve 
problems of overweight and obesity can help to prevent a vari-
ety of chronic conditions in childhood and later in life. Weight 
control may prevent the development of diabetes as well as car-
diovascular disease. Similarly, nurses can advocate for elimi-
nation of exposures to environmental toxins such as lead and 
other heavy metals, air pollution, and pesticides. This may in-
volve advocacy to eliminate toxins in the external environment 
or for parental smoking cessation to prevent exposure to sec-
ond hand smoke in the home. Population health nurses may 
also be involved in the development and implementation of 
programs to prevent initiation of tobacco use and other harm-
ful substances by children and adolescents.

Preventing injury. As we saw earlier, accidental injuries are a 
major cause of death and disability among children and adoles-
cents, and population health nurses should be actively involved 
in promoting safety across the age spectrum. Again, parental 
and public education are the primary means for accomplishing 
this objective, but population health nurses can also campaign 
for safe conditions in play areas as well as the development and 
enforcement of safety regulations such as seat belt and helmet 

Population health nurses can educate both parents and teens 
about STDs and pregnancy prevention. (Arti Om/Fotolia)
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use, effective labeling and storage of household chemicals, and 
so on. 

Population health nurses can promote the use of safety de-
vices and equipment. For example, they can educate individual 
families and their children, as well as the general public, re-
garding the correct use of age-appropriate restraints in motor 
vehicles. In addition, they may campaign for strict enforcement 
of restraint legislation for all vehicle occupants.

Playground safety is another issue for children and adoles-
cents. The National Program for Playground Safety (2014b) 
has developed recommendations that can be used by popula-
tion health nurses to educate parents and the general public 
regarding playground safety. These recommendations include:

•	 Adult	supervision	of	children	in	play	activities:	Children	
should be visible to adults in all areas of the playground. 
This may necessitate the use of see-through walls for crawl 
spaces and tunnels. Easily understood rules for play should 
be posted, reviewed with children, and enforced.

•	 Choice	of	age	and	developmentally	appropriate	play	equip-
ment: Playgrounds should be designed with separate areas 
for children of different ages, with play equipment scaled to 
child size. Guardrails should be installed to prevent falls off 
platforms, and standing areas should be provided on plat-
forms more than 6 feet high to permit children to rethink 
their descent options.

•	 Provision	of	safe	surfacing	below	play	equipment:	Approxi-
mately 12 inches of loose fill or unitary surfaces (e.g., resil-
ient mats) should be provided under play structures and for 
six feet in all directions (with more space in front of slides 
and swings). Structures should be limited to a height of 6 
feet for preschool children and 8 feet for school age children.

•	 Regular	maintenance	of	all	equipment	and	play	surfaces:	
Gaps or snags in which clothing can catch or body parts be 
trapped should be eliminated. Broken equipment or equip-
ment with missing parts should be repaired or removed, and 
rusted metal, broken plastic, or splintered wood should be 
eliminated or repaired.

Accidental and, among adolescents and preadolescents,  
intentional poisoning are other areas of concern for 
 population health nurses caring for child and adolescent 
populations. Nurses can actively promote safety education 
 regarding the use and storage of poisonous materials among 
the  general  public. They may also be involved in efforts to pro-
mote  effective  labeling of hazardous substances and in suicide 
 prevention activities with youth. These activities are  discussed 
in more detail in Chapter 30 . Selected elements of an 
 education  program to promote child and adolescent safety are 
included in Table 16-5•. An assessment tool that population 
health nurses can use to assess home safety for children and 
adolescents is included in the Assessment Guidelines  section of 
the student resources site.

Preventing violence. The final area to be addressed in the pre-
vention of illness and injury among children and adolescents is 
prevention of violence. Prevention of abuse of children and ado-
lescents should focus on reducing risk factors and enhancing 
protective factors as outlined in Table 16-2. NCIPC (2014c) has 
identified several effective programs to prevent child maltreat-
ment. Strategies for prevention of violence against youth and 
youth suicide are addressed in detail in Chapter 30 .

Prevention of violence by youth is also of concern. The 
National Center for Injury Prevention and Control (2012c) 
has identified four strategies to minimize youth violence. The 
first of these strategies is parent- and family-based programs 
that improve family function and provide parents with strat-
egies for promoting nonviolent conflict resolution among 
their children. The second strategy is education of children 
on handling difficult social situations. Such efforts may oc-
cur in schools or other settings frequented by children and 
adolescents. Mentoring programs that pair young people with 
caring adults can provide effective role models in conflict 
resolution. Finally, changes in social and economic circum-
stances that promote violence can be undertaken. Population 
health nurses may be involved in advocating for, developing, 
and implementing programs that address each of these four 
strategies. For example, they may refer parents to existing 
support programs or assist in the development of such pro-
grams. Similarly, they may be actively involved in educating 
children and youth for nonviolent conflict resolution or in 
developing mentoring programs for youth. They may also ad-
vocate for societal changes that modify social and economic 
conditions that promote violence, such as school policies on 
bullying and harassment. Prevention of violence in the school 
setting will be addressed in more detail in Chapter 22 . Table 
16-6• summarizes population health nursing interventions 
related to injury and illness prevention for child and adoles-
cent populations.

RESOLvINg ExISTINg HEALTH PROBLEMS. Popu-
lation health nursing interventions to resolve existing health 
problems in child and adolescent populations centers on screen-
ing for health problems, caring for minor illness, and caring 

Safety education is an important issue for parents and  
children. (Mat Hayward/Fotolia)
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for children and adolescents with chronic and life threatening 
 conditions. Each of these areas will be briefly  addressed here.

Screening for health problems. Screening for conditions at 
birth is usually employed when treatment soon after birth leads 
to improved health outcomes. Each state determines the panel 
of required screenings for newborns born in that state. Screen-
ing occurs for core conditions and secondary conditions. Core 
conditions are those for which routine screening is conducted; 
secondary conditions are those that may be identified in the 
process of screening or confirmatory testing resulting from core 
screenings. Criteria for the selection of mandatory screening 
tests include the availability of specific and sensitive screening 
tests, well understood health outcomes of the condition, avail-
ability of an effective treatment that minimizes the effects of the 
condition, and the possible influence of screening outcomes 
for future family reproductive decisions. Newborn screening 
categories include a variety of inherited metabolic disorders 
including several disorders of amino acid metabolism (e.g., 
maple sugar urine disease, phenylketonuria), disorders of fatty 
acid metabolism (e.g., dehydrogenase deficiencies,  cartinine 

uptake deficit), and disorders of organic acid metabolism (e.g., 
 cobalamin disorders, glutaric acidemia). Other categories of 
core conditions include endocrine disorders (e.g., congenital 
hypothyroidism, adrenal hyperplasia), hemoglobin disorders 
(e.g., sickle cell anemia, S beta-thalassemia), and other condi-
tions such as cystic fibrosis, galactosemia, hearing loss, and 
 severe combined immunodeficiencies (Chen et al., 2012).

Routine screening for existing conditions takes place at other 
ages as well as at birth. The U.S. Preventive Services Task Force 
(USPSTF, 2010) has found sufficient evidence of effectiveness to 
warrant routine screening of newborns for many of the condi-
tions presented earlier. Evidence has also been found for the ef-
ficacy of screening for amblyopia, strabismus, and visual acuity 
in children under 5 years of age, obesity in children from age 6 
years on, and major depressive disorders when there is access to 
services to address positive screening in children from 12 to 18 
years of age. The task force, however, has not found sufficient 
evidence for other routine screenings that are often employed 
with children. For example, the task force reported insufficient 
evidence of the utility of screening children for scoliosis or high 
blood lead levels in the absence of symptoms, even for children 

TABLE 16-5 Education to Prevent Injury in Children and Adolescents

Age Safety Education

Infant (birth–1 year) Not leaving child unattended on elevated surfaces or in bath
Use of car seat restraint
Use of safety straps in high chairs, strollers, swings, infant seats, etc.
Use of flame-retardant sleepwear
Crib safety: Narrow spaces between slats, bumper pads, no plastic coverings, nontoxic paint, no soft pillows
Toy safety: No sharp edges or small parts, no long strings, siblings’ toys out of reach

Toddler (2–3 years) Not leaving child unattended in bath or pool
Use of car seat restraint
Adequate adult supervision
Home safety: Outlet covers, sharp and poisonous objects locked away, medications out of reach, child-resistant 

containers, gated stairs, bathroom doors closed, no dangling electrical cords
Play equipment: Age-appropriate and in good repair, on appropriate surface
Toy safety: Age-appropriate toys, no small parts
Fenced yard/swimming pool

Preschool child (4–6 years) Use of booster seat in vehicle
Adequate adult supervision
Home safety: Outlet covers, sharp and poisonous objects locked away, medications out of reach, child-resistant 

containers, gated stairs, bathroom doors closed, no dangling electrical cords
Play equipment: Age-appropriate and in good repair, on appropriate surface
Toy safety: Age-appropriate toys, no small parts, adult supervision with potentially hazardous toys
Safety practices: Education regarding interaction with strangers, crossing the street, fire safety, water safety

School-age child (6–12 years) Use of booster seat/adult seat belt based on height and weight
Sports safety: Age-appropriate sports, use of safety equipment, adequate adult supervision
Firearms: Locked separately from ammunition
Safety practices: Education regarding stranger interactions, caring for self at home, sports, bicycling and helmet 

use, water safety, use of medications, swimming instruction
Adolescent (13–18 years) Safe driving

Use of seat belts
Sports safety: Age-appropriate sports, use of safety equipment, adequate adult supervision
Safety practices: Education regarding use of firearms, caring for self and others at home, use of medications, 

dangerous situations (e.g., alcohol and driving, fighting), stranger interactions
Sexuality: Abstinence, safe sexual practices
Use of drugs and alcohol
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with multiple risk factors  (USPSTF, 2010). Some health  insurance 
organizations, however, continue to recommend a variety of 
screening measures for children of different ages (Wellmark Blue 
Cross Blue Shield of Iowa & Wellmark Blue Cross Blue Shield of 
South Dakota, 2013). Table 16-7• provides information about 
screening procedures recommended for selected age groups.

Other screening procedures may be warranted for children 
and adolescents in certain circumstances. For example, chil-
dren with a family history of diabetes may be screened for this 
condition. Similarly, children or adolescents who have been ex-
posed to traumatic events (e.g., school violence, natural disas-
ter) should be screened for depression and other mental health 
problems. Population health nurses may be actively involved 
in providing routine and specialized screening services or may 
need to advocate for access to these services for the child and 
adolescent populations.

Caring for minor illness. Children and adolescents experience 
a variety of minor health problems. Many of these  problems can 

be addressed effectively at home if parents or other caregiv-
ers know how to deal with them. For other problems, or when 
home care does not resolve the problem, professional care is 
required. Population health nurses can educate the public re-
garding appropriate home treatment for minor illness and when 
professional care is required.

Population health nurses can educate parents and the public 
on the signs of illness in children, appropriate measures to be 
taken at home, and when to seek medical intervention. Some 
approaches to parent education may be more effective than 
others, for example, a systematic review of related literature 
found that formal education strategies using mixed educational 
methods were effective in educating parents about fever con-
trol, but semi-formal and informal strategies were not (Young, 
Watts, & Wilson, 2010).

Caretakers and the public should be acquainted with what 
is normal and what is abnormal, as well as what home reme-
dies are appropriate and what might be harmful. In addition to 
providing such information at the population level, population 

TABLE 16-6 Illness and Injury Prevention Interventions for Children and Adolescents

Focus Interventions

Reducing prematurity, low birth weight, and infant mortality Providing sexuality education
Promoting effective contraception to prevent unplanned pregnancies
Promoting effective prenatal care and advocating for low-cost pregnancy services
Promoting supplemental nutrition programs for pregnant women and children and 

making referrals to existing programs
Encouraging smoking cessation and elimination of alcohol during pregnancy
Assisting with prepregnancy weight control and control of diabetes

Preventing communicable diseases Promoting immunization and referring for immunization services
Advocating for development and participation in immunization information 

systems
Promoting cocooning to protect young infants from vaccine preventable diseases
Modifying immunization practices or schedules for children with special needs
Promoting prenatal care and screening and treatment for HIV and other STDs in 

pregnant women
Promoting condom use and safe sexual practices among adolescents
Educating the public and families with respect to good hygiene and protection of 

food and water supplies
Advocating for effective sanitation and safe food and water supplies

Preventing chronic conditions Preventing or resolving obesity and overweight
Preventing exposure to environmental toxins
Advocating for elimination of environmental toxins
Encouraging parental smoking cessation
Preventing or resolving obesity and overweight

Preventing injury Encouraging provision of adequate supervision of children and adolescents
Advocating for strong legislation and strict enforcement to protect children and 

adolescents
Promoting use of effective safety devices
Teaching children and adolescents regarding safety issues
Advocating for elimination of safety hazards in the environment

Preventing violence by youth Advocating for, developing, and referring families to parent- or family-based  
programs to improve parenting and family function

Advocating for and providing social development training programs for youth that 
provide assistance in nonviolent conflict resolution

Advocating for and assisting in the development of mentoring programs for youth
Advocating for social and economic changes in conditions that promote violence

M16_MARY9591_06_SE_C16.indd   412 06/09/14   6:45 PM



chaPter 16 care of child and adolescent Populations  413

health nurses frequently are called on to assess the health status 
of specific children and recommend appropriate interventions 
or make referrals for medical assistance.

Caring for children and adolescents with chronic illness. We 
most often think of chronic illness in the context of caring for 
elderly clients, but as we saw earlier many children are also af-
fected in some way by chronic illness. Chronic conditions may 
also affect children’s performance or their interactions with 
 others in the school setting. Problems posed by chronic illness 
in school settings are addressed in more detail in Chapter 22 .  
Children and adolescents with chronic conditions are some-
times referred to as children and youth with special needs, de-
fined by the Maternal and Child Health Bureau (n.d., p. 1) as “all 
children who have, or are at increased risk for, chronic physical, 
developmental, behavioral, or emotional conditions and who  
also require health and related services of a type or amount 
 beyond that required by children generally.”

Much intervention with families with children experiencing 
chronic illness has focused on development of family resilience 
or hardiness discussed in Chapter 14 . Families dealing with 
children and adolescents with chronic illnesses encounter a 
number of needs that population health nurses can assist them 
with. Some of these needs relate to medical care, education of 
the parent and/or child for self-management, emotional sup-
port, and respite care. Population health nurses also need to 
help families deal with the disruptions of normal family life 
caused by the presence of chronic illness in a child, while recog-
nizing the expertise of parents in caring for their own children.

Health system factors that affect family response to chronic 
illness include fragmentation of care and lack of social support 
for parental caregivers. Parents may find themselves engaged in 
frequent battles to obtain needed health and education services 

for their children. Support programs for families of children 
with chronic illnesses are usually severely underfunded, if they 
exist at all. Parents are often unprepared for the demands of 
their new caregiver role and may view the presence of a pop-
ulation health nurse as both helpful and disruptive of family 
routine and privacy.

The need for adaptation to a chronic condition in a child 
begins with the diagnosis of the condition. Warner and Hauser 
(2011) noted that diagnosis of chronic illness in a child is re-
lated to a series of “ambiguous losses.” Ambiguity begins prior 
to diagnosis with uncertainty about what is wrong with the 
child. Once a diagnosis has been made, there is ambiguity re-
garding the meaning of the condition and its effects on the life 
of the child and the family. Finally, there is ambiguity on what 
the life course of the child will be like and how the chronic ill-
ness will affect abilities and the child’s identity. The effects of 
these aspects of ambiguity are seen in at least five areas. The 
first is how the family should respond to the diagnosis. The 
second deals with the adaptation of family roles, rules, and rit-
uals required by the child’s illness. Ambiguity may also make it 
difficult for family members to validate their distress and seek 
assistance due to the lack of visible signs of a loss. Similarly, the 
ambiguity of the loss may lead to changes in individual views 
of the world. For example, either parents or child may view the 
existence of the condition as unfair or unjust. Finally, ambigu-
ity and uncertainty may compound the physical and psycho-
logical exhaustion experienced by family members (Warner & 
Hauser, 2011).

Initial areas of concern for parents of children with a 
chronic condition include developing specific care skills (e.g., 
medication administration, suctioning, physical therapy), reor-
ganizing family roles to incorporate care of the affected child, 
and continuing to meet other family and social responsibilities. 

TABLE 16-7 Screening Procedures for Children and Adolescents

Age Screening Procedure

Children of all ages Health history, physical examination, height and weight, development, immunization status
Newborn Inherited metabolic disorders, endocrine disorders, hemoglobin disorders, other conditions including cystic fibrosis, 

biotidinase deficiency, galactosemia, hearing loss, and immunodeficiency
Infant Head circumference (to 24 months), subjective hearing and vision screening (parental report), immunization status, 

hematocrit/hemoglobin (12 months). Infants at risk should also be screened for low hematocrit or hemoglobin at 
4 months, tuberculosis, lead

Early childhood BMI, blood pressure, objective vision (3 years) and hearing (4 years), autism (24–30 months), amblyopia, 
 strabismus, visual acuity, dental health, and fluoride availability. Young children at risk should be screened for 
hematocrit/hemoglobin, tuberculosis, cholesterol, lead

Middle childhood BMI, blood pressure, objective vision and hearing screening, obesity, and fluoride availability. Children at risk 
should be screened for hemoglobin/hematocrit, tuberculosis, cholesterol, lead

Adolescence BMI, blood pressure, objective vision and hearing screening, depression, obesity, and fluoride availability. 
 Adolescents at risk should also be screened for hematocrit/hemoglobin; tuberculosis; cholesterol; STDs; drug, 
 alcohol, and tobacco use; pelvic exam

Sources: U.S. Preventive Services Task Force. (2010). The guide to clinical preventive services 2010–2011. Retrieved from http://www.ahrq.gov/clinic/pocketgd.htm; 
Wellmark Blue Cross Blue Shield of Iowa & Wellmark Blue Cross Blue Shield of South Dakota. (2013). Pediatric screening and prevention guideline. Retrieved from 
http://www.wellmark.com/HealthAndWellness/WellnessResources/docs/PediatricPreventiveHealthGuidelines.pdf
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Meeting medical needs may involve coordinating services, 
 juggling appointments, and obtaining needed supplies and 
equipment as well as learning how to use them. Parents may 
also experience lack of time for themselves or to maintain fam-
ily and social relationships, dealing with their own emotional 
responses and those of the child and other family members, 
dealing with feelings of guilt or loss or changes in personal 
identities (e.g., becoming a caregiver versus other roles) 
(Hewitt-Taylor, 2008a).

Parents often exhibit exhaustion due to the need to be on 
24-hour “call.” Even when children are involved in school or 
other activities, parents may be called upon to deal with emer-
gencies or questions that arise. Exhaustion or hopelessness may 
also arise in the context of thoughts of the long-term nature of 
care for some conditions. For example, if the child is not ex-
pected to be able to fend for him or herself as an adult, parents 
and other family members may need to engage in long-term 
planning. Another area of concern is parental abilities to main-
tain their own health. For example, Chen and Clark (2010) 
found that the level of family support and parental perceptions 
of their child’s illness were significantly associated with paren-
tal health status in families with a child with Duchene muscular 
dystrophy.

Families with children experiencing a chronic illness may 
need assistance in developing coping skills that will help 
them adapt to the burden of care. Families may use three 
types of coping to help them adjust (Warner & Hauser, 2011). 
 Appraisal-focused coping addresses family members’ ap-
praisal of the meaning of the stressor. For example, family 
members who perceive the stress as a challenge or care as a 
demonstration of love and caring may adapt better than those 
who perceive care demands as a burden. Or, family members 
may cope by comparing themselves favorably to others who 
“have it much worse.” Problem-focused coping is action ori-
ented and involves planning and action to deal with sources 
of stress. Reorganization of family roles so one parent can stay 
with the child during an extended hospital stay or to relieve 
some of the caretaking burden from one parent are examples 
of problem-focused coping. Finally, emotional coping strate-
gies are designed to regulate emotional responses to stress. For 
example, parents may adopt meditation, exercise, or journal-
ing to help them deal with negative emotions generated by the 
situation.

The presence of a child with a chronic condition within the 
family may also have profound effects on relationships within 
and outside of the family. There may be changes in a spousal 
relationship, if one exists, as parents take on roles related to the 
care of the child. Parents may also have less time to spend with 
other children, and siblings may need to curtail some activities 
due to the needs of the ill brother or sister. Family outings or 
vacations may necessitate intensive planning and logistical ar-
rangements to accommodate the care and equipment needs of 
the child affected. Similarly, the home environment may need 
to be rearranged to accommodate equipment and supplies 
needed (Hewitt-Taylor, 2008a).

The effects of a brother or sister with a chronic condition on 
siblings may be both positive and negative. Research has sug-
gested that they are often more tolerant of individuals who are 
“different,” but may experience frustration and discrimination 
when peers react to the ill sibling. Similarly, they may be ex-
pected to mature more rapidly than other children their ages 
and take some responsibility for care of their brothers or sisters 
(Hewitt-Taylor, 2008a).

The child with a chronic condition also has unique needs 
that population health nurses can assist the family with. This 
is particularly true of adolescents with chronic conditions, 
who need to achieve balance between parental oversight of 
their disease management (as well as other aspects of life) with 
autonomy and self-management (Warner & Hauser, 2011). 
 Population health nurses can assist adolescents and their par-
ents to achieve realistic compromises that promote develop-
ment of adult responsibility. They can also assist parents to 
recognize that risk taking is a normal part of adolescent de-
velopment, but make sure that the adolescent is fully aware of 
the potential consequences of typical risk-taking behavior. For 
example, the nurse may need to impress upon youth the po-
tential for interactive effects between alcohol and medications 
taken for a chronic condition. Adolescents may also need help 
with sexual identity development and sexual expression which 
is often dependent on the reaction of others to one’s condition 
(Hewitt-Taylor, 2008b). Population health nurses can also help 
adolescents to accept more responsibility for management of 
their own illness (O’Donohue & Tolle, 2011).

In addition, population health nurses may need to be ac-
tive advocates for transition care for adolescents approaching 
adulthood. For example, access to many supportive services for 
children with chronic conditions may cease when they reach 
their majority. Population health nurses can advocate for sup-
portive care for these young adults as well as advocate for social 
conditions that help meet the needs of younger children with 
chronic illness and their families. For example, they may need 
to work for transportation access for children and adolescents 
with mobility difficulties or changing rooms in stores that ac-
commodate wheelchairs (Hewitt-Taylor, 2008b).

Both the Healthy People 2010 and Healthy People 2020 na-
tional objectives call for access to comprehensive services for 
children and youth with special needs. In 2005–2006, however, 
less than 18% of children with special needs received care in a 
health care delivery system that met all the quality indicators 
for comprehensive services. These indicators include family in-
volvement in decision making, availability of a medical home, 
adequate health insurance coverage that assures continuity and 
comprehensiveness of services, provision of screening and sur-
veillance as well as preventive medical and dental services, ease 
of use, and effective planning for successful transitions into 
adulthood (Strickland et al., 2011).

Caring for children and adolescents with terminal illness.  
Families with children with terminal illnesses face many of the 
same challenges as those whose children have chronic  illnesses. 
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A review of studies of parents with children with cancer 
 indicated four common themes which may characterize fami-
lies dealing with any life-threatening illness in a child (da Silva, 
Jacob, & Nasciemento, 2010). Parents reported changes in their 
relationships, some positive and some negative, that occurred 
over the course of the child’s illness. A second theme was that 
of communication difficulties when parents found it difficult to 
discuss their feelings about their child’s impending death. Such 
communication difficulties may also affect others in the fam-
ily, such as the ill child and siblings. Parents also often found 
themselves unable to provide mutual support, and gender dif-
ferences were noted in parental stress and the ability to identify 
the other’s stress. Mothers usually experienced higher levels of 
stress than fathers, probably due to greater assumption of care-
taking roles.

Another theme was that of role changes. Mothers often 
traded the wife role for the mother role, although many fathers 
assumed greater caretaking roles over time. In the caretaking 
role, mothers were often absent from the home to be with the 
child during extended hospitalizations. This absence resulted 
in their inability to fulfill roles in relation to other members 
of the family, with these roles often assumed by the father or 
other children. Sometimes the fatigue accompanying these role 
changes meant that neither parent was able to effectively fulfill 
household and family roles. A final concern voiced by parents 
was the frequent inability to get input from a co-parent in care  
decisions due to the time sensitive nature of many of those 
 decisions (da Silva et al., 2010).

All of these issues may lead to deteriorating health in other 
family members, particularly adult caretakers of the ill child.  
A longitudinal study of parents of children with terminal ill-
ness in Canada found the health of parents worsened in con-
junction with the increasing complexity of the child’s condition 
(Brehaut et al., 2011).

The two primary functions of population health nurses in 
the care of children and adolescents with terminal illnesses are 
palliative care and assisting families with grieving. WHO (2014) 
has noted that palliative care for children is “active total care 
of the child’s mind, body, and spirit, and also involves giving 
support to the family” (para. 1). The goal of palliative care is 
to enhance the quality of life of the child and his or her fam-
ily through control of symptoms and alleviation of other condi-
tions (e.g., loneliness, depression) that may diminish quality of 
life. Palliative care also seeks to ensure continued effective func-
tioning of the family unit. Population health nurses may be in-
volved in the provision of palliative care for individual children 
or adolescents or refer clients for palliative and hospice care ser-
vices. At the aggregate level, they can work to assure the avail-
ability of pediatric palliative and hospice care services in the 
community and their accessibility to all those in need of them.

Assisting families to deal with grief is another important 
function of the population health nurse in caring for children 
and adolescents with terminal illnesses. These families engage 
in anticipatory grieving that may be characterized by feelings 
of despair, hopelessness, and worthlessness. Such feelings 

have been found to be more intense in families whose child 
is newly diagnosed (Al-Gamal & Long, 2010), but may resur-
face throughout the trajectory of the child’s illness. Population 
health nurses can assist family members, including the child af-
fected, to discuss their feelings and to seek mutual support. The 
nurse can also refer families to hospice services, or to religious 
counselors, if desired by the family. Nurses can also link fam-
ily members with support groups to help them deal with their 
grief before and/or after the child’s death.

One innovative and effective approach to providing mutual 
support is the use of computer technology. Population health 
nurses can refer families to existing services or may be involved 
in their development and implementation. In addition, popula-
tion health nurses may advocate for the availability of bereave-
ment services for families of children with terminal illnesses. 
Table 16-8• summarizes potential population health nursing 
interventions for resolving problems related to the care of chil-
dren and adolescents with terminal illnesses as well as other 
physical and mental health problems experienced by children 
and youth.

RESTORINg HEALTH AND MANAgINg LONg-TERM 
CONDITIONS. Health restoration addresses the particular 
health problems experienced by children or adolescents. Gen-
erally, there are three aspects to health restoration with children 
and adolescents: promoting self-management, preventing fur-
ther consequences, and promoting adjustment.

Promoting self-management. Population health nurses may 
assist parents and older children and adolescents to develop self-
management expertise related to care of chronic conditions or to 
engage in other self-management activities. For example, resolv-
ing an existing problem of teenage pregnancy may involve referral 
for prenatal care and education to promote a healthy pregnancy, 
but restoring a state of health and promoting self-management 
may involve educating the adolescent parent on child care and 
promoting further development for the teenager as well as for the 
newborn. Self-management in this instance may also involve as-
sisting the family to adjust to the presence of a new member and 
modifying family roles to allow the teenager to assume the par-
enting role while providing adequate support for that role.

In the case of chronic illness, self-management may involve 
assisting an older child or adolescent to take increasing respon-
sibility for medication compliance, adherence to dietary re-
strictions and so on. The population health nurse may also help 
the child to maintain as normal a lifestyle as possible in the face 
of the chronic condition.

At the population level, the population health nurse might 
be  involved in the development of programs that promote self-
management by families and children affected by a variety of 
health problems. For example, he or she might initiate educa-
tional programs and self-help groups for families of children 
with asthma. The nurse may also need to advocate for insur-
ance coverage for such services and for their availability and 
accessibility in the community.
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Preventing consequences. Health restoration also involves 
maintaining health by preventing further consequences of 
health problems. For example, the child with diabetes requires 
attention to diet, exercise, and medication to control the diabe-
tes and prevent physical consequences of the disease itself. At 
the same time, attention must be given to promoting the child’s 
adjustment to the condition and normalizing his or her life as 
much as possible. Nursing interventions would be geared to-
ward convincing the child to stick to his or her diet and promot-
ing social interactions with peers.

The nurse might also need to intervene to prevent or mini-
mize the consequences of a child’s condition for the rest of 
the family. For example, the nurse might need to point out to 
parents that in their concern for the child with a chronic heart 

condition, they are neglecting the needs of siblings. Health 
 restoration for an infant with AIDS may entail educating par-
ents on the disposal of bodily fluids and excreta to prevent in-
fection of other family members. Health restoration may entail 
a wide variety of activities on the part of the nurse, from educa-
tion on how to deal with specific conditions to referral for assis-
tance with major medical expenses. Nurses may also need to act 
as advocates for children with chronic conditions. The example 
that most readily comes to mind is the need for advocacy for 
children with AIDS who are still well enough to attend school.

Emotional support by the nurse is a very important part of 
health restoration for children with chronic conditions and 
their families. Parents’ and children’s feelings about the con-
dition need to be acknowledged and addressed. The nurse can 

TABLE 16-8  Interventions to Resolve Existing Health Problems in Child and 
Adolescent Populations

Focus Interventions

Screening for health problems •	Providing	routine	screening	services	for	children	and	adolescents
•	Interpreting	screening	test	results	for	families	and	making	referrals	for	follow-up	

diagnosis and treatment
•	Advocating	for	available	and	accessible	screening	services
•	Planning	and	implementing	population-based	health	screening	programs	for	

children and adolescents
Caring for minor illness •	Educating	families	and	the	public	to	recognize	signs	of	minor	illness	in	children	

and adolescents
•	Educating	families	and	the	public	regarding	home	care	of	minor	illness	and	how	

to know when professional care is needed
•	Providing	or	referring	for	treatment	for	minor	illness	for	individual	children/ado-

lescents, when needed
•	Advocating	available	and	accessible	services	for	minor	illness	care

Caring for children and adolescents with chronic illnesses •	Educating	families	and	the	public	regarding	signs	of	chronic	illness	in	children	
and adolescents

•	Referring	individual	children	and	adolescents	for	diagnosis	and	treatment	of	
chronic illness

•	Providing	case	management	services	for	children	and	adolescents	with	chronic	
illness

•	Assisting	families	to	adapt	to	the	care	needs	of	a	child	or	adolescent	with	
chronic illness

•	Teaching	children	and	adolescents	and	their	families	for	self-management	of	
chronic illness

•	Referring	caretakers	of	children	and	adolescents	with	chronic	illnesses	for	 
respite services

•	Promoting	normal	growth	and	development	in	children	with	chronic	illness
•	Advocating	environmental	changes	to	minimize	disabilities	due	to	chronic	

illness
•	Advocating	available	and	accessible	diagnostic	and	treatment	services	for	

 children and adolescents with chronic illness
Caring for children and adolescents with terminal illness •	Providing	or	referring	families	for	palliative	care	and	hospice	services

•	Assisting	families	with	the	grief	process
•	Referring	children	and	adolescents	and	their	families	for	support	services	as	

needed
•	Initiating	bereavement	care
•	Advocating	available	and	accessible	palliative	and	bereavement	care	for	

 children and adolescents and their families
•	Developing	technology-mediated	mutual	support	groups	for	families	of	children	

with terminal illnesses
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also reinforce positive activities on the part of parent or child. 
Again, this support may need to be extended as families go 
through the grieving process. Grieving will probably occur with 
most chronic illnesses, even those that are not terminal, and the 
nurse should be prepared to reassure families that their feelings 
of grief are normal and to support them through this process.

Again, advocacy may be needed at the population level to 
assure access to needed services that prevent consequences of 
health problems. For example, the population health nurse 
may need to advocate for special education arrangements for 
adolescent parents that permit them to continue their educa-
tion while fulfilling their parental responsibilities.

Promoting adjustment. The population health nurse may 
also engage in activities that are designed to return the child 
and family to a relatively normal state of existence. For children 
or adolescents with chronic illnesses or disabilities, this means 
restoring function as much as possible, preventing further loss 
of function, and assisting the child and his or her family to adapt 
lifestyles and behaviors to the presence of a chronic condition. 
The population health nurse might accomplish this by encour-
aging the family to discuss problems posed by the child’s condi-
tion and to view the condition in the most positive light pos-
sible. The nurse should also encourage the family to normalize 
family life as much as possible. For example, if the Little League 
activities of a sibling have been curtailed because of an exacer-
bation of the child’s illness, parents should make an attempt to 
reinstitute those activities as soon as the youngster’s condition 
is stable, or the family can be encouraged to call on members 
of their support network to take the sibling to baseball prac-
tice and games. Interventions that might be used by population 
health nurses in health restoration with children and adoles-
cents and their families are presented in Table 16-9•.

Evaluating Health Care for Child and 
Adolescent Populations
The effectiveness of nursing interventions for the individual 
child or adolescent is assessed in the same manner that care of 
any specific client is evaluated. Has intervention fostered the 
child’s growth and development? Is the child’s nutrition ad-
equate to meet his or her needs? Is the child up to date on his 
or her immunizations? Have physical or psychological hazards 
been eliminated from the child’s environment? Is the child re-
ceiving health care as needed? Have acute health care problems 
been resolved?

The population health nurse would also examine the ex-
tent to which care has contributed to the adjustment of the 
child and family to an existing chronic disease or disability. 
Are parents comfortable and adequately prepared to par-
ent a child with special needs? Do they perform this role ad-
equately? Have complications of the child’s condition been 
prevented?

The population health nurse may also be involved in eval-
uating the effects of interventions at the aggregate level. This 
might entail evaluating the extent to which national objec-
tives for the health of children and adolescents have been 
achieved. The Healthy People 2020 objectives on pages 418 
to 420 address selected issues related to child and adolescent 
health.  Current data for these and other related objectives 
for child and adolescent health are available from the U.S. 
 Department of Health and Human Services Healthy People 
2020 website. Population health nurses might be involved 
in gathering data related to the status of these objectives in 
their own communities to evaluate the effectiveness of child 
and adolescent care. They may also be involved in activities 
to evaluate the effects of other initiatives related to child and 
adolescent health.

TABLE 16-9 Health Restoration Interventions for Child and Adolescent Populations

Focus Interventions

Promoting self-management •	Educating	children,	adolescents,	their	families,	and	the	public	to	promote	self-management	related	to	
health problems

•	Advocating	for	societal	and	environmental	changes	needed	to	promote	self-management	of	health	issues	
among children and adolescents and their families

•	Advocating	for,	planning,	and	implementing	accessible	services	that	promote	self-management
Preventing consequences •	Monitoring	and	promoting	effective	disease	management	for	children	and	adolescents	with	chronic	

conditions
•	Advocating	for	support	services	for	children	and	adolescents	with	chronic	conditions
•	Promoting	development	of	children	and	adolescents	with	chronic	conditions
•	Providing	or	referring	for	counseling	for	children	and	adolescents	and	their	families	as	needed
•	Providing	emotional	support	for	children,	adolescents,	and	their	families
•	Referring	caretakers	for	respite	care	as	needed

Promoting adjustment •	Promoting	lifestyle	changes	consistent	with	effective	disease	management
•	Promoting	normal	family	life	as	much	as	possible
•	Promoting	communication	within	the	family	and	between	the	family	and	health	care	providers
•	Initiating	or	referring	families	to	existing	support	groups
•	Advocating	for	societal	and	environmental	changes	necessary	for	effective	adjustment	to	a	chronic	illness
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ObjECTIvE

 
bASElInE (yEAr)

 
TArgET

CurrEnT 
DATA (yEAr)

 
DATA SOurCE

MICH-1 Reduce the rate of fetal and 
infant deaths
   MICH-1.3 All infant deaths

6.7 infant deaths 
per 1,000 live births 
(2006)

6.0 infant deaths per 
1,000 live births

6.4 (2009) National Vital Statistics 
System (NVSS), CDC, 
NCHS

MICH-3 Reduce the rate of child deaths
   MICH-3.1 Children aged 1–4 years
   MICH-3.2 Children aged 5–9 years

29.4/100,000 (2007)
13.8/100,000 (2007)

26.5/100,000
12.4/100,000

26.5 (2010)
11.4 (2010)

National Vital Statistics 
System (NVSS), CDC, 
NCHS

MICH-4 Reduce the rate of adolescent 
and young adult deaths
   MICH-4.1 Adolescents 10–14 years
   MICH-3.1 Adolescents 15–19 years

16.5/100,000 (2007)
60.3/100,000 (2007)

14.8/100,000
54.3/100,000

14.3 (2010)
49.4 (2010)

National Vital Statistics 
System (NVSS), CDC, 
NCHS

MICH-8.2 Reduce very low birth weight 1.5% of live births 
(2007)

1.4% of live births 1.4% 
(2010)

National Vital Statistics 
System (NVSS), CDC, 
NCHS

MICH-10-2 Increase the proportion of 
pregnant women who receive early and 
adequate prenatal care

70.5% (2007) 77.6% NDA National Vital Statistics 
System (NVSS), CDC, 
NCHS

MICH-11.3 Increase abstinence from 
cigarette smoking among pregnant 
women

89.6% (2007) 98.6% NDA National Vital Statistics 
System (NVSS), CDC, 
NCHS

MICH-21.5 Increase the proportion of 
infants who are breast-fed exclusively 
through 6 months

14.1% (2006) 25.5% 14.6% 
(2008)

National Immunization  
Survey (NIS), CDC, 
NCIRD, and NCHS

MICH-25 Reduce the occurrence of 
 fetal alcohol syndrome (FAS)

3.6//10,000 live births 
(2006)

N/A* NDA Fetal Alcohol Syndrome 
Surveillance Network  
(FASSnet), CDC, 
NCBDDD

MICH-30.1 Increase the proportion of 
children who have access to a medical 
home

57.5% of children 
under age 18 years 
(2007)

63.3% 54.4% 
(2011–
2012)

National Survey of  
Children’s Health 
(NSCH), HRSA, MCHB 
and CDC, NCHS

MICH-30.2 Increase the proportion of 
children with special health care needs 
who have access to a medical home

47.1% of children 
 under age 18 years

51.8% 43% 
(2009–
2010)

National Survey of  
Children with Special 
Health Care Needs  
(NSCSHCN), HRSA, 
MCHB and CDC, NCHS

AH-5.6 Decrease school absenteeism 
among adolescents due to illness or 
injury

5% missed 11 or more 
whole school days 
(2008)

TBD 5.3% 
(2011)

National Health  
Interview Survey  
(NHIS), CDC, NCHS

AH-10 Decrease the proportion of public 
schools with a serious violent incident

17.2% of public 
schools (2007–2008)

15.5% NDA School Survey on Crime 
and Safety (SSOCS), ED, 
IES, NCES

Healthy People 2020 

Selected Objectives Related to Child and Adolescent Health
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Healthy People 2020 (Continued)
 
ObjECTIvE

 
bASElInE (yEAr)

 
TArgET

CurrEnT 
DATA (yEAr)

 
DATA SOurCE

AH-11.1 Decrease the rate of minor 
and young adult perpetration of violent 
crimes

444/100,000 adoles-
cents and young adults 
aged 10 to 24 years 
(2008)

399.6 arrests/ 
100,000 population 
aged 10 to 24 years

NDA Violent Crime Index, 
Uniform Crime Report-
ing Program, DOJ, FBI, 
CJIS

IID-8 Increase the proportion of children 
aged 19 to 35 months who receive the 
recommended doses of DTaP, polio, 
MMR, Hib, hepatitis B, varicella and 
PCV vaccines

44.3% of children 
(2009)

80% 68.5% 
(2011)

National Immuniza-
tion Survey (NIS), CDC, 
NCIRD, and NCHS

IID-18 Increase the proportion of chil-
dren under 6 years of age whose immu-
nization records are in fully operational, 
population-based immunization informa-
tion systems

75% (2008) 95% 83.6% 
(2011)

Immunization Program 
Annual Reports, CDC, 
NCIRD

NWS-2.1 Increase the proportion of 
schools that do not sell or offer calori-
cally sweetened beverages to students

9.3% 21.3% NDA School Health Policies 
and Programs Study, 
CDC

NWS-10 Reduce the proportion of chil-
dren and adolescents 2–19 years who 
are considered obese

16.1% (2005–2008) 14.5% 16.9% 
(2009–
2010)

National Health and 
Nutrition Examination 
Survey (NHANES), CDC, 
NCHS

NWS-12 Eliminate very low food  
security among children

1.3% of households 
with children (2008)

0.2% 1% (2011) Food Security  
Supplement to the  
Current Population  
Survey, U.S. Department 
of Commerce, Bureau  
of the Census

NWS-14 Increase the contribution of 
fruits to the diets of the population aged 
2 years and older

0.5 cup equivalents of 
fruits per 1,000 calo-
ries (2001–2004)

0.9 cup equivalents 
per 1,000 calories

NDA National Health and 
Nutrition Examination 
Survey (NHANES), CDC, 
NCHS and USDA, ARS

NWS-18 Reduce consumption of satu-
rated fat in the population aged 2 years 
and older

11.3% of total calorie 
intake (2003–2006)

9.5% 11% 
(2007–
2010)

National Health and 
Nutrition Examination 
Survey (NHANES), CDC, 
NCHS and USDA, ARS

PA-5 Increase the proportion of adoles-
cents who participate in daily school 
physical education

33.3% (2009) 36.6% 31.5% 
(2011)

Youth Risk Behavior  
Surveillance System  
(YRBSS), CDC, 
NCCDPHP

PA-8.2.3 Increase the proportion of 
adolescents in 9th through 12th grade 
who view television, videos, or play video 
games for no more than 2 hours a day

Comparable objectives for preschool and 
school-age children

67.2% (2009) 73.9% 67.6% 
(2011)

National Health and 
Nutrition Examination 
Survey (NHANES)

Continued on next page
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ObjECTIvE

 
bASElInE (yEAr)

 
TArgET

CurrEnT 
DATA (yEAr)

 
DATA SOurCE

SA-2.3 Increase the proportion of high 
school seniors never using substances—
Alcoholic beverages

27.7% of high school 
seniors (2009)

30.5% NDA Monitoring the Future 
Survey (MTF), NIH

SA-2.4 Increase the proportion of high 
school seniors never using substances—
Illicit drugs

53.3% (2009) 58.6% NDA Monitoring the Future 
Survey (MTF), NIH

FP-8.1 Reduce the pregnancy rate 
among adolescent females aged 15 to 
17 years

40.2 pregnancies/ 
1,000 females (2005)

36.2 pregnancies/ 
1,000

39.5 (2008) Abortion Provider Survey, 
Guttmacher Institute; 
Abortion Surveillance 
Data, CDC, NCCDPHP; 
National Vital Statistics 
System–Natality (NVSS–
N), CDC, NCHS; National 
Survey of Family Growth 
(NSFG), CDC, NCHS

FP-11.3 Increase the proportion of 
sexually active females aged 15 to 19 
years who use a condom and hormonal 
or intrauterine contraception at last 
intercourse

18.3% (2006–2010) 20.1% NDA National Survey of Fam-
ily Growth (NSFG), CDC

NDA = No data available

*Some data are being collected for information purposes only, so no targets have been set.

Data from: U.S. Department of Health and Human Services. (2013). Topics and objectives index. Retrieved from http://www.healthypeople.gov/2020 
/topicsobjectives2020/default.aspx

Healthy People 2020 (Continued)

You are a population health nurse in a small town on the 
 Arizona-Mexico border. The pediatric nurse practitioner in the 
local well-child clinic comes to you with concerns about the high 
blood lead levels he has encountered in a number of school-age 

children in the community. When you look at past figures for 
lead poisoning in the area, you find that the incidence has stead-
ily increased until it is about twice that of other nearby commu-
nities. The community is bisected by a major interstate highway 

CASE STUDy

Population health nursing services for children and adolescents 
are one of the most effective means of enhancing the health of 
the overall population. Population health nurses can educate 
the public, parents, and children on health-promoting and 
illness and injury preventing behaviors and engage in early 

 intervention and health restoration for existing health  problems 
to minimize their effects on the health of individual children 
and on the population during childhood and adolescence and 
on into adulthood.

CHAPTER RECAP

 Protecting Children’s Health
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and new cases of lead poisoning seem to be clustered along the 
interstate and in a part of town that houses a large population 
of Hispanic migrants and their families.  Epidemiologic inves-
tigation indicates that there are high levels of lead in the soil 
adjacent to the highway and deteriorating lead-based paint in a 
large portion of the older homes in low-income areas of town. 
In addition, the investigation finds that several small stores in 
the Hispanic part of town sell a brand of candy imported from 
Mexico that has high levels of lead contamination. The candy is 
inexpensive and very popular with local children.
1. What biological, psychological, environmental, sociocul-

tural, behavioral, and health system factors are contributing 

to the high incidence of elevated blood lead levels in  children 
in the community?

2. In addition to yourself, who should be involved in planning 
programs to decrease the incidence of lead poisoning?

3. What evidence-based interventions might the planning 
group employ to address the problem?

4. What level(s) of health care would be involved in addressing 
the problems of lead poisoning incidence and prevalence?

5. How might the effectiveness of the interventions be 
evaluated?
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Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe major considerations in assessing biophysical, psychological, environmental, 
sociocultural, behavioral, and health care system determinants affecting men’s health.

 2. Identify major considerations in health promotion and illness/injury prevention for men and 
analyze the role of the population health nurse with respect to each.

 3. Describe areas of focus in resolving existing health problems among men and related population 
health nursing roles.

 4. Describe considerations in restorative health care for men and analyze the role of the population 
health nurse in each.

Care of Men17

M17_MARY9591_06_SE_C17.indd   424 06/09/14   6:53 PM



425

Advocating for Men’s Health and Men in Nursing

Nurses themselves often need advocacy to be assured fair treatment. This has been no less true 
for male nurses than for females. Although early nursing outside of the family was primarily a 
masculine endeavor carried out by male religious orders, nursing in the 19th and 20th centuries 
became a largely feminine profession. Men were frequently denied admission to schools of nursing 
and were not eligible to become members of the Army Nurse Corps until 1955 and the Navy Nurse 
Corps until 1965 (Tranbarger, 2007).

Recognizing the need for advocacy for the rights of male nurses, Steve Miller, a nurse, estab-
lished a “Men in Nursing in Michigan” organization in 1971. After some initial setbacks, the 
organization was reorganized in 1974 as the Male Nurses Association and became the American 
Assembly for Men in Nursing (AAMN) in 1981. The initial aim of the assembly was to recruit men 
to the nursing profession, but this focus was later expanded to provide networking and mentorship 
opportunities and address issues that concerned men in nursing. The organization also promotes 
research and education regarding men’s health issues (Tranbarger, 2007).

Today, AAMN is a national organization with myriad local chapters (AAMN, 2011). Recent ac-
tivities include promotion of gender-neutral language in nursing education (AAMN Board of Direc-
tors, 2010) and a position statement on the development of a men’s health curriculum in schools 
of nursing to address the health needs of the male population (AAMN, 2010).

W hat does it mean to be a man? Relevant lit-
erature distinguishes between being male and 
masculinity. Maleness is perceived as a biologi-
cal phenomenon, while masculinity is a per-

sonal and social construct that varies within individuals and 
across cultural groups (Synnott, 2009). Some authors propose 
five different conceptualizations or models of gender as de-
picted in Table 17-1•.

According to 2010 census data (U.S. Census Bureau, 2012a), 
men over 20 years of age constituted 48% of the U.S. adult pop-
ulation. This amounted to nearly 109.2 million men. By 2015, 
men over age 18 are expected to comprise 48.7% of the adult 

population (U.S. Census Bureau, 2012b). The worldwide male 
population amounts to 3.3 billion (Synnott, 2009). Although 
health care services have traditionally been designed around 
men’s health care needs, U.S. men encounter a number of 
health disparities when compared to women. Failure to attend 
to men’s health as a population group is attested to by the fact 
that only in the two most recent sets of national health objec-
tives, have issues unique to men’s health, such as prostate can-
cer mortality, been addressed (U.S. Department of Health and 
Human Services [USDHHS], 2013), whereas uniquely female 
health problems (e.g., maternal and cervical cancer mortality) 
have been addressed in multiple sets of objectives.
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TAbLe 17-1 Models of Gender Conceptualization

Model Characteristic Features

Romantic Men and women are different but complementary and equal opposites, united by mutual interdependence
Patriarchal Men are superior to women and dominate women. Males sacrifice themselves to protect women and women are  

privileged in some ways (e.g., not being subject to military service).
Misandric Women are superior to men. Men are viewed as villains, and women, as a group, are engaged in a war against men.
Postmodern Gender is a continuum rather than a dichotomy. Humans are biologically and psychologically bisexual, and there are 

multiple fluid sexualities. Gender roles are cultural rather than biological and are based on behavioral performance  
(e.g., how one dresses or one’s mannerisms). There are greater differences within traditional male/female genders than 
between them.

Multiple conflict/ 
identity

Gender relations are predicated on power. Men and women are not the same, nor are they opposite. They are not usually 
equal in all respects; nor is one gender always powerful and the other powerless. Gender differences are interwoven with 
power differences in other societal aspects including class, race, religion, ethnicity, language, and political affiliation.

Data from: Synnott, A. (2009). Rethinking men: Heroes, villains, and victims. Burlington, VT: Ashgate.
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Men differ from women in their patterns of physical health 
disorders and health-related needs. These differences are at-
tributable to (a) physiologic differences between men and 
women, (b) differences in health-related habits and health-
seeking behavior, and (c) differences in social roles, stress, and 
coping. A great deal of health-related literature has been writ-
ten about specific problems that influence men’s health sta-
tus (e.g., cardiovascular disease, lung cancer, etc.). Very little, 
however, is written about the overall health needs of men. The 
health care of men has been fragmented, approached from an 
episodic perspective, and little effort has been made to provide 
comprehensive, holistic health services.

Evidence of health disparities between men and women is 
seen in differences in life expectancy, mortality, and rates of ill-
ness and injury. Men die younger than women and overall have 
higher incidences of most chronic diseases than women.  Average 
life expectancy for U.S. men at birth in 2010 was 76 years com-
pared to 81 years for women, and the all-cause mortality rate for 
males of all ages was 887.1 per 100,000 population versus 634.9 
per 100,000 women. Years of productive life lost due to death 
before age 75 came to 8,735 for men and only 5,195 for women 
(National Center for Health Statistics [NCHS], 2013). Life expec-
tancy for men is less than for women in all regions of the world, 
and men are more likely than women to die between ages 15 and 
60 years (World Health Organization, 2013).

These differences do not seem to be solely a product of dif-
ferences in gender socialization or roles. Some authors have 
suggested that the universal disparity in longevity between men 
and women may be the result of innate biological differences. 
For example, it is known that female hormones have a pro-
tective effect with respect to cardiovascular disease. This and 
other biological differences may play a significant role in differ-
ences in longevity between men and women.

Chronic disease incidence also tends to be higher among 
men than women. For example, 2008 cancer incidence was 
higher for men than women for all sites except reproductive 
cancers. Likewise, diabetes incidence is higher for men than 
women (Beckles, Zhu, & Moonsinghe, 2011). In addition, di-
abetes is less likely to be controlled among men than women 
(NCHS, 2013). Similar differences in the incidence and degree 
of control of hypertension are noted between men and women 
(Keenan & Rosendorf, 2011). HIV infection rates for men are 
three times those for women and climbing, whereas infec-
tion rates for women have declined slightly since 2005 (Hall, 
Hughes, Dean, Mermin, & Fenton, 2011).

Men are also more likely than women to be victims of war, 
crime, homicide, suicide, and accidental injury and death, 
particularly in occupational settings (Synnott, 2009). For ex-
ample, in 2007 motor vehicle accident mortality was higher 
among men than women for all racial and ethnic groups (West 
&  Naumann, 2011). In addition, suicide rates are nearly four 
times higher for men than for women (NCHS, 2013).

Three explanatory paradigms have been advanced to ex-
plain these disparities. These include personal behaviors, 
cultural factors, and health system factors (Synnott, 2009). 

Personal behaviors include elements of risk taking as well as 
lack of personal health care activities. Cultural factors include 
gender socialization, occupational exposures to hazardous con-
ditions, and so on, and health system factors include the lack 
of attention to men’s health issues presented above as well as 
lack of access to health care services. Factors related to each of 
these three paradigms are addressed below in terms of behav-
ioral, sociocultural, and health systems determinants of health, 
respectively.

Population Health Nursing  
and Care of Men
Population health nursing activities in care of the male popu-
lation involve use of the nursing process at both the individ-
ual and population levels. Assessment of men’s health status 
addresses each of the categories of determinants of health to 
identify factors contributing to health and illness among men. 
Planning and implementation of interventions geared toward 
health promotion and illness/injury prevention, resolution of 
existing health problems, and restoration of health are also 
part of the population health nurse’s role with respect to men. 
 Finally, population health nurses evaluate the effects of care on 
men’s health status at individual and population levels.

Assessing the Health Status of Men
Factors related to each of the six categories of determinants of 
health affect men’s health status. We will briefly consider ma-
jor factors related to biological, psychological, environmental, 
sociocultural, behavioral, and health system determinants and 
their influence on the health of the male population.  Assessment 
of the male population can be conducted using the Popula-
tion Health Assessment and Intervention Guide included in the 
 Assessment Guidelines for Chapter 15 . A tool to assess the 
health of an individual male client is included in the  Assessment 
Guidelines section of the student resources site. 

biOLOGiCAL DeTerMiNANTs. Considerations in assess-
ing biological determinants of men’s health are presented in the 
focused assessment on the next page. Areas to be addressed in-
clude the demographics of the population, as well as morbidity 
and mortality related to physical health conditions, and levels 
of immunity. Much of this information is available from data 
collected by official health agencies and health care facilities 
and providers in the area. Local emergency departments may 
be able to provide statistics on accidental injuries among men. 
Similarly, local police departments may have data on accident-
related calls and the injuries suffered. For other conditions, such 
as erectile dysfunction, extent of disability, and immunization 
levels among men, there are often no statistical data available, 
and information may be best obtained by means of community 
surveys.

Men experience a variety of physical health conditions, 
many of which can be prevented or their effects ameliorated  
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by effective population health nursing intervention. Table 17-2•  
provides a comparison of male and female mortality for se-
lected causes of death in the United States in 2008. As indicated 
in the table, only for Alzheimer’s disease, are female mortality 
rates higher than those for males, with the greatest differences 
in suicide and homicide mortality.

Men also experience higher levels of morbidity for many 
health problems than do women (Table 17-3•). For example, 
men tend to develop coronary heart disease (CHD) 10 to 15 years 
earlier than women and account for 70% of premature mortal-
ity (before age 65) from CHD. In addition to being more likely 
than women to be overweight or obese, men tend to have more 
abdominal obesity that is associated with coronary heart disease 
(Salzman & Wender, 2006). Generally, men are likely to report 
less difficulty seeing with corrective lenses but have greater diffi-
culty hearing with advancing age and are slightly less likely than 
women to report themselves as in poor health (NCHS, 2012a).

Men also have higher rates of sexually transmitted dis-
eases (STDs) than women. For example, the incidence of HIV 

FOCuseD AssessMeNT Assessing biological Determinants of 
Men’s Health

•	 What	is	the	prevalence	of	sexual	dysfunction	in	the	male	
population?

•	 What	is	the	level	of	immunity	to	specific	communicable	
diseases among the male population?

•	 What	is	the	age	composition	of	the	male	population?

•	 What	is	the	racial/ethnic	composition	of	the	male	population?

•	 What	are	the	main	causes	of	mortality	in	the	male	
population?

•	 What	acute	and	chronic	illnesses	are	prevalent	in	the	male	
population? What factors contribute to the prevalence of 
these conditions?

TAbLe 17-2  Male and Female Mortality from selected Causes, united states, 2008  
(per 100,000 population)

Cause of Mortality Men Women ratio Men to Women

Overall 900.6 643.4 1.4 to 1
Heart disease 232 150.4 1.5 to 1
Malignant neoplasms 213 148.5 1.4 to 1
Unintentional injury 53.6 25.1 2.1 to 1
Chronic lower respiratory disease 51.4 39.1 1.3 to 1
Cerebrovascular disease 40.9 39.9 1.02 to 1
Diabetes mellitus 25.6 18.8 1.4 to 1
Alzheimer’s disease 20.1 26.7 0.75 to 1
Suicide 18.9 4.8 3.9 to 1
Chronic liver disease and cirrhosis 12.7 6.0 2.1 to 1
Homicide 9.3 2.4 3.9 to 1
HIV disease 4.8 1.9 2.5 to 1

Data from: National Center for Health Statistics. (2012a). Health, United States, 2011: With special feature on socioeconomic status and health. Retrieved from http://
www.cdc.gov/nchs/data/hus/hus11.pdf

infection in men is more than three times that in women. Men 
also experience other reproductive conditions, such as breast 
cancer (although at a much lower rate than women) and pros-
tate cancer. Prostate cancer is the most common cancer diag-
nosis in men. In 2009, 206,640 men in the United States were 
diagnosed with prostate cancer, and 28,088 U.S. men died 
from prostate cancer. The overall incidence rate was 137.7 per 
100,000 men (U.S. Cancer Statistics Working Group, 2013). 
One in every six men will develop prostate cancer in his life-
time. Prostate cancer may result in feelings of inadequacy that 
lead to changes in relationships, feelings of lost manhood, and 
changes in sexual feelings, as well as to erectile dysfunction. 
Although prostate cancer is frequently not life threatening, 
its implications for men’s quality of life cannot be underesti-
mated. Prostate cancer and benign prostatic hyperplasia or 
hypertrophy (BPH) may both obstruct urinary flow, resulting 
in reduced urinary flow, increasing frequency, and nocturia. 
 Approximately half of men over 60 years of age experience 
BPH (Deters & Kim, 2011).
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Erectile dysfunction is another reproductive problem com-
mon among men. Erectile dysfunction (ED), formerly called 
impotence, occurs when a man cannot achieve or maintain an 
erection sufficient for satisfactory sexual activity. ED may re-
sult in total or periodic inability to achieve an erection or the 
inability to sustain an erection. As many as 30 million U.S. men 
may be affected, and the incidence of ED increases with age. 
ED may occur as a result of diabetes, atherosclerosis, hyper-
tension, obesity, or nerve damage or as a side effect of many 
medications or surgery (e.g., following prostatectomy). ED 
may also be associated with lifestyle factors, such as smoking 
and alcohol consumption, or with stress and fear of sexual fail-
ure.  Occasionally, ED is the result of low testosterone levels. In 
addition to its psychological effects on men’s health, ED may 
also signal undiagnosed chronic conditions and should not be 
ignored. Unfortunately, many men are reluctant to admit to 
erectile dysfunction and may not seek help (National Kidney 
and Urologic Diseases Information Clearinghouse, 2012).

Infertility also poses significant threats to men’s self-image. 
Infertility is the inability to become pregnant or to impreg-
nate one’s female partner after at least a year of intercourse 
without using contraceptives. In approximately one third of 
couples unable to get pregnant, the difficulty lies with the male 
partner (American Academy of Family Physicians, 2014). Pos-
sible causes of infertility include prior surgeries, pelvic trauma, 

sexually transmitted disease, genetic causes such as  Klinefelter’s 
syndrome, medication use, and toxic exposures. 

Another area to be addressed in assessing men’s physiologic 
function is the presence of long-term consequences of acciden-
tal injury. Males at all ages have higher rates of unintentional 
injuries than females. In 2012, for example, U.S. men over 20 
years of age sustained more than 10.6 million unintentional in-
juries for an incidence rate of 10,285 injuries per 100,000 men, 
compared to only 13.7 million injuries in women (8,622 per 
100,000). Male–female differences are particularly evident with 
respect to unintentional firearms injuries (9.5 per 100,000 men 
versus 1.41 per 100,000 for women) and injuries resulting from 
assault (672.71 and 449.75 per 100,000 population for men and 
women, respectively) (National Center for Injury Prevention 
and Control, 2013). As we will see later in this chapter, many of 
these differences arise from risk behaviors engaged in by men. 
Other factors that may contribute to accidental injuries and 
should be assessed by the population health nurse are sensory 
impairments. These impairments, if undetected and uncor-
rected, may contribute to a variety of physical and psychologi-
cal health problems.

The last aspect of physiologic function to be considered in as-
sessing the health status of men is immunization levels. Men, as 
well as women, should be immunized against tetanus, diphthe-
ria, and pertussis (Tdap), influenza, and pneumococcal disease, 

TAbLe 17-3  Male and Female Morbidity from selected Causes, united states 

Cause of Morbidity Men Women ratio Men to Women
HIV infection (per 100,000) 35.9 11.5 3.1 to 1
Hypertension 30.6% 28.7% —
Diabetes mellitus (per 100,000) 8.1 7.7 1.05 to 1
Colorectal cancer (per 100,000) 49.2 37.1 1.3 to 1
Prostate cancer (per 100,000) 137.7 — —
Lung cancer (per 100,000) 78.2 54.1 1.4 to 1
Malignant melanoma 24.7 15.8 1.6 to 1
Pancreatic cancer (per 100,000) 13.5 10.3 1.3 to 1
Asthma (current) 6.2% 10% —
Arthritis (per 100,000) 4.1 9.8 0.42 to 1
Basic activity limitation 53.8% 63.6% —
Elevated blood cholesterol 32.5% 31% —
Overweight 43% 27% —
Obesity 27% 23% —
Injury (per 100,000) 10,285 8,622 1.19 to 1

Data from: Beckles, G. L., Zhu, J., & Moonsinghe, R. (2011, January 14). Diabetes—United States, 2004 and 2008. Morbidity and Mortality Weekly Report, 60(Suppl), 
90–93; Centers for Disease Control and Prevention. (2012a). Arthritis. Retrieved from http://www.cdc.gov/arthritis/basics/rheumatoid.htm#5; Centers for Disease Control 
and Prevention. (2012b). Cholesterol facts. Retrieved from http://www.cdc.gov/cholesterol/facts.htm; Centers for Disease Control and Prevention. (2013). Cancer 
among men. Retrieved from http://www.cdc.gov/cancer/dcpc/data/men.htm; Hall, H. I., Hughes, D., Dean, H. D., Mermin, J. H., & Fenton, K. A. (2011, January 14). 
HIV infection—United States, 2005 and 2008. Morbidity and Mortality Weekly Report, 60(Suppl), 87–89; Keenan, N. L., & Rosendorf, K. A. (2011, January 14). 
Prevalence of hypertension and controlled hypertension—United States, 2005–2008. Morbidity and Mortality Weekly Report, 60(Suppl), 94–97; National Center for 
Health Statistics. (2012a). Percentage of men aged 25–64 years with activity limitation, by age group and veteran status—United States, National Health Interview 
Survey (NHIS), 2007–2010. Morbidity and Mortality Weekly Report, 61, 845; National Center for Health Statistics. (2012b). Vital and health statistics: Summary  
health statistics for U.S. adults: National Health Interview Survey, 2011. Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_256.pdf; National Center for 
Injury Prevention and Control. (2013). Unintentional all injury causes nonfatal injuries and rates per 100,000. Retrieved from http://webappa.cdc.gov/sasweb/ncipc 
/nfirates2001.html; Salzman, B. E., & Wender, R., C. (2006). Male sex: A major health disparity. In C. A. Haines & R. C. Wender (Eds.), Primary care: Clinics in office 
practice: Men’s health, 33, 1–16. doi: 10.1016/j.pop.2005.11.014
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and susceptible men should also receive varicella  vaccine. 
 Although men may be more likely than women to have received 
tetanus vaccines in the last 10 years, they are less likely to have 
received influenza vaccine in the past year or to ever have re-
ceived pneumococcal vaccine. Healthy People 2020 objectives 
have not been achieved for either men or women, however. For 
example, in 2011–2012, only 35% of men and 43% of women 
aged 18 years of age and older had received influenza vaccine, 
far below the 2020 target of 70%. Similarly, only 15% of men 
and 18% of women had received pneumococcal vaccination tar-
geted at 60% of the population (USDHHS, 2014a).

PsyCHOLOGiCAL DeTerMiNANTs. Several psycho-
logical determinants are of concern to population health nurses 
caring for men. These elements include socialization, stress, 
and coping abilities, as well as suicide as an outcome of inef-
fective coping. Other considerations related to psychological 
determinants of health include the incidence and prevalence of 
mental illness in the population. The Focused Assessment be-
low provides questions that can be used to assess this aspect 
of men’s health. Information to address some of the questions 
may be available from official health agencies and mental health 
providers in the area, but much of it may need to be solicited 
from members of the population through surveys and other 
data collection methods.

Men, like women, have several basic psychological needs. 
These include the needs to know and be known to others, to 
be mutually interdependent, to love and be loved, and to live 
meaningful lives. Society, however, has socialized both men and 
women to accept a stereotypical male role that makes it difficult 
to meet these needs. General dimensions of this stereotyped role 
include a need to actively differentiate oneself from women and 
refrain from behaviors ascribed to women (such as demonstrat-
ing affection or seeking help) and a need to see oneself as supe-
rior to others. Other dimensions include the need to be strong 
and self-reliant and to be more powerful than others, even if this 
means resorting to violence to demonstrate one’s power.

Because of this stereotyped view of the masculine role, 
men experience social pressures to conform that sometimes 

conflict with health. Socialized to view the male role as strong 
or  invulnerable, a man may have difficulty admitting health-
related frailties to a population health nurse or seeking health 
care. Similarly, men who believe that taking physical risks is 
fundamental to their masculinity may experience more fre-
quent health impairment from trauma. Pressure to assert one’s 
manliness also contributes to early initiation of sexual activity 
by young men, putting them at risk for STDs and unintended 
fatherhood. As can be seen in these examples, when societal 
messages about male roles are internalized by men, they become 
psychological factors influencing health-related behaviors.

Men may also have a stronger psychological need than 
women to see themselves as healthy and even invulnerable. 
Because men tend to value strength and endurance more than 
women, they are more likely to conceal or suppress pain and 
other perceived indicators of frailty. An example of this state of 
mind can be seen in the male post–myocardial infarction cli-
ent who resumes shoveling snow against the recommendations 
of health care professionals and his family, and who continues 
the activity despite the return of the now-familiar angina. As a 
result of this need for strength in his self-image, the male client 
minimizes the importance of the problem. Consequently, when 
shoveling snow causes further angina, he may seek health care 
less readily and use it less effectively than would a female client 
in a similar situation.

Similar responses may occur with mental health problems. 
Traditional American culture prohibits men from express-
ing emotions other than anger and aggression, and men may 
be unable to express grief, sadness, or powerlessness, allowing 
these emotions to fester and contributing to depression. Based 
on data from the National Center for Health Statistics (NCHS, 
2013) for 2010–2011, men less frequently reported serious psy-
chological distress in the prior 30 days than women (2.8% and 
3.7%, respectively).

Postpartum depression is a mental health concern that 
is not often acknowledged with respect to men. Postpartum 
depression is normally associated with women. Research 
suggests, however, that 24% to 50% of men whose wives ex-
perience postpartum depression may experience it themselves. 

FOCuseD AssessMeNT Assessing Psychological Determinants of 
Men’s Health

•	 What	is	the	extent	of	postpartum	depression	among	men	in	
families with young infants?

•	 What	is	the	rate	of	suicide	in	the	male	population?

•	 How	are	men	socialized	in	the	population?	Does	socialization	
contribute to health problems among men? How does male 
socialization affect coping abilities?

•	 What	are	the	primary	sources	of	stress	to	which	men	in	the	
population are exposed?

•	 What	are	the	incidence	and	prevalence	of	mental	illness	in	
the male population? What specific mental health problems 
are prevalent in the population?

•	 How	are	mental	health	problems	viewed	by	men	in	the	
population? Are there cultural differences in how mental 
illness is viewed?
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Overall, 10% of new fathers may experience this condition. 
Postpartum depression in men may arise from worsening 
symptoms in their wives or changes in the marital relationship 
and may be compounded by economic concerns or substance 
abuse. Depression in new fathers affects father–infant interac-
tion, and infants with two depressed parents are at high-risk 
for poor development. Again, male socialization may influence 
men’s willingness to seek help, and many men may have diffi-
culty identifying sources of professional and social support that 
are often available only to women (Letourneau, Duffett-Leger, 
Dennis, Stewart, & Tryphonopoulos, 2010). Population health 
nurses dealing with families with a new infant should be alert 
to the potential for postpartum depression in fathers as well as 
mothers.

Male values of strength and endurance do not always ad-
versely affect a male client’s health. Some men who value 
strength actually may be more motivated to exercise and 
maintain a higher level of general fitness and to seek preven-
tive health care to preserve their sense of themselves as strong 
and invulnerable. For example, men are slightly less likely than 
women to be physically inactive (NCHS, 2012b).

Another psychological barrier to men’s health is the male 
client’s conflicting response to feelings regarding a health 
problem. For example, a man who values strength may exer-
cise regularly, but he may avoid having a swelling in his groin 
examined because he cannot cope effectively with the fear that 
the swelling may represent a threat to his sexuality.

Men and women are exposed to different types of stress 
and cope with stress in different ways. For example, men may 
be more likely than women to engage in avoidant coping strat-
egies. Similarly, post-traumatic stress disorder (PTSD) arises 
from different types of events and manifests differently in men 
and women. Although previously thought a condition primar-
ily affecting men, more women actually experience PTSD than 
men (National Institute of Mental Health [NIMH], 2009). 
PTSD will be addressed in more detail in Chapter 28 , but 
the population health nurse should be alert to its potential 
appearance among individual men clients and its incidence 
in the male population. PTSD and other mental health prob-
lems may contribute to suicide. As we saw in Table 17-2, 
suicide incidence is nearly four times higher in men than in 
women.  Suicide claims more lives among men annually than 

many of the diseases that health care professionals combat so 
 effectively. Because suicide is such a frequent cause of mortal-
ity for men, it is important that population health nurses as-
sess individual men and the male population for the presence 
of suicide risk factors, including bereavement, social isolation, 
unemployment, depression or other psychiatric disorders, 
substance abuse, risk-taking or avoidance behaviors, and re-
luctance to seek help. Protective factors against suicide in-
clude social and peer support and a stable domestic situation 
 (Centre for  Suicide Prevention, 2011).

eNvirONMeNTAL DeTerMiNANTs. With the excep-
tion of the occupational environment, which is addressed in 
the discussion of sociocultural factors, the effects of the physi-
cal environment on men’s health are much the same as they 
are on women’s health; pollution, overcrowding, and safety 
hazards adversely affect both. Men, however, may have in-
creased exposure to environmental hazards due to occupa-
tional and leisure activity choices. In addition, there is some 
evidence that climate may have differential effects on mortal-
ity among men and women. For example, some research has 
indicated that differences in gender mortality rates are greater 
at extreme latitudes, suggesting that men may be more ad-
versely affected by climate extremes than women (Salzman & 
Wender, 2006).

One’s living environment also influences health status. 
In 2009, nearly 5% of male householders lived in inadequate 
housing units (those with plumbing, heating, electrical, and 
upkeep deficiencies), only slightly less than women at 5.5%. In 
addition, 22.5% of male householders lived in unhealthy hous-
ing with rodents, leaks, peeling paint, and lack of smoke de-
tectors in addition to the criteria of inadequate housing noted 
above (Raymond, Wheeler, & Brown, 2011). Questions to as-
sess environmental determinants of men’s health are provided 
in the Focused Assessment below. Much of the related assess-
ment data will be obtained through observation of environ-
mental conditions to which men are exposed. Information on 
occupations and occupational hazards may be available from a 
local  Chamber of Commerce or area businesses or from injury 
and disability claims filed with insurance companies.

sOCiOCuLTurAL DeTerMiNANTs. Many influences 
on men’s health arise from sociocultural determinants. We have  

FOCuseD AssessMeNT Assessing environmental Determinants  
of Men’s Health

•	 What	environmental	hazards	are	posed	by	housing	conditions	
for men in the population?

•	 To	what	extent	does	the	physical	environment	promote	or	
impede healthy behaviors by men (e.g., physical activity)?

•	 To	what	environmental	health	hazards	are	men	in	the	
population exposed?

•	 What	environmental	hazards	are	posed	by	occupational	
settings? By recreational pursuits among men?
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already discussed the influences of gender socialization, a so-
ciocultural factor, on men’s psychological health. Other con-
siderations in the sociocultural dimension affecting men’s 
health include family interactions, economic and occupational 
issues, and issues related to violence. Much of the assessment 
data related to sociocultural determinants of men’s health will 
be obtained from area statistics, observation, and surveys and 
interviews with men in the population. Questions to guide the 
assessment are presented in the Focused Assessment included 
below.

Family interactions. By far, the largest proportion of men lives 
within a family situation, which may create both positive and 
negative health effects. Worldwide, most men are married by 
the time they are in their 30s, but delayed marriage is associated 
with higher educational levels. By their 40s to mid-50s, most 
men have been married, some of them several times. In 2011, 
58% of U.S men over 15 years of age were married, 35% had 
never married, approximately 2% were widowed, and more than 
9% were divorced (U.S. Census Bureau, 2011).

Marriage has been shown to have a protective health effect 
for both men and women; however, because of socialization to 
a stereotyped male role and gender communication styles dis-
cussed earlier, men may have difficulty interacting within the 
family in ways that effectively meet their psychological needs. 
Differing role expectations between spouses may lead to mari-
tal conflicts and, in some cases, spouse or child abuse. Family 
violence and its effects on health are discussed in more detail 
in Chapter 30 . It is, however, important for the population 
health nurse dealing with male clients to assess the marital sta-
tus of the male population.

Parenting is another aspect of family interaction that may 
affect men’s health. Young men in the United States are de-
laying initiation of sexual activity to a slightly older age than 
in previous years; however, by age 19 approximately 71% of 
young men and 36% of women are sexually active. The rate 
of adolescent fatherhood declined from 1991 to 2010 (25 per 
1,000 males 15 to 19 years of age to 16 per 1,000), but adoles-
cent males continue to father children (Guttmacher Institute, 
2014). Population health nurses should be alert to the needs of 
individual adolescent fathers as well as the population of teen 
fathers.

Approximately one fourth of U.S. men have had a child 
by 20 years of age and 50% by age 30. Approximately 13% of 
sexually active males 15 to 19 years of age reported being in-
volved in a pregnancy. Younger age at initiation of sexual ac-
tivity contributes to risk of pregnancy, with 22% of adolescent 
males who have sex prior to age 15 involved in a pregnancy. 
 Conversely, use of contraceptives during the first sexual experi-
ence decreases the risk of pregnancy from 18% to 12% (Planned 
Parenthood Federation of America, 2012). Early parenthood is 
more likely among minority men and those with lower educa-
tional levels (Guttmacher Institute, 2014).

More than half (56%) of teenage fathers are not living 
in the same household at the time of the child’s birth (Scott, 
 Steward-Streng, Manlove, & Moore, 2012), but often con-
tinue to be involved with their children, providing significant 
levels of informal support (e.g., transportation to and from 
school, help with school work, child care) (Resilience Advocacy 
 Project, 2012). In addition, teen fathers frequently have addi-
tional children by the time they are 22 to 24 years of age. In 
one study, for example, 49% of those who fathered children as 

FOCuseD AssessMeNT Assessing sociocultural Determinants  
of Men’s Health

•	 What	is	the	economic	status	of	men	in	the	population?	What	
is the average income of men in the population?

•	 What	effects	do	economic,	educational,	and	employment	
levels have on men’s health?

•	 What	transportation	opportunities	are	available	to	men	in	the	
population?

•	 To	what	extent	do	men	in	the	population	function	as	
caretakers for other family members? To what extent do these 
men experience caretaker burden?

•	 What	percentage	of	men	in	the	population	is	employed?	
What are the typical occupations for men in the population? 
What effects do occupation and employment setting have on 
men’s health? What support do employers provide for men’s 
other roles and responsibilities?

•	 What	child	care	services	are	available	to	working	single	male	
parents? What is the cost of these services?

•	 What	are	the	social	roles	expected	of	men?	What	effects	
do these role expectations have on men’s health? What 
differences in men’s roles are present within different 
cultural groups in the population?

•	 What	opportunities	for	social	interaction	are	available	to	men	
in the population? How do men in the population typically 
interact with others?

•	 To	what	extent	are	men	perpetrators	or	victims	of	violence?	
What are the health effects of exposure to violence?

•	 What	is	the	extent	of	social	support	available	to	men	in	the	
population?

•	 What	is	the	percentage	of	single-parent	families	headed	by	
men in the population?

•	 What	is	the	typical	educational	level	of	men	in	the	
population?
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adolescents had more than one child by this age, and 17% had 
three or more children (Scott et al., 2012), often by different 
women, compounding difficulties in interactions with children 
and financial support.

Like adolescent mothers, teenaged fathers are at increased 
risk for low educational attainment and low-income levels. 
In some studies, 38% of young fathers do not complete high 
school, and less than 30% continue beyond a high school edu-
cation. The lack of education and income further impair their 
abilities to provide child support. Teen fathers are also disad-
vantaged by the complexity of family court systems and lack of 
access to legal assistance (Resilience Advocacy Project, 2012).

Child health and development is fostered by interactions 
with both parents, even when one is functioning in a noncus-
todial role. Fatherless children, particularly boys, have higher 
rates of incarceration, suicide, behavioral disorders, dropping 
out of high school, delinquency, and juvenile detention rates 
than those whose fathers are actively involved in their lives. 
They may also receive less family support for educational at-
tainment and display worse scholastic performance than chil-
dren from two-parent households (Parker, n.d.). Divorce may 
also separate many men from their children. According to cen-
sus data, in 2010, slightly more than 23% of U.S. children un-
der 18 years of age were living in homes without their father 
present.  Conversely, 3.4% were living with their fathers alone 
(U.S. Census Bureau, 2012c).

Roles related to fatherhood differ among cultural groups 
and are changing in many societies. In more traditional cul-
tures emphasis tends to be placed on indirect parental care 
among fathers, for example, provision of family resources. The 
amount of time fathers spend with children also differs from 
group to group. In polygynous societies, for example, men are 
more focused on their mates than on their children. In most 
societies, however, fatherhood often entails elements of social-
ization or discipline of children. The amount of time that men 
in many social groups are spending in child care activities is 
increasing, however (Gray & Anderson, 2010). 

Because of typical male socialization, many men have little 
or no child care experience, yet the increase in the number of 
working women has led to greater assumption of child care du-
ties by men. Many men may find themselves single parents as 
a result of divorce or the death of their wives. Others may have 
partial custody of children as a result of divorce. Population 
health nurses should be alert to the needs of adolescent and 
adult fathers and engage in advocacy to assure that these needs 
are met at both individual and population levels.

Changes in family interactions within cultural groups also 
influence marital relationships and role expectations. Many 
men who have been socialized to more traditional gender roles, 
may find it difficult to adapt to changing expectations of their 
family roles. In addition to assuming greater responsibility for 
child care, men may encounter expectations of their engage-
ment in other household activities such as cooking and house-
keeping. Similarly, men, whose models for women’s roles were 
their more traditional mothers may have difficulty adapting to 
women’s growing expectations for equality in decision making 
within the family as well as their participation in careers and 
employment outside the home. Changes in gender roles and 
power differentials between men and women have been lik-
ened to other transfers of power that have occurred through-
out history, such as the transfer of power from master to slave, 
from employer to employee, and from monarchs and govern-
ment to the general public (Synnott, 2009).

Divorce constitutes another aspect of family relations that 
may influence men’s health status. Divorce is one of the most 
significant stressors a person can experience, and it may have 
a profound effect on the physical and psychological health of 
all family members. Divorced men, in particular, have been 
shown to experience increased morbidity and mortality as 
compared with married men. Men may respond to divorce or 
its aftermath with intense anger, a profound sense of loss, or 
significant depression. Suicidal behavior occasionally occurs 
as the man reacts to the divorce as an assault against his self-
image and self-worth, or homicidal behavior if he directs his 
anger toward his ex-spouse. Widowed men also tend to fare 
less well than widowed women.

Economic and occupational issues. In most cultures, men 
are the primary breadwinners for the family, although more 
and more women throughout the world can be found in the 
workforce. Worldwide poverty and poor employment prospects 
undermine men’s ability to fulfill their provider roles. Unem-
ployment may be high in many developing countries and urban-
ization may lead young men to leave their families for extended 
periods of time to seek employment where it can be found. In 
the United States, men fare better than women in terms of their 
economic status, yet economic influences can have profound ef-
fects on their health status.

Economic status is closely linked to employment and un-
employment. Some authors make a distinction between the 
societal experience of unemployment and the individual expe-
rience of “joblessness.” From this perspective, unemployment 

More men are raising children as single parents.  
(WavebreakmediaMicro/Fotolia)
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is the proportion of the workforce that is not employed at a 
specific point in time and is a statistical measure reflecting the 
general state of the economy. Joblessness, on the other hand, 
is the personalized experience of being out of work when one 
desires employment. Joblessness can have significant implica-
tions for both physical and mental health among men since 
men often base their self-worth on occupational performance 
and success. Although joblessness affects the mental health of 
both men and women, its mental health effects may be worse 
for men than women. In 2010, 71% of the U.S. adult male 
population was employed, and 10.5% of those in the workforce 
were unemployed (U.S. Census Bureau, 2012d). Among men 
who lost their jobs between 2007 and 2009, 39% remained un-
employed in January 2010 (U.S. Census Bureau, 2012e) sug-
gesting implications for their mental health.

The median weekly income for all men in 2010 was $824 
(U.S. Census Bureau, 2012f). More than 19 million men (13% 
of all U.S. men) had incomes below poverty level in 2009 (U.S. 
Census Bureau, 2012g). Poverty is one of several reasons that 
men are more likely than women to be homeless. Despite the 
differences in the incidence of homelessness among men and 
women, homeless shelter systems are often better designed 
to meet the needs of women and children than those of men. 
 Issues related to homelessness will be addressed in more detail 
in Chapter 21 .

Men are more likely than women to be employed in jobs 
that entail physical health risks. In 2011, for example, men ex-
perienced 11 times more occupational fatalities than women. 
The highest rates of death occurred as a result of transporta-
tion incidents in the course of employment (Bureau of Labor 
Statistics, 2012).

Violence and trauma. Earlier, we discussed the implications 
of PTSD for men’s psychological health. PTSD and other health 
problems arise from exposure to a variety of forms of violence 
and trauma. Men are more likely than women to be exposed 
to societal violence in many forms. With few exceptions, men 
constitute the bulk of homicide victims throughout the world 
(United Nations Office on Drugs and Crime, 2013). For ex-
ample, in 2010, the global homicide rate for men was 8.4 per 
100,000 men, down from 16.6 in 1980, but still nearly three-
and-a-half times that of women (4.3 per 100,000) (NCHS, 
2013). Men are also exposed to slightly higher rates of physical 
assault than women. In 2012, the serious violent crime victim-
ization rate for men was 9.4 per 1,000 males over 12 years of age 
compared to 6.6 per 1,000 females (Langton, Planty, & Truman, 
2013).

Violence also occurs in families, and men, as well as women, 
are subjected to intimate partner violence (IPV). More than 
35% of women and 28% of men report being subjected to IPV 
at some point in their lives, but the number of men who are 
victims may be inaccurate due to many men’s unwillingness to 
admit to victimization by their partner. Men are less likely than 
women to be injured as a result of IPV (Black et al., 2011). IPV 
is addressed in more detail in Chapter 30 .

Global Perspectives

In every region of the world, men have a lower life expectancy 
at birth than women, with the greatest difference in life expec-
tancy (8 years) seen in the European region. Men also have a 
higher probability than women of dying between the ages of 15 
and 60 years. In addition, men have higher rates of elevated 
blood pressure and smoking and other tobacco use (World Health 
Organization [WHO], 2013). There is obviously a need for gen-
der equity in health care services. The WHO Eastern Mediterra-
nean Regional Office (EMRO) (n.d.) has initiated a Gender and 
Health Development Program. Although the program is designed 
to address many gender inequities related to women’s health, it 
emphasizes the need for overall gender-based data analysis and 
health care planning. EMRO has designed the following test of 
one’s knowledge of gender as it relates to health status.

Circle T for “true” or F for “false” for each question to test 
your knowledge on gender and health.

 1. A gender-responsive workplan recognizes the differences 
 between women’s and men’s health needs and vulnerabili-
ties and includes actions to ensure these differential needs 
are addressed. T / F

 2. Gender norms are standards set by society that determine what 
roles and responsibilities men and women should assume in 
society. T / F

 3. Time, money, information, transportation, and social support 
networks are all resources that impact health outcomes.

  T / F
 4. A women who is unable to see a doctor without head of house-

hold permission is an example of a gender issue in health.
  T / F
 5. Women and men always have the same access to time, money, 

information, transportation, and social support networks. 
T / F

 6. Gender mainstreaming is concerned only with integrating 
perspectives and realities of female populations groups. 
T / F

 7. Sex disaggregated health data enables identification of differ-
ences between men, women, boys and girls. T / F

 8. Gender in health refers only to reproductive health and con-
ditions related to hormonal changes, and genetic or heredi-
tary conditions. T / F

 9. Fairness and justice in the distribution of benefits, 
power, resources, and responsibilities between women 
and men according to their needs is called gender  
discrimination. T / F

 10. Health policies that do not distinguish between the needs 
of male and female population groups are called “gender 
blind.” T / F

Correct answers: T, T, T, T, F, F, T, F, F, T

WHO: A Gender and Health 
Development Program
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Overall, men in 2007 were nearly four times more likely 
than women to sustain a violence-related injury. Trauma 
also results from unintentional injury, and a consistent pat-
tern in male–female differences in unintentional injuries has 
been seen, with men more than twice as likely as women to 
be injured (Sorenson, 2011). Legal and educational systems 
are other sociocultural determinants that may result in health 
status disparities between men and women. For example, laws 
are more often enacted to protect women than men, and men 
are more likely than women to be incarcerated. In the educa-
tional system, boys may be “treated as defective girls” (Syn-
nott, 2009, p. 228) because of their frequently rowdy behavior. 
In addition, boys are more likely than girls to have learning 
disabilities and most elementary school teachers are women. 
There has also been a tendency to “criminalize” school dis-
cipline problems, calling the police for minor infractions 
 (Synnott, 2009).

Men may also have less extensive social networks than 
women and may be less likely to call on members of social 
networks for assistance, again related to the idea of masculine 
strength and the weakness perceived in needing help. Aside 
from the psychological effects of an adequate social network, 
the extent of one’s social network has also been shown to be as-
sociated with other health-related behaviors, such as engaging 
in physical activity (Shelton et al., 2011).

beHAviOrAL DeTerMiNANTs. Behavioral factors seem 
to make a greater contribution to men’s health status than to 
that of women. Because of their gender socialization, men are 
more inclined to engage in high-risk behaviors and less apt to 
perform healthful behaviors (Sorenson, 2011). Some behavioral 
considerations to be addressed in assessing men’s health include 
consumption patterns, exercise and leisure, sexual activity, and 
other behavioral risk factors. Questions to guide assessment of 
behavioral determinants influencing men’s health are provided 
in the Focused Assessment below. Some population level behav-
ioral data may be available from government health agencies 

(e.g., smoking, alcohol use, seat belt use); other  information 
may be gleaned through police records (e.g., arrests for illegal 
drug use or driving while intoxicated) or through community 
surveys.

Consumption patterns. Consumption patterns include diet as 
well as substance use and abuse. As we saw earlier, U.S. men 
are more likely than women to be both overweight and obese. 
A healthy weight is defined as one that is appropriate to one’s 
height and body type. Healthy weight is most often determined 
on the basis of body mass index (BMI) and waist circumference. 
BMI is an indicator of the extent of body fat and is based on 
the relationship between height and weight (Centers for Disease 
Control and Prevention [CDC], 2011).

Waist circumference is related to BMI, but is also an inde-
pendent predictor of risk for many chronic diseases, includ-
ing type 2 diabetes, hypertension, and cardiovascular disease 
 (National Heart, Lung and Blood Institute, n.d.). For more 
information on assessing waist circumference and calculat-
ing BMI, see the  External Resources section of the student 
 resources site.

Men may be somewhat less likely than women to eat a 
healthy diet. Looking at targets for specific nutrients included 
in the Healthy People 2020 objectives, men are farther from 
achieving objectives related to fruit, vegetable, and sodium 
consumption. Men and women are essentially equal in terms 
of solid fat and added sugar consumption. Neither men nor 
women, however, have achieved the targets for any of these nu-
trients (Health Indicators Warehouse, n.d.a, n.d.b, n.d.c, n.d.d).

With respect to substance use and abuse, men 18 to 64 years 
of age were more likely than women to be current cigarette 
smokers in 2011 (23.6% and 18.8%, respectively). Among those 
over 12 years of age, men were more likely than women to use 
any illicit drug (nearly 3% and 2.5%, respectively). Male-female 
differences in use of alcohol are similar, with 57.4% of men and 
46.5% of women using any alcohol. Men, however, are nearly 
twice as likely as women to engage in binge drinking and nearly 

FOCuseD AssessMeNT Assessing behavioral Determinants  
of Men’s Health

•	 To	what	extent	do	men	in	the	population	engage	in	safety	
practices (e.g., seat belt use)?

•	 To	what	extent	do	men	who	are	sexually	active	engage	in	safe	
sexual practices?

•	 To	what	extent	do	men	engage	in	health	screening	or	
health promotion/illness prevention practices such as 
colorectal screening, routine dental care, or annual influenza 
immunizations?

•	 What	are	the	dietary	consumption	patterns	typical	of	men	
in the population? How do these patterns differ within 
subgroups within the population?

•	 What	is	the	prevalence	of	smoking	among	men	in	the	
population?

•	 What	is	the	extent	of	alcohol	and	other	drug	use	in	the	
population?
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three times more likely to report heavy drinking (NCHS, 2013). 
In addition, drug-induced mortality rates are higher for men 
(15.8 per 100,000 population in 2007) than for women (9.3 per 
100,000) (Paulozzi, 2011). 

Exercise and leisure. Men are more likely than women to en-
gage in leisure-time physical activity. In 2010, for example, just 
over 25% of men, but only 16.5% of women over 18 years of age 
met both aerobic and muscle strengthening targets for Healthy 
People 2020. On the negative side, however, nearly 44% of men 
met neither target (NCHS, 2012a).

Men and women increasingly share similar leisure pat-
terns in American culture. Nevertheless, men still tend to 
be more active in competitive contact sports and, more of-
ten than women, to choose leisure activities involving some 
degree of physical risk (skydiving, white-water rafting, rock 
climbing). Participation in athletic sports is closely linked 
with images of masculinity and reinforces tendencies to 

aggressiveness and violence, increasing the potential for 
injury. Expectations of masculinity may also lead men to 
downplay the severity of injuries, delay treatment, and take 
insufficient time for healing. Men also tend to choose leisure 
activities associated with alcohol consumption. For these 
reasons, men experience relatively greater incidence of rec-
reation-related trauma. 

Other behavioral risk factors. Sexual activity among men was 
addressed earlier in this chapter, but population health nurses 
should assess the extent of sexual activity and number of part-
ners for individual men as well as for the male population in 
general. Other assessment considerations include the extent of 
sexuality education among young men, knowledge and use of 
contraceptives, and use of condoms to prevent sexually trans-
mitted infections.

Use of seat belts and other safety devices is another behavior 
that can significantly affect men’s health. Because of masculine 
socialization to risk as an element of manliness, men are less 
likely than women to engage in a variety of safety practices, 
including seat belt or helmet use. They are also more likely to 
engage in high-risk recreational activities, particularly in the 
context of alcohol or drug use. In addition, media portrayals of 
men engaged in unhealthy behaviors contribute to risk taking 
and negative health effects in men.

Men may also be less likely than women to engage in health-
related behaviors, such as screening for disease. For example, 
2008 figures indicated that only 65% of men had received 
colorectal cancer screening (Rim, Joseph, Steele, Thompson,  
& Seeff, 2011). Similarly, in 2010, only 49% of men over  
50 years of age received influenza immunizations (NCHS, 2013). 
 Population health nurses should assess the extent to which men 
in the population engage in relevant screening and preventive 
activities, such as colorectal cancer screening, preventive dental 
visits, and so on.

Tobacco and alcohol use are more common among men than 
among women. (Bst2012/Fotolia)

Men are somewhat more likely than women to engage in vigorous 
leisure-time physical activity. (ArenaCreative/Fotolia)
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HeALTH sysTeM DeTerMiNANTs. Population health 
nurses also assess determinants within the health system that 
influence men’s health status. The Focused Assessment below 
provides guidelines for assessing these determinants. Generally 
speaking, men define health as the ability to be employed and 
to be economically independent, and, in some cases, to have ad-
equate sexual function. Despite unhealthy lifestyles and shorter 
lives than women, most men consider themselves to be in good 
health. As noted earlier, gender socialization may lead men to 
“tough out” pain and delay seeking help until conditions inter-
fere with their ability to work.

Factors other than gender socialization may also prohibit 
men from seeking health care. Some of these factors include 
lack of trust in providers, language barriers, lack of health in-
surance, financial difficulties, and difficulty relating to provid-
ers. Lack of health insurance and cost of care are particularly 
salient factors in men’s failure to access health care services. 
In 2011, for example, 13% of men aged 18 to 64 years did not 
get, or delayed, health care due to costs, and men who did seek 
care had average out-of-pocket expenses of $219 per person 
in 2009. In addition, nearly 9% of men did not get prescrip-
tion drugs and 14.5% did not receive needed dental care due to 
costs in 2011(NCHS, 2013).

Men are more likely than women to be uninsured and less 
likely than women to have Medicaid coverage. For example, in 
2011, nearly 19% of men under 65 years of age had no health 
insurance coverage, compared to less than16% of women. 
Medicaid coverage for men was just over 16% versus 19.3% for 
women. Women also have a larger proportion of health care 
expenditures covered by private insurance than men (NCHS, 
2013).

Another factor in men’s failure to use health care services 
on a level commensurate with women is their perceived lack of 
a need for health care. Women routinely enter the health care 
system through services related to pregnancy, contraception, 
and routine screenings (e.g., Papanicolaou smears). These ser-
vices serve as avenues for other health promotion activities as 
well as for detection of illness. Men do not routinely access any 

health-promotive services that would provide a similar door to 
other needed health care. Health care services are not crafted 
to target men, nor are many providers educated specifically to 
address the health care needs and motivations (or lack thereof) 
of men.

Diagnostic Reasoning and Men’s Health
Based on factors in each of the categories of determinants of 
health that affect the health of individual male clients or men as 
a population group, the population health nurse would develop 
relevant nursing diagnoses, and plan and implement interven-
tions to improve men’s health. Nursing diagnoses may reflect 
positive or negative health states or increased risk for disease. A 
positive diagnosis might be “high prevalence of adequate phys-
ical activity due to presence of multiple low-cost opportuni-
ties for exercise.” An example of a negative diagnosis might be 
“increased risk of sexually transmitted diseases among young 
adult men due to unprotected sexual activity.” Based on the di-
agnoses derived from the assessment of men’s health status and 
health needs, the population health nurse would collaborate 
with other segments of the population to plan, implement, and 
evaluate health care delivery programs to meet the identified 
health needs of men.

Planning to Meet the Health Needs of Men
Interventions to improve the health status of men in the pop-
ulation may focus on health promotion, illness and injury 
prevention, health restoration, or rehabilitation. The level of 
health care at which intervention occurs depends on the status 
of health problems to be addressed.

HeALTH PrOMOTiON. Although it is difficult to gen-
eralize about male clients’ attitudes toward health promotion 
 activities, there are some commonly encountered patterns of 
health behavior among men. One such behavior is a tendency 
to view exercise as sufficient to compensate for unhealthy be-
haviors such as a high intake of fats in the diet. Men also tend to 
attribute greater significance to health changes they can sense 

FOCuseD AssessMeNT Assessing Health system Determinants  
of Men’s Health

•	 What	health	services	are	available	to	men	in	the	population?	
Are health care services needed by men available to all 
segments of the population?

•	 What	barriers	to	obtaining	health	care	do	men	encounter?

•	 What	are	the	attitudes	of	health	care	providers	to	care	
of men? To care of nonheterosexual men? How do these 
attitudes affect health care utilization by men?

•	 What	percentage	of	the	male	population	has	a	regular	source	
of health care?

•	 What	are	the	attitudes	of	men	to	health	and	health	care	
services? How do they define health and illness?

•	 What	percentage	of	the	male	population	has	health	insurance	
coverage?

M17_MARY9591_06_SE_C17.indd   436 06/09/14   6:53 PM



chaPter 17 care of Men  437

than to those they cannot (e.g., they can sense pain but not el-
evated blood pressure). Because men tend to rate their health as 
very good or excellent more often than women, they may feel 
they do not need to be actively involved in health promotion ac-
tivities. They may also err in their health appraisal efforts, stem-
ming from a tendency to believe that their past athletic or cur-
rent work activities may provide for their present health needs 
(“When I was a teenager I would run all day.” “I work hard 
all day in the fresh air. What could be healthier than that?”). 
Population health nurses may need to advocate among men 
for changing attitudes to health and health-related behaviors 
through health education initiatives and reframing approaches.

Reframing, which focuses on helping clients to see the same 
situation in a different light, is one technique that can be used 
to promote positive behavioral change. A second technique 
for promoting change involves emphasizing alternate ways of 
coping with anxiety or fearfulness. Education, of course, is a 
crucial aspect of any health promotion strategy. Education is 
perhaps most effective when teaching is initiated with school-
age male youngsters, as this is the stage when lifelong health 
values and habits are forming. Health promotion by family 
members is known to be a significant motivator and predictor 
of client compliance and outcomes, and involvement of family 
members in educational efforts and treatment planning is usu-
ally of significant benefit.

General approaches to promoting health among men are 
included in the HEALTH program, a six-point program in-
tended to facilitate creation of health care services that better 
meet the health promotion needs of men. HEALTH is an acro-
nym that stands for Humanize, Educate, Assume, Locate, Tai-
lor, and Highlight (Courtenay, 2004). Health services for men 
should humanize the experience of illness by emphasizing the 
normality of experiencing and acknowledging pain, weak-
ness, fear, and similar emotions to defuse the “macho” gender 
socialization to which men are subjected. Population health 
nurses can advocate for realistic health-related messages that 
emphasize the normality of these experiences and assist men 
to see them in the light of catalysts for health-related behav-
iors. Population health nurses working with men should edu-
cate them regarding the need for screening, health promotion, 
and risk reduction. It may also be helpful in working with men 
to assume the worst and to over exaggerate risks to make the 
point of the need for change in health-related behaviors. Pop-
ulation health nurses and other health care providers should 
also support men’s health through follow-up telephone calls 
and advocate return visits for health promotion purposes af-
ter acute care needs have been met. Health care services for 
men should also be tailored to their specific needs with input 
from those involved. Population health nurses, in particu-
lar, are in a position to advocate for the inclusion of men in 
planning health services relevant to their needs. For example, 
a population health nurse might identify men who are single 
parents and encourage them to be involved in the development 
of support services for men who are parenting alone. Finally, 

effective health care services for men highlight strengths and 
lay out the costs and benefits of health-promoting behaviors 
such as exercise, diet, and so on, in terms that are relevant to 
men. Population health nurses can help to draft health-related 
messages in language that is meaningful to men, addressing 
consequences and benefits in meaningful terms. For example, 
a population health nurse might approach the need for health 
promotion and illness prevention among men in terms of their 
continued ability to work or support their families, both ele-
ments of male gender socialization.

Health promotion interventions for men should focus on 
the development of healthy lifestyles related to diet and physi-
cal activity as well as the promotion of effective coping skills. 
For example, population health nurses may advocate for envi-
ronments that promote physical activity among men as well as 
engagement in physical activity by individual men. Promoting 
coping strategies among men would focus primarily on mov-
ing men from a reliance on avoidant coping mechanisms to 
more confrontive types of coping. This may necessitate spe-
cific education for coping as early as grade school and continu-
ing on throughout the educational process. Coping education 
can also be employed in settings where men experience con-
siderable stress such as the workplace. Population health 
nurses can advocate for and develop coping skills training pro-
grams tailored to men in both school and work settings. Table 
17-4• summarizes major foci in health promotion for men 
and provides examples of related population health nursing 
interventions.

iNjury AND iLLNess PreveNTiON. Injury and illness 
prevention concerns specific to men focus on chronic disease 
prevention behaviors, immunization, safety practices, and 
elimination of high-risk behaviors. Chronic diseases in men can 
be prevented through adequate nutrition, physical activity and 
weight control, and elimination of behaviors such as smoking. 
Education for the prevention and control of other underlying 

TAbLe 17-4  Health Promotion 
interventions in the  
Care of Men

Focus sample interventions
Reframing •	Creating	health	care	systems	tailored	

to address men’s needs and health-
related perceptions

Promoting healthy lifestyles •	Promoting	healthy	diet
•	Promoting	physical	activity

Promoting coping •	Enhancing	coping	through	teaching	
of confrontive coping strategies

Advocacy •	Advocating	for	environmental	modifi-
cations to promote health

•	Advocating	for	access	to	health	
 promotion education and services for 
men
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diseases can also help to prevent chronic disease. For example, 
compliance with hypertension treatment can minimize the risk 
of developing cardiovascular disease. More information on pre-
vention of chronic illnesses is provided in Chapter 27 .

Environmental modification can also help to prevent 
chronic diseases and injuries. For example, population health 
nurses can be advocates for elimination of hazardous expo-
sures in work and other settings that put men at risk for envi-
ronmentally caused diseases.

Immunizations for men should focus on prevention of 
 diseases such as tetanus, hepatitis A and B, influenza, and 
pneumonia for those at highest risk of disease due to occupa-
tional exposure (e.g., working outdoors or around animals) or 
high-risk behaviors such as oral-anal intercourse or injection 
drug use. Men with chronic conditions, particularly chronic 
respiratory conditions, or who work with susceptible popula-
tions should routinely receive immunizations for influenza and 
pneumonia. Because most adult men are part of the workforce, 
population health nurses may need to advocate for immuni-
zation services at times and locations that fit busy schedules. 
In addition, they can advocate for workplace policies that 
promote immunization, particularly in settings where risk of 
infectious disease is high. For example, a population health 
nurse might promote development and enforcement of a pol-
icy mandating regular tetanus boosters among construction 
workers. The nurse working in this setting might also moni-
tor  immunization status among employees and provide tetanus 
immunizations as needed.

Prevention interventions for men would also focus on in-
jury prevention and safe sexual practices. Because of men’s 
socialization to accept personal risk and their tendency to en-
gage in high-risk behaviors, injury prevention often depends 
on legislation and regulation. Population health nurses can 
advocate for the passage and enforcement of legislation related 
to use of seat belts and other protective devices.  Population 
health nurses can also monitor and report occupational safety 
hazards that put men at risk for injury or toxic exposures. 
 Legislative advocacy may also be required in this area. Groups 
of men can also be educated regarding the need for effective 
injury prevention and the possible long-term consequences of 
injury.

Education may also need to focus on safe sexual prac-
tices. The U.S. President’s Emergency Plan for AIDS Relief 
 (PEPFAR, n.d.) has recommended an ABC approach for sexual 
health promotion for men: Abstinence, Being faithful to one 
partner, and Condom use. Specific services are needed for 
men’s reproductive health needs as well as women’s. In addi-
tion, the U.S. Preventive Services Task Force (USPSTF, 2012) 
has recommended high-intensity counseling on STI preven-
tion for sexually active adolescents and adults. Again, popu-
lation health nursing advocacy may be required before such 
programs for men are developed.

Another approach to illness and injury prevention in men is 
the elimination of high-risk behaviors. Elimination of high-risk 

sexual behaviors has already been addressed, but attention 
should also be given to smoking cessation and prevention or 
cessation of illicit drug use. Population health nurses can edu-
cate men about the need for smoking cessation and make refer-
rals to smoking cessation services. They can also advocate for 
smoke-free workplace legislation to limit places where smok-
ing is permitted or for coverage of smoking cessation assistance 
under health insurance plans. They can engage in similar inter-
ventions related to drug use, which is discussed in more detail 
in Chapter 29 . Population health nurses may also need to ad-
vocate for the availability of such services and for their cover-
age under health insurance.

Table 17-5• summarizes illness/injury prevention foci for 
men as well as examples of population health nursing interven-
tions related to each focus.

resOLuTiON OF exisTiNG HeALTH PrObLeMs.  
Resolving health problems among men involves the earliest 
possible detection of health needs through effective screening. 
Resolution of existing problems also encompasses the actual 
treatment of the health needs or disorders themselves.

Population health nurses may participate in health 
screening activities by providing or encouraging the client’s 
use of such health measures as blood pressure screening and 
cardiovascular risk-assessment programs in public, educa-
tional, or occupational settings. Men are more likely than 
women to have multiple risk factors for heart disease and 
stroke, and population health nurses can design, implement, 
and promote participation in risk assessments for the male 
population.

TAbLe 17-5  illness and injury 
Prevention interventions  
in the Care of Men

Focus sample interventions
Control of disease risk factors •	Referring	for	treatment	of	un-

derlying conditions that con-
tribute to chronic illness (e.g., 
hypertension)

•	Promoting	smoking	cessation
•	Promoting	safe	sexual	practices
•	Promoting	and	providing	 

immunization services
Injury prevention •	Promoting	safety	behaviors	(e.g.,	

seat belt and helmet use)
•	Monitoring	and	eliminating	

 environmental safety hazards  
and exposures

Advocacy •	Advocating	for	available	and	 
accessible prevention services

•	Advocating	for	safety	legislation	
and enforcement

•	Advocating	insurance	coverage	of	
adult immunizations
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Nurses can also facilitate the offering and use of screening 
examinations by other health care professionals within the com-
munity, such as rectal examinations and screening for type 2  
diabetes in men with blood pressures over 135/80 (USPSTF, 
2012).

Routine screening procedures for men include tobacco use 
and alcohol misuse, colorectal cancer, hypertension, lipid dis-
orders, and obesity. Other screening tests are recommended 
for men at particular risk for certain conditions. Recommen-
dations of the U.S. Preventive Services Task Force (2012) for 
screening in men are presented in Table 17-6•.  Population 
health nurses may need to advocate for access to routine 
screening services, particularly among low-income men and 
those without health insurance. Of note are the changes in 
prostate and testicular cancer screening recommendations 
based on scientific evidence described below.

Population health nurses may refer men with existing 
health problems for medical evaluation and treatment. They 
may also participate in the treatment of illnesses experienced 
by male clients. In the case of ischemic and certain other car-
diac disorders, for example, stress has been shown to impact 
negatively on treatment outcomes, in some cases leading to a 
threefold  increase in mortality (e.g., in post–myocardial in-
farction  clients). Treatment programs that identify high-stress 
c lients during hospitalization, track and reduce their stress 
levels after discharge, and provide prompt assistance from 
nurses in the community when episodes of increased stress 
occur can result in significant reduction of the stress-related 
 mortality experienced by post–myocardial infarction clients.

Again, advocacy may be required to assure access to 
 diagnostic and treatment services for men. For example, a pop-
ulation health nurse might assist in the development of stress-
reduction programs in the workplace or coping skills training 
programs in school and work settings.

HeALTH resTOrATiON. Health restoration services 
for men are directed at those disorders that influence men’s 
health in some ongoing manner or that have a likelihood of 
recurrence. The goals of rehabilitation are to assist men in 
coping with the continuing manifestations of illness and to 
reduce the likelihood of future episodes of an illness. To this 
end, it is useful to group rehabilitation measures into care di-
rected toward those disorders that affect men’s sexual func-
tioning or sexual identity or as they present a threat to notions 
about masculinity and male strength. Restoration measures 
also would be directed at supporting compliance with long-
term therapy.

One area for restoration intervention by the population 
health nurse involves those disorders that affect the male cli-
ent’s sexual functioning or sexual identity, such as testicular 
cancer and ED. Male clients with testicular cancer may face 
significant emotional distress owing to the effects of treatment 
on their sexuality. Treatment for testicular cancer is surgical 
removal of the affected testes followed by hormonal therapy. 
These treatments, along with their side effects (loss of fertility, 
emasculation), can have a profound impact on the client’s self-
image and psychosocial functioning. Similarly, long-standing 
ED may have implications for men’s psychological health and 
population health nurses may need to refer men for assistance 
in creating healthier self-images that are not based on sexual 
prowess. Population health nurses may need to advocate for 
development of and access to services dealing with sexual dys-
function. They may also be instrumental in changing men’s 
attitudes to sexual dysfunction and their willingness to seek 
help.

An important intervention in this regard involves encour-
aging men to join support groups. Interaction with other 
men who have experienced the same problems can be very 
effective in facilitating adjustment to treatments that so tan-
gibly affect men’s sense of masculinity. On a one-to-one ba-
sis, the nurse can be accepting, supportive, and facilitative of 
the male client’s expression of his feeling of loss. Population 
health nurses may also be instrumental in initiating support-
ive groups for these men or in advocating their availability in 
the community.

Some disorders may affect men’s sense of strength; this is 
particularly true of cardiovascular disorders. The heart is a 
symbol of masculine strength for some men. Consequently, 
cardiovascular disorders not only can leave residual symp-
toms and physiological impairment, but can also threaten a 
man’s self-image. Men with cardiovascular disease often ben-
efit from interventions that support their self-image as mascu-
line and from discussing their feelings about their illness. As 

TAbLe 17-6  routine screening 
recommendations for Men

Type of screening recommendation
Abdominal aortic aneurysm One time for men aged 65 to 75 years 

who have ever smoked tobacco
Alcohol misuse All adult men
Colorectal cancer Men 50 to 75 years of age by fecal 

occult blood, sigmoidoscopy, and/or 
colonoscopy

Depression Adult men in practice settings where 
follow-up is available

Diabetes Adult men with blood pressures 
>135/80 mm Hg

Hypertension All men over 18 years of age
HIV infection All adult and adolescent men at risk of 

infection
Lipid disorders All men over 35 years of age and men 

20 to 35 years of age at risk of CHD
Obesity All adult men
Syphilis All men at risk
Tobacco use All adult men

Data from: U.S. Preventive Services Task Force. (2013). Recommendations for 
adults. Retrieved from http://www.uspreventiveservicestaskforce.org/adultrec.htm
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noted elsewhere, stress management training also can have a 
 significant positive effect on outcomes for men who have car-
diovascular disease. These interventions are essential to pro-
mote adjustment and compliance with treatment.

Of course, population health nurses should also support 
and reinforce men’s positive responses to cardiac rehabilita-
tion efforts initiated in other treatment settings. Foremost 
among these would be weight control, limited intake of 
saturated fats, regular exercise, compliance with follow-up 
examinations and medications, and control of other disor-
ders that exacerbate cardiovascular disease (hypertension, 
diabetes).

In the case of some chronic disorders, especially those pro-
ducing no overt symptoms, men tend to be lax about com-
plying with long-term treatment recommendations. This is 
especially true for male clients with hypertension. Interven-
tions that help men understand the importance of controlling 
this disorder and that build on their perceptions of masculin-
ity are very helpful. Maintaining a regimen of antihypertensive 
medications may be especially difficult for men when side ef-
fects interfere with necessary masculine roles. Examples of such 
side effects could include impotence, dizziness, and decreased 
tolerance for physical activity. Nurses can assist men by teach-
ing ways to compensate for these side effects, thereby helping 
them to maintain a sense of control over circumstances. In 
cases in which the side effects are not manageable and are af-
fecting clients’ masculinity (impotence), collaborating with the 
client’s physician or assisting the client to discuss the problem 
with the physician can lead to acceptance of the treatment for 
hypertension.

Preventing recidivism, or rehospitalization, in instances 
of substance abuse is a major rehabilitation intervention in 
working with men. Interventions that decrease the likelihood 
of recidivism include encouraging the use of therapeutic sup-
port groups (Alcoholics Anonymous) and education regarding 

factors that predispose one to continued substance abuse (poor 
coping skills, co-dependent relationships, maintaining social 
contacts with abusers). It is also important for the population 
health nurse to consider the client’s family and significant 
others when caring for substance-abusing men. Families and 
significant others can be either enablers of substance abuse or 
corrective forces leading to its elimination. Education of fam-
ily and support persons regarding behaviors that produce im-
provement and those that permit further substance abuse is 
essential, and referrals to family treatment and support services 
are also of value.

The Internet may be a particularly valuable tool for edu-
cating men regarding rehabilitation and self-management of 
chronic illnesses as well as for motivating primary preven-
tion activities by men. More and more, the U.S. population is 
turning to the Internet as a source of information. Population 
health nurses can help to create websites to provide such infor-
mation as well as monitor existing sites for their accuracy and 
credibility.

Evaluating Health Care for Men
As in working with other population groups, population health 
nursing plans and interventions are evaluated by determining 
the degree to which population health goals have been met. It 
is also important to determine whether interventions were effi-
cient. Could the same results have been accomplished with less 
expense of time or other resources?

The effects of interventions for men at the aggregate level 
can be assessed in terms of the accomplishment of national 
health objectives (USDHHS, 2014b). Selected objectives  related 
to men’s health are presented in the Healthy People 2020 
 feature on pages 441 and 442. Information about objectives 
 related to men’s health and their current status is available on 
the Healthy  People 2020 website.

evidence-based Practice

Prostate and Testicular Cancer screening
In spite of the relatively common practice of routine screening 
for prostate cancer using prostate-specific antigen (PSA test-
ing), the U.S. Preventive Services Task Force (2010, 2013) 
has found insufficient evidence for screening men under 75 
years of age. In addition, the task force has recommended 
against screening men over age 75. This recommendation is 
based on lack of evidence of the need for and effectiveness of 
treatment when prostate cancer is detected. The conclusion of 
the task force was that routine screening benefits only a few 
men and may cause harm to many men due to unnecessary 

treatment, treatment side effects, and mental suffering for 
them and their families.

In addition, the USPSTF has recommended against screening for 
testicular cancer in adolescent or adult males noting that there is in-
adequate evidence that early detection through either testicular self-
examination or clinical examination influences cure rates. In fact, 
the evidence reviewed indicates that 90% of testicular cancer will 
be cured regardless of stage at diagnosis. The task force also noted 
the potential for harm related to false positive results, anxiety, or the 
results of diagnostic tests or treatments (USPSTF, 2011a, 2011b).
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ObjEcTivE

 
basElinE (yEar)

 
TargET

currEnT  
DaTa (yEar)

 
DaTa sOurcEs

AHS-1.1 Increase the proportion of men 
with medical insurance

83.2% (2008) 100% 81.2 (2011) National Health Inter-
view Survey (NHIS), 
CDC, National Center for 
Health Statistics (NCHS)

AHS-3 Increase the proportion of men 
18–64 years of age with a usual primary 
care provider

75.5% (2008) 83.9% 72.9% (2010) NHIS, CDC, NCHS

AHS-5 Increase the proportion of men 
with a source of ongoing care

74.3 (2010) 89.4 76.6% (2010) NHIS, CDC, NCHS

AHS-6 Reduce the proportion of men 
unable to obtain or delay obtaining 
medical care, dental care, or prescription 
medications

9.1% (2007) 9% 8.8% (2010) Medical Expenditure 
Panel Survey (MEPS), 
AHRQ

AOCBC-2 Reduce the proportion of men 
with Dr. diagnosed arthritis who experi-
ence a limitation in activity due to arthri-
tis or joint symptoms

37.6% (2008) 35.5% 37.9% (2011) NHIS, CDC, NCHS

AOCBC-12 Reduce activity limitation due 
to chronic back conditions per 1,000 
men

28.8% (2008) 26.6 34.4% (2011) NHIS, CDC, NCHS

C-1 Reduce cancer deaths per 100,000 
men

218.8 (2007) 161.4 209.9 (2010) National Vitals  Statistics 
System–Mortality 
(NVSS-M), CDC, NCHS

C-2 Reduce lung cancer deaths per 
100,000 men

64.9 (2007) 45.5 60.3 (2010) NVSS-M, CDC, NCHS

C-5 Reduce colorectal cancer deaths per 
100,000 men

20.4 14.5 19.1 (2010) NVSS-M, CDC, NCHS

C-7 Reduce prostate cancer deaths per 
100,000 men

24.2 (2007) 21.8 21.9 (2010) NVSS-M, CDC, NCHS

C-8 Reduce melanoma cancer deaths per 
100,000 men

4.0 (2007) 2.4 4.1 (2010) NVSS-M, CDC, NCHS

C-16 Increase the proportion of men who 
receive colorectal cancer screening

52.2% (2008) 70.5% 59.3% (2010) NHIS, CDC, NCHS

D-3 Reduce diabetes deaths per 
100,000 men

88.8 (2007) 65.8 86.1 (2010) NVSS-M, CDC, NCHS

HDS-2 Reduce coronary heart disease 
deaths per 100,000 men

169.2 (2007) 103.4 151.3 (2010) NVSS-M, CDC, NCHS

HDS-3 Reduce stroke deaths per 
100,000 men

 43.7 (2007) 34.8 39.3 (2010) NVSS-M, CDC, NCHS

Healthy People 2020 

selected Objectives related to Men’s Health

Continued on next page
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Healthy People 2020 (Continued)
 
ObjEcTivE

 
basElinE (yEar)

 
TargET

currEnT  
DaTa (yEar)

 
DaTa sOurcEs

HDS-5.1 Reduce the proportion of men 
with hypertension

30.6% 
(2005–2008)

26.9% NDA National Health and 
Nutrition Examination 
Survey (NHANES), CDC, 
NCHS

HDS-6 Increase the proportion of men 
who have had their blood cholesterol 
level checked in the past 5 years

72.2% (2008) 82.1% NDA NHIS, CDC, NCHS

HDS-7 Reduce the proportion of men 
with high blood cholesterol levels

13.5% 
(2005–2008)

13.5% NDA NHANES, CDC, NCHS

HIV-4 Reduce new cases of AIDs per 
100,000 adult and adolescent men

20.6 (2007) 12.4 20 (2010) HIV Surveillance Sys-
tem, CDC, NCHHSTP

IVP-1.3 Reduce emergency department 
visits for nonfatal injuries per 100,000 
men

9156.7 (2007) 7453.4 10,441.1 (2010) National Hospital Am-
bulatory Medical Care 
Survey (NHAMCS), CDC, 
NCHS

IVP-11 Reduce unintentional injury 
deaths per 100,000 men

55.9 (2007) 36 51.5 (2010) NVSS-M, CDC, NCHS

IVP-29 Reduce homicides per 100,000 
men

9.7 (2007) 5.5 8.4 (2010) NVSS-M, CDC, NCHS

NWS-9 Reduce the proportion of adult 
men who are obese

32.5% 
(2005–2008)

30.5% 35.5% (2009-2010) NHANES, CDC, NCHS

PA-1 Reduce the proportion of adult men 
who engage in no leisure time physical 
activity

33.9% (2008) 32.6% 29.8% (2011) NHIS, CDC, NCHS

SA-12 Reduce drug-induced deaths per 
100,000 men

16 (2007) 11.3 15.9 (2010) NVSS-M, CDC, NCHS

TU-1.1 Reduce cigarette smoking by 
adult men 

20.6% (2008) 12% 19% (2011) NHIS, CDC, NCHS

TU-4.1 Increase smoking cessation at-
tempts by adult men smokers

48.3% (2008) 80% 48.9% (2011) NHIS, CDC, NCHS

NDA = No data available 
Data from: U.S. Department of Health and Human Services. (2014b). Topics and objectives index: Healthy people. Retrieved from http://www.healthypeople.
gov/2020/topicsobjectives2020/
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Men have a variety of health care needs that they may or may 
not acknowledge. Population health nurses identify factors re-
lated to biological, psychological, environmental, sociocultural, 
behavioral, and health system determinants of health and use 
this information to develop population level or individual nurs-
ing diagnoses. They then engage in health promotion, illness 
and injury prevention, health restoration, and rehabilitation 
interventions to address the needs identified. Population health 

nurses can be actively involved in fostering health promotion 
and illness/injury prevention activities by men and encourag-
ing men to seek health care as needed. They may also provide 
direct services to male clients, particularly with respect to edu-
cation for promotion, prevention, and disease management. In 
addition, population health nurses may be involved in advocacy 
activities to assure the availability and accessibility of needed 
services to improve men’s health status.

CHAPTer reCAP

There is a high rate of sexually transmitted diseases among 
men in the community where you are employed as a popula-
tion health nurse. Particularly high incidence rates are noted 
for Chlamydia trachomatis and gonorrhea. Significant dispari-
ties are noted in incidence rates among Caucasian,  African 
 American, and Latino men, with incidence higher among young 
African American and Latino men than among  Caucasians, 
although incidence among all three groups is high. STD inci-
dence does not seem to be associated with sexual orientation 

since high rates are noted for both exclusively  heterosexual 
men and those who have sex with other men.
1. How might you address the problem of STD incidence at the 

population level?
2. What additional information might you need to determine 

appropriate interventions for the problem?
3. What other segments of the community would you involve 

in developing your interventions?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Identify at least two factors in each category of determinants of health that influence  
the health of women.

 2. Identify health problems common to women.

 3. Identify concerns in health promotion for women and analyze the role of the population health 
nurse with respect to each.

 4. Discuss strategies for illness and injury prevention for women and related population health 
nursing interventions.

 5. Describe areas of health problem resolution for women and design population health nursing 
interventions related to each.

 6. Describe considerations in health restoration for women.

Care of Women18
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Margaret Sanger and Contraceptive Services for Women
As a result of exposure to the health effects of multiple pregnancies on her mother’s health,  Margaret 
Sanger, one of the early nurses of the Henry Street Settlement was particularly  sympathetic to the plight 
of poor women in New York City who were affected by multiple unwanted pregnancies. Distribution of 
contraceptive devices and information was prohibited by the Comstock Act passed in 1873, putting 
women at risk for multiple pregnancies or illegal abortions in unsafe conditions (Lewis, 2010).

Sanger founded the American Birth Control League, which eventually became the Planned 
 Parenthood Foundation, to provide birth control information and services to women. She also started 
the first birth control clinic in the United States. Sanger dedicated herself to providing  contraceptive 
information to women and was subjected to prosecution and imprisonment for “ mailing obscenities” 
and “creating a public nuisance.” In large part, her arrests and the  resulting public outcry led to 
legal changes permitting contraceptive availability for women (Margaret Sanger, 2013).

Sanger was also instrumental in the development of birth control pills, or a “magic pill” that 
women could take as easily as aspirin. She recruited a reproductive specialist, Gregory Pincus, to 
begin development of a hormonal contraceptive and found funding for the project through  Katherine 
McCormick, widow of the International Harvester magnate. This project eventually  resulted in FDA 
approval of the first birth control pill in 1960 (Margaret Sanger, 2013). Sanger died in 1966, just 
after the U.S. Supreme Court ruled that private use of contraceptives by married couples was legal 
(Margaret Sanger Papers Project, 2010).

Sanger’s contributions to women’s health are not uncontroversial, and she is reviled by some 
as being racist because of her eugenicist beliefs. Those beliefs are used by some as evidence of 
a  conspiracy to limit the African American population (Goldberg, 2012). Her grandson,  however, 
noted that Sanger saw women as “natural eugenicists” striving to improve the health of their 
 children (and subsequently the overall gene pool) by limiting their number through birth  control 
(Margaret Sanger, 2013). In addition, in a 1957 interview with TV commentator, Mike Wallace, 
 archived by the University of Texas at Austin’s Harry Ransom Center, Sanger herself cited her moti-
vation as the need to prevent the pain and suffering of women forced by legal sanctions to bear child 
after child (Mike Wallace Interview, 1957). She also voiced her concern about population control. 
Finally, the point is made that recognition of racism on Sanger’s part would have precluded Martin 
Luther King, Jr.’s acceptance of Planned Parenthood’s Margaret Sanger award in 1966, and his 
praise of her for launching “a movement which is obeying a higher law to preserve human life under  
humane conditions” (Goldberg, 2012, p.6).

Some of Sanger’s beliefs, for example the desirability of involuntary sterilization of the mentally 
incompetent, are admittedly appalling and foreign to today’s nursing advocacy for the rights of the 
disenfranchised, and should not be upheld; however, her contribution to access to contraceptive 
information and services for all women in the face of extreme opposition should be recognized.
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ow Dorothy Irene Height and Women’s Rights
For much of her 98 years of life, Dorothy Irene Height fought for the rights of African Americans, 
women, and the underprivileged. Encouraged by her mother to obtain an education, Height was 
denied admission to Barnard College, although accepted, because the institution had already filled 
its quota of African American students. Instead she earned her undergraduate degree in psychology 
and social work at New York University, then went on to earn a master’s in Educational Psychology 
and finally a doctoral degree (Williams, 2011).

A victim of both racial and gender-based discrimination herself, Height was actively involved in 
the National Council of Negro Women, which she headed for more than 20 years. Initiatives of the 
organization focused on women’s rights, including equal employment and education for women. 
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W   omen’s health encompasses the health status of 
women as well as the factors that promote or 
impede health. Population health nursing has 
long been involved in strategies and interven-

tions to improve the health of individual women and of women 
as a population group.

In 2010, women constituted 51.5% of the U.S. population 
over 18 years of age (U.S. Census Bureau, 2012a). By 2015, 
women are projected to comprise a similar proportion of the 
population (51.3%) (U.S. Census Bureau, 2012b). About 64% 
of U.S. women in 2010 were between the ages of 20 and 64 
years, and 10% were over 65 years of age (Howden & Meyer, 
2011). The health care needs of this latter group are addressed 
in Chapter 19 . In this chapter, we will focus on the care of 
young and middle adult women.

Distinctions are made between the terms sex and gender as 
they relate to men and women. Sex is an individual character-
istic determined by biological parameters, the differential pos-
session of X and Y chromosomes. Gender, on the other hand, 
is a social construction encompassing behavioral expectations 
that are loosely associated with one’s biological sex but are cul-
turally defined and vary from one cultural group to another. 
Two perspectives on gender have been suggested: an equality 
perspective and a difference perspective (Annandale, 2009). In 
the equality perspective, women should have parity with men 
and have equal access to valued spheres of life such as educa-
tion, employment, and so on. The focus in an equality perspec-
tive is on overall health status. The difference perspective views 
men and women as equal but different as a result of biological 
differences. Emphasis is on control of one’s own body and the 
focus is more on reproductive health than health in general.

Some authors point to the paradox in the health status of 
men and women. Women live longer than men, but experi-
ence greater levels of illness and disability. In part, the differ-
ence lies in the types of health problems experienced by men 
and women. Men tend to experience more acute life-threaten-
ing conditions, while women have more chronic debilitating 

conditions that do not result in death. Worldwide, the average 
life expectancy for women in 2011 was 72 years compared to 
only 68 years for men, with a slightly larger longevity advan-
tage for women in the Americas (79 years for women and 73 
years for men) (World Health Organization [WHO], 2013). In 
2010, a 65-year-old man in the United States could expect to 
live another 17.7 years, compared to 20.3 years for a woman of 
65 (National Center for Health Statistics [NCHS], 2013).

The importance of improving the health of women in the 
United States is reflected in the national health objectives for 
the year 2020. Multiple objectives specifically target the health 
needs of women (U.S. Department of Health and Human 
 Services [USDHHS], 2014). These objectives can be viewed by 
accessing the Healthy People 2020 website; selected objectives 
are included at the end of this chapter.

Population Health Nursing  
and Women’s Health
Population health nursing care of women involves use of the 
nursing process at both individual and population levels. Assess-
ment of women’s health status addresses each of the categories of 
determinants of health to identify factors contributing to health 
and illness in this population. Planning and implementation of 
interventions geared toward health promotion and illness/injury 
prevention, resolution of existing health problems, and restora-
tion of health are also part of population health nurses’ care of 
women. Finally, population health nurses evaluate the effects of 
care on women’s health status at individual and population levels.

Assessing the Health Status of Women
Factors influencing women’s health status occur in each 
of the six categories of health determinants. In this chap-
ter, we will briefly examine factors in the biophysical, 
 psychological,  environmental, sociocultural, behavioral, and 
health system  dimensions that contribute to health and ill-
ness among women. Assessment of the female population can 

Height was the only woman included in the United Council of Civil Rights Leaders and supported 
a campaign to register African American voters through a “Wednesdays in Mississippi”  initiative 
bringing northern women to Jackson, Mississippi to promote voting rights (Shulman, 2012). She 
later extended her human rights activities on an international basis through the Women’s  Federation 
of the World Council of Churches (NASW Foundation, 2004).

At her 2010 memorial service in Washington, DC, speakers noted her ability to build coalitions 
to direct attention to the needs of all disadvantaged individuals and for “fighting against all our 
nation’s evil isms: racism, sexism, classism, and ageism” (Cosby as quoted in Williams, 2011,  
p. 8). Similarly, President Barrack Obama praised Height’s ability “to make us see the drive for 
civil rights and women’s rights not as a separate struggle, but as part of a larger movement to 
 secure the rights of all humanity, regardless of gender, regardless of race, regardless of ethnicity” 
(as quoted in Williams, 2011, p. 8).
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Global Perspectives

A 2009 report by the World Health Organization (WHO, 2009a) 
contended that women are significantly disadvantaged with 
 respect to health status and health care throughout the world. 
In part, disparities between men and women are due to lack of 
attention to some problems that affect only women, differential 
impact of some health conditions on men and women and the 
subsequent need to tailor services specifically to women’s needs, 
differential access to health care services, and women’s more 
limited ability to wield resources needed to protect and promote 
their health. The WHO report delineates concerns for disparities 
throughout women’s life spans from childhood through adoles-
cence, childbearing years, and old age (WHO, 2009a).

Differences in women’s health status also occur from one  nation 
to another. The table below indicates the top causes of  mortality 
for  females of all ages in low-, middle-, and high- income  countries. 
These findings suggest that different strategies are needed in differ-
ent parts of the world to effectively address women’s health issues.

WHO recommendations for improving women’s health status 
worldwide include the following:

•	 Developing	strong	leadership	that	incorporates	participation	
of women in setting health priorities and agendas that go 
beyond maternal mortality and reproductive health.

•	 Promoting	“gender	mainstreaming”	to	minimize	male-female	
inequities that affect health. Gender mainstreaming is a pro-
cess of considering the implications of all actions, including 

legislation, policies, and health care delivery programming, 
for the health of both men and women. It involves “making 
women’s as well as men’s concerns and experiences an in-
tegral dimension of the design, implementation, monitoring, 
and evaluation of policies and programmes in all political, 
economic, and societal spheres, so that women and men 
benefit equally and inequality is not perpetuated” (United 
Nations Economic and Social Council, as quoted in WHO 
2009a, p. 74).

•	 Building	 accountability	 in	 government	 systems	 by	 tracking	
and monitoring indicators of health.

•	 Developing	health	services	and	programs	that
•	 Respond	specifically	to	women’s	health	needs.
•	 Promote	women’s	autonomy	and	participation	in	decision	

making related to their health.
•	 Promoting	universal	access	to	care.
•	 Removing	 gender-based	 differentials	 in	 public	 policy,	 par-

ticularly with respect to property rights; employment acces-
sibility, promotion, and compensation; education; health 
promotion services; economic opportunity; access to re-
sources, including technology; gender-based discrimination, 
norms, and policies; violence; and opportunities for older 
women to contribute productively.

•	 Tracking	progress	toward	achievement	of	health-related	goals	
and targets. (WHO, 2009a)

Addressing Women’s Health Issues

 Differences in Female Causes of Death in Low-, Middle-, and High-income Countries

Low-income Countries Middle-income Countries High-income Countries

Lower respiratory infections Stroke Ischemic heart disease
Ischemic heart disease Ischemic heart disease Stroke
Diarrheal diseases Chronic obstructive pulmonary disease Alzheimer’s and other dementias
Stroke Lower respiratory infections Lower respiratory infections
HIV/AIDS Hypertensive heart disease Breast cancer
Maternal conditions Diabetes mellitus Trachea, bronchus, and lung cancer
Neonatal infections HIV/AIDS Colon and rectal cancers
Prematurity and low birth weight Breast cancer Chronic obstructive pulmonary disease
Malaria Stomach cancer Diabetes mellitus
Chronic obstructive pulmonary disease Trachea, bronchus, and lung cancer Hypertensive heart disease

Source: World Health Organization. (2009b). Women’s health. Retrieved from http://www.who.int/mediacentre/factsheets/fs334/en/index.html

be conducted using the Population Health Assessment and 
 Intervention Guide included in the Assessment Guidelines 
for Chapter 15 . A tool to assess the health of an individual 
woman is also included in the Assessment Guidelines on the 
student resources site.

BIOLOGICAL DeTeRMINANTS. Biological factors are of 
concern to the population health nurse working to improve the 
health of women in the community. Specific areas for consid-
eration include genetic inheritance, maturation and aging, and 
physiologic function.
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Genetic inheritance. Women are prone to a number of geneti-
cally related or genetically linked conditions. For example, can-
cers of the breast have been shown to occur more frequently 
among women whose mothers, sisters, aunts, or grandmothers 
have had similar cancers. Similarly, diseases of the thyroid gland 
seem to occur more frequently among women than men, as do 
diabetes, asthma, various forms of dermatitis, and hay fever–
type allergies, all of which may involve genetic predisposition 
to disease.

Maturation and aging. In general, physical maturation of fe-
males follows the developmental schedule typical of children. 
Sexual maturation, however, follows a unique trajectory in 
women. Stages of sexual maturation and the relevant time pe-
riods are presented in Table 18-1•. As we saw in Chapter 16 , 
menarche occurs at slightly different ages in different racial and 
ethnic groups.

Premenopause is the period of a woman’s life in which 
she is most likely to become pregnant, the years of fertility. 
These childbearing years generally last from menarche to age 
44, when women enter the perimenopausal period. In 2008, 
 approximately 61.7 million U.S. women were of childbearing 
age (Dye, 2010).

Menstruation during premenopause is usually free of 
medical complications. Some women, however, experience 
dysmenorrhea or premenstrual syndrome. Dysmenorrhea 
is painful menstruation, usually manifested in abdominal 
cramping.  Premenstrual syndrome (PMS) includes a variety 
of physical or emotional symptoms that occur 7 to 10 days 
prior to menstruation and disappear shortly after menstruation 

starts (Gallenberg, 2012). In addition, 3% to 8% of women may 
be affected by premenstrual dysphoric disorder (PMDD), a 
condition of depressed mood and irritability severe enough 
to interfere with interpersonal relationships and everyday ac-
tivities. Both PMS and PMDD may be related to hormonal 
changes that occur during the menstrual cycle. Other possible 
contributing factors include alcohol abuse, being overweight, 
excessive caffeine intake, a family history of PMDD, or lack of 
exercise (Premenstrual dysphoric disorder, 2013).

Perimenopause is a transition period between premeno-
pause and menopause, when the physical and hormonal 
changes that herald cessation of menstruation occur. Peri-
menopause may begin as early as the 30s in some women, 
but more typically begins in the 40s (Mayo Clinic Staff, 2012). 
Perimenopause is characterized by less predictability regarding 
menstrual cycles in terms of frequency, duration, and amount 
of bleeding. Perimenopause may also be associated with a va-
riety of vasomotor symptoms, sleep disturbance, anxiety, and 
depression. Hormone replacement therapy may be effective 
in addressing the discomforts of the perimenopausal period. 
Some herbal preparations, such as black cohosh and plant phy-
togens, may also be used to deal with the symptoms associated 
with perimenopause. Population health nurses should be aware 
of the extent to which these preparations are used by women 
in the community, as well as their knowledge about potential 
adverse effects. There is some evidence to suggest that the dis-
comforts experienced by some women during perimenopause 
are, at least in part, a function of cultural expectations. For this 
reason, population health nurses should also explore cultural 
beliefs, attitudes, and behaviors related to perimenopause and 

TABLe 18-1 Stages of Female Sexual Maturation

Sexual Characteristic Stage Description Related Ages

Pubic hair development 1. Prepubertal: similar to hair on the abdomen
2.  Sparse growth of long, pigmented, straight 

or slightly curly hair
3.  Sparsely distributed, longer, darker, more 

curly hair
4.  Coarser adult type hair not yet spread to 

medial thighs
5.  Adult quality hair in classic triangular 

 distribution, may extend to medial aspects 
of thighs

Childhood
9.4 years–10.6 years
 
10.5 years–11.8 years
 
11.9 years–13.1 years
 
14.7 years–16.3 years

Breast development 1.  Prepubertal: No breast tissue, slightly 
 elevated nipple

2.  Wider, darker, elevated areola, palpable bud 
of glandular tissue below areola

3.  Further enlargement of breast and areola, 
rounded contour, no contour change 
 between areola and breast

4.  Projection of papilla and areola as secondary 
mound above breast

5.  Mature adult breast, loss of secondary 
mound

Childhood
 
9.4 years–10.3 years
 
10.7 years–11.7 years
 
 
12.2 years–13.2 years
 
13.9 years–15.4 years (may never occur in 
some women)

Data from: American Academy of Pediatrics. (2012). Sexual maturity stages. Retrieved from https://www.pediatriccareonline.org/pco/ub/view/PPP/312032/all/Sexual%20
Maturity%20Stages%20?amod=aapea&login=true&nfstatus=401&nftoken=00000000-0000-0000-0000-000000000000&nfstatusdescription=ERROR%3a+No+local+token
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menopause among women in the community. The effects of 
perimenopause may also arise from socioeconomic factors in 
women’s lives, but it is at present unknown how much psy-
chological distress is the result of hormonal changes and how 
much derives from socioeconomic and cultural influences.

Menopause is defined by WHO as “the permanent  cessation 
of menstruation resulting from the loss of ovarian  follicular 
 activity or follicle depletion” (Weismiller, 2009, p. 199). 
 Menopause has occurred when the woman has been without 
menses for 12 months (Mayo Clinic Staff, 2012). The average 
age for menopause is 51 years, but normal menopause can 
 occur as early as age 40. Some women experience menopause 
as a result of surgical interventions such as hysterectomy. Early 
menopause may be associated with increased health problems 
such as osteoporosis and increased mortality risk. Hormonal 
treatments commonly used to treat the discomforts of meno-
pause have also been linked to increased risk of heart attack, 
breast cancer, stroke, and blood clots (NCCAM, 2012).

Postmenopause is the period of time that extends from 
menopause until death and may cover as much as one third of 
women’s lives. Because of the hormonal changes that  occur with 
menopause, the postmenopausal period is a time of  increased 
risk for a number of health problems. Several of these, such 
as osteoporosis and heart disease, are discussed in the  section 
 addressing physiologic function. Population health nurses may 
engage in advocacy to change negative social attitudes toward 
perimenopausal and menopausal women. Conversely, they may 
assist women to deal effectively with the effects of these nega-
tive attitudes as well as the physical discomforts of menopause. 
 Finally, population health nurses can be actively involved in 
 educating women to minimize the negative effects of meno-
pausal changes (e.g., bone loss) on their health.

Other areas for consideration with respect to maturation 
and aging include the effects of aging in general on health sta-
tus (which will be addressed in Chapter 19 ) and women’s 
 emotional maturation.

Physiologic function. Physiologic function is another biologi-
cal determinant influencing the health of women as a population 
group. Specific considerations related to physiologic  function 
include the incidence and prevalence of specific illnesses and 
functional limitations, reproductive issues of pregnancy and 
 infertility, and immunization levels.

Physical illness and disability. Women are affected by a  variety 
of acute and chronic illnesses that may not occur in men (e.g., 
uterine cancer), have different risk factors and manifestations 
than for the same diseases in men, or may require different ap-
proaches to treatment than the same diseases in men. Women 
are more likely than men to experience multiple chronic diseas-
es and to be disabled as a result of them. In addition, physiologic 
differences in drug metabolism between men and women lead 
to differences in treatment effects. Several conditions and their 
effects on women will be discussed here. In addition, women are 
more likely to experience disability with chronic conditions than 

men, so the prevalence and effects of disability in women are 
also examined. The leading causes of mortality in U.S.  women 
in 2010 were compared to those for men in Chapter 17  and 
included heart disease;  malignant  neoplasms; cerebrovascular 
disease; chronic lower  respiratory diseases; Alzheimer’s disease, 
unintentional injury;  diabetes mellitus; influenza and pneumo-
nia; nephritis, nephrotic  syndrome, and nephrosis; and septice-
mia (NCHS, 2013).

Heart disease accounts for 25% of deaths among U.S. 
women. In addition, women more often experience uncom-
mon symptoms of heart attack and are less likely than men to 
seek care (Division for Heart Disease and Stroke Prevention, 
2013). Women are less likely than men to have heart disease, 
but are almost as likely to have hypertension and more likely 
than men to experience stroke (NCHS, 2012). Overall breast 
cancer mortality among women in 2010 was 22.1 per 100,000 
women and increased with age. Homicide mortality among 
women of all ages in the same year was 2.3 per 100,000 popula-
tion and suicide mortality was 5 per 100,000 women (NCHS, 
2013).

Other conditions affecting women may not cause death but 
contribute to significant morbidity. For example, women are 
more likely than men to have emphysema, asthma, hay  fever, 
sinusitis, and chronic bronchitis, as well as ulcers, kidney 
 disease, diagnosed arthritis, and other chronic joint symptoms 
(NCHS, 2012). 

Women are slightly less likely than men to have diabetes, 
but are more likely to have their diabetes under control (NCHS, 
2013). Similarly, approximately 28% of women have hyperten-
sion compared to more than 30% of men, but nearly half of 
the women affected have their blood pressure under control 

Women are more likely than men to experience disability. 
(Antonioguillem/Fotolia)
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(Keenan & Rosendorf, 2011). The prevalence of overweight 
and obesity among women, however, is less encouraging. After 
20 years of age, approximately 29% of women become obese 
compared to only 26% of men. Overweight prevalence among 
women increases with age to 37% of those aged 40 to 59 years 
(Freedman, 2011).

Human immunodeficiency virus (HIV) infection and ac-
quired immune deficiency syndrome (AIDS) are other  diseases 
that affect large numbers of women. Although initially consid-
ered a disease of gay men, the proportion of women affected has 
steadily risen. Between 1990 and 2010, for example, the propor-
tion of new AIDS cases involving women increased from 11% 
to 21% (Division of HIV/AIDS Prevention, 2014). Advocacy by 
population health nurses is needed to increase efforts to pro-
tect women from HIV infection, particularly in cultural groups 
where women are not empowered to insist on condom use by 
their partners. Population health nurses may also advocate for 
available screening and treatment services for women.

Osteoporosis is another physiologic condition of  concern 
for women during the perimenopausal and  postmenopausal 
years. Osteoporosis is a “systematic skeletal disorder 
 characterized by low bone mass and microarchitectural dete-
rioration of bone tissue predisposing to an increased risk for 
fracture” (Lash, Nicholson, Velez, Harrison, & McCort, 2009, 
p. 182). Approximately 8 million U.S. women and 2 million 
men have osteoporosis, which results in 1.5 million fractures 
annually, including 300,000 hospitalizations and 180,000 nurs-
ing home placements for hip fractures alone. More than half 
of postmenopausal women in the United States have decreased 
bone mineral density, and 16% of them have osteoporosis. 
Like many conditions, the prevalence of osteoporosis increases 
with age, with women over age 80 having a rate of disease 10 
times higher than those in their 50s. Approximately 20% of 
people with osteoporotic fractures require long-term care, and 
the estimated annual cost for hip fractures alone amounts to  
$15  billion (Lash et al., 2009).

Osteoporosis has a variety of causes, including long-term 
use of certain medications (e.g., glucocorticoids and other 
 immunosuppressants, hormonal and anti-hormonal agents, 

and some anti-convulsants), renal failure, hypogonadism, and 
alcoholism. Osteoporosis may also occur as a result of cancer 
therapies or organ transplant (Lash et al., 2009).

In addition to causing mortality and morbidity in the 
 population, many of the conditions discussed above, as well 
as others, contribute to disability among women. Disabil-
ity  results from an interaction between a person’s functional 
 abilities and the environment and tends to increase with in-
creasing age. Women are more likely than men to have dif-
ficulty with all types of physical activity. In addition, women 
are more likely to have vision problems and to be edentulous 
(NCHS, 2012). In 2011, for example, nearly 15% of women 
needed assistance with personal care activities compared to 
roughly 10% of men, and women were in need of more physi-
cal assistance in all physical activity categories (NCHS, 2011). 
In addition, nearly two thirds of women, versus just over half 
of men, have difficulty with at least one basic activity. Simi-
larly, more women than men have difficulty with at least one 
complex activity related to self-care, have difficulty seeing even 
with corrective lenses, and are more likely to rate their health 
as fair or poor (NCHS, 2013).

Pregnancy. Pregnancy and related issues are unique to wom-
en and should be considered in assessing biological determi-
nants of women’s health. Half of all U.S. pregnancies (51%) are 
 unintended often leading to abortion. In 2008, for example, 40% 
of unintended pregnancies were aborted. For unintended preg-
nancies ending in birth, 65% were funded by public  insurance. 
The overall public cost for unintended pregnancy was $12.5 bil-
lion (Guttmacher Institute, 2013b).

U.S. rates of unintended pregnancy are higher than many 
other developed nations, and approximately 30% of U.S. 
women become pregnant before the age of 30 (Planned 
 Parenthood Federation of America, 2012). Unintended 
 pregnancy is related to poverty, cohabitation, membership in 
minority groups, lower educational level, and younger age. 
Unintended pregnancy is also associated with delayed  prenatal 
care, premature birth, and physical and mental effects for 
both mother and child (Guttmacher Institute, 2013b). Healthy 

evidence-Based Practice

Contraceptive Options
Women with chronic health conditions are often limited in the 
use of various forms of contraception in the mistaken belief 
that particular methods are contraindicated. To eliminate these 
mythical contraindications, the Centers for Disease Control and 
Prevention (CDC) has developed evidence-based guidelines for 
providers to use in joint contraceptive decision making with 
women clients. Use of these guidelines is intended to reduce the 
high rate of unintended pregnancy among American women. The 
guidelines were published in 2010 and were based on medical 

eligibility criteria established by WHO in 2009. The guidelines 
are based on recent evidence-based data and should supercede 
what is included in product information inserts that are often 
outdated (Turok, Wysocki, Grimes, & Deal, 2011).

The guidelines are updated periodically. In fact, in 2012, revised 
guidelines were published related to the use of hormonal contracep-
tives for HIV-infected women and those at high risk for infection 
(CDC, 2012). For more information about the most recent guideline, 
see the External Resources section of the student resources site.
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 People 2020 objectives include the goal of reducing unintended 
pregnancies to 10% of all pregnancies.

More than half of unintended pregnancies are the result 
of failure to use contraceptives. Approximately two thirds of 
women at risk for an unintended pregnancy use contraception 
consistently and correctly (Guttmacher Institute, 2013b); those 
who use contraceptives consistently and correctly account for 
only 5% of unintended pregnancies. As of 2012,  approximately 
11% of women at risk for unintended  pregnancies did not 
 engage in regular use of contraceptives. Rates of nonuse are 
highest among adolescents (18%) and lowest among women 
40 to 44 years of age. Lack of access to and  promotion of 
 long- acting contraceptive options (e.g.,  hormonal im-
plants,  intrauterine devices) also contribute to the problem, 
 particularly among women without a steady sexual partner. 
Use of such  options addresses the unplanned nature of many 
sexual  encounters. Based on 2009 data, 8.5% of women using 
contraceptives used long-acting reversible methods, up from 
2.4% in 2002. Use of emergency contraception after unpro-
tected intercourse is also low (Guttmacher Institute, 2013a).

Even when pregnancy is intended and desired, it gives rise 
to needs for care and poses risks to the health of the woman 
and fetus. Early prenatal care promotes mother and child 
health, but is often lacking. In 2011, for example, not quite 74% 
of U.S. women received care in the first trimester of pregnancy, 
and 6% began care in the third trimester or received no care 
at all. Teenagers and members of ethnic minority groups were 

least likely to receive early care (Maternal and Child Health 
 Bureau [MCHB], 2013).

Lack of prenatal care is a significant contributor to compli-
cations of pregnancy such as gestational diabetes mellitus, pre-
eclampsia, and toxemia. Gestational diabetes mellitus (GDM) 
is a condition characterized by increased blood glucose levels 
resulting from the body’s inability to meet the increased insu-
lin needs posed by pregnancy (National Diabetes Information 
Clearinghouse [NDIC], 2013). Anywhere from 2% to 10% of 
pregnant women develop GDM, but new diagnostic criteria have 
suggested incidence as high as 18% of pregnant women. One to 
two thirds of these women will go on to develop type 2 diabetes 
in 10 to 20 years (NDIC, 2013). GDM can be prevented through 
attention to diet and exercise, and population health nurses can 
assist prepregnant women to lose extra weight and promote ad-
equate diet and physical activity among those who are pregnant. 

Preeclampsia and eclampsia are other pregnancy-related con-
ditions that may affect maternal and child health. Preeclampsia 
and eclampsia are sometimes referred to as pregnancy-induced 
hypertension (PIH) and are characterized by a rapid elevation 
in blood pressure that may result in seizures, stroke, organ fail-
ure, and death. Risk factors include early teenage years or age 
over 40 years, first pregnancy, obesity, multiple pregnancies, 
connective tissue diseases, and chronic hypertension, diabetes, 
and kidney disorders. Preeclampsia occurs in approximately 
5% to 8% of pregnancies worldwide. Eclampsia accounts for 
13% of maternal deaths (18% of maternal deaths in the United 
States) and 15% of premature deliveries. In addition, it is the 
most common reason for the decision to perform a cesarean 
section. Signs and symptoms of preeclampsia and eclampsia 
include sudden weight gain, elevated blood pressure, edema, 
headache, changes in vision, and proteinuria, all of which are 
monitored closely by population health nurses  caring for preg-
nant women (Preeclampsia Foundation, n.d.).

Pregnancy may also complicate control of other health 
 conditions, for example, diabetes and thyroid disorders. 
 Hormonal changes that occur in pregnancy may have 
 differential effects on several autoimmune diseases, improving 
some and worsening others. For example, lupus  erythematosis 
may become worse during pregnancy, or after delivery, and 
common symptoms of pregnancy must be distinguished from 
a flareup (Khurana & Isaacs, 2014). Conversely, rheumatoid 
arthritis may improve (Temprano & Chelmow, 2013).

Some women must cope with fetal or infant death. As 
noted earlier, culture plays a significant role in the response 
to the death of an infant. Fetal loss also leads to depression 
and anxiety in subsequent pregnancies for both partners, but 
more so for women than men. Population health nurses can 
assist women who have lost infants to cope with their grief. For 
example, nurses may link these women to support groups or 
counseling services. They may also need to advocate for time to 
grieve with family members or friends who expect the woman 
to “grieve, and then get on with her life.”

Even a pregnancy with a normal course and favorable out-
come may result in problems for the mother. For example, some 

Health promotion for women and their children should begin 
before conception. (Monkey Business/Fotolia)
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women may experience postpartum depression that has sig-
nificant health effects for them and their children.  Postpartum 
or postnatal depression (PND) is characterized by  dysphoric 
mood, feelings of guilt, inadequacy in the maternal role, anxi-
ety, poor sleep and appetite, excessive fatigue and emotional 
lability (Wylie, Martin, Marlands, Martin, & Rankin, 2011). 
Overall incidence of PND has been estimated at 13% of women 
within 1 month of delivery (Letourneau,  Duffet-Leger, Dennis, 
Sewart, & Tryphonopoulos, 2010). Postpartum  depression in 
mothers has been associated with delayed language develop-
ment and behavior problems in their children. In addition, a 
depressed mother is less likely to be able to effectively care for 
and nurture her infant.

Development of postpartum depression appears to be me-
diated by social support and cultural factors. The postpartum 
period is characterized by major changes and adjustments in 
women’s lives. During this time women need to recover from 
the physical stresses of pregnancy and delivery, while meeting 
the needs of their newborn infants and often maintaining other 
responsibilities as well. Refugee women may be particularly 
susceptible to PND due to the stress of immigration, social iso-
lation and lack of social support, and lack of financial resources 
(O’Mahony & Donnelly, 2010).

Immunizations are the last aspect of physiologic function to 
be considered in relation to women’s physiologic health status. 
Women’s immunization rates, like those for all adults, are lower 
than recommended. Immunizations of particular concern for 
women include rubella and tetanus vaccine, as well as other vac-
cines that create antibodies that can cross the placental barrier 
and provide protection for newborn infants. Women should 
also receive HPV, influenza, and other immunizations as ap-
propriate. Some questions that can assist the population health 
nurse to assess biological determinants of women’s health are 
provided in the Focused Assessment below.

PSyCHOLOGICAL DeTeRMINANTS. Psychological fac-
tors can have a profound effect on women’s health. Areas of 
particular concern are stress and coping abilities and mental 
health and illness in the female population.

Stress and coping. The first area for consideration related to 
psychological determinants of women’s health is the extent of 
women’s exposure to stress and their abilities to cope with that 
stress. It is well known that stress contributes to a variety of ill-
nesses in both men and women. For example, stress plays a part 
in the development of tuberculosis and hypertension. Severe 
life events and the stress that accompanies them have also been 
shown to be related to breast cancer in women. Women, in gen-
eral, have been found to be less happy and to experience more 
stress than men. Although women tend to experience more 
stress than men, they often have better coping skills and are 
more likely than men to seek social support to deal with stress.

Sources of stress for women include stresses related to in-
terpersonal relationships, financial status, children, and family 
health. Women generally tend to use confrontive, rather than 
avoidance, coping strategies.

Mental health and illness. Women often internalize emotion-
al stress, leading to internalized disorders such as depression 
and anxiety. In one national study, nearly 4% of women over the 
age of 18 reported experiencing serious psychological distress 
in the past 30 days, compared to less than 3% of men (NCHS, 
2013). Incidence rates for depression are 50% to 100% higher 
in women than in men. In addition, women experience longer 
episodes of depression, more frequent recurrences, and more 
chronic depression than men. Depressed women are also more 
likely than men to have co-morbid anxiety and other psychiat-
ric disorders (Anxiety and Depression Association of America, 
n.d.). General risk factors for depression include genetic pre-
disposition, hormonal factors, previous episodes of depression, 
poor coping, poverty, negative life events and psychosocial 
stressors, and substance abuse. The presence of chronic illness, 
particularly cardiovascular disease, has also been linked to the 
incidence of depression.

Women at all ages are less likely than men to commit sui-
cide, but a significant number of women each year succumb 
to despair and end their lives. In 2007, the highest rate of sui-
cide among women was for those 40 to 60 years of age, and 
ranged from 8 to 8.8 suicides per 100,000 women. Population 

FOCuSeD ASSeSSMeNT Assessing Biological Determinants of 
Women’s Health

•	 What	percentage	of	the	female	population	is	of	childbearing	
age? What is the annual birth rate in the population? What is 
the fertility rate?

•	 What	is	the	level	of	immunity	to	specific	communicable	
diseases among the female population?

•	 What	is	the	age	composition	of	the	female	population?

•	 What	is	the	racial/ethnic	composition	of	the	female	population?

•	 What	are	the	main	causes	of	mortality	in	the	female	
population?

•	 What	acute	and	chronic	illnesses	are	prevalent	in	the	female	
population? What factors contribute to the prevalence of these 
conditions?
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estimates of depression in women as well as rates for attempted 
and completed suicide are important data for an aggregate as-
sessment of women’s health.

Other mental health problems that are prevalent among 
women include eating disorders, post-traumatic stress disorder 
(PTSD), and chronic fatigue syndrome. As many as 24 million 
people in the United States experience eating disorders, in-
cluding anorexia nervosa, bulimia, and binge eating. The vast 
majority of these people (85% to 90%) are women. Eating dis-
orders tend to manifest most often in adolescence, but can last 
for a lifetime (National Association of Anorexia Nervosa and 
Associated Disorders [ANAD], 2014).

Research on women and trauma exposure and its effects 
suggests that, although women are slightly less likely to be 
exposed to trauma than men, they are more likely to develop 
chronic PTSD. Estimates from the National Comorbidity Sur-
vey indicate that 50% of women and 60% of men experienced 
at least one traumatic life event. Rape and sexual assault, paren-
tal neglect, childhood physical abuse, domestic violence, and 
sudden death of a loved one are the most common traumatic 
events experienced by women. Lifetime estimates of the preva-
lence of PTSD are twice as high for women as for men (10% 
vs. 5%) (U.S. Department of Veterans Affairs, 2014).  Gender 
differences in the incidence and prevalence of PTSD in re-
sponse to traumatic events may stem from women’s tendency 
to blame themselves for the event and the relative importance 
of interpersonal relationships in women’s lives.

Chronic fatigue syndrome (CFS) occurs four times more of-
ten in women than in men and most often manifests between 
40 and 50 years of age (CDC, 2013). CFS can have severe de-
bilitating effects that profoundly affect one’s mental health.

Women also experience schizophrenia, which tends to occur 
at a later age in women than in men, but symptoms rarely begin 
after age 45 (National Institute of Mental Health, 2009). Tips for 
assessing psychological determinants of health for the female 
population are presented in the Focused Assessment below.

eNvIRONMeNTAL DeTeRMINANTS. Physical environ-
mental factors also influence the health of women. They are ex-
posed to physical environmental hazards both at home and in 

the work setting. In the home, environmental hazards include 
household chemicals used to clean, inhalants such as powders 
and sprays, and the potential for falls related to stools, stairs, 
and throw rugs. The effects of the workplace on women’s health 
are covered later in this chapter during the discussion of the 
occupational component of the sociocultural dimension. En-
vironmental determinants are particularly evident in rates for 
accidental injuries. Although women have far lower injury rates 
than men, significant morbidity and mortality are related to un-
intentional injuries in women. Another area for consideration 
is the reproductive effects of environmental pollutants, and the 
population health nurse should be alert to connections between 
environmental conditions and adverse pregnancy outcomes in 
the population. In addition, lack of exposure to sunlight in the 
physical environment may lead to vitamin D deficiency. Since 
vitamin D is required for calcium absorption, this physical en-
vironmental factor may increase the potential for osteoporosis 
and fracture injuries. The Focused Assessment on the next page 
provides questions that can guide the population health nurse’s 
assessment of environmental determinants affecting women’s 
health.

SOCIOCuLTuRAL DeTeRMINANTS. Many sociocultural 
factors affect the health status of women. Sociocultural determi-
nants of health appear to be more relevant for women than men 
and appear to contribute significantly to disparities in health sta-
tus, self-rated health, functional ability, and chronic conditions 
between men and women. Some of the more influential factors 
among these are societal pressures regarding roles and relation-
ships, occupational and economic issues, and violence and abuse.

Roles and relationships. Women often define themselves in 
terms of relationships with others. Women’s roles in these rela-
tionships are culturally defined by the society in which they live. 
Society even specifies how women should look. U.S. entertain-
ment media, in particular, promote a strong cultural value for 
thinness, often leading women to engage in poor health behav-
iors and resulting in eating disorders and depression.

Many of women’s relationships entail caregiving roles in 
which they have primary responsibility for the care of children, 

FOCuSeD ASSeSSMeNT Assessing Psychological Determinants of 
Women’s Health

•	 What	is	the	extent	of	nonheterosexual	orientation	in	the	
female population? What are the societal attitudes toward 
nonheterosexual orientation? How does this affect the level of 
stress experienced by women in the population?

•	 What	are	the	sources	of	stress	to	which	women	in	the	
population are exposed?

•	 What	are	the	incidence	and	prevalence	of	mental	illness	in	the	
female population? What specific mental health problems are 
prevalent in the population?

•	 What	is	the	societal	attitude	toward	women?	Does	this	attitude	
contribute to stress for women in the population?
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spouses, aging parents, and ill family members that compound 
the stresses of daily life. In 2010, for example, 55% of U.S. 
women were married, and more than 20% were divorced or 
widowed (U.S. Census Bureau, 2012c). In 2009, nearly 30% of 
all U.S. households with children were headed by single parents 
(U.S. Census Bureau, 2012g), and in 2012, 84% of more than  
12 million single-parent families were headed by women. 
 Approximately half of these female-headed families had 
 incomes below poverty level (Single Mother Guide, 2013).

Women are often responsible for caring for the home and 
children as well as older family members. In addition, women are 
often employed outside the home. For example, in 2010, women 
constituted more than 47% of the U.S. workforce (U.S. Census 
Bureau, 2012d), but women continue to provide the bulk of fam-
ily caregiving, caring for both children and aging parents. About 
70% of all families with children have adults in the workforce 
and 25% of U.S. workers also have elder care responsibilities.

Women often need to take time from work to care for 
 family members during major life events, such as the birth of a 
child or serious illness. The Federal Family and Medical Leave 
Act provides some coverage for working men and women with 
family responsibilities, but covers only about half of the work-
force. As of 2009, only California and New Jersey had compre-
hensive paid family leave policies for care of a family member  
and eight other states had proposed family leave policies. 
 Several other states had more restrictive policies (Weber, 2009).

Child care responsibilities have been shown to pose a cumu-
lative burden for women due to chronic strain that is exacer-
bated by low levels of resources and low socioeconomic status. 
Idealized concepts of motherhood, for example, include ide-
als of sacrifice and may lead to guilt and stigmatization when 
women choose to work outside the home (Zoellner &  Hedlund, 
2010). Parenting stress may contribute to lower levels of mental 
health in mothers of young children that is often compounded 
by problems with child care and stressful  working situations, 
which results in adverse effects for both parents and children. 
For example, in one study, maternal depression was associated 
with parenting stress and limited ability to engage in positive 
child bedtime routines (Zajicek-Farber, Mayer, & Daugherty, 
2012). Suicide rates are highest among middle-aged women 40 
to 60 years of age, those most likely to experience multiple stress-
ors related to family responsibilities. In 2007, for example, the 

suicide rate for women in this age group ranged from 8.0 to 8.8 
per 100,000 women (Crosby, Ortega, & Stevens, 2011).

These effects may be mitigated by social support from fam-
ily and friends. In general, women tend to have larger social 
networks than men, providing them with more sources of 
support. For some women, this support comes in the form of 
electronic social media interactions (Dare & Green, 2011). The 
assistance of spouses also mitigates the stress of caretaking bur-
dens for married women.

In spite of access to more sources of interpersonal support 
than men, women often experience inequalities in access to 
other resources as a result of constraints on the choices within 
society. These choices may be constrained at any of three levels. 
At the social policy level, societies may choose to treat men and 
women equally or differently. For example, decisions could be 
made to increase social security payments to older women be-
cause of wage inequalities experienced during their working 
lives. Conversely, women may receive lower levels of resources 
due to continuing perceptions of men as the “family breadwin-
ners.” Population health nurses should advocate for examina-
tion of the effects of social policy decisions on the health of 
both women and men.

Women’s choices may also be constrained by the extent 
of their exposure to the hassles of daily life. For example, in a 
two-parent household, mothers, more often than fathers, are 
expected to stay home from work with an ill child or to care 
for aging parents. Similarly, they may be expected to integrate 
multiple aspects of their lives, for example, combining shop-
ping trips with their daily work commute. Finally, women’s 
choices are constrained by the need to balance work and fam-
ily responsibilities and the “family unfriendly” nature of many 
work cultures. These constraints arise because men’s and 
women’s work and family roles have not changed as rapidly as 
changes in social opportunities. 

Cultural expectations also define communication patterns 
in terms of gender. Gender determines appropriate topics of 
conversation as well as the words and phrases that may ap-
propriately be used. Gender differences lead to the lack of a 
common language between men and women and contribute 
to miscommunication, particularly in the area of sexuality, 
but also in other aspects of life. Cultural factors and related ex-
pectations may also lead women to “self-silence” and sacrifice 

FOCuSeD ASSeSSMeNT Assessing environmental Determinants of 
Women’s Health

•	 To	what	extent	does	the	physical	environment	promote	or	
impede healthy behaviors by women (e.g., physical activity)?

•	 What	are	the	reproductive	effects	of	environmental	
conditions?

•	 To	what	environmental	health	hazards	are	women	in	the	
population exposed?

•	 What	environmental	hazards	are	posed	by	occupational	settings?

•	 Are	women	engaged	in	recreational	pursuits	that	pose	physical	
environmental hazards?
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their own desires to meet social expectations. Self-silencing is 
often done to avoid conflict, maintain a relationship, or to pro-
mote one’s physical or psychological safety, but may lead to in-
ner anger and confusion and result in depression (Jack & Ali, 
2010). In fact, some authors have noted that risk factors for de-
pression in women “might, more accurately, be conceptualized 
as proxy variables for a range of rights violations” (Astbury, 
2010, p. 23). Some of these often violated rights were delin-
eated by the 1948 United Nations General Assembly  Universal 
Declaration of Rights and include rights to liberty and personal 
security; freedom from slavery, servitude, torture, or degrad-
ing treatment; equality and equal protection before the law; 
freedom of movement; just and favorable working conditions 
 (including equitable pay); and a standard of living that sup-
ports health and well-being (Astbury, 2010).

Other authors have noted that women are disadvantaged by 
a variety of social justice issues including constraints on repro-
ductive decisions and disproportionate effects of poverty and 
violence. Causes of social injustice derive from an assumption 
of a male social norm that leads to gender discrimination in 
multiple areas (e.g., research, underrepresentation in academic, 
medical, business, policy formation, government arenas).

Occupational and economic issues. Both occupational and 
economic issues can have direct and indirect effects on women’s 
health. More than 15% of adult women in the United States lived 
in poverty in 2009, and employed women earned just 80% of 
men’s income for the same jobs. Salary discrepancies are worse 

for women with baccalaureate degrees or higher levels of educa-
tion (U.S. Census Bureau, 2012e, 2012f).

Economic status also influences one’s housing adequacy. 
Women are generally less likely than men to experience home-
lessness. In 2009–2010, for example, roughly one third of shel-
tered homeless individuals were women (Substance Abuse and 
Mental Health Services Administration [SAMSHA], 2011). 
Women, however head up nearly two thirds of homeless fami-
lies with children (National Coalition for the Homeless, 2011). 
In large part, the increasing numbers of homeless women with 
children arises from low-wage employment and welfare reform 
that has minimized support to low-income families ( National 
Coalition for the Homeless, 2012). Even when women are 
housed, they are more likely than men to live in inadequate 
housing. For example, in 2009, 4.9% of men lived in inadequate 
housing units (those with plumbing, heating, electrical, or 
upkeep deficiencies) compared to 5.5% of women. Similarly, 
24.6% of female householders lived in unhealthy housing units 
with rodents, leaks, peeling paint, and no smoke alarms, in ad-
dition to the characteristics of inadequacy noted above, com-
pared to 22.5% of men (Raymond, Wheeler, & Brown, 2011).

Lower income is frequently associated with higher inci-
dence of disability, chronic disease, and generally poor health; 
and women’s health status has been shown to decline as their 
income declines.

Many women in the paid labor force continue to work in tra-
ditional “women’s jobs” such as nursing, teaching, the garment 
industry, and secretarial/clerical and service jobs. Although con-
sidered “women’s work,” these jobs are not without health risks. 
Physical risks arise from chemicals, radiation, infectious disease, 
noise, vibration, and repetitive movements. Employed women 
may also experience a higher incidence of musculoskeletal prob-
lems than men, possibly due to repetitive work, poor ergonomic 
work design, and reduced opportunity to rest and exercise at 
home as a result of family obligations outside of work.

As more women enter the world of “men’s work,” such as 
heavy industry, construction, mining, and factory work, they 
face a different set of physical hazards. Health risks arise from 
heavy lifting, use of dangerous machinery, and tools that were 
designed for larger men rather than smaller women. Minority 
women are at higher risk than White women for job-related in-
jury because they often take jobs that others will not. Their eco-
nomic need prevents them from saying no or quitting. Women 
are also more likely than men to work in small companies that 
do not provide health insurance benefits.

High-tech employment, once touted as safe, also entails 
health risks. The scrupulously clean area needed to produce 
a computer chip or to work with computers contains poten-
tial threats to human reproduction posed by radiofrequency 
or microwave radiation, video display terminal radiation, and 
arsine and chlorine gases. Working women today face essen-
tially the same physical hazards as working men. They have the 
same risks for reproductive failure, respiratory ailments, skin 
disorders, and cancer. The health risks of the work setting are 
discussed in more detail in Chapter 24 .

Women may find it difficult to balance work and family roles.  
(Scott Griessel/Fotolia)

M18_MARY9591_06_SE_C18.indd   457 09/09/14   10:45 AM



458  Unit 4 nursing care of Special Populations

The psychological environment of the workplace can be 
as detrimental to women’s health as its physical hazards. For 
example, studies have shown that it is not the female admin-
istrator who suffers the most from stress and depression, but 
women in the more traditional positions of secretary and clerk. 
It is postulated that stress is intensified by the lack of freedom 
to control one’s work that secretaries and clerks experience. 
The “dead-end” quality of these jobs with little possibility of 
advancement may decrease incentive. In addition, the low 
 salaries available for secretaries and clerks add stresses related 
to financial insecurity.

Labor force participation by women increases their access 
to both material and social support, but adds to the burden 
of their work when combined with family responsibilities. 
In addition, work increases the potential for toxic exposures 
and other occupational risks. Women, more often than men, 
are employed in low-income, high-risk jobs. Even women 
who work at home are exposed to more risks from the use of 
 hazardous cooking fuels and pesticides.

Social factors in the work environment also affect women’s 
health. The world of work for women differs from that for 
men in several ways. First, more jobs are open to men than 
to women. In addition, those jobs that are open to women of-
ten provide unequal pay and levels of benefits compared with 
similar jobs among men. Finally, until a 1991 Supreme Court 
ruling, women were more often barred from work based on 
reproductive capacities than were men. Childbearing has also 
been blamed for women’s late entry into the workforce and 
women’s lack of training and education.

Child care is another social environmental factor that  creates 
problems for the working woman. Employer or  community 
 assistance with child care is practically nonexistent. Invariably, 
women must find quality child care on their own. If children 
are sick, it is usually the mother who stays home, often without 
pay, to care for them. Work may also interfere with child care 
responsibilities in other ways. For example, although breast-
feeding is encouraged, few places of employment offer private 
spaces or time for mothers to pump their breasts.

Disproportionate pay between traditional women’s jobs 
and such “men’s work” as road construction is a strong incen-
tive for women to seek such jobs. Women who enter male- 
dominated jobs often feel pressure to prove they are equal to 
men in ability. They may not speak out against safety hazards 
because they do not want to appear weak or “unable to take 
it.” Sexual harassment is another problem that may be encoun-
tered by women in the work setting. Although there are laws 
prohibiting such abuse, women may not complain because 
they need work so badly.

Social factors related to approaching retirement may  affect 
the health status of the middle-aged woman. The woman 
who is nearing retirement needs to be aware of and plan for 
the financial shortfalls that are likely to occur with retirement. 
Leaving the workforce means living in poverty for many older 
people. Retirement assets are usually tied to lifetime income. 
Women who worked for low pay and poor benefits will have 

neither pensions nor full Social Security benefits. A divorced 
woman may draw Social Security from her ex-husband’s 
 account if they were married at least 10 years, but widows face 
declining incomes following the death of a spouse.

Violence and abuse. Abuse of women is the product of many 
psychological and sociocultural determinants, and it fosters 
a psychological environment detrimental to women’s health. 
 Because it is primarily social and cultural conditions that allow 
abuse to occur, the issue is addressed as a sociocultural determi-
nant of women’s health.

Women are subjected to a variety of abusive  situations 
throughout the world. These may include abuse during war and 
social upheaval, sex-selective abortion of female  fetuses, honor 
killings, trafficking, genital mutilation, sexual  harassment, 
 objectification in advertising, and restricted educational 
 opportunities (Synnott, 2009). Women may also experience 
sexual and reproductive coercion, which is defined as “ behavior 
intended to maintain power and control in a relationship re-
lated to reproductive health by someone who is, was, or wishes 
to be involved in an intimate or dating relationship with an 
adult or adolescent” (American College of Obstetricians and 
Gynecologists [ACOG], 2013, p. 1). Coercion may involve at-
tempts to impregnate a woman who does not wish to become 
pregnant, to control pregnancy outcomes (e.g., by urging or 
forbidding abortion), to force unprotected sexual activity, or to 
interfere with contraceptive use (ACOG, 2013).

In addition, more than 35% of U.S. women will be subjected 
to physical abuse, rape or stalking by an intimate partner in 
their lifetimes (Black et al., 2011). Each year more than 324,000 
pregnant women are abused by their partners (ACOG, 2012). 
According to U.S. Department of Justice statistics, women are 
four times more likely than men to be victims of rape or assault 
(Truman, Langton, & Planty, 2013). In addition, the 2012 non-
fatal sexual assault injury rate was 49.44 per 100,000 women 
compared to 5.2 per 100,000 men (National Center for Injury 
Prevention and Control, 2013). Physical abuse of women often 
results in death, with the highest rate occurring among women 
20 to 24 years of age (4.2 per 100,000 women) and declining 
with advancing age (Logan, Smith, & Stevens, 2011). Exposure 
to abuse and to other stressors may also contribute to suicide 
among women.

Psychological dependence on males and poor self-esteem 
on the part of both the victim and the abuser are some of the 
psychological factors resulting in abuse. Feelings of shame and 
worthlessness may hamper the woman’s ability to seek help 
while in an abusive situation. Societal attitudes toward abused 
women often compound the problems of abuse for victims. 
Assessment of violence and other sociocultural determinants 
affecting women’s health can be guided by the questions in-
cluded in the Focused Assessment on the next page.

BeHAvIORAL DeTeRMINANTS. Behavioral factors also 
affect the health of women clients. Areas of particular concern 
include dietary consumption patterns; tobacco, alcohol, and 
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drug use; physical activity and exercise, and health screening 
behaviors. Unprotected sexual activity, another behavioral 
 consideration, was addressed in the context of issues related to 
contraception and pregnancy earlier in the chapter.

Consumption patterns. Dietary concerns may be  particularly 
problematic among women, many of whom are obese or 
 overweight or who engage in fad diets to attain or maintain a 
fashionably slim figure. Fad dieting is especially prevalent 
among adolescent females who also have high incidence rates 
for eating disorders such as bulimia and anorexia nervosa.

Women are more likely than men to be underweight 
(NCHS, 2012), but slightly less likely to be obese and more 
likely to eat healthier diets. Unfortunately, women still fail to 
achieve dietary indicators delineated by Healthy People 2020. 
For example, women eat fewer than the recommended number 
of servings of fruits and vegetables, and their average sodium 
and fat intake is higher than recommended (Health Indicators 
Warehouse, n.d.i, n.d.p, n.d.q, n.d.t).

Smoking is another consumption pattern that is problem-
atic for some women. Although the number of male smok-
ers has declined rather dramatically in the last few years, the 
number of women who smoke has not declined as rapidly, 
leading to corresponding increases in lung cancer and heart 
disease among women. In 2011, approximately two thirds of 
women were non-smokers, compared to less than half of men 
(NCHS, 2012). In 2011, 21.2% of men were current smokers, 
but only 16.8% of women smoked (NCHS, 2013). Several fac-
tors contribute to the continued prevalence of smoking among 
women. These include attempts to control weight, perceptions 
that smoking controls negative mood, extensive targeting of 
women by tobacco company advertising, and the dependence 

of the media on tobacco revenue and sponsorship of women’s 
fashions, athletics, and other events by tobacco companies that 
stifle media coverage of the negative effects of smoking.

Substance use and abuse among women is another area of 
concern related to consumption patterns. Although women 
still tend to abuse alcohol and drugs less often than men, the 
incidence of such problems among females is increasing. In 
2011, roughly one quarter of women abstained from alcohol 
use, but 43% were engaged in regular use (NCHS, 2012), and 
a median 17.2% reported binge drinking in 2012 (National 
Center on Birth Defects and Developmental Disabilities, 2014). 
In addition, from 2006 to 2010 76% of pregnant women re-
ported alcohol use during pregnancy, and 1.4% reported binge 
drinking (Marchetta et al., 2012). In general, men tend to have 
higher rates of alcohol and drug abuse, while women, particu-
larly younger women, are more likely than men to engage in all 
forms of nonmedical use of prescription drugs (Volkow, 2010).

Women also engage in the use of other drugs. In 2009, for ex-
ample, 6.8% of women over 12 years of age used any illicit drug, 
4.7% used marijuana, and 2.5 made nonmedical use of psycho-
therapeutic drugs (NCHS, 2013). Drug-induced mortality rates 
for women were approximately two thirds those of men in 2007 
(9.3/100,000 women vs. 15.8/100,000 men) (Paulozzi, 2011). 
Problems of substance abuse are addressed in Chapter 29 . 

Physical activity and exercise. Another major behavioral 
determinant that influences women’s health is physical activ-
ity and exercise. An active lifestyle promotes overall health 
and is associated with a variety of positive health effects. In 
spite of the benefits of physical activity, however, less than half 
of U.S. women engage in sufficient physical activity to meet  
Healthy People 2020 goals. In 2011, for example, more than 

FOCuSeD ASSeSSMeNT Assessing Sociocultural Determinants of 
Women’s Health

•	 To	what	extent	do	women	in	the	population	function	as	
caretakers for other family members? To what extent do these 
women experience caretaker burden?

•	 What	percentage	of	women	in	the	population	is	employed?	
What are the typical occupations for women in the 
population? What effects do occupation and employment 
setting have on women’s health? What support do employers 
provide for women’s other roles and responsibilities?

•	 What	child	care	services	are	available	to	working	women?	
What is the cost of these services?

•	 What	are	the	incidence	and	prevalence	of	abuse	of	women	in	
the population? What are the societal attitudes toward abuse 
of women? What resources are available to abused women in 
the population?

•	 What	are	the	social	roles	expected	of	women?	What	effects	do	
these role expectations have on women’s health?

•	 What	opportunities	for	social	interaction	are	available	to	
women in the population?

•	 What	is	the	extent	of	social	support	available	to	women	in	the	
population?

•	 What	is	the	percentage	of	single-parent	families	headed	by	
women in the population?

•	 What	is	the	typical	educational	status	of	women	in	the	
population?

•	 What	is	the	economic	status	of	women	in	the	population?	Are	
women allowed to own property in their own names? Are they 
allowed to control money and other family resources?

•	 What	transportation	opportunities	are	available	to	women	in	
the population?
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half of women (51.5%) met neither aerobic exercise nor muscle 
strengthening recommendations, and only 17.2% of women met 
the recommendations for both areas (NCHS, 2013).  Women 
report a number of constraints for physical activity, including 

job and family demands, fatigue, illness, and lack of facilities 
and opportunities for physical activity. Other barriers included 
economics, safety concerns, weather, and the hassles associated 
with personal care (e.g., showering) after physical activity. 

Other health-related behaviors. The final behavioral deter-
minant to be addressed includes behaviors related to health 
promotion, illness prevention, and screening. Some of these be-
haviors include health promoting behaviors such as getting suf-
ficient sleep. Others are related to prevention of specific health 
problems, like immunization and skin cancer prevention, while 
others reflect women’s participation in screening behaviors 
such as mammography. Table 18-2• presents information on 
the extent of selected health promotion, illness prevention, and 
screening behaviors among U.S. women. Questions to guide as-
sessment of behavioral determinants affecting women’s health 
are provided in the Focused Assessment on the next page.

HeALTH SySTeM DeTeRMINANTS. Lack of attention 
to women’s health needs, lack of illness prevention and health 

Physical activity is an important aspect of health promotion for 
women of all ages. (Konstantin Yuganov/Fotolia)

TABLe 18-2  Women’s use of Selected Health Promotion, Illness and Injury Prevention, 
and Screening Services

Service Percentage use Data year

Blood pressure screening 93.5% 2008
Cervical cancer screening 82.8% 2010
Cholesterol screening—in last 5 years 76.8% 2008
Colorectal cancer screening—50–75 years of age 59.1% 2010
Condom use by unmarried females—15–44 years of age 35.1% 2006–2010
Contraceptive use at most recent sexual encounter 83% 2006–2008
Depression screening by primary care provider 2.8% 2010
Flu vaccination—18–64 years of age 28.7% 2008
Flu vaccination—pregnant women 27.6% 2008
HIV testing—pregnant women 72% 2006–2010
HIV status awareness 84.7% 2009
HPV vaccination—girls 13–15 years of age 30% 2011
Mammography—50–74 years of age 72.4% 2010
Oral and pharyngeal cancer early detection 41.5% 2009
Skin cancer protective measures 73.4% 2010
Sufficient sleep 68.8% 2012
Tobacco screening in physican office visits 68.3% 2010

Data from: Health Indicators Warehouse. (n.d.a). Blood pressure screening: Adults (percent). Retrieved from http://healthindicators.gov/Indicators/Blood-pressure-screening-
adults-percent_883/Profile/Data; Health Indicators Warehouse. (n.d.b). Cervical cancer screening: Women 21–65 years (percent). Retrieved from http://healthindicators.gov 
/Indicators/Cervical-cancer-screening-women-21-65-years-percent_505/Profile/Data; Health Indicators Warehouse. (n.d.c). Cholesterol screening: Adults (percent). Retrieved 
from http://healthindicators.gov/Indicators/Cholesterol-screening-adults-percent_886/Profile/Data; Health Indicators Warehouse. (n.d.d). Colorectal cancer screening: Persons 
50-75 years (percent). Retrieved from http://healthindicators.gov/Indicators/Colorectal-cancer-screening-persons-50-75-years-percent_506/Profile/Data; Health Indicators 
Warehouse. (n.d.e). Condom use: Unmarried females 15–44 years (percent). Retrieved from http://healthindicators.gov/Indicators/Condom-use-unmarried-females- 
15-44-years-percent_940/Profile/Data; Health Indicators Warehouse. (n.d.f). Depression screening by primary care providers: Adults (percent). Retrieved from http://
healthindicators.gov/Indicators/Depression-screening-by-primary-care-providers-adults-percent_1120/Profile/Data; Health Indicators Warehouse. (n.d.g). Flu vaccination: 
Adults 18-64 years (percent). Retrieved from http://healthindicators.gov/Indicators/Flu-vaccination-adults-18-64-years-percent_1033/Profile/Data; Health Indicators 
Warehouse. (n.d.h). Flu vaccination: Pregnant women (percent). Retrieved from http://healthindicators.gov/Indicators/Flu-vaccination-pregnant-women-percent_1038 
/Profile; Health Indicators Warehouse. (n.d.j). HIV infection status awareness (percent). Retrieved from http://healthindicators.gov/Indicators/HIV-infection-status-awareness-
percent_942/Profile; Health Indicators Warehouse. (n.d.k). HIV testing: Pregnant women (percent). Retrieved from http://healthindicators.gov/Indicators/HIV-testing-
pregnant-women-percent_946/Profile/Data; Health Indicators Warehouse. (n.d.l). HPV vaccination: Girls 13–15 years (percent). Retrieved from http://healthindicators.gov 
/Indicators/HPV-vaccination-girls-13-15-years-percent_1013/Profile/Data; Health Indicators Warehouse. (n.d.m). Mammography: Women 50–74 years (percent). Retrieved 
from http://healthindicators.gov/Indicators/Mammography-women-50-74-years-percent_507/Profile/Data; Health Indicators Warehouse. (n.d.n). Oral and pharyngeal cancer 
early detection (percent). Retrieved from http://healthindicators.gov/Indicators/Oral-and-pharyngeal-cancer-early-detection-percent_1264/Profile/Data; Health Indicators 
Warehouse. (n.d.o). Skin cancer protective measures: Adults (percent). Retrieved from http://healthindicators.gov/Indicators/Skin-cancer-protective-measures-adults-
percent_504/Profile/Data; Health Indicators Warehouse. (n.d.r). Sufficient sleep: Adults (percent). Retrieved from http://healthindicators.gov/Indicators/Sufficient-sleep-
adults-percent_1472/Profile/Data; Health Indicators Warehouse. (n.d.s). Tobacco screening in physician office visits: Adults (percent). Retrieved from http://healthindicators 
.gov/Indicators/Tobacco-screening-in-physician-office-visits-adults-percent_1557/Profile/Data
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promotion resources, and health insurance discrimination are 
health care system factors that adversely affect women. The 
medical system tends to focus on female reproductive prob-
lems, frequently to the exclusion of other health problems faced 
by women. Failure to recognize and deal with physical abuse 
is just one example of failure of the health care system to meet 
the needs of women. By and large, the health care system has 
only recently come to recognize the special health needs of the 
female client.

Services provided by the health care system tend to focus 
on problem resolution and health restoration following injury 
or illness. Few efforts are made to provide preventive health 
care, particularly for women, and those preventive health ser-
vices that are available are not always offered at a time when 
busy working women can take advantage of them. Compound-
ing this problem is the lack of provision for child care while 
women seek preventive health care services.

In a periodic review of state policies affecting women’s 
health, the National Women’s Law Center (2010) grades the 
nation and each state with respect to the achievement of policy 
goals related to health. For the most part, these goals reflect the 
Healthy People 2020 objectives. States are graded F – failing, U –  
unsatisfactory, S- not quite satisfactory, or S – satisfactory.  
Table 18-3• summarizes the extent to which some of these ma-
jor policy goals for women’s health have been met by the states.

The cost of health care is a barrier to health service utiliza-
tion for women. Women are less likely than men to have em-
ployment-based health insurance, and they are more likely to 
work in part-time jobs or jobs that do not offer this benefit. 
Single women are also less likely to be able to pay the monthly 
insurance premiums. This situation is particularly hard on di-
vorced and separated women with children who are already 
faced with financial difficulties. According to NCHS (2013) 
figures, in 2011, 15.6% of women under 65 years of age had no 
health insurance and another 19.3% were covered by Medicaid.

Having a regular source of health care is the greatest pre-
dictor of the use of preventive services, yet from 2010 to 2011, 
nearly 15% of women had no regular source of care (NCHS, 
2013). By 2011, this figure had decreased slightly to 11% of 

U.S. women (NCHS, 2012). For many women who do have 
insurance coverage, it is often as spousal dependents, increas-
ing their loss of insurance in the case of spousal job loss, di-
vorce, or widowhood. Only about a third of women (35%) 
are covered by their own employment-based insurance plan 
(Kaiser Family Foundation, 2013). Discontinuous insurance 
coverage increases lack of access to care due to the inability to 
develop a relationship with a consistent health care provider. 
Many uninsured women rely on emergency departments or 
hospital clinics for care, thereby increasing societal expenses 
for care.

Even when women do have health insurance coverage, 
many essential services are not covered or out-of-pocket costs 
prohibit them from receiving needed services. For example, in 
2010, nearly 16% of women aged 18 to 64 years did not get or 
delayed needed care due to costs. Similarly, 13.5% of women 
did not get prescriptions filled, and nearly 20% did not receive 
needed dental services. In 2008, annual mean out-of-pocket 
costs for services that were received were higher for women 
than men ($285 and $258, respectively). Lack of access to ser-
vices is particularly noticeable for preventive care. For instance, 
only two thirds of women over 40 years of age had received a 
mammogram in the prior 2 years in 2010, and roughly 74% re-
ceived a pap smear within the last 3 years (NCHS, 2013).

Prior to recent legislation such as the Affordable Care 
Act (ACA) and the Health Care and Education Affordability 
 Reconciliation Act of 2010, insurance companies could en-
gage in gender discrimination in premiums, eligibility, and 
services covered. For example, under some insurance plans, 
pregnancy could be considered a preexisting condition, which 
was not covered. Similarly, women could be charged higher 
premiums than men or be excluded from coverage altogether 
based on a prior cesarean section. The two pieces of legislation 
prohibit gender differences in premiums in the individual and 
small group insurance markets, but continue to allow “gender 
rating” of premiums in the large group insurance market. For 
example, at age 25 women in large group employer-sponsored 
insurance programs could expect to pay 6% to 45% higher pre-
miums than men. Two other provisions of ACA benefit women 

FOCuSeD ASSeSSMeNT Assessing Behavioral Determinants of 
Women’s Health

•	 To	what	extent	do	women	who	are	sexually	active	engage	in	
safe sexual practices?

•	 What	is	the	extent	of	contraceptive	use	in	the	population?

•	 To	what	extent	do	women	engage	in	health	promotion,	illness	
and injury prevention, and screening practices?

•	 What	are	the	dietary	consumption	patterns	typical	of	women	
in the population?

•	 What	is	the	prevalence	of	smoking	among	women	in	the	
population?

•	 What	is	the	extent	of	alcohol,	tobacco,	and	other	drug	use	in	
the population?

•	 To	what	extent	do	women	in	the	population	engage	in	safety	
practices (e.g., seat belt use)?
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TABLe 18-3  Selected Indicators for Women’s Health and Their Achievement  
in the united States

 
Indicator

Number of States Rated* National Rating

S S- u F

Health insurance 1 14 36 F
Pap smear in the last 3 years 1 39 11 F

Mammogram in the last 2 years 44 2 5 S
Colorectal cancer screening 51 S
Cholesterol screening 23 11 12 5 S-

Leisure time physical activity 4 17 11 19 U
Percentage of obesity 3 13 35 F
Five fruits and vegetables a day 1 50 F
Binge drinking 5 9 9 28 F
Smoking 2 17 12 20 U
Annual dental visit 51 S
Coronary heart disease mortality 1 9 18 23 F
Stroke mortality 1 5 16 29 F
Lung cancer mortality 1 1 5 44 F
Breast cancer mortality 13 27 10 1 S-

High blood pressure 3 17 31 F
Diabetes incidence 1 13 37 F
AIDS rate/100,000 6 44 1 S-

Chlamydia 8 23 20 U
Maternal mortality rate 4 30 13 4 U
Life expectancy 4 21 26 F
Living below poverty level 4 47 F
Eliminate gender wage gap 1 50 F
High school completion 24 11 6 10 U

* Includes District of Columbia

Data from: National Women’s Law Center. (2010). Health care report card: Making the grade on women’s health: A national and state by state report card. Retrieved from 
http://hrc.nwlc.org/

by mandating preventive screenings for women without higher 
premiums or co-payments and prohibiting lack of coverage for 
victims of domestic violence (Pearsall, 2011). The Focused As-
sessment questions below can be used to identify health system 
determinants affecting the health of the female population.

Diagnostic Reasoning and Women’s Health
Based on information obtained during assessment, popula-
tion health nurses develop nursing diagnoses that direct fur-
ther interventions. These diagnoses reflect both positive health 
states and potential or existing health problems and the factors 

FOCuSeD ASSeSSMeNT Assessing Health System Determinants of 
Women’s Health

•	 What	health	services	are	available	to	women	in	the	
population? Are health care services needed by women 
available to all segments of the population?

•	 What	barriers	to	obtaining	health	care	do	women	encounter?

•	 What	are	the	attitudes	of	health	care	providers	to	care	of	
women? To the care of nonheterosexual women?

•	 What	percentage	of	the	female	population	has	a	regular	
source of health care?

•	 What	are	the	attitudes	of	women	toward	health	and	health	
care services?

•	 What	percentage	of	the	female	population	has	health	
insurance coverage?
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contributing to them. Nursing diagnoses might relate to health 
problems experienced by an individual woman such as “role 
overload due to employment, single parenthood, and lack of a 
social support network.” Or diagnoses may be made at the ag-
gregate level regarding the health needs of groups of women. 
An example of a nursing diagnosis at this level might be a 
“need for adequate and inexpensive child care due to the num-
ber of single-parent working women and a lack of affordable 
child care.”

Planning to Meet the Health Needs of 
Women
In planning to meet the identified health needs of the female 
population, population health nurses incorporate the general 
principles of planning discussed in Chapter 15 . It is impor-
tant to keep in mind the unique needs of female clients. Partici-
pation by women in planning health care services is particularly 
important in view of the passive and dependent role expected 
of female clients by health care providers of the past. Women 
need to be encouraged to be active participants in health care 
decision making.

Planning and implementing care for groups of women also 
need to be based on women’s unique circumstances. Services 
should be offered at times when women, especially working 
women, can take advantage of them. Provision for transporta-
tion and child care services during appointments might also 
need to be considered. Financing of such programs can be 
problematic, given the lower earning capacity of many women, 
and political activity to ensure program funding may need to 
be part of the planning process. Meeting the health needs of 
female clients may involve planning and implementing health 
promotion, illness and injury prevention, problem resolution, 
and health restoration interventions.

HeALTH PROMOTION. Planning and implementing health 
promotion services for women focus on four main goals:

 Promoting healthy behaviors
 Developing and maintaining healthy relationships and living 

conditions
 Developing adequate coping strategies
 Promoting healthy pregnancy outcomes

Health promotion measures related to each of the goals will be 
briefly discussed.

Promoting healthy behaviors. Although women are more 
likely than men to engage in health promoting behaviors, they 
still may need assistance in developing and sustaining these 
behaviors. For example, population health nurses may need to 
educate women on the elements of a healthy diet or the need 
for adequate rest and physical activity. Given women’s multiple 
roles, they may also need help in integrating these activities into 
their busy schedules.

Women may also need encouragement to focus on meet-
ing their own needs and to balance those needs with those of 

others for whose care they may be responsible. Intervention in 
this area may be particularly important for single women with 
children who may be fulfilling both parental roles as well as the 
breadwinner role. Women caretakers may also need respite 
from continual demands on their time and energy. Popula-
tion health nurses can refer to or advocate for the availability 
of needed supports and services for women. For example, they 
might assist in the development of respite services for women 
who care for young children or disabled family members. Or 
they might advocate with the women themselves, encouraging 
them to take needed time for themselves and to delegate some 
of their responsibilities to others if possible.

Developing and maintaining healthy relationships and 
 living conditions. Population health nurses may also assist 
women to develop and maintain healthy interpersonal relation-
ships. For example, they may help women to develop healthy 
self-images that contribute to satisfying relationships. This may 
be particularly true for young women in their development of 
sexual intimacy. Population health nurses can educate women 
about sexuality as well as how to resist sexual advances or ne-
gotiate contraceptive use. In one study, for example, interviews 
with 10 young women indicated that none of them attempted to 
initiate condom use by their partners. In many cases, this failure 
was based on reliance on the male partner to protect them, being 
in an abusive situation, or believing they were involved in a mo-
nogamous relationship, sometimes even after being informed 
of a diagnosis of a sexually transmitted infection. In large part, 
these young women indicated they did not feel empowered to 
negotiate condom use (East, Jackson, O’Brien, & Peters, 2011).

Sexuality education is needed by women throughout the 
world. To promote effective education, there is a need for po-
litical and social leadership that recognizes women’s needs. 
Resources needed and available for such education as well as 
social and economic constraints should be identified. In addi-
tion, there is a need for preparation of qualified teachers and 
incorporation of women in the planning of such educational 
services (Boonstra, 2011).

Young girls approaching menarche, women experienc-
ing perimenopause and menopause, and infertile women may 
also be in particular need of interventions to assist them to de-
velop or maintain strong self-images. Working women who 
are entering retirement or mothers who are experiencing the 
departure of children from the home may need help coming 
to grips with changes in their roles without feeling devalued or 
useless. Similarly, women who have decided to leave an abusive 
situation or obtain a divorce may need assistance in dealing 
with feelings of guilt, loss, and depression. Population health 
nurses can provide anticipatory guidance regarding all of these 
changes and assist women to work through them effectively 
without diminished self-esteem. In addition, nurses can pro-
vide assistance with the practical aspects of change (e.g., men-
strual education, referral for hormone replacement therapy 
[HRT], financial assistance, etc.).
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Women can be assisted to develop assertiveness skills as well 
as to believe in their own self-worth. These skills may help women 
to refrain from developing unhealthy relationships with men or 
with others in their environments. There may also be a need to 
assist women to achieve healthy relationships in the work setting. 
The population health nurse may work to change the psychoso-
cial environment of the work setting by means of several strate-
gies. These strategies include educating and socializing women to 
expect wage equity and to believe that their work is as important 
as a man’s, promoting legislation to prevent job discrimination, 
educating women about their rights, and encouraging women 
to challenge sexual harassment. The population health nurse 
working in the occupational setting can provide effective care 
for women by identifying and understanding stressors affecting 
women in the work setting, counseling them regarding work op-
tions, and assisting them with child care resources. Additional 
strategies include supporting women running for political office, 
influencing the legislative process, and promoting collective bar-
gaining, mentoring, and networking among women.

Another major contribution can be made by population 
health nurses who have clients experiencing role proliferation. 
These nurses can assist clients to plan efficient use of time, to 
use outside help when possible, and to let go of minor house-
hold duties that can wait. Single women with children may par-
ticularly need help in this area.

Population health nurses can also assist women to create 
healthful living conditions. In 2009, for example, more than 
5% of U.S. women lived in inadequate housing, and nearly 
25% lived in unhealthy housing units (Raymond et al., 2011). 
Population health nurses can advocate for healthy housing and 
other environmental conditions that promote health (e.g., the 

presence of walking or biking trails in the community). They 
can also refer women experiencing substandard housing to 
housing authorities for assistance or to social resources for as-
sistance with rent and so on.

Developing adequate coping strategies. Health promotion 
for female clients may also involve assistance in the develop-
ment of coping skills and assertiveness. Interventions can be 
designed to improve women’s self-esteem and to teach them 
how to cope with life stress in effective ways. Development of 
coping skills and self-esteem not only assists women in main-
taining balance in their lives, but also assists in the development 
of healthy relationships.

Promoting healthy pregnancies. One health promotion strat-
egy specific to women is provision of prenatal care. Population 
health nurses can educate women prior to and during pregnancy  
regarding adequate diet and physical activity and can refer 
pregnant women for prenatal care services. In addition, they 
can provide antenatal care monitoring women for risk factors 
and engage in strategies to modify those risk factors. They can 
also help women with anticipatory guidance regarding child 
birth and infant care as well as help them adapt to the changes 
in interpersonal relationships that occur with the advent of a 
child. Population health nurses may also need to educate the 
public regarding the need for early prenatal care and advo-
cate for  access to prenatal care services for all segments of the 
 population. Population health nursing strategies for health pro-
motion among women are summarized in Table 18-4•. A prena-
tal care inventory is included among the Assessment Guidelines 
included on the student resources site. For more information  

TABLe 18-4 Health Promotion Strategies for Women

Focus Strategies

Promoting healthy behaviors •	Educate	women	regarding	the	need	for	nutrition	and	physical	activity
•	Assist	women	to	integrate	healthy	diet	and	exercise	behaviors	into	their	schedules
•	Encourage	women	to	balance	their	own	needs	with	those	of	others
•	Refer	women	to	support	and	respite	services	as	needed
•	Advocate	for	support/respite	services

Developing and maintaining healthy 
 relationships and living conditions

•	Assist	women	to	develop	assertiveness	skills
•	Assist	women	to	develop	healthy	self-images
•	Advocate	for	and	provide	sexuality	education
•	Assist	women	to	negotiate	for	safe	sexual	practice
•	Provide	anticipatory	guidance	for	life	transitions
•	Advocate	for	changes	in	psychosocial	environments	in	the	work	setting
•	Promote	equitable	working	conditions
•	Help	women	with	time	management	skills
•	Refer	women	for	housing	assistance	as	needed

Developing effective coping strategies •	Teach	and	model	effective	coping	skills
Promoting healthy pregnancies •	Educate	women	regarding	diet	and	physical	activity	before	and	during	pregnancy

•	Refer	pregnant	women	for	prenatal	care
•	Advocate	for	prenatal	services
•	Provide	anticipatory	guidance	for	pregnancy,	childbirth,	and	infant	care	as	well	as	changes	in	

relationships
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on assessing waist circumference and calculating BMI, see the 
External Resources section of the student resources site. A post-
partum newborn care inventory is also provided.

ILLNeSS AND INjuRy PReveNTION. Population health 
nurses are also actively involved in preventing illness and injury 
among women.

Illness prevention. Illness prevention interventions focus 
 primarily on screening for and elimination of risk factors and 
immunization. Population health nurses can provide services 
to prevent such risk behaviors as smoking, binge drinking, and 
unprotected sexual activity. Nurses can also refer women who 
are current smokers to smoking cessation programs to prevent 
the development of a host of tobacco-related health problems.

Osteoporosis prevention is another important aspect of 
 illness and injury prevention for women, and population health 
nurses can educate women regarding calcium and vitamin D 
intake and the need for physical activity as well as the contribu-
tions of tobacco and heavy alcohol use to osteoporosis (Lash et 
al., 2009). They may also refer women with existing osteoporo-
sis for treatment to prevent fractures and subsequent disability.

There is considerable controversy regarding the use of HRT to 
prevent osteoporosis or treat symptoms of menopause.  Growing 
evidence of possible breast cancer and cardiovascular disease 
risks related to HRT have led many women to choose natural 
remedies or bioidentical hormone replacement therapy to deal 
with menopausal discomforts. A number of botanical prepara-
tions, including black cohosh, red clover, don quai, ginseng, kava, 
and soy have been used to treat various menopausal symptoms, 
but most have been shown to be ineffective or to cause potential 
harm. For example, black cohosh and kava use may result in liver 
problems, and don quai interacts with warfarin (National Center 
for Complementary and Alternative Medicine [NCCAM], 2012).

Bioidentical hormone replacement therapy (BHRT) 
 involves the use of laboratory manufactured compounds simi-
lar to natural hormones to combat symptoms of menopause. 

These preparations are not approved by the Food and Drug 
Administration and can vary widely in their composition. 
 Because their safety and effectiveness have not yet been dem-
onstrated, clients should be cautioned against their use. There 
is some evidence, however, that mind and body therapies such 
as yoga, tai chi, qi gong, and acupuncture may provide relief 
for menopausal symptoms (NCCAM, 2012).

Prevention of sexually transmitted infections (STIs) may 
involve education regarding condom use or referral for access 
to condoms and other services. Similarly, preventing unwanted 
pregnancies may include educating women on contraceptive 
options and referring them for available services as well as ad-
vocating for access to publicly funded family planning services. 
In 2008, for example, a $1.9 million expenditure on contracep-
tive services saved more than $7 billion in costs related to un-
wanted pregnancies. Without public funding for contraceptive 
services, the costs for unwanted pregnancies could increase to 
as much as $18 billion per year (Guttmacher Institute, 2013b).

Immunization is another strategy for disease prevention 
among women. CDC (2014) recommendations for immuniza-
tion of women are summarized in Table 18-5•. As indicated in 
the table, women should be routinely immunized for certain 
conditions and women at high risk for disease should receive 
additional immunizations.

Injury prevention. Attention should also be given to injury pre-
vention through personal behaviors such as the use of seat belts and 
other safety devices. In the work setting, population health nurses 
can encourage women to report safety hazards (or the nurse can 
report them personally) and foster personal preventive measures 
such as the use of safety gear and protective devices. With respect 
to physical activity, women should also be educated regarding pre-
vention of exercise-related musculoskeletal injury and encouraged 
to be realistic in goal setting and injury prevention.

Prevention of violence against women is another strategy 
for injury prevention. Women can be educated to identify and 
avoid dangerous situations. When women are in situations in 

TABLe 18-5 Recommended Immunizations for Women 19 to 59 years

Immunization Age Group Comments

Influenza All ages 1 dose annually
Td/Tdap All ages 1 dose Tdap, followed by Td booster every 10 

years
Varicella All ages 2 doses (contraindicated in pregnancy)
Human papillomavirus (HPV) 19–26 years 3 doses
Measles, Mumps, Rubella 19–55 years 1 or 2 doses (contraindicated in pregnancy)
Pneumococcal polysaccharide (PPSV23) 19–59 years 1 or 2 doses for women at risk
Pneumococcal 13-valent conjugate (PCV13) 19–59 years 1 dose for women at risk
Meningococcal 19–59 years 1 or more doses for women at risk
Hepatitis A 19–59 years 2 doses for women at risk
Hepatitis B 19–59 years 2 doses for women at risk

Data from: Centers for Disease Control and Prevention. (2014). Recommended adult immunization schedule – United States – 2014. Retrieved from http://www.cdc.gov 
/vaccines/schedules/downloads/adult/adult-schedule.pdf
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which the potential for abuse is high, population health nurses 
can refer them to safe houses and assist them with obtaining 
physical and legal protection. Nurses can also work for public 
policies that promote the safety of women and preservation of 
their rights. Strategies for illness and injury prevention among 
women are summarized in Table 18-6•.

ReSOLuTION OF exISTING HeALTH PROBLeMS.  
Resolution of existing health problems in the female population 
focuses on screening, diagnosis, and treatment.

Screening. Several organizations make recommendations for 
routine screening procedures among women. For example, 
the American Cancer Society has made recommendations for 
breast and cervical cancer screening in women. Similarly, the 
U.S. Preventive Services Task Force has examined evidence 
regarding the effectiveness of specific screening procedures 
in different population groups (e.g., men, women, children, 
adults, and people with specific risk factors) and developed an 
extensive set of recommendations for routine screening prac-
tices. Routine screening procedures specifically recommended 
for women are summarized in Table 18-7•. Individual women 

should, of course, also be screened for other health problems for 
which they may be at risk.

USPSTF (2013b) has recommended screening of women 
of childbearing age for IPV. As noted earlier, the American 

TABLe 18-6  Illness and Injury Prevention 
Strategies for Women

Focus Strategy

Illness 
Prevention

•	Screening	for	and	elimination	of	risk	factors	for	
disease

•	Osteoporosis	prevention	through	diet	and	
 physical activity

•	STD	prevention	through	monogamous	
 relationships and condom use

•	Prevention	of	unwanted	pregnancies	through	
 access to and use of contraceptive services

•	Immunization
Injury Prevention •	Promoting	safe	environments	at	home	and	work

•	Promoting	use	of	safety	devices	and	practices
•	Advocacy	for	policies	and	services	that	prevent	

abuse of women

TABLe 18-7 Recommendations for Routine Screening for Women

Type of Screening Recommendation

Alcohol misuse All adult women (including pregnant women)
Bacteruria Pregnant women on the first visit or at 12 to 16 weeks gestation
Breast cancer Biannual mammography for women aged 50 to 74 years, individualized  

decision after age 75
Cervical cancer Papanicolau smear every 3 years age 21 to 65 years or with cytological testing and HPV  

testing every 5 years in women aged 30 to 35 to extend the screening interval
Chlamydia Sexually active or pregnant women under 24 years of age and those over 24 who are at risk
Colorectal cancer Women 50 to 75 years of age by fecal occult blood, sigmoidoscopy, and/or colonoscopy
Depression Adult women in practice settings where follow-up is available
Diabetes Adult women with blood pressures >135/80 mm Hg
Gonorrhea All sexually active women at risk of infection
Hepatitis B Pregnant women at the first prenatal visit
Hypertension All women over 18 years of age
HIV infection All adult and adolescent women at risk of infection, all pregnant women
Intimate partner violence Women of childbearing age
Iron deficiency anemia Pregnant women
Lipid disorders All women over 45 years of age and those 20 to 45 years of age at risk of CHD
Neural tube defects and preeclampsia Screening recommendations are currently being updated
Obesity All adult women
Osteoporosis Women over 65 years of age and those with fracture risk equal to a 65-year-old woman with 

no additional risk factors
Rh incompatibility All pregnant women on the first prenatal visit, repeated at 24 to 28 weeks gestation for 

women who are unsensitized Rh-negative unless the father is known to be Rh-negative
Rubella Screening recommendations are currently being updated
Syphilis All women at risk, all pregnant women 
Tobacco use All adult women

Data from: U.S. Preventive Services Task Force. (2013a). Recommendations for adults. Retrieved from http://www.uspreventiveservicestaskforce.org/adultrec.htm
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College of Obstetricians and Gynecologists (2013) has also 
recommended screening women for sexual or reproductive 
coercion.

Population health nurses can educate the public regarding 
the need for routine screening procedures and can advocate 
for the availability of screening services for all segments of the 
female population. Population health nurses may also be in-
volved in case management for women whose screening tests 
are positive. These women may need assistance in accessing 
further diagnostic and treatment services.

Treatment. Population health nurses refer women for medi-
cal or social assistance with any identified health problems. 
Problems unique to female clients for which treatment may be 
required include infertility, fertility control, menopause, and 
physical abuse. Intervention may also be required for existing 
acute and chronic health conditions.

Treatment for infertility generally requires referral to a fertility 
specialist. The role of the population health nurse, with respect 
to infertility, focuses on case finding, referral, and support dur-
ing a fertility workup. The nurse can also assist the client and 
her significant other in considering alternative options such as 
adoption, artificial insemination, and in vitro fertilization. The 
nurse may also refer couples to self-help groups for assistance in 
dealing with psychological problems of infertility. In addition, 
the population health nurse may assist infertile women to deal 
with the psychological ramifications of their condition. This may 
be particularly needed for women from cultural groups in which 
a woman’s identity or worth is based on her ability to have chil-
dren. At the population level, population health nurses can work 
with other elements of the health and social systems to assure 
that infertility services are available to those who need them.

During perimenopause, population health nurses may refer 
clients to a physician or nurse practitioner for discomfort re-
lated to hot flashes or other symptoms. Population health nurses 
can also educate clients and the general public on lifestyle ap-
proaches to the treatment of menopausal symptoms, such as 
dressing in layers, using a fan, consuming cold foods and bev-
erages, exercise, weight loss, nonsmoking, and relaxation tech-
niques (Weismiller, 2009). Similarly, nurses can assist patients 
with osteoporosis to make lifestyle changes related to weight 
bearing physical activity, fall prevention, and use of hip protec-
tor pads as well as refer them for pharmacologic treatment with 
calcium, vitamin D, biophosphonates, raloxifene, and possibly 
estrogen replacement therapy barring other contraindications 
(e.g., a history of breast cancer) (Lash et al., 2009).

Menopause may cause vaginal dryness and discomfort dur-
ing sexual intercourse. The nurse can counsel women concern-
ing longer foreplay and the use of vaginal lubricants to relieve 
the problem.

Some women also experience decreased sexual desire. The 
population health nurse can help clients explore contributing 
factors in this experience such as depression, a feeling of being 

at the end of the reproductive years, and acceptance of a new 
phase of life. Self-help groups for women who are having simi-
lar problems are extremely beneficial during this stage of life. If 
there is no such group in the local community, the nurse might 
start one by inviting clients to meet and begin discussions.

Intervention related to physical abuse of women has two 
dimensions. The first of these is dealing with the physical and 
psychological effects of physical abuse, and the second is deal-
ing with the source of the problem itself. Recognizing the prob-
lem is a prerequisite to either dimension of treatment. Female 
clients should be asked in a caring and sensitive manner about 
any violence in their lives. Careful recording of the history and 
of information regarding old and new injuries is important in 
the diagnosis of abuse. Such a record may reveal a pattern the 
woman is unwilling or unable to admit to the nurse. If there is 
evidence of abuse, it is unethical for the nurse not to confirm 
this diagnosis with the client. Allowing the woman to describe 
what is happening to her through open-ended questions is 
therapeutic and can serve as the first step in stemming the cycle 
of abuse.

It is important that the nurse convey to the client that she 
does not deserve to be abused and that the nurse is concerned 
about her. These critical statements are needed to convey to the 
client that someone cares and that she is not worthless, help-
less, or deserving of abuse.

It is not easy for a population health nurse to intervene in 
an abusive relationship. Inherent in such situations are reasons 
to fear that intervention will not be successful, that the woman 
may become depressed and suicidal or resent the nurse for 
interfering in a private family matter, or that the abuser may 
punish the woman or the nurse. Such fears have kept health 
care professionals from pursuing evidence and attempting to 
help women in abusive situations.

When the nurse is able to work through and conquer per-
sonal fear and is able to identify a client in an abusive rela-
tionship, the nurse should encourage the client to discuss the 
circumstances of her abuse. It is important that the client real-
ize the danger inherent in her situation.

Once the diagnosis of abuse is made, the primary goal is 
to assist the woman to reestablish a feeling of control and to 
empower her to change the situation. Supportive counseling 
and reassurance are essential. The nurse should let the woman 
work out her problems at her own pace. Each woman has the 
capacity to change when she is ready. The nurse must realize 
that the victim will feel ambivalence in the relationship she has 
with her partner. The nurse should support realistic ideas for 
change and assist the client in altering unrealistic ideas. The 
nurse should help the client to clarify her beliefs about the situ-
ation. The nurse should also help to identify myths about abuse 
that the client may have internalized. For example, if the victim 
believes that she deserves the beatings, the nurse can assure the 
client that her partner is totally responsible for his or her own 
actions.
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The nurse can help the client explore alternative plans for 
solutions to her problem. What are her personal supports? Is 
there anyone to whom she can go for help? The client may 
want to go home. If the client can do this without risk of 
suicide or homicide, the nurse can help her plan strategies 
for managing at home and provide her with resources for as-
sistance or escape should the need arise. If necessary, how-
ever, the population health nurse can also help the woman 
to plan a quick getaway. The client needs to accumulate 
extra money, collect necessary documents like birth certifi-
cates and immunization records for children, pack a change 
of clothing, and carry a few emergency supplies. If the client 
has children, she should take them with her if she leaves or 
risk losing them to the abuser if he or she should claim that 
the client abandoned them.

The nurse should avoid becoming another controller in the 
life of the client. The physically abused woman needs every 
opportunity to develop independence. Nurses tend to want to 
rescue victims to stop the violence, but they cannot make deci-
sions for the woman. Although nurses can provide information 
on shelters and other resources, they must allow the woman to 
make her own decisions.

Nurses should be familiar with the resources they recom-
mend. Are they reliable? Will they assist the woman to become 
independent while providing a safe haven for her and her chil-
dren? If the client is a lesbian, bisexual, or transgender woman, 
will her needs be effectively met in the shelter? Or will she be 
subjected to hostility and further abuse?

Population health nurses can also provide assistance in re-
ferrals for medical care for injuries and for counseling to deal 
with contributing factors and psychological effects of abuse. 
Such services may be needed for children as well as the woman. 
The woman should also be cautioned that her children may 
resist being removed from their home and other family mem-
bers. If this should be the case, the population health nurse can 
help the client cope with grief and hostility on the part of the 
children. The client may also need help in dealing with her own 
grief over the loss of a significant relationship.

When adequate treatment facilities to meet the needs of 
women are not available, population health nurses can become 
actively involved in advocating for these services and in devel-
oping and implementing them. Population health nurses may 
also need to advocate for the availability of services for certain 
specific segments of the population, for example, low-income 
women or lesbian women.

HeALTH ReSTORATION. As with all clients, health res-
toration interventions in the care of women focus on reha-
bilitation and preventing the recurrence of health problems. 
Areas in which interventions are particularly warranted for 
the  female client include pregnancy, abuse, and STDs. Health 
restoration services may also be needed to deal with some of 
the effects of menopause, chronic illness, or abuse. Dealing 
with the long-term management of chronic illness is another 

 feature of health restoration that will be addressed in more de-
tail in Chapter 27 .

Health restoration with respect to pregnancy involves 
the use of an effective contraceptive to prevent subsequent 
pregnancies. Again, the nurse may be involved in education, 
counseling, and referral for contraceptive services. Health res-
toration might also involve assisting women and their families 
to adjust to the advent of a new baby or to deal with the psy-
chological effects of a negative pregnancy outcome.

In the case of abuse, restoration necessitates the rebuilding 
of the woman’s life and that of her family. This may involve de-
veloping new financial resources as well as ways of coping with 
problems. The woman needs to become self-sufficient. Again, 
referrals to a variety of agencies to help with employment skills 
and provide counseling may be of assistance. Nurses may also 
need to collaborate with other segments of the community 
to assure enforcement of protections for abused women and 
availability of services to assist them in rebuilding their lives.

Women can also be helped to prevent recurrence of STDs 
or to cope with the life changes necessitated by a diagnosis of 
HIV/AIDS or chronic hepatitis B or C. Health restoration re-
lated to STDs is discussed more fully in Chapter 26 . Other 
restoration measures may be warranted for existing chronic 
health problems. For example, women may need to be assisted 
to adapt to lifestyle changes necessitated by chronic illness or 
to manage symptoms such as pain. Health restoration related 
to chronic physical and mental health conditions are addressed 
in Chapters 27  and 28 , while issues of restoration related to 
substance abuse and violence are addressed in Chapters 29  
and 30 , respectively. 

Evaluating Health Care for Women
Health care provided to women should be evaluated using the 
evaluative process described in Chapter 15 . Once more, it is 
important to evaluate both the quality of the care given and its 
outcomes. Because of the dependent role of many women, it is 
particularly important that they play an active role in evaluating 
the health care they are given. At the national level, the 2020 ob-
jectives for the health of women can provide criteria for evalu-
ating women’s health care services. Evaluative information on 
selected national objectives related to women’s health is presented 
in the Healthy People 2020 feature on the next page.  Information 
on other objectives that relate to women, as well as to other seg-
ments of the population, is included in relevant chapters of this 
book.

Women’s health care needs are many and varied and are 
often poorly addressed by existing health care systems. Popu-
lation health nurses may provide health care for women at all 
four levels of health care: health promotion, illness and injury 
prevention, resolution of existing health problems, and health 
restoration. Care may also be provided to individual women or 
to groups of women within the population, and often involves 
advocacy for services to meet women’s needs.
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OBjecTive BaSeline (yeaR) TaRGeT cuRRenT DaTa (yeaR) DaTa SOuRceS

AHS-1.1 Increase the proportion of women 
with health insurance

84.6% (2008) 100% 82.8% (2011) National Health  Interview 
Survey (NHIS), CDC, 
 National Center for Health 
Statistics (NCHS)

AHS-3 Increase the proportion of women  
19–64 years with a usual primary care provider

 79.9% (2007) 83.9% 80.5% (2010) NHIS, CDC, NCHS

AHS-5.3 Increase the proportion of women 
19–64 years with a source of ongoing care

 87% (2008) 89.4 85.8% (2011) NHIS, CDC, NCHS

AHS-6.1 Reduce the proportion of women 
unable to obtain or delay obtaining medical 
care, dental care, or prescription medications

 10.8% (2007) 9% 11.7% (2010) Medical Expenditure Panel 
Survey (MEPS), AHRQ

AOCBC-2 Reduce the proportion of 
women with doctor-diagnosed arthritis who 
 experience a limitation in activity due to 
 arthritis or joint symptoms

 40.6% (2008) 35.5% 42.7% (2011) NHIS, CDC, NCHS

AOCBC-10 Reduce the proportion of women 
with osteoporosis

8.9% 
(2005–-2008)

5.3% NDA NHANES, CDC, NCHS

AOCBC-12 Reduce activity limitation due to 
chronic back conditions per 1,000 women

 32.2 (2008) 27.6 34.9 (2011) NHIS, CDC, NCHS

C-1 Reduce cancer deaths per 100,000 
women

152.3 (2007) 161.4 146.7 (2010) National Vitals  Statistics 
System–Mortality  
(NVSS-M), CDC, NCHS

C-3 Reduce the female breast cancer death 
rate per 100,000 women

23.0 (2007) 20.7 22.1 (2010) NVSS-M, CDC, NCHS

C-4 Reduce the cervical cancer death rate 
per 100,000 women

2.4 (2007) 2.2 2.3 (2010) NVSS-M, CDC, NCHS

C-5 Reduce colorectal cancer deaths per 
100,000 women

14.6 (2007) 14.5 13.4 (2010) NVSS-M, CDC, NCHS

C-8 Reduce melanoma cancer deaths per 
100,000 women

1.7 (2007) 2.4 1.7 (2010) NVSS-M, CDC, NCHS

C-16 Increase the proportion of women who 
receive colorectal cancer screening

52.1% (2008) 70.5% 59.1%% NHIS, CDC, NCHS

D-3 Reduce diabetes deaths per 100,000 
women

62.9 (2007) 66.6 58.9 (2010) NVSS-M, CDC, NCHS

FP-1 Increase the proportion of pregnancies 
that are intended

51% (2002) 56% 51.3% (2006) Guttmacher Institute 
Abortion Provider  Survey, 
National Survey of Family 
Growth (NSFG), NVSS-N, 
CDC, NCHS

Healthy People 2020

Selected Objectives Related to Women’s Health

Continued on next page
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OBjecTive BaSeline (yeaR) TaRGeT cuRRenT DaTa (yeaR) DaTa SOuRceS

FP-6 Increase the proportion of females at 
risk of unintended pregnancy who used con-
traceptives or whose partners used contra-
ceptives at last sexual intercourse

83.3% 
(2006–2010)

91.6% NDA Guttmacher Institute 
Abortion Provider Survey, 
National Survey of Family 
Growth (NSFG), NVSS-N, 
CDC, NCHS

HDS-2 Reduce coronary heart disease deaths 
per 100,000 women

98.8 (2007) 103.4 84.9 (2010) NVSS-M, CDC, NCHS

HDS-3 Reduce stroke deaths per 100,000 
women

42.7 (2007) 34.8 38.3 (2010) NVSS-M, CDC, NCHS

HDS-5.1 Reduce the proportion of women 
with hypertension

28.7% 
(2005–2008)

26.9% NDA National Health and 
 Nutrition Examination 
Survey (NHANES), CDC, 
NCHS

HDS-6 Increase the proportion of women 
who have had their blood cholesterol level 
checked in the past 5 years

76.8% (2008) 82.1% NDA NHIS, CDC, NCHS

HDS-7 Reduce the proportion of women with 
high blood cholesterol levels

16.1% 
(2005–2008)

13.5% NDA NHANES, CDC, NCHS

HIV-4 Reduce new cases of AIDs per 
100,000 adult and adolescent women

7.3 (2007) 12.4 6.4 (2010) National HIV Surveillance 
System, CDC, National 
Center for HIV/AIDS, Viral 
Hepatitis, STD, and TB 
Prevention (NCHHSTP)

HIV-8.2 Reduce new cases of perinatally 
 acquired AIDS

34 (2007) 31 18 (2010) National HIV Surveillance 
System, CDC

HIV-17.1 Increase the proportion of sexually 
active unmarried females aged 15–44 years 
who use condoms

35.1% 
(2006–2010)

38.6% NDA National Survey of  
Family Growth (NSFG), 
CDC, NCHS

IVP-11 Reduce unintentional injury deaths 
per 100,000 women

26.1 (2007) 36.4 25.6 (2010) NVSS-M, CDC, NCHS

IVP-29 Reduce homicides per 100,000 women 2.5 (2007) 5.5 2.3 (2010) NVSS-M, CDC, NCHS

MICH-5 Reduce maternal mortality rate per 
100,000 live births

12.7 (2007) 11.4 NDA NVSS-M, NVSS-N, CDC, 
NCHS

MICH-6 Reduce maternal illness and 
 complications due to pregnancy 

31.1% (2007) 28% NDA National Hospital Dis-
charge Survey (NHDS), 
CDC, NCHS

MICH-10.1 Increase the proportion of 
 pregnant women who receive prenatal care 
in the first trimester

70.8% (2007) 77.9% NDA NVSS-N, CDC, NCHS

NWS-9 Reduce the proportion of adult 
women who are obese

35.3% 
(2005–2008)

30.5% 35.8% (2009–2010) NHANES, CDC, NCHS

Healthy People 2020 (Continued)

Continued on next page

M18_MARY9591_06_SE_C18.indd   470 06/09/14   7:04 PM



chaPter 18 care of Women  471

OBjecTive BaSeline (yeaR) TaRGeT cuRRenT DaTa (yeaR) DaTa SOuRceS

NWS-21.3 Reduce iron deficiency anemia 
among females aged 12–49 years

10.4% 
(2005–2008)

9.4% NDA NHANES, CDC, NCHS

PA-1 Reduce the proportion of adult women 
who engage in no leisure time physical 
activity

38.2% (2008) 32.6% 33.1% (2011) NHIS, CDC, NCHS

SA-12 Reduce drug-induced deaths per 
100,000 women

9.3 (2007) 11.3 10 (2010) NVSS-M, CDC, NCHS

TU-1.1 Reduce cigarette smoking by adult 
women 

18.5% (2008) 80% 16.8% (2011)% NHIS, CDC, NCHS

TU-4.1 Increase smoking cessation attempts 
by adult women smokers

51.5% (2008) 80% 49.5% (2011) NHIS, CDC, NCHS

NDA = No data available

Data from: U.S. Department of Health and Human Services. (2014). Retrieved from http://healthypeople.gov/2020/topicsobjectives2020/default.aspx

Healthy People 2020 (Continued)

Women have unique health needs that arise from biological, 
psychological, environmental, sociocultural, behavioral, and 
health system factors that influence health. Population health 
nurses can influence the health of the female population by 
assessing their health needs, developing relevant population 
health nursing diagnoses, and planning, implementing, and 
evaluating programs of care that address those needs. Such pro-
grams of care may focus on health promotion, illness and injury 
prevention, resolution of existing health problems, and health 
restoration. Health promotion focused interventions include 
promoting healthy behaviors, promoting healthy interper-
sonal relationships, creating living conditions and work envi-
ronments that foster health, assistance in developing  effective 

coping strategies, and promoting healthy pregnancies. Foci for 
illness and injury prevention among women include elimina-
tion of risk factors for disease, preventing osteoporosis, STD 
prevention, contraception, and immunization. Additional em-
phases in injury prevention include eliminating safety hazards 
at home and at work, promoting use of safety devices and prac-
tices, and preventing abuse. Resolution of existing health prob-
lems involves screening, diagnosis, and treatment for illnesses 
and other conditions including addressing psychosocial issues, 
such as poverty, that influence access to health care. Finally, 
health restoration foci include dealing with the long-term con-
sequences of illness and injury and preventing recurrent health 
problems.

CHAPTeR ReCAP

You are a population health nurse in a small town in rural  
New Mexico. In conducting a comprehensive assessment of 
health needs in the area, you noted that the incidence of GDM is 
quite high. Nationwide incidence of GDM is about 2%, but ap-
proximately 6% of pregnant women in this community develop 
GDM each year. Approximately 10% to 15% of these women go  

on to develop type 2 diabetes. The local population is about 60% 
Hispanic, 30% Anglo, and 10% Asian. Many of the  Hispanic 
population are undocumented migrant families who work on 
the local farms and ranches. The Asian population tend to be re-
cent arrivals to the community who work in a local high-tech in-
dustry. GDM is most prevalent among the Hispanic population 
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who often receive late or no prenatal care. Overweight and obe-
sity are significant problems in the Hispanic and Anglo popula-
tions, but not in the Asian population.
1. What factors related to biological, psychological, envi-

ronmental, sociocultural, behavioral, and health system 
determinants are influencing GDM (either positively or 
negatively)? What additional information would you want 
to obtain related to each category of determinants?

2. How would you word a related population health nursing 
diagnosis?

3. What evidence-based practice guidelines are available for 
preventing GDM?

4. What type of intervention, based on the evidence, might 
be implemented to decrease the incidence of GDM in this 
community?

5. What would be the target population for the intervention? 
How might the intervention need to be tailored to the target 
population?

6. What other segments of the community might you collabo-
rate with in resolving this problem?

7. How would you evaluate the effectiveness of your 
intervention?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe three categories of perspectives on aging.

 2. Describe biological, psychological, environmental, sociocultural, behavioral, and health system 
determinants influencing the health of older populations.

 3. Identify major considerations in health promotion in the care of older adults and analyze 
population health nursing roles related to each.

 4. Discuss major foci for illness and injury prevention among older adults and describe related 
population health nursing roles.

 5. Describe measures designed to resolve common health problems among older populations.

 6. Identify at least three foci for health restoration with older clients and give examples of related 
population health nursing interventions.

 7. Identify considerations that may influence population health nurses’ approach to health 
education for older clients.

 8. Identify foci for evaluating the care of older populations.

Care of the Older Population19
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Promoting End-of-Life Care

Although the elderly are not the only ones to need end-of-life care, one often thinks of death as it 
relates to the culmination of a long life. Research indicates that many people experience signifi-
cant pain. This is particularly true for patients with chronic illnesses and those who are approach-
ing death. For example, an estimated 75% of patients with terminal illnesses experience pain as 
they approach death (Fink & Gates, 2010). One of nursing’s primary functions is to address relief 
of such symptoms, yet for much of our history, there was no organized approach to addressing this 
function. Care of the dying and symptom relief received little attention until two women, Dame 
Cicely Saunders and Florence Wald, began movements to address these issues.

Dame Cicely Saunders was educated as a nurse, social worker, and physician (Cicely Saunders 
International, n.d.). She began her work with dying patients in 1948 and in 1967 founded the first 
hospice, radically altering approaches to care for the dying and their families (St. Christopher’s 
Hospice, 2013). The mission of St. Christopher’s and other hospices is to combine symptom man-
agement and compassionate care for the dying and their families, going beyond the commonly held 
belief of the time that there is nothing that can be done for the dying. Dame Cicely also pioneered 
research on interventions to control pain at the end of life. Her work led to the establishment of 
hospices around the world.

Beginning her nursing career at New York’s Visiting Nurse Service (American Nurses  Association, 
n.d.), which grew out of the Henry Street Settlement founded by Lillian Wald, Dr. Florence Wald 
believed that nurses should be community-focused and address the needs of patients across the 
lifespan from birth to death (Connecticut Women’s Hall of Fame, n.d.). In 1965, Dr. Wald at-
tended a presentation on palliative care by Dame Cicely at Yale University, where Wald was Dean 
of the Mental Health and Psychiatric Nursing Program. Frustrated with the conventional focus of 
medical care on cure, Wald incorporated concepts of end-of-life care into the nursing curriculum 
at Yale and founded the first U.S. hospice in Branford, Connecticut (Connecticut Women’s Hall of 
Fame, n.d.). The hospice’s services were based on a study of the needs of terminally ill patients. 
Wald went on to become a major proponent of end-of-life and palliative care in the United States 
(Adams, 2010).
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ow Meeting the Needs of Elders in the Community

Located in central Taiwan, Fu-Kang Community Care Center’s mission is “Health promotion and 
improved life style for people.” In keeping with this mission, the staff have designed programs 
and activities to promote people’s knowledge and health-related behaviors. A community assess-
ment revealed diagnoses related to fall risk, insomnia, and chronic disease management. A retired 
nursing supervisor from the Health Bureau, the head nurse of the local health center, nursing 
professors from the local university, the pharmacist of a community drug store, and local seniors 
were invited to participate in designing programs to address these needs. These programs include: 
a tour to Ho-Li, a small town, and music therapy designed to promote body exercise matched to 
musical rhyme schemes. Other program foci include healthy eating, sleeping well, fall prevention 
using Tai Chi exercise, and coping with chronic disease. Blood pressure monitoring is included with 
each activity, and case management services are provided as needed.

Shin was one of the program participants. The first time she came to our care station, she was 
an 83-year-old woman in a wheelchair accompanied by her caretaker. She asked us for any elderly 
activity, and we invited her and facilitated her participation. Initially, she sat quietly in a corner, 
being assisted with all of her care.
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A ccording to U.S. Census Bureau figures (2013), 
people over the age of 65 years comprised 13.4% 
of the U.S. population in 2012. Nearly 6% of this 
group was over 75 years of age, and there were 

more than 53,000 people over 100 years of age in the United 
States in 2010 (Werner, 2011). By 2050, the elderly are expected 
to comprise more than 20% of the population. Similar figures 
are noted worldwide. In 1990, for example, people over 60 years 
of age constituted only 9% of the world’s population. By 2013, 
this figure had risen to 11.7% and is expected to climb to 21% 
by 2050. It is anticipated that developing countries will experi-
ence a faster aging process among their populations than de-
veloped countries, further burdening already strapped social, 
economic, and health resources (United Nations, Department 
of Economic and Social Affairs, Population Division, 2013).

Increased longevity and decreasing fertility are continuing 
to change the proportion of elderly people in relation to other 
age groups in the population. Worldwide life expectancy is 
anticipated to increase from 42 to 65 years in various parts of 
the world in 1950 to 68 to 78 years by 2015. By 2045 to 2050, 
life expectancy in more developed countries is expected to be 
83 years, with a mean life expectancy of 78 years in less devel-
oped regions. Similarly, fertility is expected to decline from 6.6 
children per adult woman in 1950–1955 to 2.2 by 2050 (United 
Nations, Department of Economic and Social Affairs, Popula-
tion Division, 2013).

As the world’s population ages, there will be a growing 
 demand for health care services that improve the quality of 
life as well as longevity. This emphasis on quality of life can be 
seen in the national health objectives for 2020 addressing the 
health needs of the elderly. A major thread throughout these 
objectives is to reduce activity limitations that impair the qual-
ity of life for older persons. These objectives can be viewed on 
the Healthy People 2020 website and selected objectives are 
included at the end of this chapter. Concern for the health of 
the older population of the world also stems from a desire to 
minimize health care expenditures. Because of the prevalence 
of multiple chronic illnesses, the elderly account for a signifi-
cant percentage of all health care expenditures worldwide. For 
example, based on Medical Expenditure Survey data, in 2010 
people over 65 years of age had mean health care expenditures 
2.6 times higher than those under 65. Medicare funded 63% of 
health care for those over 65 at a cost of $6.9 billion (Agency 
for Healthcare Research and Quality [AHRQ], 2013a, 2013b). 
Similarly, mean prescription medication costs for the elderly in 
2010 were more than twice as high as those for people under 
65 years of age (AHRQ, 2013c), and the elderly accounted for 
more than $19,000 per person in hospitalization costs, nearly 
81% of which were funded by Medicare (AHRQ, 2013d).

Nurses have long provided care to individual older clients 
and to the elderly as a population group. The  American As-
sociation of Colleges of Nursing and the John A. Hartford  

Shin had been the midwife for Ho-Li, a small town in Taichung, Taiwan. People there are hard-
working and simple. In the 1970s, most women chose to deliver their baby at home. Shin was the 
only midwife in the small town, and she had delivered most of its residents. She worked hard to 
take care of mothers and babies, sometimes day and night. Time passed, and she paid for her care 
with her health, at the age of 80, she had a stroke, and her husband passed away in the same year. 
She became a lonely old woman. Her children hired an assistant to care for her.

Although she was now confined to a wheelchair, she will never forget her career as a midwife. 
While talking with people delivered by her, her eyes brightened, and she would say “The value of 
a midwife is to create new lives and resources in this town. . . . The career of a midwife gave me a 
meaningful life. . . . Most of the people in Ho-Li were delivered by me. I can recognize every person 
in this town.” We could see the pride in her face when she talked about her career, but somehow, 
she still seemed shrunken and lonely. Her wheelchair emphasized the effects of the years on her 
body.

Each time, Shin was pushed by an assistant. She enjoyed her interactions with the other par-
ticipants and volunteers. Sometimes, she made paper flowers, and she enjoyed the trips and the 
music therapy. She became more interactive, particularly when she would ask others: “Were you 
delivered by me?” Recently, Shin came into our care station through the front door. She asked for 
no wheelchair; she wanted to walk into the station. With our support, she walked in. And, we saw a 
brave new life in our town—Ho-Li.

Chen Chien Tzu-Chuan,
Hung Kuang University
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Foundation Institute for Geriatric Nursing (2010) have devel-
oped a set of competencies required of baccalaureate nursing 
preparation for care of the elderly in the United States.  For 
further information about the competencies, see the Ex-
ternal Resources section of the student resources site. These 
competencies primarily address knowledge required for care 
of individual elderly clients, but can be adapted to the care 
of the elderly as a vulnerable population. This latter applica-
tion to the health of the elderly population is the thrust of this 
chapter.

Theoretical Perspectives on Aging
From the perspective of gerontologic care, aging is defined as 
a complex set of physical, emotional, and social changes that 
contribute to increased risk for health problems and func-
tional decline. Aging involves a gradual and progressive loss 
of function over time and is not a product of disease, although 
the effects of aging may place older people at higher risk for 
disease.

As many as 300 theoretical perspectives have been advanced 
to explain how and why aging occurs. Generally speaking, these 
perspectives can be divided into three categories: biological 
perspectives, psychological perspectives, and sociological per-
spectives. Biological theories posit that aging is a  phenomenon 
experienced by all members of a given species, that it is a 

process of physical decline, that it is progressive and gradual, 
and that it is irreversible.

Some of the current biological perspectives on aging include 
the cross-linking/glycation hypothesis, the evolutionary senes-
cence theory, the genome maintenance hypothesis, the neuro-
endocrine hypothesis, the replicative senescence hypothesis, 
the oxidative damage/free radical hypothesis, and the rate of 
living theory. Table 19-1• summarizes the basic premises of 
each of these perspectives.

Psychological theories of aging focus on psychological 
changes that occur with age and propose that effective ag-
ing requires development of effective coping strategies over 
time. Major theories in this area include Jung’s theory of in-
dividualism, in which the individual’s mental focus changes 
from the external to the internal world, and the developmen-
tal theories. Erik Erikson’s stage theory of development pro-
posed eight stages of life in which the individual needed to 
accomplish specific developmental tasks that would facilitate 
task accomplishment in later stages (Harder, 2012). Peck took 
Erikson’s last two stages, which encompass the last 40 to 50 
years of life, and subdivided them into seven more discrete 
stages that cover middle age and older adult life (Saxon & 
Etten, 2010). In Peck’s final stage, the individual engages in 
life review in preparation for death. Table 19-2• presents an 
overview of developmental theories and associated foci for 
task accomplishment.

TAbLE 19-1 Underlying Premises of Selected biological Perspectives on Aging

Theoretical Perspective Underlying Premise

Cross-linking/glycation hypothesis Proteins, DNA, and other structural molecules develop inappropriate affinities over time that 
decrease molecular mobility or elasticity inhibiting protein breakdown by proteases.  Glycation 
is one form of cross-linking in which glucose molecules adhere to proteins inhibiting their 
 normal function. Cross-linking has been shown to be related to wrinkling and other dermatologic 
changes in aging as well as cataract formation.

Evolutionary senescence theory Aging may result from genetic mutations that manifest only after reproductive years and can be 
passed from one generation to another. Genetic effects that may enhance reproductive capacity 
may have negative effects later in life. This may reflect a need for balance between cell mainte-
nance and reproduction.

Genome maintenance hypothesis Regular damage to DNA that does not lead to cell death or is not corrected by normal  physiologic 
processes may result in genetic mutations that may be passed on to future generations of cells. 
These insults may accumulate with age and lead to cellular functional decline. Similarly, cellular 
repair functions may deteriorate with age.

Neuroendocrine hypothesis Declining function in the hypothalamus reduces hormonal control of major endocrine functions 
and regulatory systems for blood pressure, sleep, and sugar metabolism.

Oxidative damage/free radical hypothesis Normal cell metabolism results in the production of free radicals that can damage DNA. 
 Generally, the body eliminates free radicals, but over time missed radicals accumulate and 
 result in cell changes related to aging.

Rate of living theory Energy consumption may limit longevity and increased metabolic rates may influence the 
 deleterious effects of free radicals.

Replicative senescence hypothesis Cell reproduction is limited by the length of telomeres that must be split evenly with a full 
complement of genetic material going to each daughter cell. Small portions of telomeres are lost 
with each replication until a cell is no longer able to reproduce effectively.

Source: American Federation for Aging Research. (2011). Theories of aging. Retrieved from http://www.afar.org/docs/migrated/111121_INFOAGING_GUIDE_THEORIES_
OF_AGINGFR.pdf
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TAbLE 19-2 Stages and Foci of Erikson’s and Peck’s Developmental Theories

Life Stage Erikson’s Stages Focus

Infancy Stage 1: Trust vs. mistrust Erikson: Development of a sense of trust in self and others
Childhood Stage 2: Autonomy vs. shame and doubt Erikson: Development of the ability to express oneself and coop-

erate with others
Childhood Stage 3: Initiative vs. guilt Erikson: Development of purposeful behavior and the ability to 

evaluate one’s own behavior
Childhood Stage 4: Industry vs. inferiority Erikson: Development of belief in one’s own abilities
Adolescence Stage 5: Identity vs. role confusion Erikson: Development of a sense of self and plans to actualize 

one’s potential
Adolescence/early adulthood Stage 6: Intimacy vs. isolation Erikson: Development of one’s capacity for reciprocal 

relationships
Middle age Stage 7: Generativity vs. stagnation Erikson: Promotion of creativity and productivity and develop-

ment of the capacity to care for others

Peck: Development of the ability to value wisdom over physical 
competence

Shifting relationships to emphasize friendship and companion-
ship over sexual satisfaction

Development of flexibility in roles and relationships

Development of mental and intellectual flexibility
Late adulthood Stage 8: Ego identity vs. despair Erikson: Acceptance of one’s life as unique and worthwhile

Peck: Development of the ability to value one’s self outside of 
work roles

Development of abilities to adapt to physical changes and 
 effects of aging

Maintenance of an active interest in the external world

Sources: Corie. (2010). Theories of aging. Retrieved from http://aginginalabama.org/2010/05/default.aspx; Harder, A. F. (2012). The developmental stages of Erik 
Erikson. Retrieved from http://www.support4change.com/index.php?view=article&catid=35%3Awho-you-are&id=47%3Aerik-eriksons-developmental-stages&tmpl=compo
nent&print=1&layout=default&page=&option=com_content&Itemid=108

Sociological theories of aging focus on changes in roles and 
relationships that occur with advancing age and are strongly 
influenced by cultural values and attitudes toward the aged and 
aging (Fung, 2013). Theories in this group tend to be mutually 
exclusive. For example, disengagement theory proposes that 
individuals disengage from life as a means of making way for 
a younger generation in preparation for death. Simultaneously, 
society stops providing useful roles for elders to play. Older per-
sons may disengage, however, not because of their own desires 
but because they are forced to do so by societal expectations 
resulting from ageism, which is prejudice or discrimination 
based on chronological age or appearance of age. In activity 
and continuity theories, however, older persons maintain their 
interest in life, but their specific interests change. In activity 
theory, successful aging is dependent on one’s ability to stay ac-
tive and to find meaningful substitutes for prior roles. Success-
ful aging, from the perspective of continuity theory, involves 
maintaining a balance between continuity and change in one’s 
life. According to this theory, older people are often happiest 
in activities similar to those experienced in the past (VickyRN,  
2013). Socioemotional selectivity theory suggests that the elderly  
have internalized sociocultural values that inform their actions 
as they age, and that this internalization accelerates with age. 

In this theory, older people prioritize goals that contribute to 
development of emotional meaning in life, adjusting personal 
goals to fit situational constraints (Fung, 2013).

Population Health Nursing and 
Care of Older Populations
Population health nurses use the elements of the nursing pro-
cess to identify needs for, plan, implement, and evaluate care 
for older populations. Each of these aspects of care will be ad-
dressed here.

Assessing the Health Status and Needs 
of Older Populations
Factors related to each of the six categories of health deter-
minants influence the health of the older population, often 
with greater effects than on the health of people in younger 
age groups. Population health nurses would identify determi-
nants that influence the health of specific older populations, 
assessing health status and needs and developing population 
health nursing diagnoses. Assessment of an older population 
can be conducted using the Population Health Assessment and 
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Intervention Guide included on the student resources site. A 
second tool to assess the health of an individual older client is 
also included on the site.

biOLOgiCAL DETErMiNANTS Major biological deter-
minants of health in the elderly include those related to gender 
and aging and physiologic function, including immunization 
status.

Gender and Aging. Gender and the effects of aging are two 
biological determinants in assessing the health status of older 
populations. According to 2012 census figures, 56% of the U.S. 
population over 65 years of age is female. Approximately 12% 

of U.S. men and nearly 15% of women are over 65 years of age. 
The ratio of women to men is 1.26 women to every man at age 
65, but increases to 1.46 to 1 after age 75 (U.S. Census  Bureau, 
2013). Because of lower incomes and other sociocultural factors 
that we will discuss later, older women may be at greater risk for 
poor health than men.

Although it may affect individual clients somewhat differ-
ently, aging results in a number of universal changes in physi-
cal structure and function. Normal changes occur in all body 
systems, but at different rates for different people. They may, 
however, increase the older client’s risk of developing illness 
and disability. Physical changes related to aging and their pos-
sible implications for health are summarized in Table 19-3•.

TAbLE 19-3 Common Physical Changes of Aging and Their implications for Health

System Changes Noted Possible Health implications

Integumentary
Skin Decreased turgor, sclerosis, and loss of subcutaneous fat, 

leading to wrinkles
Lowered self-esteem

Increased pigmentation, cherry angiomas
Cool to touch, dry Itching, risk of injury, insomnia
Thinning, compromised thermoregulation Hypothermia, hyperthermia
Decreased perspiration Hyperthermia, heatstroke

Hair Thin, decreased pigmentation Lowered self-esteem
Nails Thickened, ridges, decreased rate of growth Difficulty trimming nails, potential for injury

Cardiovascular Less efficient pump action and lower cardiac reserves 
result in decreased ability to respond to increased cardiac 
demand

Decreased physical ability, fatigue, exercise intolerance, 
shortness of breath, intolerance of volume depletion

Thickening of vessel walls, replacement of muscle fiber 
with collagen

Elevated blood pressure, varicosities, venous stasis, pres-
sure sores, cool skin

Valvular stenosis Murmurs, arrhythmias, atrial fibrillation
Impaired baroreceptor function Postural/orthostatic hypotension

Respiratory Decreased elasticity of alveolar sacs, skeletal changes of 
chest

Decreased gas exchange, decreased physical ability, 
dyspnea

Slower mucus transport, decreased cough strength, 
dysphagia

Increased potential for infection or aspiration

Postnasal drip
Gastrointestinal Wearing down of teeth Difficulty chewing

Decreased saliva production Dry mouth, difficulty digesting starches
Loss of taste buds sense of smell Decreased appetite, malnutrition
Muscle atrophy of cheeks, tongue, etc. Difficulty chewing, slower to eat
Thinned esophageal wall Feeling of fullness, heartburn after meals
Decreased peristalsis Constipation, altered drug absorption
Decreased hydrochloric acid and stomach enzyme 
production

Pernicious anemia, frequent eructation, increased risk of 
infection

Decreased lip size, sagging abdomen Change in self-concept
Atrophied gums Poorly fitting dentures, difficulty chewing, potential for 

mouth ulcers, loss of remaining teeth
Weakening of the bowel wall Diverticulosis and diverticulitis
Changes in carbohydrate metabolism Manifestation of a genetic predisposition to diabetes
Decreased gallbladder function Potential for gallstones
Decreased bowel sounds Potential for misdiagnosis
Fissures in tongue
Increased or decreased liver size (2–3 cm below costal 
border)

Potential for misdiagnosis
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TAbLE 19-3 (Continued)

System Changes Noted Possible Health implications

Renal Decreased number of nephrons and decreased ability to 
filter or concentrate urine

Fluid and electrolyte imbalance, drug toxicity, nocturia, 
increased potential for falls

Reproductive
Female Atrophied ovaries, uterus Ovarian cysts

Atrophy of external genitalia, pendulous breasts, small flat 
nipple, decreased pubic hair

Lower self-esteem

Scant vaginal secretions Dyspareunia
Vaginal mucosa thinned and friable

Male Decreased size of penis and testes, decreased pubic hair, 
pendulous scrotum

Lowered self-esteem

Enlarged prostate Difficulty urinating, incontinence
Musculoskeletal Decreased muscle size and strength Decreased physical ability, increased weakness, fatigue

Decreased range of motion in joints, affecting gait, pos-
ture, balance, and flexibility

Increased risk of falls, decreased mobility

Kyphosis Lowered self-esteem
Joint instability Increased risk of falls, injury
Straight thoracic spine
Breakdown of chondrocytes in joint cartilage Osteoarthritis, joint pain, reduced abilities for activities of 

daily living
Osteoporosis Increased risk of fracture

Neurological Diminished hearing, vision, touch, and increased reaction 
time

Increased risk for injury, social isolation

Diminished pupil size, peripheral vision, adaptation, 
accommodation

Potential for falls and other injuries

Diminished sense of smell, taste Decreased appetite, malnutrition
Decreased balance Increased risk of injury
Decreased pain sensation Increased risk of injury
Decreased ability to problem-solve Difficulty adjusting to new situations
Diminished deep tendon reflexes
Decreased sphincter tone Incontinence (fecal or urinary)
Diminished short-term memory Forgetfulness

Endocrine
Thyroid Irregular, fibrous changes
Female Decreased estrogen and progesterone production Osteoporosis, menopause
Male Decreased testosterone production Fatigue, weight loss, decreased libido, erectile dysfunction, 

lowered self-esteem, depression

Aging also results in changes in patterns of disease that may 
make diagnosis or treatment of illness more difficult. These 
changing disease patterns include subtle symptoms such as an-
orexia, incontinence, changes in functional or mental status, 
and blunting or absence of fever as an indicator of infection 
(Smith & Cotter, 2012). The presence of comorbidities may also 
complicate diagnoses. Comorbidity is the coexistence of many 
chronic physical and/or mental illnesses in the same person at 
the same time. Drug therapies for one condition, for example, 
may interact with treatment of another condition, interfering 
with therapeutic effects or causing adverse effects. In addi-
tion, older people may not present with classic symptoms of a 
given condition, making diagnosis more difficult. For example, 
many older people do not experience the chest pain typical of 
myocardial infarction. Finally, older clients, family members, 

and health care providers may inaccurately interpret abnormal 
symptoms as facets of normal aging (e.g., many people believe 
that pain and stiffness are normal concomitants of age).

Other effects of aging involve normal changes in sensory 
modalities. Changes related to vision include lagging eyelids, 
slowed pupillary accommodation, decreased lens elasticity 
leading to visual disturbances and possibly to falls or other in-
juries. Tear production diminishes causing dry itchy eyes and 
potential for infection, and diminished pupil size inhibits the 
ability to adjust to glare. Finally, visual fields are reduced in-
creasing the potential for injury in complex environments 
(Cacchione, 2012).

Hearing changes include decreased cerumen removal and 
protection of the ear canal resulting in diminished hearing 
or potential for infection and contributing to social isolation. 
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Other changes include thickening of the ear drum and loss of 
high-frequency hearing as well as the ability to process sounds 
(Cacchione, 2012). The prevalence of hearing loss doubles with 
each decade of age, and an estimated two thirds of Americans 
70 years of age and older have experienced significant hearing 
loss (Lustig & Olson, 2014).

Decreased sense of smell may diminish the ability to iden-
tify odors and reduce the ability to taste food, which may lead 
to decreased appetite and poor nutrition. Similarly, decreased 
numbers of taste buds decrease the ability to detect flavors and 
enjoy food. As noted in Table 19-3, decreased saliva production 
may impair digestion and lead to dry mouth, inhibiting swal-
lowing. Tactile and temperature sensation may also decrease, 
as do the sense of balance and proprioception ability leading 
to increased injury potential. Finally, changes in pain sensation 
may also result in injury due to diminished protective reactions 
(Cacchione, 2012).

The goal of population health nursing in the care of the 
elderly is to foster healthy aging. The role of the population 
health nurse is to assist the elderly population to mitigate the 
adverse effects of aging, prevent unnecessary deterioration in 
function, and promote quality of life. This may be referred to as 
successful aging, which has been defined as continued physi-
cal, mental, and spiritual health and functional ability through 
middle and later adulthood. Elements of successful aging in-
clude absence of disease, continued physical activity, and the 
ability to live independently with good mental health and ef-
fective coping. A related concept is that of  balanced aging, 
which is achievement of a balance between needs and abilities 
by adapting effectively to the exigencies of aging (Butler, Fujii, 
& Sasaki, 2011).

Physiologic Function. Older populations experience in-
creased mortality and morbidity rates relative to younger 
groups of people. They also experience higher rates of many 
other problems that affect their quality of life, such as acute and 
chronic illnesses, falls and injuries, disability, pain, and inconti-
nence. Immune levels are another consideration with respect to 
physiologic function in the elderly.

With respect to mortality, age-specific death rates increase 
with age for most diseases. For example, the U.S. coronary 
heart disease mortality rate in 2010 was 85 per 100,000 persons 
aged 45 to 64 years, but increased almost ninefold to 754.3 per 
100,000 for all those over 65 years of age, rising to 2,598.6 per 
100,000 people over age 85. Similar escalation with age is noted 
in mortality rates for cerebrovascular disease, malignancies, 
chronic lower respiratory diseases, and other chronic illnesses 
(U.S. Department of Health and Human Services [USDHHS], 
2014).

Acute and chronic illnesses. Older populations are even 
more prone to morbidity from acute and chronic illness than 
to death, and the bulk of the burden of many of these condi-
tions is borne by the older segments of the population. Older 
adults experience a variety of chronic health problems. The 

2012 American Association of Retired Persons (AARP, 2012b) 
member survey indicated that 28% of those surveyed had at 
least one chronic health problem, and 25% reported declin-
ing physical health. These figures probably underrepresent the 
extent of chronic health problems in the elderly population, 
since many low-income seniors and those with low educa-
tion levels are unlikely to be members of AARP. Table 19-4•  
presents information on the incidence of some of the more 
common chronic conditions among the elderly in the United 
States. Overall, only about half of the population 65 to 74 years 
of age reported themselves as in excellent or very good health 
in 2012, and that percentage dropped to only 40% of those 
older than 75. On the other hand, nearly one fifth (18.4%) of 
those 65 to 74 years of age and 25% of those over 75 rated their 
health as fair or poor (National Center for Health Statistics 
[NCHS], 2014b).

According to the 2009 Behavioral Risk Factor Surveillance 
System (BRFSS), nearly 23% of people over age 65 were obese 
(CDC, Administration on Aging [AoA], AHRQ, & Centers for 
Medicare and Medicaid Services [CMS], 2011). In addition, the 
elderly are the fastest growing segment of the population with 
epilepsy. Elderly clients experience longer periods of confusion 
following seizures and have higher epilepsy-related mortality 
rates than younger people. Late adult onset seizures are often 
related to cerebrovascular disease, and treatment is compli-
cated by a variety of comorbidities experienced by the elderly 
(Acharya & Acharya, 2014). Hypertension is another common  
chronic disease in the elderly. More women than men experi-
ence hypertension (77% and 63%, respectively), and men are 
more likely than women to have their blood pressure con-
trolled (CDC, AoA, AHRQ, & CMS, 2011).  

TAbLE 19-4  Percentage of Adults over 65 
Years of Age with Selected 
Health Conditions, 2012

Percentage of U.S. Older Adults 
Affected

Condition
Age 65–74  
Years

Over 75  Years 
of Age

Coronary heart 
disease 16.2% 25.8%
Hypertension 52.3% 59.2%
Stroke 6.3% 10.7%
Current asthma 7.8% 6.0%
Emphysema 4.7% 4.7%
Diabetes mellitus 21.1% 19.8%
Kidney disease 3.1% 5.3%
Liver disease 2.1% 1.1%
Arthritis 46.8% 49.4%

Source: National Center for Health Statistics. (2014b). Vital and health statistics: 
Summary health statistics for U.S. adults: National health interview survey, 2012. 
Retrieved from http://www.cdc.gov/nchs/data/series/sr_10/sr10_260.pdf
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Older people tend to experience chronic conditions at 
higher rates than younger people. For example, roughly 10% 
of the population over 65 years of age is affected by osteoporo-
sis, compared to less than 2% of those aged 50 to 64 years. The 
proportion of people affected climbs to more than 20% of those 
over age 85.

Even for chronic diseases that do not have a higher inci-
dence among older adults, the effects of disease may be more 
pronounced with age. For instance, only 24% of people aged 45 
to 64 years with chronic obstructive pulmonary disease expe-
rience resulting activity limitations compared to 32% of those 
over 65 years of age and 46% of those over 85 (USDHHS, 2013).

Influenza and pneumonia are two acute health conditions 
that disproportionately affect the elderly. From 2008 to 2010, 
the U.S. mortality rate for influenza and pneumonia was 7.7 
per 100,000 people 45 to 64 years of age, but rose to 110.1 per 
100,000 for those over 65. The rate quadrupled for the popu-
lation over 85 years of age (456.6 per 100,000) (Health Data 
 Interactive, 2014).

HIV infection is also a consideration in the health status of 
older populations. Although a smaller proportion of the popu-
lation is affected than in other age groups, the rate of diagnosis 
for HIV infection in 2011 was 2.3 per 100,000 people 65 years 
of age and older. In addition, nearly 900 older people were di-
agnosed with stage 3 AIDS. Older people with HIV infection 
are more likely than their younger counter parts to advance to 
stage 3 AIDS within a year of diagnosis of infection. In 2010, 
1,886 older people with HIV infection in the United States died 
and nearly 20,000 people in this age group had died since the 
beginning of the epidemic (Division of HIV/AIDS  Prevention, 
2013). Although these figures are less than for other age groups, 
they are significant because many health care providers do not 
think of AIDS in the older population and because of the added 
complication posed by AIDS in the control of other health 
problems among the elderly.

Falls and injuries. In addition to increased risk related to acute 
and chronic illnesses, older populations often experience fre-
quent falls and injuries. Worldwide, an estimated 28% to 35% 
of people over 65 years of age fall each year, and these figures 
increase to 32% to 42% for those over 70 years of age. Falls ac-
count for 40% of international injury mortality (World Health 
Organization [WHO], 2014).

Fall-related mortality increases with age. In 2010, for ex-
ample, the rate of fall-related deaths was only 4 per 100,000 
population for people aged 45 to 64 years but rose to 53.8 per 
100,000 for those over 65 and to 207.7 per 100,000 for people 
over 85 years of age. Nonfatal injury data shows a similar in-
crease with age. In 2008, the U.S. rate for emergency depart-
ment visits for nonfatal injuries was 6,540.2 per 100,000 for 
the 45 to 64 age group, climbing to 7,201.8 per 100,000 for all 
persons over 65 and nearly doubling to 13,065 for those over 
85 years of age (USDHHS, 2014).

One third of older U.S. adults fall each year, and nearly a 
third of those who fall require medical assistance or experience 

activity limitations as a result (CDC, 2013a). In 2010, the 
 overall nonfatal injury rate from falls in the elderly was 43 per 
1,000 population but jumped to 115 per 1,000 in those over 75 
years of age (CDC, 2012). Bathrooms are one of the most com-
mon locales for falls, and the 2008 rate of bathroom falls was 
112.1 per 100,000 people aged 65 to 74 years, climbing to 241 
per 100,000 for those aged 75 to 84 and 515.3 per 100,000 for 
those over 85 years of age (Stevens & Haas, 2011).

Falls increase the risk of death and disability. For example, 
20% to 30% of falls result in moderate to severe injury, and 
fall-related traumatic brain injury accounts for 46% of fall fa-
talities. In 2010, falls resulted in 258,000 hip fractures. Falls 
also increase the risk of nursing home placement, particularly 
in people over 75 years of age. In addition, experiencing a fall 
may result in fear of falling, leading to reduced mobility and 
fitness and greater risk of a subsequent fall. Despite the num-
ber of falls that occur among elders each year, only about half 
of those involved inform their providers of the incident (CDC, 
2013a) making it difficult for providers to engage in corrective 
education and action.

Falls also result in inordinate health care costs. In 2010, for 
example, the direct medical care costs for falls in the elderly 
amounted to $30 billion. Costs are expected to rise to $67.7 bil-
lion by 2020. The average cost for a fall-related hospitalization 
is $34,924, and hip fractures account for a large proportion of 
fall-related hospitalization costs (CDC, 2014a). Costs increase 
with age, and in 2005, the cost of falls for women over 85 years 
of age was more than $100 million. In the same year, the cost 
of falls among men over 65 years of age was $160 million and 
$189 million for women (CDC, 2012).

Disability. Chronic disease and injury in the elderly often lead 
to functional limitations and disability. Functional status re-
flects one’s ability to perform tasks and fulfill expected social 
roles. Assessment of functional status includes exploration of 
abilities at three levels of task complexity: basic, intermediate 
or instrumental, and advanced activities of daily living. Basic 
activities of daily living (BADLs) are personal-care activities 
and include the ability to feed, bathe, and dress oneself, and toi-
leting and transfer skills (getting in or out of a chair or bed). In 
2011, 28% of Medicare beneficiaries living in community set-
tings reported difficulty in at least one BADL. Activities most 
commonly affected included walking and bathing (Administra-
tion on Aging [AoA], 2013a).

Intermediate or instrumental activities of daily living 
(IADLs) are tasks of moderate complexity, including house-
hold tasks such as shopping, laundry, cooking, and housekeep-
ing, as well as abilities to take medications correctly, manage 
money, and use the telephone or public transportation. In 
2012, 12% of Medicare beneficiaries reported difficulties with 
one or more IADLs (AoA, 2013a). Advanced activities of daily 
living (AADLs) involve complex abilities to engage in volun-
tary social, occupational, or recreational activities. 

The incidence of disability in the elderly increases with the 
number of chronic conditions. In 2012, 28% of people aged 
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65 to 74 years in the United States had difficulty with at least 
one physical activity, and the percentage increased with age to 
45% of those 75 years and older (NCHS, 2014b). Based on the 
2010 National Health Interview Survey, more than 23 million 

Americans over 65 years of age (nearly 59%) had at least one 
basic activity limitation. Just over 3% of the noninstitutional-
ized population 65 to 74 years of age needed help with personal 
care, and that figure rose to 10.5% of those over age 75. An 
additional 21.5 million older adults had vision problems, and 
37% had difficulty hearing (CDC, 2014b).

Research has shown that hearing loss, in particular, is as-
sociated with lower quality of life and physical and social dys-
function, but that these effects can be ameliorated with the use 
of hearing aids. Unfortunately, only 20% to 25% of those with 
hearing impairments use hearing aids (Fischer et al., 2011).

Population health nurses would assess for disability 
in individual older clients as well as the extent and types 
of disability prevalent in older populations. The Focused 
 Assessment below provides guidance for assessing the extent 
of functional limitations and disabilities in the elderly popu-
lation. The data included in the assessment will be collected 
primarily through community surveys. The guide can also be 
used to assess disability in individual elderly clients. A more 
detailed guide for assessing functional status in the elderly 
is included in the Assessment Guidelines on the student re-
sources site.

Disability may result in social isolation for many older clients. 
(Hunor Kristo/Fotolia)

FOCUSED ASSESSMENT Assessing Disability in the 
Older Population

manipulating containers of soap, etc., lifting wet clothing 
into dryer, hanging or folding clean clothes, putting clean 
clothing away)?

•	 Cooking	(planning	well-balanced	meals,	safely	operating	
kitchen appliances and utensils, reaching dishes and pots and 
pans, cleaning and chopping foods, carrying food to the table)?

•	 Housekeeping	(identifying	the	need	for	housecleaning,	light	
housekeeping, doing heavy chores, doing yard maintenance)?

•	 Taking	medication	(remembering	medications,	opening	
medication bottles, swallowing medications, giving 
injections, etc.)?

•	 Managing	money	(budgeting	effectively,	writing	checks,	
balancing checking account, remembering to pay, and 
recording payment of bills)?

Advanced Activities of Daily Living

What proportion of the population over 65 years of age 
has difficulty with

•	 Social	activity	(maintaining	a	group	of	people	with	whom	to	
socialize, transporting self to social events, seeing and hearing 
well enough to interact with others, tiring easily, being fearful 
of incontinence or embarrassed over financial difficulties)?

•	 Occupation	(carrying	out	occupational	responsibilities,	if	any)?

•	 Recreation	(having	the	physical	strength	and	mobility	to	
engage in desired recreational activities, maintaining a group 
of people with whom to pursue recreation, transporting self 
to recreational activities)?

Basic Activities of Daily Living

What proportion of the population over 65 years of age 
has difficulty with

•	 Feeding	(feeding	self,	chewing,	or	swallowing)?

•	 Bathing	(getting	into	or	out	of	a	bathtub	or	shower,	
manipulating soap or washcloth, washing hair, effectively 
drying all body parts)?

•	 Dressing	(remembering	the	order	in	which	clothes	are	
put on, dressing self, bending to put on shoes and socks, 
manipulating fasteners, putting on and removing sleeves, 
combing hair, applying makeup)?

•	 Toileting	(ambulating	to	the	bathroom,	urinary	urgency,	
removing clothing, positioning self on toilet, lifting from 
a sitting position on toilet, cleaning self after urination or 
defecation, replacing clothing)?

•	 Transfer	(getting	from	lying	to	sitting	position,	standing	from	
a sitting position, lying or sitting down)?

Instrumental Activities of Daily Living

What proportion of the population over 65 years of age 
has difficulty with

•	 Shopping	(transporting	self	to	shopping	facilities,	navigating	
within shopping facilities, lifting products from shelves, 
handling money, carrying purchases to and from car, storing 
purchases)?

•	 Laundry	(collecting	dirty	clothing,	sorting	clothes	to	
be washed or dry-cleaned, accessing laundry facilities, 
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Pain. Pain is a significant contributing factor in disability that 
accompanies a wide variety of acute and chronic illnesses and 
is a common problem among the elderly. Experience of daily 
pain has been reported by 35% to 48% of older adults, often re-
sulting from conditions such as arthritis, back pain, cancer, and 
postherpetic neuralgia (Bruckenthal, Reid, & Reisner, 2009).

Unrelieved pain can diminish quality of life for the elderly 
through its functional, cognitive, emotional, and social effects. 
The normal effects of aging may lead to a slightly higher pain 
threshold for the elderly or differing descriptions of pain, mak-
ing diagnosis more difficult. Pain is, however, prevalent and is 
often undertreated in older persons.

Barriers to effective pain management include lack of access 
to care or treatment, lack of use of adaptive resources, emo-
tional distress and its effects on pain and pain management, 
knowledge deficits regarding pain management, age-related 
perceptions by clients and providers that pain is normal in old 
age, and poor communication with providers. Some patients, 
for example those with cognitive impairment, may be unable to 
express pain verbally.

Population health nurses would assess the extent of pain in 
individual clients as well as the adequacy of pain management 
for the older population in general. A variety of tools is available 
for assessing pain in individual clients (refer to Chapter 27   
student resources). While verbal patients can be asked about 
their pain or to rate the level of pain experienced, nurses may 
need to rely on nonverbal indications of pain in nonverbal 
patients. Such indicators my include increased or diminished 
body movements; rigidity; changes in sleep and rest or dietary 
patterns; agitation, aggressiveness, or withdrawal; facial expres-
sion; changes in mental status or mood; and vocalizations such 
as grunting, gasping, calling out, sighing, moaning or groaning, 
and verbal abusiveness (Bruckenthal et al., 2009). Assessment 
of pain control at the aggregate level may rely on community 
surveys or other mechanisms for data gathering.

Incontinence. Incontinence is another common  problem 
among the elderly that may lead to social disability.  Incontinence 
is defined as involuntary leakage of urine or feces that may af-
fect personal hygiene or social interaction. As many as 10% of 
community-dwelling older men and women may experience 
both fecal and urinary incontinence (International Foundation 
for Functional Gastrointestinal Disorders, 2013a), with 31% to 
70% of those in residential care affected (Roe et al., 2011).

Possible causes of urinary incontinence include aging, 
bladder cancer or stones, neurological disorders, obstruc-
tion, smoking, chronic cough, kidney disease, and diabetes. 
 Additional causes in men include prostatic enlargement due to 
benign prostatic hypertrophy (BPH) or prostate cancer, while 
past pregnancy may be a factor for women (Mayo Clinic Staff, 
2011b). Older clients may experience several different types of 
urinary incontinence as indicated in Table 19-5•.

Fecal incontinence may also result from a variety of causes. 
Some possible contributors include muscle damage or weak-
ness, nerve damage, diarrhea or constipation, pelvic floor 
dysfunction, loss of bowel storage capacity (e.g., as a result 

of bowel surgery), and irritable bowel syndrome with scar-
ring of the bowel (International Foundation for Functional 
 Gastrointestinal Disorders, 2014).

Incontinence may contribute to falls when those affected try 
to hurry to reach the toilet. Other physical consequences may 
include skin breakdown and urinary problems (Mayo Clinic 
Staff, 2011b). In addition, either urinary or fecal incontinence 
may lead to embarrassment and social isolation. Incontinence 
engenders feelings of incompetence and shame that is fostered 
by the stigma attached to being unable to control one’s bodily 
functions. Stigma has also been attached to related symptoms 
such as urgency and frequency (Elstad, Taubenberger, Botelho, 
& Tennstedt, 2010).

Both fecal and urinary incontinence are distressing to 
older clients because of the loss of control and feelings of 
reversion back to babyhood. Clients with incontinence may 
isolate themselves from others and become virtually house-
bound due to feelings of embarrassment and incompetence. 
They may also be reluctant to share problems of incontinence 
with health care providers. Population health nurses may 
need to advocate with older clients themselves to encourage 
them to seek treatment as well as assist them to minimize the 
effects of incontinence on their lives. They may also need to 
educate the public regarding incontinence and the potential 
for treatment.

Immune status. The immune status is another aspect of physi-
ologic function that would be addressed in assessing the health 
status of individual clients or that of older populations. The 
Advisory Council on Immunization practices (ACIP) has made 

TAbLE 19-5  Types of Urinary 
incontinence and 
Distinguishing Features

Type of incontinence Distinguishing Features

Stress incontinence Periodic urine leakage due to 
 pressure on the bladder (e.g., with 
coughing, sneezing, heavy lifting)

Urge incontinence A sudden intense need to urinate 
followed by involuntary urination

Overflow incontinence Inability to empty the bladder com-
pletely with subsequent leakage

Mixed incontinence A combination of several types of 
incontinence

Functional incontinence Physical or mental inability to get to 
the toilet in time

Total incontinence Continuous leakage
Temporary incontinence Due to alcohol use, overhydration, 

caffeine, bladder irritation (e.g., 
from coffee, tea, carbonated drinks, 
artificial sweeteners, acid juices, 
etc.), medication, urinary tract 
 infection, constipation

Source: Mayo Clinic Staff. (2011b). Urinary incontinence. Retrieved from http://
www.mayoclinic.com/health/urinary-incontinence/DS00404/
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recommendations for the use of several vaccines for people 
over 65 years of age. Routine recommendations include annual 
influenza immunization; booster doses for tetanus, diphtheria, 
and pertussis; two doses of varicella vaccine, herpes zoster vac-
cine (HZV), and pneumococcal vaccine. For persons at high 
risk for disease, immunization for meningococcal disease, hep-
atitis A, and hepatitis B are also recommended (CDC, 2014d). 
For further information on immunization recommendations 
for the elderly, see the External Resources section of the student 
resources site. In spite of these recommendations, immuniza-
tion coverage among older adults in the United States remains 
relatively low. Table 19-6• presents immunization coverage for 
selected agents as of 2011.

The immune status of the older population is also influenced 
by other physiological characteristics that may impede develop-
ment of immunity following immunization. For example, mal-
nutrition, low basal metabolic rate (BMR), loss of 5% or more 
of weight in 6 months, reduced upper arm circumference, and 
reduced ability to perform ADLs have all been associated with 
reduced vaccine efficacy in the elderly (Sagawa,  Kojimahara, 
Otsuka, Kimura, & Yamaguchi, 2011). For this reason, popula-
tion health nurses would also explore the extent of these traits in 
the older population as well as vaccination rates.

Population health nursing assessment of biological de-
terminants influencing the health of the elderly may occur at 
 either individual or population levels. The Focused Assessment 
below provides some questions that might be used in such 
assessments.

PSYCHOLOgiCAL DETErMiNANTS Psychological con-
siderations that particularly influence the health of the older 
population include dementia and stress, coping, and depres-
sion. Although dementia has a number of biophysical causes 
and effects, it is addressed here because the majority of its ef-
fects are mental, with physiological effects arising from the 
mental deficits caused. Some other psychiatric illnesses will be 
noted in the elderly population, some of which may be super-
imposed on other physical illnesses or may result from physi-
cal illness.

Dementia. Dementia is a degenerative neurological condition 
that results in progressive loss of cognitive function leading to 
the inability to care for oneself and eventually to death.  Given 

TAbLE 19-6  immunization Coverage 
Among U.S. Adults, 2011

immunizing 
Agent Coverage Data Year

Tetanus 54.4% 2011
Pneumococcal 62.3% 2011
Herpes zoster 15.8% 2011
Influenza 72% 2009–2010

Sources: Serse, R., Euler, G. L., Gonzalez-Feliciano, A. G., Bryan, L. N., Furlow, 
C., Weinbaum, W., & Singleton, J. A. (2011). Influenza vaccination coverage—
United States, 2000–2010. Morbidity and Mortality Weekly Report, 60(Suppl), 
38–41; Williams, W. W., Lu, P. J., Greby, S., Bridges, C. B., Ahmed, F., Liang, 
J. L, …, Hales, C. (2013). Noninfluenza vaccination coverage among adults—
United States, 2011. Morbidity and Mortality Weekly Report, 62, 66–72.

global Perspectives

Influenza immunization rates among elders throughout the world 
are less than desired. In 2009, for example, Mexico had the 
highest rate for influenza immunization among Organization for 
Economic Co-operation and Development (OECD) countries at 
only 88%. The lowest rate (1.4%) was noted in Estonia. Only 
13 of the 21 countries reporting had immunization rates of 50% 
or more of the elderly population. The United States ranked 6th 
highest at 66.8% far below the Healthy People 2020 target of 
90% of community-dwelling elders (National Center for Health 
Statistics, 2012; USDHHS, 2013).

influenza immunization rates 
Among Elders

FOCUSED ASSESSMENT Assessing biological Determinants 
influencing the Health of Older Populations

•	 What	is	the	prevalence	of	conditions	such	as	pain	and	
incontinence? How and to what extent do they influence the 
health status of the older population?

•	 What	is	the	immune	status	of	the	elderly	population?	What	
proportion of the elderly population has received pneumonia 
vaccine? What proportion has received recent influenza, 
tetanus, and HZV immunizations? What is the extent of 
immunity to other diseases in the elderly population (e.g., 
pertussis, diphtheria)?

•	 What	is	the	age	and	gender	composition	of	the	elderly	
population?

•	 What	are	the	primary	causes	of	death	in	the	elderly	population?

•	 What	is	the	incidence	and	prevalence	of	acute	and	chronic	
disease in the elderly population?

•	 What	is	the	extent	of	disability	in	the	elderly	population?	
What types of disability are prevalent? What effect does 
disability have on other aspects of elder health?
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the current lack of definitive treatment, the average survival 
time for someone with severe cognitive impairment is 3.3 years 
(Mehta, Fung, Kistler, Chang, & Walter, 2010).

In 2011, Behavioral Risk Factor Surveillance System data 
indicated that nearly 12% of people 65 to 74 years of age 
in 21 U.S. states reported increased confusion or memory 
loss, rising to more than 15% of those over age 85 (Adams, 
 Deokar, Anderson, & Edwards, 2013). Among those affected, 
29% and nearly 38%, respectively, reported consequent func-
tional difficulties. Alzheimer’s disease (AD) is the leading 
cause of dementia. In 2013, there were an estimated 5 million 
 Americans affected by AD, with projections of 13.8 million 
affected by 2050 without adequate intervention. Costs of care 
were $203 billion in 2013 (Alzheimer’s Association & CDC, 
2013) and are projected to increase to $1.1 trillion by 2050. In 
addition to the costs of personal care for those affected who 
cannot care for themselves, people with dementia are three 
times more likely than those with normal cognitive function 
to experience a preventable hospitalization (National Cen-
ter for Chronic Disease Prevention and Health Promotion 
 [NCCDPHP], 2011).

The Centers for Disease Control and Prevention (CDC) 
has developed the “Healthy Brain Initiative” in an effort to de-
crease the incidence of dementia in the U.S. population. The 
initiative has identified 44 action items, 10 of which have prior-
ity for immediate implementation. Foci of the initiative include 
surveillance for risk and incidence, support of policy change, 
advancing communication and awareness of dementia, and 
guiding applied prevention research. Additional areas of em-
phasis include improving the health of caregivers for persons 
with dementia and addressing depression in those affected 
 (Alzheimer’s Association & CDC, 2013; NCCDPHP, 2011). 
For further information about the initiative, see the External 
Resources section of the student resources site.

Population health nurses may assess cognitive function in 
individual elderly clients or in the overall older population. 
The Focused Assessment on the next page contains questions to 
guide assessment of cognitive function in individual clients. At 
the population level, the nurse would collect data regarding the 
extent of cognitive impairment within the older population as 
well as its effects on the overall health of the population and on 
society as a whole. A tool for assessing cognitive function in the 
elderly is also available on the student resources site.

Stress, Coping, and Depression. Like people in other age 
groups, older clients experience stress and have a broad range 
of abilities to cope with stress. Unlike others, however, older 
people may have fewer resources to allow them to cope effec-
tively with stress. In 2012, for example, 2% of older communi-
ty-dwelling elderly people expressed feelings of sadness, and 
another 2% reported feeling hopeless (NCHS, 2014b). Coping 
with the helplessness and loss of power often associated with 
chronic illness may be particularly difficult for older persons, 
who often need to achieve a balance between assistance and 
independence.

When older people cannot cope with the stress encountered 
in their lives, they may become depressed. Depression occurs 
in more than 6.5 million Americans over age 65. Depression 
in the elderly may go unrecognized because it is mistaken for 
the effects of other chronic illnesses. For example, problems 
with memory and slowed thought processes that may occur 
with depression might be interpreted as early dementia. Other 
people may interpret their feelings as sadness or fatigue and 
not equate them with depression (National Alliance on Mental 
Illness [NAMI], 2009).

Many older clients with depression have a previous personal 
history of depressive disorders; others develop depression for 
the first time late in life. Symptoms of depression in the elderly 
are often vague and nonspecific and may include lasting sad-
ness or long-term anxiety, sleeping too much or too little or 
frequent awakening, decreased or increased appetite, loss of 
interest in previously valued activities, fatigue, restlessness, or 
difficulty concentrating. Additional symptoms may include 
thoughts of death or suicide and feelings of hopelessness or 
guilt (Madden-Baer, 2011).

In addition to diminished quality of life, depression in the 
elderly has been associated with diminished immunity and 
increased risk of substance abuse as a means of coping with 
depression. Depression increases health care use and costs 
and may lead to functional decline and dependence as well as 
self-neglect.

Depression may be difficult to diagnose in the elderly for 
several reasons. Comorbid depression is often missed in the 
presence of critical illness or undertreated when it is recog-
nized. Providers and family members may miss symptoms of 
depression, attributing them to aging. At the same time, older 
clients may feel shame related to their perceived inability to 
cope and not voice their feelings of depression, or may fail to 
recognize them for what they are (Madden-Baer, 2011). Many 
medications used to treat chronic illness in the elderly may also 
contribute to feelings of depression. Depression may also con-
tribute to lack of adherence to treatment regimens for other 
chronic health problems.

At its extreme, depression may lead to suicide, which is a 
significant problem among the elderly, particularly among 
older men. Suicide rates increase with age and are higher in 
older men than women (Crosby, Ortega, & Stevens, 2011). 
Older adults may be more successful in suicide attempts 
than younger people. In part, this is because suicide is more 
deliberate and carefully planned, whereas it tends to be 
more impulsive in younger persons  (Demirçin,  Akkoyun, 
Yilmaz, & Gökdoğan, 2011). Overall, older adults account 
for 16% to 20% of U.S. suicides each year  (Madden-Baer, 
2011).

Population health nurses would assess for the presence of 
dementia, depression, and other mental health problems as 
well as levels and sources of stress and coping skills in indi-
vidual clients. They would also assess the prevalence of these 
conditions in the older population. A Focused Assessment re-
lated to psychological determinants of health in the elderly is 
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presented on the next page and can be used to assess related 
factors in  either individuals or population groups.

ENvirONMENTAL DETErMiNANTS. Conditions in the 
physical environment also affect the health of older popula-
tions. For example, living in neighborhoods with problems of 
traffic, noise, crime, trash and litter, poor lighting, and inad-
equate public transportation has been associated with increased 
risk of functional loss among elderly residents. Neighborhood 

factors have also been linked to problems of social isolation, 
hearing impairment, cognitive impairment, and depression in 
the elderly.

Physical environmental conditions may also have a direct 
effect on physical health status. For example, many older per-
sons in the United States live in areas with high levels of pol-
lution. Both ozone and particulate matter pollution have an 
adverse effect on respiratory function, particularly in people 
with chronic respiratory diseases.

FOCUSED ASSESSMENT Assessing Cognitive Function  
in Older Clients

•	 Does	the	client	recognize	the	identity	and	function	of	those	
around him or her?

•	 Does	the	client	know	what	day	and	time	it	is?

•	 Is	the	client	able	to	separate	past,	present,	and	future?

Perception

•	 Are	the	client’s	responses	appropriate	to	the	situation?

•	 Does	the	client	exhibit	evidence	of	hallucinations	or	
illusions?

•	 Are	explanations	of	events	consistent	with	the	events	
themselves?

•	 Can	the	client	reproduce	simple	figures?

Problem Solving

•	 Is	the	client	able	to	recognize	problems	that	need	 
resolution?

•	 Can	the	client	envision	alternative	solutions	to	a	given	
problem?

•	 Can	the	client	weigh	alternative	solutions	and	select	one	
appropriate to the situation?

•	 Can	the	client	describe	activities	needed	to	implement	the	
solution?

Psychomotor Ability

•	 Does	the	client	exhibit	repetitive	movements	that	interfere	
with function?

Reaction Time

•	 Does	the	client	take	an	unusually	long	time	to	respond	to	
questions or perform motor activities?

•	 Does	the	client	respond	to	questions	before	the	question	is	
completed?

Social Intactness

•	 Are	the	client’s	interactions	with	others	appropriate	to	the	
situation?

•	 Is	the	client	able	to	describe	behaviors	appropriate	and	
inappropriate to a given situation?

Attention Span

•	 Does	the	client	focus	on	a	single	activity	to	completion?

•	 Does	the	client	move	from	activity	to	activity	without	
completing any?

Concentration

•	 Is	the	client	able	to	answer	questions	without	wandering	
from the topic?

•	 Does	the	client	ignore	irrelevant	stimuli	while	focusing	on	a	task?

•	 Is	the	client	easily	distracted	from	a	subject	or	task	by	
external stimuli?

Intelligence

•	 Does	the	client	understand	directions	and	explanations	given	
in everyday language?

•	 Is	the	client	able	to	perform	basic	mathematical	calculations?

Judgment

•	 Does	the	client	engage	in	action	appropriate	to	the	situation?

•	 Are	client	behaviors	based	on	an	awareness	of	environmental	
conditions and possible consequences of action?

•	 Are	the	client’s	plans	and	goals	realistic?

•	 Can	the	client	effectively	budget	income?

•	 Is	the	client	safe	driving	a	car?

Learning Ability

•	 Is	the	client	able	to	retain	instructions	for	a	new	activity?

•	 Can	the	client	recall	information	provided?

•	 Is	the	client	able	to	correctly	demonstrate	new	skills?

Memory

•	 Is	the	client	able	to	remember	and	describe	recent	events	in	
some detail?

•	 Is	the	client	able	to	describe	events	from	the	past	in	some	detail?

Orientation

•	 Can	the	client	identify	him-	or	herself	by	name?

•	 Is	the	client	aware	of	where	he	or	she	is?
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Safety hazards are another major consideration with respect 
to the physical environment of the elderly. Older clients may 
live in older housing with multiple safety hazards. Or, given re-
cent energy prices, older persons on fixed incomes may have 
significantly more difficulty heating or cooling their homes 
than in the past. Both heat and cold have more profound ef-
fects on elderly persons than on younger ones due to changes 
in heat-regulating mechanisms that occur with aging. For ex-
ample, heat wave mortality has been associated with increas-
ing age. The student resources site includes an inventory for 
assessing home safety for older clients.

Conversely, older people may live in settings that pro-
mote health and independence. Residential areas that pro-
vide opportunities for safe exercise by the elderly or assist 
with accomplishment of routine tasks can delay functional 
deterioration. Unfortunately many U.S. elderly do not live in 
such situations. The Focused Assessment below provides tips 
on assessing environmental determinants of health in older 
populations.

SOCiOCULTUrAL CONSiDErATiONS. Sociocultural 
considerations that have a major impact on the health of the 
elderly population include living arrangements and family re-
sponsibilities; cultural considerations; social support; and edu-
cation, economic, and employment factors. Abuse and violence 
are other sociocultural factors that have a profound influence 
on the health of this vulnerable population.

Living arrangements and family responsibilities. Living 
 arrangements and family responsibilities both have significant 
influence on the health of the older population. Family con-
figurations and the resulting roles and responsibilities change 
over time. Children grow up and marry or move away; spouses 
divorce or die. Older clients may need to adjust to a variety of 
changes in family roles and responsibilities, some of which are 
looked forward to and some of which are not. Older men are 
more likely than older women to be married due to greater 
longevity among women and the greater size of the older fe-
male population. More elders are living alone than in the past. 
 Approximately three fourths of older persons live with other 
family members in developing countries, compared to only 
one fourth in developed nations. Even when children live close 
by, older people are more likely to need outside assistance than 
in the past due to the number of middle adult women in the 
workforce. In 2010, 4% of people over 65 years of age in the 
United States had never married, 72% were living with a spouse, 
and 27% were living alone (U.S. Census Bureau, 2012a, 2012b). 
Older women are more than twice as likely as older men to live 
alone (AoA, 2013a).

Most older Americans (81%) live in their own homes and 
19% live in rental units. Nearly half of the older population 
in the United States spend more than a fourth of their in-
come on housing costs. This is more likely to be true among 
renters, among whom 74% spent more than a quarter of 
their monthly income on housing in 2011. Older people  

FOCUSED ASSESSMENT Assessing Psychological Determinants 
influencing the Health of Older Populations

•	 What	is	the	extent	of	depression	and	mental	illness	in	the	
elderly population? What mental illnesses are prevalent in 
the population? What are the rates of suicide and attempted 
suicide in the elderly population?

•	 What	sources	of	stress	is	the	elderly	population	exposed	to?	
What is the extent of their coping abilities?

•	 What	is	the	prevalence	of	dementia	and	other	forms	of	
cognitive impairment in the elderly population? What levels 
of dementia are represented in the population (e.g., mild 
confusion, vegetative states)?

FOCUSED ASSESSMENT Assessing Environmental Determinants 
influencing the Health of Older Populations

•	 Does	the	physical	environment	of	the	community	promote	or	
impede physical activity in the elderly population?

•	 What	health	effects	does	environmental	pollution	have	for	
the elderly population?

•	 How	adequate	is	housing	available	to	the	elderly	population?	
What is the extent of home ownership in this population? 
What safety hazards are presented by housing for the elderly? 
Are rentals and taxes within the budgetary limitations of 
most of the elderly population?
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also tend to live in housing that is slightly older than that of 
the rest of the population with a median construction year of 
1970 compared to 1976 for the general population. In addition, 
more than 3% of homes of the elderly had physical problems 
(AoA, 2013a).

Older people are accepting greater responsibility for rais-
ing grandchildren than in the past. In 2010, for example, an 
estimated 881,000 people over 60 years of age assumed at least 
partial responsibility for caring for their grandchildren (U.S. 
Census Bureau, 2012c). In a 2012 member survey, 12% of re-
spondents were the primary caretakers for at least one grand-
child (AARP, 2012a). These responsibilities often devolved on 
grandparents when their adult children died, were divorced, 
were mentally ill, or were incarcerated.

Caregiving responsibilities may also be undertaken by older 
persons in the care of aging spouses. In 2009, 42.1  million 
 people in the United States provided care to an adult with 
functional limitations at any given point, and 61.6 million pro-
vided care at some time during the year. Most of these care-
givers were women, and 85% were caring for someone over 50 
years of age. The average number of hours of care per week was 
20 hours, and the estimated economic value of this care was 
$450 billion, almost as much as the total Medicare expenditure. 
Caregiving activities include providing companionship, help-
ing with household tasks, personal care, dealing with financial 
concerns, administering medications, coordinating services, 
providing transportation, and communicating with profes-
sionals (Feinberg, Reinhard, Houser, & Choula, 2011).

A survey of elderly caregivers for family members with de-
mentia revealed a concept of “role captivity,” a feeling of be-
ing trapped by the burdens of the caretaker role. Feelings of 
entrapment were associated with higher levels of depression 
(Givens, Mezzacappa, Heeren, Yaffe, & Fredman, 2014). In 
other studies, caregivers with higher perceived burdens have 
reported worse physical and mental health than non-caregiv-
ers (Buyck et al., 2011). Similarly, persons with hip fractures 
whose caregivers expressed needs for information achieved 
better long-term outcomes than those whose caregivers did 
not.  Conversely, those whose caregivers reported greater needs 
for social services were less likely to recover their ability to walk 
and engage in ADLs (Shyu, Chen, Wu, & Cheng, 2010).

Caregiving by older people also imposes financial burdens 
on caregivers. Approximately one fourth of older caregivers 
experience moderate to severe financial hardships due to lost 
wages and out-of-pocket costs. For example, an estimated 42% 
of caregivers spend more than $5,000 a year for unreimbursed 
expenses related to caregiving. As a result, caregivers may cut 
back on expenditures for their own needs further compound-
ing the negative effects of caregiving on their health (Feinberg 
et al., 2011).

Social support. Social support is another major sociocultural 
influence on the health of the elderly population. Social sup-
port occurs at societal, neighborhood, and individual levels. 
At the societal level, social support is a function of the sense 

of  solidarity felt by subsegments of the population with other 
segments. In many European countries, for example, there is 
greater solidarity in which younger people feel a greater respon-
sibility for the welfare of older generations than is usually the 
case in the United States. In stable neighborhoods, opportuni-
ties for social interaction increase social support available from 
neighbors who can be called upon at short notice because of 
their propinquity.

Social support may arise from either informal or formal so-
cial networks. A social network is the web of social relation-
ships within which one interacts with other people and from 
which one receives social support. Social support includes 
emotional, instrumental, or financial assistance from the social 
network. The informal social network consists of friends, fam-
ily members, and neighbors, whereas the formal network com-
prises health and social service providers. Religious affiliation 
may provide a form of social support that often bridges the for-
mal and informal networks. For example, many congregations 
provide material and emotional support to their members.

Some authors have noted that examination of the health of 
elderly populations should include consideration both of the 
social support available and perceptions of its adequacy among 
recipients. Most older persons seek social support most often 
from family members, particularly spouses. The quality of sup-
port provided, however, is affected by several factors, including 
propinquity and past relationships. Provision of support may 
be reciprocal among family members, for example, when adult 
children provide assistance to aging parents and parents pro-
vide child care for grandchildren.

For immigrant families, intergenerational support may be 
transnational in nature, where some family members live in 
one country and some in another. Transnationalism is de-
fined as a process by which family members living in differ-
ent countries maintain ties and avenues of social support. 
Transnational social support may be made more difficult by 
monetary exchanges, immigration laws, and other forces that 
regulate movement of people and objects across international 
borders. Some refugee immigrant families may not even have 
transnational support available. Many refugee families have 
been separated or have had family members killed. In addition, 
family members left in the country of origin may not have the 
freedom to contact immigrant members or may have little in 
the way of support to offer. Population health nurses can be 
actively involved in linking these clients to other sources of 
support (e.g., churches or other organizations). They may also 
advocate for the availability of necessary support services for 
these older clients.

Education, employment, and economic status. Many older 
people are more likely than younger ones to have limited edu-
cation. In 2009, 8.5% of people in the United States 65 to 79 
years of age had not completed high school. This figure nearly  
doubled to 16.6% for those over 85 years of age (Beckles & 
 Truman, 2011). Progress has been made, however, in the edu-
cational level of older Americans, with high school graduation 
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rates increasing from 28% in 1970 to 81% in 2012. In addition, 
nearly a fourth of those over 65 years of age had attained a bach-
elor’s or higher degree in 2012 (AoA, 2013a).

Although older age is often believed to be a time of retire-
ment, many older people in the United States are continuing 
to work beyond retirement age. In 2002, workers over 55 years 
of age constituted 14% of the U.S. workforce (Hughes et al., 
2011); in 2009, this figure had risen to 19% (Wuellner et al., 
2011). By 2015, those over age 55 years are expected to con-
stitute 30% of the workforce (Hughes et al., 2011). In March 
of 2013, more than a third of people over 55 years of age were 
employed, and another 5.8% were unemployed and seeking 
employment (AARP Public Policy Institute, 2013).

Many older workers are forgoing retirement due to better 
health or a desire to enter another career field. A 2008 survey 
(MetLife Foundation & Civic Ventures, 2008) found that sig-
nificant numbers of persons aged 40 to 70 years were involved 
in or hoped to pursue “encore careers.” Encore careers involve 
occupational changes in the second half of life focusing on 
meaningful work that makes a difference in the world. Between 
6% and 9.5% of people between 40 and 70 years of age were 
already involved in encore careers, and nearly half of those not 
currently engaged in such work expressed interest in an encore 
career. 

In other cases different factors are at work in continued em-
ployment among the elderly. For example, policy changes, such 
as the elimination of mandatory retirement ages for many oc-
cupations, may permit working into one’s later years. At the 

same time, the age for drawing Social Security benefits has been 
advanced, prohibiting retirement for many individuals who 
had planned to retire at age 65. Economic need and a lack of 
replacement workers are other factors contributing to the post-
ponement of retirement for many older adults.  Continuation 
of older workers in employment settings raises concerns for 
worker safety. Although older workers experience fewer inju-
ries than younger ones, they may lose more work time when 
they are injured (Wuellner et al., 2011). In addition, absentee-
ism due to illness is higher in older than in younger workers 
(Hughes et al., 2011).

Both education level and employment affect the economic 
status of the older population. In 2012, using the traditional 
federal definition of poverty, an estimated 9.1% of people over 
65 years of age in the United States had incomes at or below 
poverty level (Social Security Administration [SSA] 2014b). 
A revised supplemental poverty measure (SPM) has been de-
veloped, however, that better accounts for both income and 
necessary expenditures including resources from public assis-
tance programs and geographic differences in housing costs, 
out-of-pocket medical costs, and so on (U.S. Census Bureau, 
2011). When this revised measure is applied, the percent-
age of those over 65 years of age who live in poverty rises to 
15.1% (Short, 2012). In 2012, 2.8% of people over 65 years of 
age in the United States had no income beyond Social Secu-
rity, and the median household income for those over 65 was 
$39,196 compared to annual incomes of $65,000 for those 55 
to 61 years of age and $57,350 for the 62- to 64-year-old group 
(SSA, 2014b). In 2011, the largest group of U.S. elderly (24%) 
reported incomes of $15,000 to $24,999 (AoA, 2013a). The me-
dian Social Security benefit for people over 65 years of age in 
2012 was $16,799, with older persons (e.g., over 80 years of age) 
earning slightly less than younger ones (SSA, 2014b).

Approximately 90% of the U.S. older population receives 
at least a portion of their income from Social Security.  Overall 
39% of the income for this age group derives from Social 
 Security funds. In 2013, more than half (52%) of older married 
couples and nearly three fourths (74%) of unmarried individ-
uals over 65 years of age derived at least half of their income 
from Social Security, and nearly one quarter and one half,  
respectively relied on Social Security for 90% of their income 
(SSA, 2014a). Some older persons also receive income from 
other sources. For example, continued employment earned 
persons over 65 years of age a median of $30,000 in addition to 
Social Security earnings in 2012 (SSA, 2014b).

Whatever the source of their income, many seniors do not 
have enough money to live on. In fact, approximately 16% of 
U.S. seniors over 60 years of age were food insecure in 2011. 
This amounts to 4.8 million people, more than twice as many 
as in 2001 (National Foundation to End Senior Hunger, 2013). 
An estimated one third of senior households have no money 
left after paying for essential expenses. In 2012 the average 
credit card debt among those over 65 years of age was more 
than $9,283. A significant proportion of elders spend more 
than 30% of their income on housing and an estimated 16% 

Older individuals may continue to be successfully employed 
beyond the typical retirement age. (Eldadcarin/Fotolia)
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of older homeowners owe more on their homes than they are 
worth (National Council on Aging, 2014).

A growing proportion of the elderly cannot afford housing 
at all, and the number of elderly homeless persons is increas-
ing. Contributing factors for homelessness in this population 
include poverty and lack of affordable housing. There are an 
estimated nine elders for every affordable senior housing unit, 
and the waiting list for subsidized housing may be as long as 3 
to 5 years (National Coalition for the Homeless, 2009).

There is a great deal of concern lately about retirement 
funding. Much has been written in the United States about the 
Social Security and Medicare systems in particular. At present, 
most countries have set 65 years of age as the minimum age 
for drawing public pension benefits, and many employers have 
mandatory retirement at a specific age. Only Australia and the 
United States prohibit mandatory retirement except in certain 
age-dependent occupations. Because of increased longevity, 
many people can expect to spend a significant portion of their 
lives in retirement. The old-age dependency ratio, or the num-
ber of workers to nonworking elders, is expected to increase as 
the population continues to age. Another related concept is the 
elderly support ratio or the number of people over 65 years of 
age per 100 people aged 20 to 64 years. Changes in these two 
ratios result in a declining tax base from which to fund services 
to the elderly as well as other segments of the population. For 
example, in 2012, there were 2.8 workers for every Social Secu-
rity beneficiary in the United States; by 2033, that ratio is ex-
pected to decrease to 2.1 workers per beneficiary (SSA, 2014a). 
Solvency in retirement was one of several concerns voiced 

by AARP members in a 2012 member survey. Other areas of 
 concern were increasing taxes, consumer fraud, continuing in-
dependence (e.g., being able to drive), and being able to age at 
home (AARP, 2012c)

Empowerment. Empowerment of older adults requires chang-
es in attitudes toward aging and the elderly as well as affirma-
tion of their rights. Disempowerment may stem from loss of au-
tonomy and the ability to make decisions for oneself as well as 
assumptions that older people are incapable of decision making 
(Beales, 2012).

Empowerment is affected by both agency and an opportu-
nity structure. Agency refers to the capacity of the individual 
to make meaningful decisions. Opportunity structure, on the 
other hand, involves the formal and informal contexts in which 
decisions are made. Empowerment results from a confluence 
of the existence of an opportunity to make choices, use of that 
opportunity by the individual, and the outcome of the choice.

Strategies that promote empowerment of the elderly include 
age-specific policies and budgets that support their rights and 
independence, maintenance of physical and mental health, in-
centives and opportunities for participation in decision mak-
ing including political participation, age-friendly design of 
facilities and social structures, and legal recognition of rights. 
Empowerment is also fostered by access to knowledge of ser-
vices and information providers, avenues to redress concerns 
and grievances, policies that promote income and health secu-
rity, recognized societal roles, and capacity for self-advocacy 
(Beales, 2012).

Evidence-based Practice

Promoting Health in the Elderly
The healthProelderly project conducted a review of best prac-
tices in health promotion among the elderly in 11 European 
countries (Lis, Reichert, Cosack, Billings, & Brown, 2008). The 
project began with a review of literature on health promotion for 
older people. The review was followed by identification of 170 
best practice programs in participating nations, from which a set 
of 16 quality criteria were derived. These quality criteria were 
used to develop best practice guidelines, which were then used 
to evaluate three health promotion programs in each country. 
Evaluation results were used to create best practice guidelines 
for practitioners working with older clients.

The guidelines include recommendations for addressing the 
following aspects of health promotion program development:

•	 Identifying	and	accessing	target	groups	for	health	promotion	
programs

•	 Addressing	diversity	in	the	target	population
•	 Involving	older	people	in	program	development

•	 Empowering participants and motivating them to take charge 
of their own health

•	 Designing	evidence-based	interventions
•	 Developing	multifaceted	and	holistic	interventions
•	 Employing	strategies	and	methods	appropriate	to	the	target	

population
•	 Planning	the	setting	for	health	promotion	activities	and	as-

suring easy access
•	 Involving	all	stakeholders	in	planning	and	implementation
•	 Using	an	interdisciplinary	approach
•	 Involving	volunteers
•	 Ensuring	effective	financial	management,	quality	assurance,	

and organizational structure
•	 Employing	and	learning	from	evaluation	findings
•	 Ensuring	program	sustainability
•	 Making	transferability	of	processes	and	outcomes	evident
•	 Disseminating	 program	 results	 and	 accomplishments	 (Lis	

et al., 2008)
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Abuse and violence. One final sociocultural consideration that 
affects the health of the older population is that of violence and 
abuse. The increase in the older population has been accompa-
nied by a disproportionate increase in elder abuse or maltreat-
ment. Elder maltreatment is defined as “any abuse and neglect 
of persons age 60 and older by a caregiver or other person in a 
relationship involving an expectation of trust” (National Center 
for Injury Prevention and Control [NCIPC], 2014a, para 1).

In a 2009 report to the Institute of Justice, a study of more than 
5,000 persons over 60 years of age indicated that nearly 5% had 
experienced emotional mistreatment, 1.6% reported physical 
maltreatment, 0.6% reported sexual maltreatment, 5% reported 
neglect, and 5.2% reported financial exploitation  (Acierno, 
Hernandez-Tejada, Muzzy, & Steve, 2009). Table 19-7•  
presents the percentage of elders reporting specific types of 
abuse and the most common perpetrators of each type. One 
additional type of elder maltreatment is self-neglect or failure 
or refusal of the older person to care for his or her own basic 
needs (NCIPC, 2014a).

At its extreme, elder maltreatment results in death. The 
2008 homicide rate among people 65 years of age and older was 
2.1 per 100,000 population. Elder abuse is discussed in more 
detail in Chapter 30 . The Focused Assessment included below 
provides tips on assessing violence directed at the elderly as 
well as other sociocultural determinants of elder health.

bEHAviOrAL DETErMiNANTS. Sociocultural and be-
havioral lifestyle factors can profoundly affect the health of  older 

populations. Behavioral factors, such as diet and other con-
sumption patterns, physical activity, sexuality, and medication 
use, have important influences on the health of the older popula-
tion. Factors in each of these areas will be briefly addressed.

Diet. Diet figures significantly in many health problems expe-
rienced by older clients. Conversely, health problems such as 

TAbLE 19-7  Categories of Elder 
Maltreatment and Common 
Perpetrators

Maltreatment 
Category

Percent 
Affected

Common 
Perpetrators

Emotional 
mistreatment

4.6% (overall)
14% (since age 60)

•	Spouse/partner	(25%)
•	Child/grandchild	(19%)

Physical 
maltreatment

1.6% •	Spouse/partner	(57%)
•	Child/grandchild	(10%)

Sexual abuse 0.6% •	Spouse/partner	(40%)
•	Acquaintance	(40%)

Neglect 5.1% •	Child/grandchild	(39%)
•	Spouse/partner	(28%)

Financial 
exploitation

5.2% Multiple possible 
 perpetrators, no specific 
data available

Source: Acierno, R., Hernandez-Tejada, M., Muzzy, W., & Steve, K. (2009). 
National elder mistreatment study. Retrieved from https://www.ncjrs.gov/pdffiles1 
/nij/grants/226456.pdf

FOCUSED ASSESSMENT Assessing Sociocultural Determinants 
influencing the Health of Older Populations

•	 What	retirement	planning	and	assistance	are	available	to	
older members of the population?

•	 What	proportion	of	the	older	population	is	engaged	in	
caretaking for other family members? What is the effect of 
caretaking on their health?

•	 What	transportation	resources	are	available	to	the	elderly	
population? Are they accessible to older clients with mobility 
limitations? Are they affordable?

•	 What	shopping	facilities	and	other	services	are	available	to	
older members of the population? Are they accessible and 
affordable?

•	 What	is	the	extent	of	social	isolation	in	the	elderly	
population? What resources are available in the community 
to limit social isolation?

•	 What	is	the	level	of	empowerment	among	members	of	the	
older population? What societal factors promote or impede 
participation in decision making for older adults?

•	 What	is	the	extent	of	violence	and	abuse	against	elders	in	
the population? What factors are contributing to violence and 
abuse?

•	 What	are	societal	attitudes	toward	the	elderly?	To	what	
extent does the society provide support services for its older 
members?

•	 What	is	the	ethnic	composition	of	the	elderly	population?	
What languages are spoken among the elderly population? 
How does culture influence the health of the elderly 
population?

•	 What	religious	affiliations	are	represented	among	the	elderly	
population? What health and social services are provided to the 
elderly population by religious organizations in the community?

•	 What	is	the	level	of	economic	support	available	to	the	elderly	
population? What is the income distribution within the 
elderly population? What are the typical sources of income 
for members of the elderly population? What is the proportion 
of elderly living in poverty or near poverty?

•	 What	is	the	typical	education	level	in	the	elderly	population?	
How does education level influence health?

•	 What	proportion	of	the	elderly	population	is	working?	What	
are the occupations typical of elderly members of the 
population?
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loss of teeth may affect dietary intake. Based on National Health 
Interview Survey data, in 2010 to 2012, 7.4% of the total U.S. 
population was edentulous (without any teeth), but this per-
centage increased to 23.1% of those over 65 years of age and to 
32.2% over 85 years (CDC, n.d.). Presence or absence of teeth, 
diminished gastric secretion and motility, and diminished sense 
of taste or smell may affect older clients’ ability or desire to eat 
a nutritious diet.

Some of the nutrition-related problems experienced by 
the older population include malnutrition, obesity, elevated 
cholesterol levels, dehydration, and deficiencies in certain 
specific nutrients. Approximately 1.1% of the U.S. popula-
tion 65 to 74 years of age and more than twice as many (2.6%) 
of those age 75 and older were underweight in 2013 (NCHS, 
2014b). As many as 1 million homebound community dwell-
ing elderly may be malnourished (National Resource Center 
on  Nutrition,  Physical Activity, and Aging, n.d.a), and an es-
timated 3,000 U.S. adults die of malnutrition each year (Dray, 
2011).  Contributing factors include decreased appetite or 
difficulty eating, dietary restrictions that limit food choices, 
poverty, reduced social contact, dementia, depression, and 
substance abuse.  Consequences of malnutrition include dimin-
ished immune system function and greater risk for infection, 
poor wound healing, and muscle weakness that may contribute 
to falls and injuries (Mayo Clinic Staff, 2011a).

In 2012, nearly 41% of the U.S. population aged 65 to 74 
years was overweight, and another 29% was obese. Overweight 
and obesity prevalence among those over 75 years of age were 
slightly lower at 30% and 18%, respectively (NCHS, 2014b). 
Older individuals with disabilities are even more likely to be 
obese. Obese and overweight individuals may forgo health care 
due to embarrassment regarding their weight.

Chronic dehydration is another dietary problem that oc-
curs frequently in older populations. Dehydration leads to loss 
of muscle function, depression, altered states of consciousness, 
renal failure, and increased potential for medication toxicity, 
hypo- or hyperthermia, and infection. Dehydration is often 
unrecognized in the elderly, and mortality may be as much as 
seven times higher in dehydrated elders than in the general el-
derly population.

Finally, older clients may be lacking in specific nutrients 
such as iron, protein, and calcium. Calcium, in particular, is 
needed to prevent or ameliorate the effects of osteoporosis. 
Many older women, however, do not know that they should 
continue calcium intake into their older years. Population 
health nurses would assess the nutritional status of individual 
clients as well as that of the general elderly population, includ-
ing factors contributing to malnutrition, dehydration, and 
overweight/obesity in the population.

Other consumption patterns. Other consumption patterns 
that affect the health status of the older adult population in-
clude tobacco, alcohol, and drug use. In 2012, more than 11% 
of people aged 65 to 74 years in the United States reported cur-
rent smoking, and 40.5% reported being former smokers. The 

percentages of current and former smokers were slightly lower 
among people over 75 years of age at 5.7% and 41%, respec-
tively (NCHS, 2014b). Elderly smokers are more likely than 
their younger counterparts to have health-related effects due to 
diminished respiratory function as a result of aging. Many older 
clients believe that smoking cessation will not make much dif-
ference with respect to their health. Smoking cessation at any 
age, however, can have beneficial effects, and population health 
nurses should promote smoking cessation among elderly clients 
who smoke.

Alcohol consumption may also affect the health of the older 
adult population. In 2012, current regular alcohol use was re-
ported by 41.6% of Americans aged 65 to 74 years and 30% 
of those over 75 (NCHS, 2014b), and in 2009, binge drinking 
was reported by nearly 4% of those over age 65 (Kanny, Liu, & 
Brewer, 2011).

Misuse of other drugs may also occur among the elderly, 
and the negative effects of drug use accumulate over time. 
 Opioids and benzodiazepines are among the mostly commonly 
abused drugs in the older population. Prescription drug abuse 
in the U.S. elderly is expected to increase by 190% from 911,000 
people affected in 2001 to 2.7 million by 2020. Ten percent of 
people who sought treatment for substance abuse disorders 
in 2005 were over 50 years of age (Johns Hopkins Medicine, 
2010). An estimated 4.4 million U.S. seniors are expected to 
need substance abuse treatment by 2020 compared to only 
1.7 million in 2000. Treatment needs are expected to double 
in Europe (Roe, Beynon, Pickering, & Duffy, 2010). Unfortu-
nately, treatment programs for older adults are often lacking 
and detoxification programs pose special hazards for the older 
population. Population health nurses would assess the older 
population for levels of substance use and abuse as well as the 
availability of smoking cessation and substance abuse treat-
ment services targeted at this population.

Physical activity. As with their perceptions of the need for 
continued calcium intake, many older people do not believe 
they need to engage in much physical activity. Physical activity 
by older adults, however, has been shown to prevent disability 
and improve overall health and functional ability.

Physical activity provides both physical and psychological 
benefits for older clients. In the physical realm, exercise con-
tributes to improved cardiovascular function, better control of 
hypertension and hyperlipidemia, and prevention of osteopo-
rosis. Additional physical benefits include reduction in diabetes 
risk; increased muscle, bone, and joint strength; and decreased 
risk of falls. Psychologically, physical activity contributes to 
emotional well-being and improved self-assurance and self-
concept and may be linked to improvements in cognition. 

In spite of evidence regarding the benefits of physical activity, 
many older adults remain sedentary. According to 2012 figures, 
large numbers of people over 65 years of age failed to engage 
in recommended levels of physical activity. More than half met 
neither aerobic activity nor strengthening activity goals out-
lined in Healthy People 2020 (NCHS, 2014b). In fact, research 
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suggests that older people engage in purposive self-limitation of 
activity, more often spending time socializing, relaxing, reading, 
or watching television than in physical activity such as sports, 
exercise, and recreational activities (Guo & Phillips, 2010).

Sexuality. Sexuality considerations related to the older popula-
tion include knowledge, attitudes, values, and behaviors, as well 
as changes in anatomy and physiology due to the aging process. 
Primary health care providers often assume that older clients 
are asexual and rarely discuss sexual issues with members of 
the older adult population. Evidence suggests that, despite these 
perceptions, sexuality continues to be an area of importance for 
many older people.

Older clients may also have concerns regarding sexual dys-
function. Because most older people grew up in an era when 
sexuality was not a topic for discussion, they may find it dif-
ficult to talk about such concerns with health care providers. 
As we saw in Chapter 17 , many of the medications used to 
treat chronic diseases common in the elderly cause impotence 
in men. Similarly, aging may decrease vaginal secretions, mak-
ing intercourse painful for older women (Chapter 18 ). Both 
older men and women may experience diminished sexual in-
terest, which may interfere with marital intimacy.

Medication use. Medication use and misuse are significant 
factors in the health of the older adult population. Medication 
use is increasing among the elderly. National data indicate that 
nearly 90% of all people over 65 years of age use at least one 
prescription drug, with greater use among women than men. 
In 2007–2010, 47.5% of people over 65 years of age used five or 
more prescription drugs. The most commonly used drug cat-
egories among the elderly were cardiovascular and cholesterol 
lowering medications (NCHS, 2014a).

In addition to taking multiple prescription medications, 
older adults may also use a variety of over-the-counter (OTC) 
medications and herbal therapies, compounding the poten-
tial for drug interactions and adverse reactions. A 2010 survey 

by AARP and the National Center for Complementary and 
 Alternative Medicine (NCCAM) indicated that half of respon-
dents over 50 years of age had used some form of comple-
mentary or alternative medicine (CAM) at some point in their 
lives, and 47% had used CAM in the prior year. Among these 
people, 37% reported using herbal preparations. Frequent rea-
sons given for CAM use included health promotion and illness 
prevention, pain relief, treatment of specific diseases, or to sup-
plement conventional medicine. More than two thirds of the 
respondents did not inform their primary health care providers 
about their CAM use often because providers did not ask about 
CAM use and clients did not think to bring it up or feared pro-
vider disapproval (AARP & NCCAM, 2011).

In addition to the combination of multiple drugs, OTC 
medications, and herbal remedies, medication use in the el-
derly is complicated by the effects of aging. As age increases, 
changes occur in drug metabolism that increase the risk of ad-
verse reactions and overdose.

Older clients may also have difficulty taking medications as 
recommended. An estimated 50% of the elderly have difficulty 
adhering to medication regimens. Medication misuse and non-
adherence have been linked to poor control of many chronic 
health conditions and preventable hospital admissions and 
emergency department visits (American College of  Preventive 
Medicine, 2011). Possible reasons for lack of adherence to 
treatment regimens are presented in Table 19-8• .

The Focused Assessment provided on page 499 can guide 
evaluation of medication use in elderly clients.

Other health-related behaviors. Population health nurses 
should also assess the extent of other health-related behaviors 
by individual clients and within the older population. Behaviors 
of particular interest include safety practices, driving, and ob-
taining immunizations. Population health nurses would assess 
the extent of use of safety devices and practices. For example, 
do older clients wear good fitting footwear to help prevent falls? 
Similarly, do they use assistive devices as appropriate to foster 
mobility while minimizing the risk of falls?

As noted earlier, continued ability to drive a car is an area 
of concern for many older people. Driving helps older adults 
maintain their independence. In 2009, there were 33 million 
drivers over the age of 65 on U.S. streets and highways. Older 
adults are more likely than younger ones to sustain injuries in 
motor vehicle accidents, and in 2008, vehicular accidents killed 
5,500 U.S. elders and injured another 183,000 (NCIPC, 2013a). 
Fortunately, most older adults engage in safe driving habits, 
wearing seatbelts, and driving only in safe weather conditions. 
In addition, older drivers are less likely to drive while under the 
influence of alcohol. Older people may not, however, recognize 
the risks posed by many medications in terms of drowsiness or 
dizziness. Population health nurses should assist older clients 
and their families to determine when continued driving is no 
longer safe. They can also assist older people in finding alter-
nate forms of transportation and advocate for the availability of 
transportation services for this population.

Physical activity is an important element of physical and mental 
health. (Monkey Business/Fotolia)
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As noted earlier, population health nurses assessing the health 
of older populations should assess the immune levels within the 
population. They should also examine the extent to which older 
people avail themselves of recommended immunizations. In 
2011, national coverage for pneumococcal disease among people 
over 65 years of age was only 62% (Williams et al., 2013), and 
during the 2012–2013 influenza season, only 66.7% of this popu-
lation were immunized (National Center for Immunization and 
Respiratory Diseases, 2013). Similarly, only slightly over half 
of older Americans were up to date on tetanus immunizations 
(Williams et al., 2013). Behavioral determinants affecting the 
health of the older population can be assessed using the ques-
tions posed in the Focused Assessment on the next page.

HEALTH SYSTEM DETErMiNANTS. The demand for 
health care services increases significantly in older people. Most 
of this increase is due to the multiple chronic illnesses experi-
enced by older adults. For this reason, early diagnosis and effec-
tive treatment of chronic illness can help decrease the societal 
burden of care for the elderly.

The concept of “aging in place” was conceived as a way of 
improving the quality of life for older adults and of decreasing 
the cost burden of their care by maintaining older individuals in 
their homes whenever possible and providing care in the least 
expensive setting. Aging in place means being able to remain in 
one’s home despite challenges posed by aging or health- related 
conditions (MetLife, 2010). Based on a Metropolitan Life 

TAbLE 19-8 Categories of Factors influencing Nonadherence Among Older Clients

Category influencing Factors

Patient-related factors •	Visual,	hearing,	or	cognitive	impairment	(including	developmental	disability	or	dementia)
•	Limited	dexterity
•	Difficulty	swallowing
•	Difficulty	remembering
•	Lack	of	disease	knowledge	and	understanding	of	need	for	therapy
•	Denial	of	condition	or	need	for	therapy
•	Level	of	self-efficacy
•	Motivation
•	Fear	or	experience	of	adverse/side	effects
•	Fear	of	dependence
•	Feelings	of	stigmatization
•	Anxiety,	stress
•	Depression/mental	health	disorder
•	Substance	abuse

Social factors •	Language	barriers
•	Low	health	literacy
•	Lack	of	social	support
•	Difficulty	incorporating	compliance	into	daily	schedules
•	Lack	of	pharmacy	access
•	Cultural	beliefs	and	attitudes
•	Elder	abuse

Economic factors •	Medication/copayment	costs
•	Lack	of	health	insurance/drug	coverage

Condition-related factors •	Absence	of	symptoms
•	Lack	of	immediate	benefit
•	Need	for	unwanted	behavioral	changes

Therapy-related factors •	Complexity	of	regimen
•	Need	to	master	certain	cognitive	or	psychomotor	skills	(e.g.,	dosage	calculation,	use	of	

monitoring devices)
•	Duration	of	therapy
•	Frequent	changes	in	therapy
•	Perceived	social	stigma	attached	to	therapy

Health system-related factors •	Quality	of	relationships	with	providers
•	Extent	of	provider	communication	skills
•	Lack	of	positive	reinforcement
•	Lack	of	educational	capacity	in	health	system
•	Failure	to	tailor	educational	materials	to	client	literacy	or	education	level,	culture
•	Client	frustration	with	quality	of	care,	wait	times,	etc.
•	Lack	of	continuity	of	care

Source: American College of Preventive Medicine. (2011). Medication adherence—Improving health outcomes: A resource from the American College of Preventive 
Medicine. Retrieved from http://c.ymcdn.com/sites/www.acpm.org/resource/resmgr/timetools-files/adherenceclinicalreference.pdf
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Insurance Company Mature Market Institute report (MetLife, 
2010), three foci are required for effective aging in place in the 
United States. The first is a focus on maintaining the indepen-
dence of the older person. The second requires more economi-
cal use of available resources, and the third addresses the need 
for coordinated, comprehensive, collaborative relationships 
between providers and businesses to support aging in place. 
Provision of comprehensive coordinated services will require 
access to health care and other services, mechanisms for fund-
ing prescription and other coverage to meet health-related 
needs, and the availability of infrastructure support that allows  
older people, even those with multiple health problems to re-
main in their own homes. An additional health system deter-
minant that influences the health of the older populations is 
the quality of interactions with health care providers.

Health care access. Access to health care services for older 
Americans has improved significantly since the advent of 
 Medicare in the 1960s. In 2012, Medicare provided health in-
surance coverage for 93% of the U.S. population over 65 years 
of age, and 9% of the population also received Medicaid funded 
services. Overall, 98% of the population 65 years of age and old-
er had some form of health insurance (AoA, 2013a).

The costs of health care to those without insurance can be 
prohibitive. Even with insurance, costs of care may impede 
access. For example, in 2011, the average out-of-pocket ex-
penditure for health-related expenses was $4,769, an increase 
of 40% from 2000 figures (AoA, 2013a). A couple retiring 
at age 65 in 2013 will need an estimated $240,000 to cover 
health-related expenses over the remainder of their lives, and 
this figure does not even account for possible long-term care  

FOCUSED ASSESSMENT Assessing Medication Use in Older Clients

•	 Does	the	client	comply	with	other	directions	regarding	
medications (e.g., not taking with dairy products)?

•	 Is	the	client	aware	of	potential	food–drug	interactions	or	
drug–drug interactions?

•	 Are	medications	achieving	the	desired	effects?

•	 Is	the	client	experiencing	any	medication	side	effects?

•	 What	is	the	client	doing	about	medication	side	effects,	if	
any?

•	 Is	the	client	exhibiting	symptoms	of	any	adverse	medication	
effects?

•	 Is	the	client	taking	prescribed	medications?

•	 Is	the	client	taking	over-the-counter	(OTC)	medications?

•	 Is	the	client	using	any	complementary	or	alternative	
therapies? If so, is there potential for interactions with 
prescription medications?

•	 Are	any	of	the	client’s	medications	contraindicated	by	
existing health conditions?

•	 Do	OTC	medications	potentiate	or	counteract	prescription	
medications?

•	 Do	prescription	medications	potentiate	or	counteract	each	other?

•	 Does	the	client	take	prescription	and	OTC	medications	as	
directed (e.g., correct dose, route, time)?

FOCUSED ASSESSMENT Assessing behavioral Determinants 
influencing the Health of Older Populations

•	 To	what	extent	do	members	of	the	elderly	population	employ	
safety precautions such as seat belt use?

•	 What	proportion	of	the	elderly	population	drives?	What	
is the incidence of motor vehicle accidents among this 
population?

•	 What	prescription	and	OTC	medications	are	typically	taken	
by elderly clients? What is the incidence of adverse events 
due to inappropriate medication use in the population?

•	 What	are	the	typical	dietary	patterns	among	the	elderly	in	
the population? What is the extent of obesity in the elderly 
population? What nutritional deficits are prevalent in the 
elderly population?

•	 What	is	the	extent	of	smoking,	alcohol,	and	drug	use	in	the	
elderly population? What are the treatment rates for alcohol 
and drug abuse?

•	 To	what	extent	do	members	of	the	elderly	population	
engage in health-related behaviors such as testicular self-
examination, mammography, and so on?
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expenses (Hamilton, 2013). More than three fourths of AARP 
members surveyed in 2012 indicated that paying for health 
care expenses was one of their biggest concerns (AARP, 
2012b).

Some older adults also have no regular source of health care. 
In 2012, for example, nearly 4% of those aged 65 to 74 years 
and 2.8% of those over 75 had no usual source of care. Emer-
gency departments were relied on for routine health care for 
1.6% of those 65 to 74 years of age and 1.5% of those over age 
75 (NCHS, 2014b). In 2012, 2.4% of older Americans reported 
failing to obtain needed health care services due to costs (AoA, 
2013a).

Prescription drugs. Two elements of the health care system 
related to prescription drugs affect the health of older popula-
tions. The first is prescription of inappropriate drugs, and the 
second is the cost of medications.

A recent systematic review of related research (Opondo 
et al., 2012) indicated that more than 20% of prescriptions 
provided to elderly patients in primary care settings were in-
appropriate. Inappropriate medications most often prescribed 
included propoxyphene, doxazosin, diphenhydramine, and 
amitriptyline. The latter two medications have the greatest 
potential for adverse effects. The authors suggested that com-
puterized clinical decision support systems could reduce the 
prevalence of inappropriately prescribed medications. Table 
19-9• provides information on selected drugs that should be 
used with caution among older clients.

The cost of prescription drugs is one of the impediments to 
medication compliance among the elderly. Overall the cost of 

drugs per Medicare beneficiary in the United States increased 
almost fourfold from 1992 to 2008, to an average per person 
cost of $2,834 in 2008. Much of this increase can be attributed 
to increased prices of medications rather than increased num-
bers of prescriptions.

Drug costs vary significantly among older clients, with 6% 
of U.S. elders incurring no costs in 2008 and 15% incurring 
costs of $5,000 or more. Costs also vary by health status. For 
example, in 2008 the average drug cost for persons with no 
chronic conditions was $1,230, compared to $5,300 for those 
with five or more chronic conditions (Federal Interagency Fo-
rum on Aging-Related Statistics, 2012).

Prior to 2006, prescription drug costs were born out-of-
pocket by most elderly. In January 2006, however, Medicare 
Part D was initiated to subsidize prescription medications 
for part D subscribers. Part D included two options: enroll-
ment in a stand-alone drug plan or enrollment in a Medicare 
 Advantage managed care program that includes prescription 
drug benefits (Centers for Medicare and Medicaid Services 
[CMS], 2014). For further information about Medicare Part D 
drug coverage, see the External Resources section of the stu-
dent resources site.

The advent of Medicare Part D prescription drug cover-
age substantially reduced out-of-pocket costs for medications, 
from 60% of costs in 1992 to 23% of costs in 2008. From June 
of 2006 to October 2011, the number of Medicare beneficiaries 
enrolled in Part D prescription drug plans increased from 18.2 
million to 23.8 million people or 38% of all Medicare benefi-
ciaries (Federal Interagency Forum on Aging-related Statistics, 
2012).

TAbLE 19-9 Hazardous Medications for Older Clients

Drug Classification Specific Medications Potential Hazard

Analgesics Meperidine, pentazocine, propoxyphene Confusion, hallucinations
Anticholinergics/antihistamines Chlorpheniramine, diphenhydramine, hydroxyzine, 

cyproheptadine, promethazine, tripelennamine, 
dexchlorpheniramine

Confusion, delirium, blurred vision, constipation, 
dry mouth, lightheadedness, urinary difficulty or 
incontinence, hallucinations, tachycardia

Anticoagulants Warfarin, Coumadin Bleeding, particularly with malnutrition, low albumin 
levels, interactions with Cipro, phenytoin, amioda-
rone, cephalosporins, high-dose penicillins, aspirin, 
barbiturates, cholestryamine, Lovenox, herbals 
(Ginkgo biloba, garlic), and high vitamin K foods

Increased risk of serious injury with falls
Antihypertensives Alpha-blockers, beta-blockers, diuretics Orthostatic hypertension, sedation and depression, 

confusion, impotence, constipation
Cardiotonics Digoxin Increased risk of toxicity, arrhythmias
Diuretics Potassium losing diuretics Hypokalemia
Hypoglycemics Insulin, Metformin Hypoglycemia, vision changes
Nonsteroidal anti-inflammatory drugs 
(NSAIDS)

Naproxen, oxaprozin, piroxicam GI bleeding, renal failure, high blood pressure, 
heart failure

Psychoactive drugs Sedative/hypnotics, antidepressants, anxiolytics, 
antipsychotics, psychoactive stimulants

Increased risk of falls and other injuries, GI effects

Data from: Zwicker, D. A., & Fulmer, T. (2012). Reducing adverse drug events. In M. Boltz, E. Capezuti, T. Fulmer, & D. Zwicker (Eds.) Evidence-based geriatric nursing 
protocols for best practice (4th ed., pp. 324–362). New York, NY: Springer.
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Initiation of Medicare Part D prescription drug coverage 
did not entirely eliminate the problem of high drug costs for 
seniors, however. Coverage provisions created a “doughnut 
hole” in which clients paid the bulk of the costs of prescription 
coverage. The doughnut hole was entered when the beneficiary 
had incurred $2,250 in annual drug costs. Once total costs 
had exceeded $5,100 in a year, Part D benefits resumed with 
a small copayment of approximately 5% of costs. In 2010 the 
 Affordable Care Act (ACA) was enacted, provisions of which 
are intended to gradually reduce the effects of the doughnut 
hole and eliminate it entirely by 2020 (AARP, n.d.). From the 
passage of the act until October 2011, ACA resulted in more 
than $464 million in savings on prescription drug costs for the 
American elderly (Reid, 2011). For 2014, Part D enrollees paid 
the basic premium for their specific Part D plan plus a max-
imum deductible amount of $310, as well as a copayment (a 
flat fee for each prescription) or co-insurance (a percentage of 
the cost of the prescription) until total drug costs for the year 
reached $2,850. From that point until drug costs for the year 
totaled $4,550, the beneficiary paid 47.5% of the cost of brand-
name drugs and 72% of the cost of generic drugs. Beyond the 
doughnut hole, the beneficiary pays only a small copayment for 
each prescription (CMS, 2014).

Infrastructure support. Infrastructure support factors that 
affect the health of older populations arise out of environment, 
sociocultural, and health system determinants. For example, 
housing modifications that accommodate diminished func-
tional status (e.g., ramps versus stairs, home safety features) 
are environmental factors that can allow people to remain at 
home and continue to be independent. Similarly, transporta-
tion systems that meet the needs of the elderly who are no 
longer able to drive and policies that support in-home as-
sistance are sociocultural determinants that foster aging in 
place. Within the health care system, the availability of home 
health and care management services, durable medical equip-
ment, home telehealth services, and respite services for care-
takers are examples of factors that can support aging in place 
(MetLife, 2010).

Client–provider interactions. Another major health system 
consideration that affects the health of older populations is the 
quality of interactions with health care providers. These inter-
actions are shaped by knowledge and attitudes on the part of 
providers as well as clients. As reflected in the discussion of in-
appropriate prescriptions given to older adults, some providers 
do not have the knowledge or expertise to provide effective care 
to this population.

Difficulties in client–provider interactions may also arise 
from communication barriers and lack of empowerment of 
older persons. Health care providers may be particularly prone 
to attempting to make decisions for older clients based on per-
ceptions of what is “in their best interests.” Empowerment of 
older clients was addressed earlier as a sociocultural determi-
nant of health in older clients.

Barriers to effective communication between older clients 
and health care providers may stem from client attitudes and 
abilities or from provider characteristics. Client attributes that 
may impede communication include diminished communi-
cation abilities due to declining hearing, vision, or cognitive 
ability; diminished self-worth; and lack of knowledge about 
health-related issues. Provider-related barriers may include 
ageist attitudes and discrimination, as well as lack of knowl-
edge and expertise regarding the needs of and interventions 
appropriate to older clients. Lack of health literacy on the part 
of clients and failure of providers to consider literacy issues 
may also impede communication.

Differences may also arise from the primary foci of providers 
and clients. Providers tend to focus on disease and its treatment, 
whereas the primary focus of many older clients is on quality 
of life. An additional barrier to communication between health 
care providers and older clients is a phenomenon called “elder 
speak.” Elder speak is an approach to communication with the 
elderly that conveys a message of incompetence and control 
and may take one of two forms: excessively nurturing commu-
nication and controlling communication. Elder speak may be 
characterized by a slow rate of speech, exaggerated intonation, 
elevated pitch and volume, frequent repetition, and the use of 
simple vocabulary and grammar. Other characteristics may in-
clude use of inappropriate terms of endearment (e.g., “honey” or 
“sweetie”), use of the plural pronoun “we,” and use of questions 
that prompt a specific answer (e.g., “you want to wear this pretty 
blue sweater, don’t you?”) such as one might use with a child. 
Research has indicated that a significant proportion of commu-
nication occurring in nursing home settings involves elder speak, 
and older clients in both institutional and home settings report 
they perceive the use of such speech as demeaning, patronizing, 
or implying incompetence. In one study, the use of elder speak 
was closely related to resistiveness to care among patients with 
dementia, while normal speech was related to cooperation with 
care  (Williams, Herman, Gajweski, & Wilson, 2009). 

Information on access to health care as well as use of health 
care services can be obtained from local providers as well as 
community surveys of the elderly population. Community sur-
veys and health institutions can also provide information on 
the extent or lack of health care insurance in the older popula-
tion. Information on the quality of interactions between pro-
viders and older clients, however, is likely to be available only 
through community surveys or small-scale qualitative studies 
involving participant observation or interviews. Focused As-
sessment questions related to the health system determinants 
of health in older populations are provided on the next page.

Diagnostic Reasoning and Care of Older 
Populations
Once the population health nurse has determined the extent 
to which factors in each category of determinants of health are 
affecting the health of the older population and determined 
what those effects are, he or she would derive population nurs-
ing diagnoses related to the population’s health status. These 
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diagnoses would reflect the problems identified in the elderly 
population as well as the availability of resources within the 
community to address these problems.

Nursing diagnoses may be either positive or negative. An 
example of a positive diagnosis might be: “community ability 
to maintain older clients in their own homes due to the avail-
ability and accessibility of assistance with ADLs.” Positive di-
agnoses usually indicate that no further nursing intervention 
is needed, but that the health status of the population in this 
area should continue to be monitored. A negative diagnosis 
might be “lack of assistance with ADLs for older persons with 
functional disabilities.” In this instance, the diagnosis would 
indicate the need for intervention by nurses and others in the 
community to resolve the identified problem.

Planning to Meet the Health Needs  
of Older Populations
Planning to meet the health care needs of older clients may 
involve health promotion, illness and injury prevention, reso-
lution of existing health problems, or health restoration ser-
vices. Major emphases in planning health care for older clients 
should be on successful aging and promotion of self-care. As 
noted earlier, aging can result in loss of functional abilities, 
stamina, and so on, but these losses can be balanced to achieve 
successful aging. Health care for older clients should be based 
on the standards for gerontological nursing practice developed 
by the American Nurses Association (2010). For further infor-
mation about the standards, see the External Resources section 
of the student resources site.

General recommendations for addressing the health needs 
of the older population in the United States have been delin-
eated in the Guide to Community Preventive Services. These 
recommendations include the following: (CDC, AoA, AHRQ, 
& CMS, 2011):

•	 Reducing	out-of-pocket	costs	for	care
•	 Increasing	annual	wellness	visits
•	 Providing	routine	reminders	for	immunizations	and	recom-

mended screening tests

•	 Using	“small”	media	(e.g.,	newspapers,	radio)	to	raise	health	
awareness

•	 Tailoring	health-related	messages	to	individual	needs	and	
risk factors

•	 Initiating	standing	orders	to	prevent	missed	opportunities	
for preventive services

•	 Reducing	structural	barriers	to	access	to	care	(e.g.,	distance,	
hours of operation, availability of respite services)

•	 Expanding	access	to	care	beyond	traditional	health	care	sites	
to community locations

•	 Providing “one-stop shopping” for health care services
Considerations related to each specific level of health care 

are discussed below.

HEALTH PrOMOTiON. Health promotion among the el-
derly is imperative for several reasons. First, they are the fastest-
growing segment of the population. In addition, they exhibit 
the highest prevalence of chronic illness, and finally, they use 
the majority of health care services. Increasing longevity neces-
sitates a focus on health promotion and illness prevention; how-
ever, these aspects of care are often neglected among the elderly 
in the mistaken belief that there is little benefit to be gained for 
people who may already have multiple chronic illnesses.

Health promotion often depends on changes in health-
related behaviors. Although we often think about behavioral 
change as occurring at the individual-client level, behavior-
related interventions should actually occur at three levels: in-
dividual, community, and national. Population health nurses 
can be particularly active in promoting activity at each of these 
levels. At the individual level, population health nurses can 
educate clients to take steps to modify dietary and physical 
activity behaviors to promote health. At the community level, 
initiatives can be undertaken to change environmental factors 
that influence health-related behaviors. These initiatives may 
include public policy interventions such as designing com-
munities to promote safe opportunities for physical activity by 
all age groups, but particularly for the elderly. At the national 
level, comprehensive campaigns can be undertaken to address 
widespread behavior change among either clients (e.g., the 

FOCUSED ASSESSMENT Assessing Health System Determinants 
influencing the Health of Older Populations

•	 What	preventive	and	restorative	health	care	services	are	
available to members of the elderly population? To what 
extent are these services used by the population? How 
adequate are these services in meeting the needs of the 
elderly population?

•	 To	what	extent	are	palliative	services,	end-of-life	care,	and	hospice	
services available and accessible to the elderly population?

•	 What	proportion	of	the	elderly	population	has	a	regular	
source of health care?

•	 What	is	the	level	of	insurance	coverage	among	the	elderly	
population (e.g., Medicare A and B, supplementary 
insurance)?

•	 To	what	extent	are	medication	needs	covered	by	insurance	
plans among the elderly population?
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recent campaign on weight control and physical activity) or 
health care providers (e.g., the development of national guide-
lines for preventive activities).

Population health nurses may need to actively advocate for 
the availability of health promotion services to older clients. 
They may also need to advocate among the elderly population 
to foster use of these services. General aspects of health pro-
motion in the older population include maintaining indepen-
dence and life resolution. More specific considerations include 
nutrition, rest and physical activity, and health promotion for 
caregivers.

Maintaining independence. Because of physical and  economic 
limitations, it is sometimes difficult for older persons to main-
tain their independence. Decreased income and physical inabil-
ity to care for themselves sometimes force older clients to give up 
their own residence and live with family members. Whatever the 
living arrangements of older clients, population health nurses 
should assist them to maintain the highest degree of indepen-
dence possible. Some older clients may be able to continue to live 
alone if referred to supportive services such as homemaker aides, 
transportation services, and Meals-on-Wheels.

Maintaining independence may demand new approaches to 
doing things. For example, when physical limitations prohibit 
typical self-care activities, such as bathing or washing dishes, 
due to inabilities to turn on stubborn taps, population health 
nurses can suggest replacing twist-type faucet controls with le-
ver taps or using a dishcloth or nonslip material to grip the tap 
handle. Developing new approaches to self-care first involves 
identification of the underlying problem and development of 
alternative techniques to achieve one’s goals. Elders should be 
encouraged to do as much as possible for themselves and have 
outside assistance provided only when needed. Modifications 
in storage facilities to place frequently used items in handy 
locations may help as will the use of assistive devices such as 
“grabbers.” In other cases it may be helpful to simplify tasks 
(e.g., putting all tooth brushing needs in the same place). De-
cluttering areas and placing items in the sequence in which 
they are usually used may also be helpful. In addition, spread-
ing active tasks throughout the day or week with ample time 
for rest or when pain is at a minimum may help to conserve 
client’s energy and minimize discomfort. Environmental ad-
aptations such as raised toilet seats, ramps rather than stairs, 
or moving to single-level housing may also promote continued 
independence (Swann, 2010).

When older persons are living with family members, the 
nurse can encourage family members to foster independence 
in the client. This may mean encouraging families to assign 
specific roles within the household to the older family mem-
ber. Population health nurses can also be actively involved in 
designing and implementing programs intended to assist older 
clients to age in place.

Life resolution. Creating meaning for one’s life is one of the 
developmental tasks to be accomplished by older adults. This 

entails developing a personal set of goals and the ability to view 
one’s life as having been productive. Reminiscence is one way 
of accomplishing life resolution and achieving positive feelings 
about one’s own life. The population health nurse must rec-
ognize and foster older clients’ need to reminisce and should 
encourage family members to do so as well. This is sometimes 
difficult given the nurse’s busy schedule and the number of cli-
ents who need to be seen; however, nurses should be able to 
find some time during interactions with older clients to listen to 
these reminiscences and to help clients reflect on their lives. In 
spite of cognitive losses, reminiscence or “life review” has also 
been shown to be effective with some clients with Alzheimer’s 
disease (Chao, Chen, Liu, & Clark, 2008).

Nutrition. Adequate nutrition is important for the older popu-
lation to maintain health, prevent disease, and prevent further 
effects of existing chronic conditions. Adequate nutrition for 
health promotion frequently entails a reduction in caloric in-
take. Despite reduced caloric needs, older adults continue to 
require a balance of all other nutrients. Nutritional deficits are 
most frequently noted for calcium; iron; vitamins A, D, and C; 
the B vitamins riboflavin and thiamine; and dietary fiber. Popu-
lation health nurses can promote the health of older clients by 
educating this population regarding their nutritional require-
ments.

Other, more general interventions may also be needed to 
improve older clients’ nutritional status by eliminating im-
pediments to good nutrition. For example, social isolation 
may need to be addressed because people tend to eat better in 
company with others. Older clients can be referred to senior 
nutrition centers, or family members can be encouraged to 
drop by at mealtimes to eat with older clients who live alone. 
Interventions may also be required to deal with nausea, poorly 
fitting dentures, or other factors that may impede good nutri-
tion. Population health nurses may also need to be active in the 
development and implementation of programs to meet the nu-
tritional needs of the older population where these services do 
not already exist, or in increasing access to existing services for 
underserved segments of the population.

As noted earlier, a significant proportion of the U.S. elderly 
population is obese and another group is undernourished. 
Worldwide, malnutrition is a common problem among se-
niors. The Older Americans Act nutrition program has been 
designed to provide an integrated diet and exercise program for 
the older population. The program serves a threefold purpose: 
to reduce hunger and food insecurity among older Americans, 
to promote socialization, and to promote health and well-being 
through access to nutrition and other health promotion and ill-
ness prevention services (AoA, 2013b).

The Older Americans Act (OAA) funds three types of nu-
trition programs for the elderly: congregate nutrition services 
(e.g., lunches in senior centers or other locales), home- delivered 
services, and the Nutrition Services Incentive Program (NSIP) 
that provides additional funds to states and territories and eli-
gible tribal organizations for the purchase of food for senior  
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nutrition programs. NSIP funds can be used only for food 
 purchase and not for preparation or other nutrition-related 
services, such as nutrition education (AoA, 2013b). The 
 National Resource Center on Nutrition, Physical Activity, and 
Aging (n.d.b) has developed a two-part guideline to assist com-
munities in developing senior nutrition programs. For further 
information about the guidelines, see the External Resources 
section of the student resources site.

Physical activity and rest. Many people believe that the need 
for exercise decreases with age; however, older people need 
exercise as much as their younger counterparts. CDC (2014c) 
recommendations for physical activity among older adults in-
clude muscle strengthening that works all major muscle groups 
on 2 or more days a week and either 150 minutes of moderate 
intensity aerobic activity or 75 minutes of vigorous-intensity 
aerobic activity or an equivalent combination of moderate and 
vigorous activity per week. Older clients can be encouraged to 
spread their activity over the day or week to avoid fatigue and 
discomfort.

Unfortunately, members of the older adult population of-
ten fail to engage in recommended physical activity. Barriers to 
physical activity among the elderly include lack of time, pain, 
boredom, fatigue, unsafe environments, fear of injury, lack of 
awareness of the need to exercise, environments not conducive 
to physical activity, and failure to set reasonable exercise goals. 
Population health nurses can help design and provide physical 
activity programs for older adults that address these barriers. 
Community-based exercise programs can have positive effects 
on physical activity among older clients.

The quality of rest is another consideration in caring for 
the older adult population. Many older adults experience in-
somnia that may be due to underlying disease states, medica-
tions, or use of alcohol, tobacco, or caffeine. Interventions that 
may assist clients with insomnia include treating underlying 
diseases, keeping a sleep log to determine possible triggers to 
wakefulness, adjusting medication regimens as needed, and 
promoting good sleep hygiene. The last can be accomplished 
by promoting exercise (particularly outdoor activity); increas-
ing exposure to light; avoiding alcohol, tobacco, and caffeine 
after midafternoon; avoiding daytime naps if possible; and not 
working in bed. Other possible interventions include develop-
ing a relaxing bedtime routine, promoting pain control, and 
reducing ambient lighting an hour or so before bed (Hulisz & 
Duff, 2009). Population health nurses can educate clients with 
sleep problems regarding these strategies. They should also 
caution clients regarding the potential adverse effects of the 
use of over-the-counter sleep aids and herbal supplements be-
cause of their interactions with many prescription medications. 
Nurses may also refer clients for medical care of underlying 
diseases or for changes in medications that may be contribut-
ing to wakefulness.

Caregiver health promotion. Health promotion interventions 
may also be required for caregivers of older clients. The Family 

Caregiver Alliance (2012) has developed several foci and action 
steps to enhance caregiver health and well-being as presented 
in Table 19-10•. Population health nurses can assist caregivers 
to attend to their own needs and engage in the suggested activi-
ties. Population health nursing interventions related to health 
promotion for caregivers as well as for the older population are 
summarized in Table 19-11•. For information on sources of as-
sistance for caregivers, see the External Resources section of the 
student resources site.

iLLNESS AND iNjUrY PrEvENTiON. The second level 
of health care involves strategies to prevent specific illnesses 
and injuries. Several barriers to illness and injury prevention 
in older populations have been identified (Ogden, Richards, & 
Shenson, 2012). These include lack of insurance coverage and 
out-of-pocket costs for preventive services, although this has 
been somewhat minimized by preventive health provisions of 
the Affordable Care Act. For example, in 2011, 17 million older 
Americans received preventive services funded without copay-
ments under ACA (Reid, 2011). Other barriers to preventive 
services include lack of providers knowledgeable about geriat-
ric prevention needs, lack of coordination of services, and low 
health literacy and education levels including language difficul-
ties. Another barrier is the existence of multiple comorbidities 
that require complex management (Ogden et al., 2012). For 
example, limited ability to stand and move makes it difficult to 
obtain a mammogram without specialized equipment. Major 
considerations in illness and injury prevention for the elderly 
to be addressed here include elimination or modification of risk 
factors and prevention of specific diseases, injury and abuse 
prevention, prevention of incontinence, and immunization.

Risk factor modification. Population health nurses assist 
older individuals and population groups to modify or elimi-
nate risk factors for disease. This may involve interventions like 

TAbLE 19-10  Activities to Promote 
Caregiver Health

Caregiver Health Promotion Activities

•	Reduce	personal	stress
•	Set	achievable	goals
•	Seek	solutions	to	problems
•	Communicate	constructively
•	Ask	for	and	accept	help
•	Share	personal	concerns	with	primary	care	providers
•	Engage	in	exercise
•	Get	adequate	rest	and	nutrition
•	Accept	and	deal	with	emotions
•	Attend	to	personal	health	needs
•	Participate	in	nurturing	activities
•	Change	negative	views
•	Seek	counselling	as	needed

Source: Family Caregiver Alliance. (2012). Taking care of you: Self- 
care for family caregivers. Retrieved from https://caregiver.org 
/taking-care-you-self-care-family-caregivers
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TAbLE 19-11 Health Promotion Strategies for Older Populations

Area of Focus Health Promotion Strategies

Maintaining independence Participate in the development of services that allow clients to live independently as long as possible.

Promote environments that support independent living by the older population.
Life resolution Encourage reminiscence.
Diet and nutrition Educate public regarding nutritional needs of older adults.

Assure access to nutritional foods.

Eliminate social and environmental barriers to good nutrition.
Physical activity and rest Educate the older population on the need for exercise.

Participate in the development of physical activity programs that address the most common barriers to 
exercise among older clients.

Develop programs to deal with insomnia in the elderly.
Caregiver health promotion Assist caregivers with adjustment to caregiving.

Promote caregiver independence and personal life.

Educate caregivers for needed skills.

Educate and encourage caregivers regarding nutrition, physical activity, and rest.

Educate and assist caregivers to adapt to the effects of aging on their own abilities.

Educate caregivers regarding fall prevention and medication safety.

Refer caregivers for hearing and vision checks and correction services.

Promote social interaction by caregivers.

Refer caregivers to social support networks.

Advocate for and initiate caregiver support networks.

Advocate for and refer to respite care.

Assist caregivers with stress management, referring for professional care as needed.

Assist caregivers to develop good coping skills.

Provide positive reinforcement for caregiver activities.

Assist caregivers with emergency planning and execution of power of attorney.

Assist caregivers in navigating the Internet and judging the credibility of information found; refer for 
assistance with computer literacy skills.

smoking cessation or effective management of existing health 
conditions, such as obesity, diabetes, or hypertension, that are 
risk factors for other conditions like cardiovascular disease and 
stroke. Treatment for diseases that increase older adults risk of 
subsequent health problems will be addressed in the section on 
resolution of existing health problems.

Smoking cessation may be beneficial for the older popula-
tion in preventing smoking-attributable health problems. In 
fact, the U.S. Preventive Services Task Force (USPSTF, 2013) 
has recommended asking all adults about tobacco use and re-
ferring current users to tobacco cessation programs. In addi-
tion to the obvious cardiovascular and respiratory effects, not 
smoking has been associated with decreased risk for colorectal 
and other cancers. A 5As model has been developed to assist 
with smoking cessation in older adults. Elements of this model 
include:

 1. Asking about smoking behaviors
 2. Advising clients regarding the need to stop smoking
 3. Assessing clients’ willingness to stop smoking

 4.  Assisting them with smoking cessation strategies or 
 referral to smoking cessation programs

 5.  Arranging for follow-up to support smoking cessation 
and monitor its effectiveness (AHRQ, n.d.).

Research in nine HMOs has indicated that incorporating 
more than just advising clients to stop smoking is associated 
with better success rates. Unfortunately, older clients are fre-
quently not even advised to stop smoking much less assisted 
with referrals or pharmacotherapy to assist cessation. From 
2002 to 2007, for example, 24% of men and 30% of women over 
65 years of age reported not being counseled to stop smoking 
(CDC, AoA, AHRQ, & CMS, 2011). Population health nurses 
can refer older clients who smoke to smoking cessation pro-
grams or assist in the development of such programs. They 
can also campaign for access to such programs and coverage of 
smoking cessation under health insurance plans.

USPSTF has also made a few other recommendations 
for preventive interventions among older clients (as well as 
screening recommendations, which will be discussed later in 
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this chapter). Preventive recommendations include the use of 
 aspirin to prevent myocardial infarction in men 45 to 79 years 
of age, and women aged 55 to 79 years. Similarly, all sexu-
ally active adults should be counseled regarding prevention 
of sexually transmitted diseases (STDs) whatever their age. In 
addition, exercise or physical therapy has been recommended 
along with the use of vitamin D in people over 65 years at risk 
for falls, but the task force recently rescinded its long-standing 
recommendation to combine supplemental calcium and vita-
min D to prevent fractures citing a lack of sufficient evidence 
of efficacy. Other recommendations include dietary counseling 
for adults with hyperlipidemia. Finally, USPSTF has recom-
mended against the use of hormone replacement therapy to 
prevent osteoporosis and cardiovascular disease in postmeno-
pausal women (USPSTF, 2013). Recommendations change, 
however, with advances in knowledge. For information on 
current prevention recommendations for the elderly, see the 
 External Resources section of the student resources site.

Injury and abuse prevention. Safety and injury prevention are 
areas of significant concern in the care of the older population. 
As we saw earlier, falls and other injuries are major contribu-
tors to disability in older populations. Risk factors for falls in 
the elderly include arthritis, problems with gait or balance, poor 
muscle strength, and vision problems. The risk of falls also in-
creases with the number of medications taken.

Fall prevention education alone has not been particularly ef-
fective in reducing falls in the elderly. One reason is that, while 
older people may accept fall prevention messages, they often 
do not view them as relevant to themselves. Instead, older cli-
ents may be more receptive to messages that emphasize health 
and independence. Elements of fall prevention programs in-
clude assessment for fall risk and tailored interventions based 
on risk factors identified; exercise, such as tai chi; medication 
review for drugs that cause dizziness, drowsiness, or postural 
hypotension, and use of corrective lenses for vision problems 
(CDC, 2013a). Tai chi and other similar exercise programs for 
older populations have been shown to reduce falls by as much 
as half (NCIPC, 2013b). Elimination of safety hazards also 
serves to prevent falls and may include installing handrails and 
lights on stairs and grab bars and nonslip mats in showers and 
tubs; removing throw rugs, cords, and other trip hazards; pro-
viding adequate lighting; using shades and curtains to reduce 
glare; and wearing sturdy shoes, rather than slippers, inside 
and outside (CDC, 2013b).

Safe driving is another area of concern among older clients, 
particularly those with sensory impairments or diminished re-
action times. Strategies for motor vehicle accident prevention 
in this age group include exercise to promote flexibility and 
strength, medication review, and vision assessment. Population 
health nurses can also encourage older clients to drive during 
the day and in good weather, find and plan the safest routes 
ahead of time, and avoid distractions while driving. They can 
also encourage unsafe drivers to use public transit or ride with 
others (NCIPC, 2013a). Unfortunately, transportation services 

for the elderly are often lacking, leaving older populations with 
decreased mobility and diminished opportunities for social 
interaction.

Motor vehicles are also problematic when older people are 
pedestrians. In many areas, the bulk of pedestrian fatalities oc-
cur among elderly individuals. In areas where there are large 
numbers of elderly, nurses can campaign for traffic signals at 
heavily used crossings, strict enforcement of speed limits, and 
public awareness of the presence of older adults.

Population health nurses can initiate and participate in edu-
cation campaigns related to safety issues for the older popula-
tion. In addition, they can support initiatives that promote safe 
environments for the elderly. Finally, they may need to engage 
in activity to promote access to public transportation to meet 
the needs of the elderly, particularly those with disabilities that 
may limit their ability to use existing transportation systems.

Home and neighborhood safety and prevention of elder 
abuse are two other safety concerns with older populations. 
Population health nurses can be active in promoting police 
activity to make neighborhoods safe for older clients to move 
about in them. They may also be involved in the develop-
ment of neighborhood watch programs and in programs to 
alert public safety officials that older clients are residing in 
particular places. This is particularly important for older dis-
abled individuals in the community. For example, nurses can 
participate in the development of programs to identify homes 
with older residents so fire and police personnel can meet their 
special needs in the event of an emergency.

The last area of concern in promoting the safety of older 
clients is preventing abuse and neglect. Risk factors for abuse 
occur at the individual, relationship, community, and societal 
level. Individual level factors related to perpetrators of abuse in-
clude the presence of mental illness, substance abuse, high levels 
of hostility, poor preparation for caregiving activities, assump-
tion of caregiving responsibilities at an early age, inadequate 
coping, and exposure to maltreatment as a child.  Relationship 
factors include financial or emotional dependence on the elder, 
disruptive behavior on the part of the elder, and lack of formal 
and informal support systems. At the community level, limited 
or unavailable formal support services may contribute to abuse. 
Finally, societal factors include social tolerance for aggressive 
behavior, a culture in which individuals are given great free-
dom to make decisions for others, social expectations related 
to family caregiving responsibility, stoic beliefs, philosophies, 
and negative attitudes toward aging and elders (NCIPC, 2014b). 
Population health nurses can assess for the presence of these 
risk factors in individual situations as well as their prevalence 
within the population. They can also make referrals for assis-
tance to modify risk factors and advocate for the availability of 
services to prevent abuse. Specific interventions for preventing 
abuse are discussed in more detail in Chapter 30 . 

Immunization. The Advisory Committee on Immunization 
Practices (ACIP) currently recommends one dose of tetanus 
toxoid, reduced diphtheria toxoid, and acellular pertussis 
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(Tdap) vaccine for all adults, followed by tetanus and diph-
theria toxoid (Td) boosters every 10 years. Other vaccines 
recommended for routine administration for people over 65 
years of age include annual influenza immunization, two dos-
es of chickenpox vaccine, one dose of herpes zoster vaccine 
(HZV) after 60 years of age to prevent shingles, and one dose 
of pneumococcal vaccine. Additional recommendations for 
older adults at particular risk of disease include meningococ-
cal, hepatitis A, and hepatitis B immunization (CDC, 2014d). 
Immunization recommendations are updated, and population 
health nurses can obtain the most recent ACIP recommenda-
tions from the CDC website. 

Population health nurses can be active in providing im-
munization services for older adults as well as in educating 
the older population regarding the need for immunizations. 
Nurses may also be involved in the design of programs and ser-
vices to meet the immunization needs of the older population, 
making sure that all segments of the population have access to 
services. Such services may be provided under standing orders 
in nontraditional settings, such as pharmacies, senior centers, 
and so on, improving the proportion of the older population 
that has access to immunization services.

Incontinence prevention. The last aspect of prevention to be 
addressed here is prevention of incontinence. Urinary inconti-
nence may be prevented by maintaining a healthy weight, re-
fraining from smoking, performing Kegel exercises to strength-
en pelvic floor muscles, preventing constipation, and avoiding 
bladder irritants such as alcohol or caffeine (Mayo Clinic Staff, 
2011b). Preventing fecal incontinence may involve ingesting ad-
equate fiber and preventing constipation, avoiding foods that 
irritate the gastrointestinal tract, establishing a regular time for 
defecation, and stimulating bowel emptying on a regular ba-
sis (International Foundation for Functional Gastrointestinal 
 Disorders, 2013b). Interventions for preventing incontinence, 
as well as other illness and injury prevention strategies are sum-
marized in Table 19-12•.

rESOLUTiON OF ExiSTiNg PrObLEMS. Resolution 
of existing health problems in the older population involves 
screening, diagnosis, and treatment of disease. Because of the 
prevalence of chronic illness, self-management of disease is an-
other important area of emphasis in health problem resolution.

Immunization is an important component of prevention for older 
adults. (Gabriel Blaj/Fotolia)

TAbLE 19-12 illness and injury Prevention Strategies for Older Populations

Area of Focus Strategy

Risk factor modification Educate the older population on the need for and benefits of smoking cessation.
Assist in the development of programs to assist older clients with smoking cessation.

Injury and abuse prevention Educate public regarding safety issues for older adults.

Promote exercise to strengthen muscles, bones, and joints.

Eliminate environmental safety hazards.

Educate older drivers regarding the hazards of driving.

Promote alternative forms of transportation for older adults.

Initiate or promote programs to alert fire and police personnel to older clients in specific residences.

Promote family coping abilities and relieve stress to prevent abuse of older persons.
Immunization Educate older populations regarding the need for immunizations.

Provide immunization services and assure their accessibility to all segments of the older population.

Develop immunization programs in places where older clients are frequently found.
Incontinence prevention Educate older populations regarding diet and physical activity to maintain healthy weight.

Encourage smoking cessation.

Refer for smoking cessation assistance.

Teach clients to perform Kegel exercises.

Encourage avoidance of bladder irritants such as alcohol and caffeine.

Encourage fiber consumption to prevent constipation.
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Screening. Screening is another aspect of care that is often 
 neglected among older clients. Many people believe that it is 
not necessary to engage in early detection of disease because the 
benefits of treatment are minimal among the elderly. A number 
of disease conditions can still be effectively treated in the older 
population, however, if found early enough. For example, older 
adults are perceived to have a poor prognosis for colorectal can-
cer, yet surgery is quite effective following early detection of dis-
ease. Screening procedures recommended by USPSTF (2013) 
for older adults are summarized in Table 19-13•.

Population health nurses can educate older clients regard-
ing the need for routine screening and refer them for screen-
ing services. Clients with particular risk factors or symptoms 
of possible disease should also be referred for screening and 
diagnostic services as appropriate. For example, a population 
health nurse might refer an older immigrant woman with a 
persistent productive cough for tuberculosis screening or re-
fer a client with an elevated blood pressure for possible diag-
nosis and treatment of hypertension. Population health nurses 
may also need to advocate for access to screening services for 
older clients. For example, a nurse might advocate expanding 
breast cancer education and screening programs to target older 
women.

Other authorities recommend additional screening for the 
older population. For example, although the USPSTF has found 
insufficient evidence for the effectiveness of in-depth fall risk 
assessment, geriatric specialists have recommended a brief rou-
tine screening for fall risk, followed by in-depth assessment in 
those who are deemed at risk. Risk factor modification is then 
directed toward individual risk factors. Medicare includes fall 

risk screening in annual preventive care visits (Renfro & Fehrer, 
2011). A tool for fall risk screening and other screening tools 
for use with older clients have been developed by the Hartford 
 Institute for Geriatric Nursing (2013). For information about ge-
riatric fall risk assessment and other best practice interventions, 
see the External Resources section of the student resources site.

Dealing with common health problems. As noted earlier, 
older clients experience a variety of health problems related 
to the effects of aging. They are also subject to problems stem-
ming from chronic and communicable diseases. Resolution of 
problems related to communicable diseases and chronic con-
ditions is addressed in detail in Chapters 26  and 27 . Here 
we will address interventions for some of the routine health 
problems commonly found in older populations. Population 
health nurses can assist individual clients in dealing with these 
problems or educate the older population in general. Some of 
the common problems encountered in caring for older clients 
include skin breakdown, constipation, urinary and fecal incon-
tinence, sensory loss, mobility limitations, pain, and cognitive 
impairment. Additional problems that may be encountered by 
population health nurses working with this population include 
depression, social isolation, abuse and neglect, and substance 
abuse.  Inadequate financial resources and the need for advocacy 
at individual and population levels are also areas that may be 
addressed by means of population health nursing interventions.

Some problems, like fecal and urinary incontinence, chronic 
pain, and cognitive impairment, are particularly distressing to 
clients and their caregivers and warrant specific consideration. 
Generally speaking, behavioral approaches have proven more 

TAbLE 19-13 routine Screening recommendations for Older Populations

Type of Screening recommendation

Abdominal aortic aneurysm One-time screening in men aged 65 to 75 years who have ever smoked
Alcohol misuse All adults, with referral for those with drinking problems
Colorectal cancer All adults aged 50–75 years (fecal occult blood, sigmoidoscopy, and/or colonoscopy)
Depression Older adults in practice settings where follow-up is available
Diabetes mellitus Older adults with blood pressures > 135/80
Elder abuse Insufficient evidence for or against routine screening
Hearing impairment Insufficient evidence for routine screening of asymptomatic persons
Hypertension All older adults
Lipid disorders Men over age 35 and women over age 45 if at risk (total cholesterol and HDL-C)
Mammogram Every 2 years for women aged 50–74 years

Insufficient evidence for routine screening after age 75
Obesity All older adults with referral for those with BMIs over 30 kg/m2

Osteoporosis Women over age 65
Papanicolaou smear Not recommended for women over age 65 with prior normal smears and no risk 

factors
Prostate cancer Not recommended because potential harm outweighs possible benefit of early 

detection
Tobacco use All adult men

Source: U.S. Preventive Services Task Force. (2013). Recommendations for adults. Retrieved from http://www.uspreventiveservicestaskforce.org/adultrec.htm
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effective than medication in reducing urinary incontinence. 
Recommended interventions include decreasing fluid intake 
after the evening meal, Kegel exercises, and eliminating con-
stipation. Additional approaches may include treatment of 
underlying physical causes, use of prescription drugs, or modi-
fication of existing drug regimens. Bladder training may also 
be helpful, including withholding urination to build bladder 
capacity, double voiding (urinating once and then trying to 
urinate again a short while later) to assist with complete emp-
tying of the bladder, and scheduled toileting. More invasive 
therapies are also available, such as urethral inserts and vaginal 
pessaries, injection of bulking agents into tissues surrounding 
the urethral meatus, and nerve stimulators to strengthen pel-
vic muscles, as well as surgical intervention (Mayo Clinic Staff, 
2011b). Population health nurses may refer individual clients 
to such services or advocate for their availability to members of 
the older population.

Population health nurses may also engage in interventions 
to prevent consequences of urinary incontinence, such as use 
of absorbent pads and protective garments. Additional con-
siderations include skin protection through good hygiene and 
use of barrier creams (e.g., petroleum jelly), maintaining a clear 
path to the toilet, and using an elevated toilet seat. In some 
cases structural modifications to living arrangements may be 
needed, such as the addition of another bathroom, or widening 
the bathroom doorway to permit wheelchair or walker access 
(Mayo Clinic Staff, 2011b).

Treatment of fecal incontinence may also employ a variety 
of strategies depending on its cause and severity. Population 
health nurses should encourage clients with incontinence to be 
examined by their primary care provider to identify any under-
lying medical conditions. In addition, population health nurses 
can suggest several dietary changes that may improve con-
tinence. For example, if incontinence is due to watery stools 
or constipation, increasing bulk in the diet may contribute to 
stools that are more formed and easier to control. Conversely, 
for some people, high-fiber diets may have a laxative effect, in-
creasing the problem of incontinence. Specific foods that relax 
the internal anal sphincter (e.g., caffeine-containing beverages 
and foods such as coffee, tea, and chocolate) may need to be 
avoided. Other food and that may contribute to fecal inconti-
nence include fatty meats, fried foods, alcohol, dairy products, 
cured or smoked meat, some fruits and fruit juices (e.g., apples, 
pears, peaches), and artificial sweeteners (National Digestive 
Diseases Information Clearinghouse [NDDIC], 2013; Norton, 
2011).

Keeping a food diary may also allow the client to identify 
other foods that cause problems. Population health nurses can 
educate clients about other dietary strategies that may help, in-
cluding ingesting an appropriate amount of fiber and drinking 
approximately 64 ounces of fluid per day unless fluids are oth-
erwise contraindicated. Fluid intake should consist primarily 
of water; milk and drinks with caffeine, alcohol, or carbonation 
should be avoided (National Digestive Diseases Information 
Clearinghouse, 2013).

Medications may also be used in the control of fecal 
 incontinence, but clients should be encouraged to consult their 
primary care providers rather than use over-the-counter rem-
edies. Bowel training, involving development of regular bowel 
patterns and going to the bathroom when the urge is felt, has 
also been found to be helpful in dealing with fecal incontinence 
(Norton, 2011). Other procedures similar to those described 
for urinary incontinence may also be used, and population 
health nurses can refer clients for evaluation for these proce-
dures as needed. They can also advocate for their availability to 
older clients.

Population health nurses can also assist older clients with fe-
cal or urinary incontinence to address the psychological effects 
of these problems. Some easy suggestions are to carry a back-
pack with cleanup supplies and a change of clothing whenever 
one leaves the house, locate restrooms before they are needed, 
use the toilet before leaving home, wear disposable undergar-
ments or sanitary pads if needed, or use oral fecal deodorants 
for frequent episodes of incontinence.

Chronic pain in the elderly is often overlooked or under-
treated. As we saw earlier, a significant proportion of older 
clients experience ongoing pain that is perceived by them and 
by their providers and caretakers to be a normal part of aging. 
Others experience pain as a result of a variety of chronic ill-
nesses. A number of barriers exist to effective pain control in 
the older population. These barriers may relate to providers, to 
clients and/or their families, or to the health system in general. 
Provider-related barriers include lack of expertise in pain as-
sessment and management with older clients, concerns related 
to potential addiction, inability to assess pain in clients with 
cognitive impairment, and the previously mentioned percep-
tion that pain is normal in the aged. Client/family barriers in-
clude fear of medication side effects and addiction, reluctance 
to complain of pain, and, again, the fatalism exemplified in the 
belief that pain is a part of aging that must be accepted. Health 
system barriers include the cost of pain medication, insufficient 
time to adequately assess pain and its management during cli-
ent encounters, and cultural biases in the health professions 
against opioid use.

Population health nurses can help educate the general pub-
lic, as well as health care providers, regarding the need for 
appropriate pain control in the elderly. In addition, they can 
assist in the development of alternative options for pain control 
(e.g., development of and insurance coverage for acupuncture, 
guided imagery, and other pain relief services). Population 
health nursing advocacy may be required with health care pro-
viders, with family members, or within the health system to 
develop attitudes and services that support effective pain con-
trol for older clients. For example, the population health nurse 
might educate family members, or even clients themselves, re-
garding the improbability of addiction. Or, the nurse may need 
to advocate for access to pain-control services for low-income 
elderly clients.

Shortness of breath characteristic of advanced COPD 
can also be very disabling for older clients. In addition to 
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referring clients for medical evaluation and possible therapy 
with  bronchodilators, steroids, and oxygen, population health 
nurses can assist clients with COPD in implementing a variety 
of strategies that may improve lung function and limit disability. 
The primary intervention among smokers is, of course, smoking 
cessation. Population health nurses can refer clients who smoke 
to smoking cessation programs. They may need to advocate with 
insurance plans for coverage of such services as necessary ther-
apy for COPD. Other foci for COPD care include avoiding lung 
irritants, such as second-hand smoke, air pollution, and dust; 
medication compliance and follow-up care, recognizing and 
preparing for respiratory emergencies, and emotional support 
from family, friends, and health care professionals (National 
Heart, Lung and Blood Institute [NHLBI], 2013a, 2013b).

Population health nurses can also suggest that clients refrain 
from excessive use of cough medicines to control the chronic 
cough characteristic of COPD because they decrease clearance 
of secretions, making clients more susceptible to respiratory 
infection (Rennard, 2014). The nurse can also refer clients for 
pneumonia vaccine as well as annual influenza immunization 
to prevent infection. Nutrition is another important aspect of 
COPD control. Suggestions for improving the nutritional sta-
tus of clients with COPD include the following:

•	 Resting	before	meals
•	 Eating	 slowly	 and	 taking	 small	 bites	 that	 are	 chewed	

thoroughly
•	 Choosing	foods	that	are	easy	to	prepare	and	to	chew
•	 Asking	family	members	to	help	with	meal	preparation
•	 Eating	smaller,	more	frequent	meals
•	 Drinking	fluids	at	the	end	of	the	meal	instead	of	before	or	

with food
•	 Sitting	up	straight	while	eating	and	using	pursed-lip	breath-

ing during the meal
•	 Obtaining	meals	from	a	local	Meals-on-Wheels	program
•	 Eating	the	main	meal	early	in	the	day	to	provide	energy	for	

the rest of the day (Cleveland Clinic, 2011).

Pulmonary rehabilitation is another approach to controlling 
the debilitating effects of COPD. Comprehensive pulmonary 
rehabilitation may include education, exercise, psychosocial 
support, and the use of specific breathing techniques such as 
pursed-lip breathing, diaphragmatic breathing, and controlled 
coughing (Cleveland Clinic, n.d.). For information on easy-to-
follow client instructions for these breathing techniques, see 
the External Resources section of the student resources site. 
 Population health nurses can teach these strategies to clients 
with COPD as well as advocate for access to necessary diagnos-
tic and treatment services.

As we saw earlier, the number of older adults with cogni-
tive impairment is expected to increase significantly in the next 
few decades. In older clients, it is particularly important to dis-
tinguish among depression, dementia, and delirium, as each of 
these conditions may produce similar effects. Depression, as 
we will see in Chapter 30 , can be effectively treated in most 
older clients. Treatment goals for depression in the elderly 

include reduction of suicide risk, improved level of function, 
and improved quality of life. Older antidepressant medications 
(e.g., tricyclic antidepressants, or TCAs) are cardiotoxic and 
may be less well tolerated in the elderly than newer drugs, lead-
ing to increased risk of overdose and mortality. For this reason, 
these drugs should not be routinely used to treat depression in 
older clients. Instead, “novel antidepressants” (e.g., selective 
serotonin reuptake inhibitors, SSRIs) are recommended with 
close monitoring of treatment and adverse effects. Older clients 
may also be more likely than younger ones to experience “dis-
continuation syndrome,” a temporary condition that may in-
clude severe cognitive impairment, so they should be cautioned 
against abruptly stopping their medications. Population health 
nurses may advocate with health care providers for recognition 
and treatment of depression in elderly clients. They may also 
engage in political advocacy to assure access to treatment ser-
vices for the older population. The principles of political advo-
cacy were discussed in Chapter 9 . 

Delirium is usually characterized by a sudden onset and is 
generally reversible if the underlying cause is identified and 
treated. Some possible causes of delirium in the elderly include 
drug toxicity, infectious diseases, problems with elimination, 
exacerbation of chronic illness, or development of new disease 
processes. Other potential causes of delirium include changes 
in the psychosocial context such as a recent loss, a move to a 
new residence, or hospitalization. Dementia, on the other 
hand, is characterized by a gradual onset, progressive decline, 
and irreversibility.

Recently, there has been progress in the development of 
drug therapies to retard the progression of Alzheimer’s dis-
ease. Until a truly effective treatment is found, however, early 
detection and advance planning for progressive decline are the 
best modes of control for this condition. The most effective ap-
proaches to care of individual clients with Alzheimer’s disease 
combine medication, lifestyle changes, and supportive services 
for both clients and their families.

The goal of treatment in the face of cognitive impairment 
is to maintain the client’s quality of life as much as possible. 
Some medications may be helpful in slowing cognitive decline 
in clients with Alzheimer’s disease, particularly when initiated 
early in the disease process. Antidepressants, mood stabilizers, 
and antipsychotics may also be warranted for some clients al-
though, as we saw earlier, use of these medications may lead 
to accidental injury in some clients. Activities that enhance 
cognitive capabilities may also be of some help (Chao et al., 
2008; Spector, Orrell, & Woods, 2010; Yuill & Hollis, 2011). 
 Consistent routines, reduction of environmental stimulation 
and triggers for agitated or aggressive behavior, and adequate 
rest are other interventions that may assist the cognitively im-
paired client.

In the past, reality orientation was recommended as a strat-
egy for dealing with confusion in older people, particularly 
those with dementia. Reality orientation was a practice of re-
minding the client of “reality” when they strayed too far from 
it. For example, the nurse might persistently inform a client 
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with dementia that her husband would not be coming to visit 
her because he died 3 years ago or that she cannot find the 
closet because she is no longer living in her old home. Research 
has indicated, however, that reality orientation may result in 
anxiety and distress.

A more recent approach is termed validation therapy, a 
therapeutic approach to dealing with dementia by validating 
and accepting what the client perceives as reality, focusing on 
the emotional foundation for the belief or behavior (National 
Health Service, 2013). Validation therapy is based on the the-
ory that people attempt to resolve unfinished life issues and 
that retreat into a specific unreality is an attempt to do that. 
It also presupposes that there is a reason for the behavior ex-
hibited. Validation classifies dementia behaviors into four 
progressive stages: malorientation, time confusion, repetitive 
motion, and vegetation (Validation Training Institute, 2013b). 
In the malorientation stage, the client expresses past conflicts 
in “disguised forms.” For example, a client may believe that her 
daughter is her mother and reenact conflicts from the past. In 
the time confusion stage, the client retreats inward and may 
not be in touch with reality, but still attempts to resolve old 
life issues. In the repetitive motion stage, movements replace 
words in the attempt to resolve past conflicts, and finally, in 
the vegetation stage, the client gives up trying to resolve life is-
sues and retreats from the world. In the validation approach, 
the caregiver (nurse or family member) accepts what the client 
perceives as reality and tries to redirect them without engaging 
in confrontations aimed at orienting them to reality. For ex-
ample, a confused client may be asking when her dead husband 
will arrive. Rather than reminding her that he will never arrive 
because he is dead, the caretaker might just say, “It sounds like 
you really miss him,” thus exploring the emotion underlying 
the question.

Although validation therapy was developed between 1963 
and 1980, there has been limited research examining its effec-
tiveness in addressing the problems of dementia until recently. 
In the last few years, several studies have demonstrated its ef-
fectiveness in dealing with elders with dementia (Validation 
Training Institute, 2013a).

Advocacy may be required to be sure that treatment and 
supportive services are available in the community for older 
clients with impaired cognitive function and their families. 
 Advocacy is also needed to support continuing research on the 
effectiveness of therapeutic approaches in dealing with the is-
sues of dementia and cognitive impairment in the elderly.

Support for caregivers is another area for intervention in 
dealing with cognitive impairment and other problems in 
the elderly. A number of policy recommendations have been 
formulated to address the needs of caregivers. These include 
caregiver friendly workplace policies that promote flexibility 
in hours worked and time to deal with care recipients’ needs, 
modifying family medical leave legislation to provide better 
coverage, and providing funding for support services, includ-
ing respite services. Additional recommendations address 
the need to modify Social Security requirements for persons 

who leave work to care for ill family members, paying family 
 members for care, integrating them into care planning, devel-
oping a standard definition of family care giving, and promot-
ing research on caregiving (Feinberg et al., 2011). Population 
health nurses may be actively involved in advocating for these 
policy changes at local, state, and national levels.

The National Family Caregiver Support Program (NFCSP), 
funded by the Administration on Aging, has identified five 
core services needed by caregivers. These include information 
on available resources; referral to needed services; counseling, 
group support, and caregiver training; respite; and supplemen-
tal services (AoA, 2012). Caregivers need information regard-
ing the older client’s condition and treatment regimen as well 
as the availability of services in the local community and how 
to obtain them. Information may also be needed on managing 
life changes and on dealing with financial and legal issues, par-
ticularly in the face of increasing cognitive impairment in the 
recipient of care. Caregivers may also benefit from counseling 
services that help them to cope with the physical and emotional 
burdens of caregiving. Counseling may prevent caregivers 
from being “entrapped” by their caregiving role as noted ear-
lier. Respite, the provision of temporary relief from caregiving 
responsibilities, is often lacking for many caregivers who have 
24-hour, 7-day-a-week responsibilities for the care of their ag-
ing family members. When available, respite may be provided 
by informal (other family members and friends) or formal sup-
port networks. Finally, caregivers may need help with obtain-
ing needed supplies and assistive devices or in dealing with the 
financial burden of caregiving.

Specific intervention to address the psychological stress 
experienced by caregivers may also be needed. A systematic 
review of research on dealing with stress among caregivers 
identified two general approaches to dealing with caregiver 
stress: psychoeducational skill building and psychotherapy 
or counseling. Psychoeducational skill building may involve 
development of skills to reduce stress, behavior manage-
ment skills training, depression management, anger manage-
ment, or progressive lowering of caretakers’ stress threshold. 
 Psychotherapy programs tended to focus on the use of cog-
nitive behavioral therapy. Programs targeted toward promot-
ing caregiver quality of life and providing combinations of 
skill building, education, and support services were found 
to be more effective than single focus programs (Gallagher- 
Thompson, & Coon, 2007).

Disease self-management. Effective chronic disease control 
requires a combination of supportive care, self-management, 
maintenance of function, and prevention of further disability. 
Over time, chronic illness requires an increasing burden of self-
management.

Self-management of chronic disease requires the presence 
of physical, environmental, mental, and socioeconomic fac-
tors that promote effective disease management. For example, 
one must have the cognitive ability, economic resources, and 
knowledge of and access to a variety of community services 
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needed to manage the chronic condition. Depression is an 
emotional factor that may preclude an environment conducive 
to self-management of disease.

Effective self-management of disease is also dependent on 
possessing the knowledge and skills required to engage in self-
management behaviors. For example, the client with hyperten-
sion will need to monitor his or her blood pressure as well as 
correctly take medications prescribed.

Self-management of chronic disease involves a number of 
activities, including symptom response and monitoring, com-
pliance with complicated medical and lifestyle regimens, and 
developing the skills needed for self-management. Effective 
self-management of disease among older clients includes es-
tablishing treatment goals, identifying alternative methods 
to achieve these goals, planning short-term interventions to 
achieve goals, implementing the plan, and evaluating and re-
vising the plan.

Managing medications is an important element of self-man-
agement of chronic illness. Adherence to medication regimens 
is affected by a variety of factors related to the condition and the 
complexity of therapy, physical and emotional client-related 
factors, social and economic factors, and health system factors. 
Physical client-related factors may include visual or cognitive 
impairment, impaired dexterity, or difficulty swallowing. Per-
ceptions of risk and consequences and depression are examples 
of emotional factors that may influence adherence. Social and 
economic factors may include low health literacy, language 
difficulties, or the inability to afford medications or fit treat-
ment elements into one’s daily schedule. Finally, examples of 
health system factors include provider lack of effective com-
munication skills or restricted formularies that preclude order-
ing medications that foster adherence (e.g., monthly injections 
for osteoporosis rather than daily pills or injections) (American 
College of Preventive Medicine, 2011).

The American College of Preventive Medicine (2011) has 
developed the mnemonic SIMPLE to reflect several adherence 
promoting strategies that can be used to foster adherence. The 
elements of the system and examples of related strategies are 
presented below:

S—Simplify the regimen as much as possible, breaking it 
into simple steps that fit with the client’s lifestyle. Use adher-
ence aids such as pill dispensers or organizers.

I—Impart knowledge that will foster adherence, such as the 
purpose of the regimen, potential consequences of nonadher-
ence, and so on, and involve the client and family in decision 
making.

M—Modify client beliefs and behaviors if possible, focus on 
positive benefits of adherence and address fears and concerns 
honestly. Provide positive reinforcement.

P—Provide communication and trust. Make sure that cli-
ents understand the treatment regimen and related instructions 
and provide emotional support for needed lifestyle changes. 
Engage in active listening and allow time for questions.

L—Leave one’s bias aside. Examine attitudes toward clients 
of different backgrounds and their effects on provider–client 

relationships. Develop an understanding of clients’ cultural 
 beliefs and attitudes. Use culturally appropriate interventions.

E—Evaluate adherence. Ask about adherence at each en-
counter and identify and address barriers to adherence. 
 Periodically review medication containers and prescription re-
newal dates (American College of Preventive Medicine, 2011).

Population health nurses may assist with this task by encour-
aging providers to simplify medication regimens as much as 
possible for older adults. Targeted interventions that assist older 
adults with medication adherence may also be helpful. Tech-
nological interventions such as prompting devices, electronic 
dispensers, monitoring devices, and data management systems 
may be effective for clients who can afford them, but research 
is needed to test their effectiveness in practice.  Unfortunately, 
many elderly clients cannot afford these technological advances. 
Other, less expensive, strategies include pill organizers and tele-
phone reminders, and population health nurses can advocate 
the use of such strategies with low-income clients.

With increasing drug advertising, clients may request spe-
cific drugs, and population health nurses need to be knowl-
edgeable in answering clients’ questions about drugs for their 
conditions. Population health nurses can also refer clients to 
websites that provide comparisons of the effectiveness of spe-
cific medications. Effectiveness comparisons for multiple cat-
egories of drugs can be made using an online tool developed 
by AARP (n.d.). For more information about the tool, see the 
External Resources section of the student resources site.

Clients may also have questions about Medicare part D pre-
scription drug coverage benefits, and population health nurses 
can either educate clients themselves or refer them to other 
sources of information. Population health nurses may also 
need to advocate for effective drug coverage for older clients 
and assist them to select prescription drug plans that best meet 
their personal needs. At the national level, population health 
nurses also need to advocate coverage for a set of drugs most 
commonly used by older clients under all Medicare-approved 
prescription drug plans. The provisions of Medicare part D 
were discussed in more detail in Chapter 7 . 

The effectiveness of self-management of chronic illness may 
be evaluated based on symptom assessment and physical ex-
amination, direct indicators of disease processes (e.g., blood 
glucose levels), or indirect indicators of medication compli-
ance (e.g., pill counts, prescription refills). Additional measures 
of effectiveness include subjective reports of clients or family 
members or the frequency of visits to primary health care pro-
viders or emergency departments. Interventions for addressing 
disease self-management and resolving other problems com-
mon among older clients are presented in Table 19-14•.

HEALTH rESTOrATiON. Health restoration activities for 
older clients include restoring health and functional status as 
much as possible and providing palliative and end-of-life care.

Rehabilitation. Health restoration for the individual  client 
may involve rehabilitation services, but the type of service 
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TAbLE 19-14 Strategies for resolving Existing Health Problems in Older Populations

Client Problem resolution Strategies

Screening Refer for routine screening procedures.

Refer for additional screening as needed.

Advocate for coverage for disease screening.

Interpret screening results and refer for diagnostic and treatment services as needed.
Skin breakdown Inspect extremities regularly for lesions.

Keep lesions clean and dry.

Apply skin protectants to prevent irritation with fecal or urinary incontinence.

Eliminate pressure by frequent changes of position.

Refer for treatment as needed.
Constipation Encourage fluid and fiber intake.

Discourage ignoring urge to defecate.

Encourage regular exercise.

Encourage regular bowel habits.

Use mild laxatives as needed; discourage overuse.

Administer enemas as needed; discourage overuse.

Administer bulk products or stool softeners as indicated.
Urinary incontinence Refer for urological consult or treatment of underlying physical causes.

Refer for modification of medication regimen as needed.

Encourage frequent voiding and double voiding.

Teach Kegel exercises.

Decrease fluids after the evening meal.

Assist with bladder training.

Encourage use of sanitary pads, panty liners, etc., with frequent changes of such aids.

Keep skin clean and dry; change clothing and bed linen as needed.

Offer bedpan or urinal frequently or assist to bedside commode at frequent intervals.
Fecal incontinence Refer for medical treatment of underlying causes as needed.

Educate for dietary changes to address contributing factors.

Encourage avoidance of caffeinated beverages and chocolate.

Suggest smaller, more frequent meals.

Suggest eating and drinking at different times.

Encourage consumption of soluble fiber.

Encourage sufficient fluid intake.

Teach Kegel exercises or assist with bowel training.

Suggest strategies to decrease embarrassment.
Sensory loss Provide adequate lighting.

Keep eyeglasses clean and hearing aids functional.

Eliminate safety hazards.

Use large-print books or materials.

Use multisensory approaches to communication and teaching.

Avoid using colors that make discrimination difficult.

Speak clearly and slowly, at a lower pitch, avoid “elderspeak.”

Eliminate background noise.

Assist clients to obtain voice enhancers for phone.

Use additional herbs and spices in food, but use with discretion.

Purchase small amounts of perishable foods.

Check pilot lights on gas appliances frequently.

Encourage the use of smoke detectors.

(Continued)
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TAbLE 19-14 (Continued)

Client Problem resolution Strategies

Mobility limitation Provide assistance with ambulation, transfer, etc.

Assist clients to obtain equipment such as walkers and wheelchairs.

Install ramps, tub rails, etc., as needed.

Promote access to public facilities for older persons.

Assist clients to find alternative sources of transportation.

Make referrals for assistance with personal care or instrumental activities as needed.
Pain Plan activities for times when pain is controlled.

Encourage warm soaks.

Encourage adequate rest and exercise to prevent mobility limitations.

Encourage effective use of analgesics.

Refer for assistance with alternative pain control measures.
COPD (shortness of breath) Refer for medical therapy (e.g., bronchodilators, steroids, oxygen), as needed.

Educate regarding safety precautions with oxygen therapy.

Encourage smoking cessation, as needed.

Advocate for coverage of smoking cessation under health insurance plans.

Encourage and refer for pneumonia and influenza immunization.

Promote adequate nutrition.

Encourage small, easily prepared and eaten meals or ask for assistance in meal preparation from  
family members.

Discourage use of cough suppressants.

Suggest taking fluids at the end of the meal rather than before or with foods.

Refer to Meals-on-Wheels, if appropriate.

Suggest sitting upright to eat.

Educate client for pursed-lip breathing, diaphragmatic breathing, and controlled coughing.

Promote physical activity as tolerated.

Advocate for access to necessary diagnostic and treatment services.
Cognitive impairment Apply principles of validation therapy, if helpful.

Refer for Alzheimer’s drug therapy as indicated.

Refer for antidepressant, mood-stabilizing, or antipsychotic medications as needed.

Promote exercise (register wanderers with national registry if appropriate).

Promote activities to enhance memory (e.g., discussion of current events, games, puzzles, etc.).

Educate families and caregivers regarding the progression of disease.

Provide hand massage or therapeutic touch services or teach these interventions to caregivers.

Establish consistent daily routines.

Reduce environmental stimulation and triggers for aberrant behavior.

Provide adequate rest.

Promote reminiscence therapy.
Depression Accept feelings and reflect on their normality; encourage client to discuss feelings.

Refer for counseling or medications as needed.
Social isolation Compensate for sensory loss; enhance communication abilities.

Improve mobility; provide access to transportation.

Assist clients to obtain adequate financial resources.

Refer clients to new support systems.

Assist clients to deal with grief over loss of loved ones.
Abuse or neglect Assist caretakers to develop positive coping strategies.

Assist families to obtain respite care or day care for older members.

Refer families for counseling as needed.

Arrange placement in temporary shelter.

Assist families in making other arrangements for safe care of older clients.

Advocate for laws and protective services systems that protect older clients from abuse.
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 needed depends on the problems experienced by the client. For 
example, intervention for an abused older client may include 
long-term counseling for family members to prevent subsequent 
abuse as well as counseling for the older client to address the 
psychological effects of abuse. Restoration related to financial 
inadequacies may involve assistance with budgeting. Rehabili-
tation following a fracture may involve physical therapy, while 
recovery from a myocardial infarction will require cardiac re-
habilitation. Similarly, pulmonary rehabilitation for clients with 
COPD may involve education for exercise training, social sup-
port, and teaching breathing techniques (Rennard, 2014). The 
role of the population health nurse with respect to rehabilitation 
for individual clients may involve referral for rehabilitation ser-
vices, encouraging clients to participate fully in rehabilitation 
programs, and monitoring the effects of rehabilitation. At the 
aggregate level, population health nurses may need to advocate 
for the availability of or assist in designing rehabilitation servic-
es needed by members of the community as well as for adequate 
funding for such services.

Palliative care. Palliative care is another important consid-
eration in health restoration with the older adult population. 
 Because of the incurability of many chronic conditions, the 
only avenue open for intervention is symptom management. 
 Palliative care addresses pain and symptom relief and mainte-
nance of quality of life without attempting to cure an underlying 
disease process. The intent of palliative care is to decrease suf-
fering and improve quality of life for both clients and families 
 (Meier, 2010). Although often viewed in the context of end-of-life  

care, palliative care is also warranted when symptom control is 
the primary goal of care. Important features of palliative care 
include relief of pain and other symptoms, effective communi-
cation with health care providers, and achievement of a sense of 
completion. Characteristics of palliative care include a client-
centered perspective, focus on symptom relief, safety, and de-
creased resource utilization. Palliative care focuses on meeting 
the needs of clients and their families, particularly on minimiz-
ing the experience and effects of distressing symptoms such as 
pain, anxiety, confusion, and so on. Such care is safe in that it 
does not hasten death, but promotes physical and psychological 
comfort as death approaches. Finally, palliative care decreases 
resource utilization by minimizing the use of expensive tech-
nologies that offer little potential benefit for the client (Meier, 
2010). Palliative care services need to be initiated in a timely 
fashion irrespective of disease prognosis.

Unfortunately, such services are not equitably available to 
older clients in the population. Population health nurses can 
refer individual clients to palliative care services and monitor 
their effectiveness. They also need to advocate for the avail-
ability and affordability of such services for all segments of the 
population.

Palliative care often takes place in hospice settings. 
 Unfortunately, Medicare’s requirement for hospice care in-
cludes forgoing all further curative measures and a projected 
life expectancy of less than 6 months (Centers for Medicare and 
Medicaid Services, 2012a). The need for palliative care services 
affects a broader population than those in the terminal stages 
of life-threatening illnesses. Medicare Part B and Medicaid 

TAbLE 19-14 (Continued)

Client Problem resolution Strategies

Substance abuse Identify problem drinking by older clients.

Refer for therapy, Alcoholics Anonymous, or Al-Anon as appropriate.

Observe for toxic effects of alcohol ingestion.

Maintain hydration and nutrition.
Inadequate financial 
resources

Refer for financial assistance.

Assist with budgeting and priority allocation.

Educate for less expensive means of meeting needs.

Function as an advocate as needed.
Caregiver stress Educate for needed caregiving skills.

Promote behavior management skills.

Promote coping skills.

Refer for counseling as needed.

Refer for or promote availability of respite services.

Advocate policy changes and legislation to support family caregiving.
Disease self-management Educate older clients/caregivers for disease self-management (procedures, medication management, etc.).

Promote symptom management and educate for appropriate response.

Promote adherence to therapeutic regimens.

Promote lifestyle modification, as needed.

Educate clients to recognize the need for professional assistance.
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also cover some palliative medications and treatments (Caring 
Connections, n.d.; CMS, 2012b). Some hospices, particularly 
those in managed care systems, are now instituting separate 
palliative services that may be initiated prior to actual hospice 
care. Some managed care organizations also cover the cost of 
palliative care.

Population health nurses may be involved in providing pal-
liative care to older clients and others with incurable condi-
tions but more often provide referrals to palliative care services 
and monitor their effectiveness. Population health nurses may 
be actively involved in developing palliative care services and 
in advocating coverage of these services under both public and 
private health insurance programs.

End-of-life care. Three specific considerations must be ad-
dressed in providing effective end-of-life care to older clients. 
These include formulation of advance directives, personal prep-
aration for death, and actual care of the dying client.

Advance directives are legal statements of one’s wishes 
regarding health care in the event of incapacitation. Advance 
care planning may result in specific documents such as living 
wills or health-related powers of attorney. These documents 
specify circumstances in which life-sustaining treatment is or 
is not to be provided and appoint a surrogate to make decisions 
regarding life-sustaining treatments in the event of the client’s 
incapacitation. Life-sustaining treatment is medical interven-
tion to forestall death that has no appreciable effect on under-
lying disease processes or injuries.

To be effective, advance care planning documents must be 
supported by state policies, usually legislation, that promotes 
their implementation. The National Hospice and Palliative 
Care Organization (2013) provides information on the devel-
opment of advance directives and its website contains links to 
information on execution of advanced directives in specific 
states. For more information about advance directives, see the 
External Resources section of the student resources site.

Population health nurses may need to encourage older cli-
ents and their families to engage in advance health care plan-
ning and to execute the appropriate documents. They may also 
need to advocate for compliance with advance directives by 
family members or health care providers when these directives 
have been written.

Preparation for death usually also entails a number of prac-
tical activities involved in getting one’s affairs in order. Older 
clients may need to make decisions about funeral arrange-
ments or the disposition of their belongings. Both nurses and 
family members should be encouraged to listen to clients in 
their reflections on such matters, rather than put them off with 
assurances that they “won’t die for a long time yet.” Population 
health nurses may need to advocate with family members to 
encourage them to address older clients’ concerns about dying. 
Nurses may also need to refer clients for legal assistance with 
wills, burial plans, and other financial arrangements. Many 
communities have low-cost legal aid services available to el-
derly clients. Population health nurses should keep in mind, 

however, that clients may exhibit cultural differences in their 
preparation for death. For example, in many cultures, such 
decisions are believed to be the responsibility of children, and 
the dying client should not be bothered. In others, discussion 
of death is believed to hasten its occurrence, so clients are not 
willing to explore plans related to their deaths.

End-of-life care begins when the focus of care shifts from 
cure and restoration of health to promoting a peaceful death 
and may occur over differing periods of time based on the “dy-
ing trajectory” in a particular situation. Dying trajectories may 
be of three general types. In the first trajectory the client ex-
periences a short period of rapid decline followed shortly by 
death. The second trajectory involves a slow decline with pe-
riodic acute crises requiring medical intervention. In the third 
trajectory, the client experiences a prolonged decline and lin-
gering death (Gabrielle, 2011).

Major considerations in end-of-life care include dealing 
with preparatory grief, management of pain and other symp-
toms, dealing with anxiety and depression, meeting spiritual 
needs, and assisting family members with mourning (Strada, 
2013). Both clients with terminal conditions and their families 
engage in preparatory or anticipatory grief as a natural prepa-
ration for approaching death. At this time, population health 
nurses may need to assist clients and family members to deal 
with feelings of guilt and focus on positive aspects of life. As 
noted earlier, clients may also need help in getting their affairs 
in order. Pain management may involve both pharmacologic 
and nonpharmacologic therapies, and clients and families may 
need to be encouraged to use analgesics and other modalities 
to promote comfort. Similarly, medications and counseling 
may be needed to address issues of anxiety and depression, 
and population health nurses can make referrals for these ser-
vices as needed. Meeting spiritual needs may mean referring 
client and family members to religious counselors or assisting 
them to address spirituality in their own ways. Finally, family 
members may need assistance to deal with grief after the death, 
again possibly requiring referral to counseling or bereavement 
groups. Interventions for end-of-life care and other aspects of 
health restoration for older adult populations are summarized 
in Table 19-15•.

Implementing Care for Older Populations
Two major considerations in implementing care for older pop-
ulations are health education directed at this group and political 
advocacy. Health education initiatives are based on the general 
principles of teaching and learning discussed in  Chapter 11 , 
but there are also some unique considerations in implementing 
education programs for the older adult population.

Older adults may exhibit some decline in linguistic skills 
with age. Auditory communication may be too fast-paced for 
comprehension or contain too much information to be eas-
ily comprehensible. As we saw earlier, many older adults ex-
perience hearing and vision impairments as well as cognitive 
impairments that may impede learning. Strategies to circum-
vent hearing loss include using a lower-pitched voice; facing 
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the listener while speaking; employing nonverbal teaching 
 techniques; using clear, concise terminology; and having the 
client use a hearing aid if needed. The effects of hearing loss 
can also be minimized by limiting background noise, reempha-
sizing important points, and supplementing verbal with writ-
ten materials.

The use of glasses, a magnifying glass, and large print may 
help to minimize visual deficits. Learning can also be enhanced 
by visual materials using black lettering on white or yellow pa-
per, providing adequate lighting, and eliminating glare in the 
learning environment.

In implementing health education plans for older adults, 
the nurse may need to repeat material more frequently. Be-
cause of decreases in short-term memory, it may take longer 
for some older clients to learn new material. Once material is 
learned, however, older clients retain it as well as younger ones. 
 Multisensory presentation, multiple repetitions, reinforcement 
of verbal content with written materials, and use of memory 
aids (e.g., a calendar for taking medications) may also assist 
learning in older clients.

Because response times are longer for older people than for 
their younger counterparts, lessons should proceed at a slower 
pace, and the nurse should allow more time for responses 

on the part of the client. Self-paced instruction is helpful. 
 Motivation to learn can be heightened by increasing client 
participation in the lesson and by setting easily attainable, pro-
gressive goals that enhance success and satisfaction. Irrelevant 
material can confuse clients and should be eliminated from the 
presentation.

Endurance may be somewhat limited in older clients, so 
teaching sessions should be kept short (10 to 15 minutes per 
session). Lessons should be scheduled at times of the day when 
learners are rested and comfortable. Health education for older 
clients should not be time limited, as they may need more or 
less time to learn specific material. Again, learning should be 
broken down into small, progressive steps so that periodic suc-
cess will continue to motivate older learners. The teaching-
learning process should also allow for rest periods as needed.

Political advocacy may be needed to implement strategies at 
all levels of care. Political advocacy is based on the general prin-
ciples discussed in Chapter 9  but may require more effort 
than advocacy for other population groups in countries like the 
United States that are affected by pervasive ageism. Advocacy 
efforts may need to start at local levels, with research that docu-
ments the cost savings of health promotion strategies and ef-
fective end-of-life care. For example, it has been demonstrated  

TAbLE 19-15  Strategies for Health restoration and End-of-Life Care  
in Older Populations

Area of Focus intervention Strategy

Rehabilitation Refer clients for rehabilitation services.

Encourage clients to participate fully in rehabilitation programs.

Monitor the effects of rehabilitation.

Advocate for available and affordable rehabilitation services.

Advocate for adequate insurance coverage of rehabilitation services.
Palliative care Provide palliative care to individual clients or refer them to palliative care services as needed.

Monitor the effectiveness of palliative care.

Advocate for the availability and affordability of palliative care services.
End-of-life care Assist individual clients and families with advance care planning.

Advocate for adherence to advance directives within health care systems.

Assist clients and families to deal with preparatory grief.

Assist clients and families to deal with feelings of guilt.

Help dying clients come to some life resolution.

Assist dying clients to get their lives in order. Refer for legal or other assistance as needed.

Provide culturally sensitive and appropriate end-of-life care to individual clients.

Provide or refer for pharmacologic and nonpharmacologic pain management. Assist with  
management of other symptoms.

Refer for assistance with anxiety and depression.

Refer for spiritual counseling if desired.

Refer survivors to counseling or bereavement groups as needed.

Advocate for effective state and national policies related to advance directives.

Advocate for access to hospice and other end-of-life services.

Advocate for changes in reimbursement for end-of-life services.
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that money spent on hospice services decreases hospitalization 
costs. Similarly, the cost savings associated with family caregiv-
ing versus formal care can be used as justification for services 
to support caregivers.

Evaluating Health Care for 
Older Populations
Evaluating the effectiveness of health care for older members 
of the population can occur at the individual or aggregate level. 
At the individual level, the population health nurse would as-
sess the client’s health status and the effects of interventions at 
each level of health care (promotion, prevention, resolution, 
and restoration) in improving health status. On occasion, the 
effectiveness of care would be measured in terms of a peaceful 
death and the physical and emotional health of family mem-
bers and caregivers.

At the aggregate level, evaluation of the effects of care on 
the health of the elderly can be measured, in part, by the level 
of accomplishment of relevant national health objectives. The 
status of selected national objectives for the year 2020 related to 
the health of older clients is found in the Healthy People 2020 
feature below. 

Another approach to evaluating health care for older popu-
lations is to examine the achievement of key indicators of well-
being among the elderly developed by the Federal Interagency 
Forum on Aging-Related Statistics (2012). Areas of focus 
within the indicators include population composition, health 
status, health risks and behaviors, health care (including access, 
utilization, cost, residential services, and personal assistance 
and equipment), and end-of-life issues. For more information 
about indicators, see the External Resources section of the stu-
dent resources site.

OBjectIve BAseLIne (yeAr) tArget current DAtA (yeAr) DAtA sOurces

AHS-3 Increase the proportion of people over 
65 with a usual primary care provider

90.6%
(2007)

83.9% 90.2% (2010) National Health Interview 
Survey (NHIS), CDC, Na-
tional Center for Health 
Statistics (NCHS)

AHS-6 Reduce the proportion of people 
over 65 unable to obtain or delay obtaining 
medical care, dental care, or prescription 
medications

8.6% (2007) 9% 10.3 (2010) Medical Expenditure Panel 
Survey	(MEPS),	AHRQ

AOCBC-2 Reduce the proportion of older 
adults with Dr. diagnosed arthritis who 
 experience a limitation in activity due to 
 arthritis or joint symptoms

48.5% (2008) 35.5% 46.7% (2011) NHIS, CDC, NCHS

AOCBC-10 Reduce the proportion of older 
adults with osteoporosis

10.3% 
(2005–2008)

5.3% NDA NHANES, CDC, NCHS

AOCBC-11 Reduce hip fracture 
 hospitalizations among older adults
11.1 per 100,000 women
11.2 per 100,000 men

823.5 (2007)
464.9 (2007)

741.2
418

NDA
NDA

National Hospital 
 Discharge Survey (NHDS), 
CDC/NCHS

AOCBC-12 Reduce activity limitation due 
to chronic back conditions per 1,000 older 
adults

54.0
(2008)

27.6 63.3 (2011) NHIS, CDC, NCHS

C-1 Reduce cancer deaths per 100,000 
older adults

1030.3 (2007) 161.4 985.1 (2010) National Vitals Statistics 
System –Mortality (NVSS-
M), CDC, NCHS

Healthy People 2020

Selected Objectives for the Health of Older Adults (65 years or older unless 
otherwise indicated)
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Continued on next page

Healthy People 2020 (Continued)

OBjectIve BAseLIne (yeAr) tArget current DAtA (yeAr) DAtA sOurces

C-3 Reduce the female breast cancer death 
rate per 100,000 older women

107.8 (2007) 20.7 103.7
(2010)

NVSS-M, CDC, NCHS

C-4 Reduce the cervical cancer death rate 
per 100,000 older adults

6.3 (2007) 2.2 5.7 (2010) NVSS-M, CDC, NCHS

C-5 Reduce colorectal cancer deaths per 
100,000 older adults

101.3 (2007) 14.5 90.9 (2010) NVSS-M, CDC, NCHS

C-8 Reduce melanoma cancer deaths per 
100,000 older adults

12.9 (2007) 2.4 13.6 (2010) NVSS-M, CDC, NCHS

C-16 Increase the proportion of adults 65–75  
years who receive colorectal cancer screening

60.4% (2008) 70.5% 67.8% (2010) NHIS, CDC, NCHS

C-18.1 Increase the proportion of women 
aged 65–74 years counseled regarding 
mammograms

69.6% (2008) 76.8% NDA NHIS, CDC, HCHS

D-3 Reduce diabetes deaths per 100,000 
older adults

466.5 (2007) 66.6 439.8 (2010) NVSS-M, CDC, NCHS

DH-17 Increase the proportion of older 
adults with disabilities who report sufficient 
social and emotional support

76.6% (2008) 76.5% 76.1% (2010) Behavioral Risk  Factor 
 Surveillance System 
(BRFSS), CDC, PHSPO

ENT-VSL 4.2 Increase the proportion of 
adults 70 years or older who have had a 
 hearing exam in the last 2 years

38.5% 
(2003–2004)

42.4% NDA NHANES, CDC, NCHS

HDS-2 Reduce coronary heart disease deaths 
per 100,000 older adults

867.9 (2007) 103.4 745.3 (2010) NVSS-M, CDC, NCHS

HDS-3 Reduce stroke deaths per 100,000 
older adults

306.6 (2007) 34.8 273.1 (2010) NVSS-M, CDC, NCHS

HDS-5.1 Reduce the proportion of older 
adults with hypertension

70.3% 
(2005–2008)

26.9% NDA National Health and Nutri-
tion Examination Survey 
(NHANES), CDC, NCHS

HDS-6 Increase the proportion of older 
adults who have had their blood cholesterol 
level checked in the past 5 years

94.6% (2008) 82.1% NDA NHIS, CDC, NCHS

HDS-7 Reduce the proportion of older adults 
with high total blood cholesterol levels

15.3% 
(2005–2008)

13.5% NDA NHANES, CDC, NCHS

HDS-11 Increase the proportion of older 
adults with hypertension taking medication to 
lower their blood pressure

79.4% 
(2005–2008)

69.5% NDA NHANES, CDC, NCHS

IID-4.4 Decrease the rate of invasive 
 antibiotic pneumococcal infection per 
100,000 older adults

12.2 (2008) 9 10.9 (2010) Active Bacterial Core Sur-
veillance, CDC,NCIR

IID-13.1 Increase the percentage of older 
adults who receive pneumococcal vaccine

60.1% (2008) 90% NDA NHIS, CDC, NCHD
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Healthy People 2020 (Continued)

OBjectIve BAseLIne (yeAr) tArget current DAtA (yeAr) DAtA sOurces

IID-14 Increase the percentage of adults 60 
years and older who receive zoster vaccine

6.7% (2008) 30% NDA NHIS, CDC, NCHD

IVP-1.1 Reduce the rate of fatal injuries per 
100,000 older adults

118.6 (2007) 53.7 120.6 (2010) NVSS-M, CDC, NCHS

IVP-1.2 Reduce the rate of hospitalization for 
nonfatal injury per 100,000 older adults

1,878.4 (2007) 555.8 1,991.9 (2010) National Hospital 
 Discharge Summary 
(NHDS), CDC, NCHS

IVP-11 Reduce unintentional injury deaths 
per 100,000 older adults

101.2 (2007) 36 102.6 (2010) NVSS-M, CDC, NCHS

IVP-23.2 Reduce the rate of fall related 
deaths per 100,000 older adults

47.0 (2007) 47.0 52.4 (2010) NVSS-M, CDC, NCHS

IVP-29 Reduce homicides per 100,000 older 
adults

2.0 (2007) 5.5 2.0 (2010) NVSS-M, CDC, NCHS

IVP-41 Reduce the rate of nonfatal inten-
tional self-harm injuries per 100,000 older 
adults

23.5 (2008) 112.8 24.0 (2010) NVSS-M, CDC, NCHS

NWS-9 Reduce the proportion of older adults 
who are obese

37.8% 
(2005–2008)

30.5% 37.8% (2009–2010) NHANES, CDC, NCHS

OA-2 Increase the proportion of older adults 
who are up to date on a core set of clinical 
preventive services
2.1 Men
2.2 Women

46.3% (2008)
47.9% (2008)

50.9%
52.7%

48.5% (2010)
48.5% (2010)

BRFSS, CDC, PHSPO

OA-5 Reduce the proportion of older 
adults with moderate to severe functional 
limitations

29.3% (2007) 26.4% 30.8% (2010) Medicare Current Benefi-
ciary Survey (MCBS), CMS

OA-11 Reduce the rate of emergency depart-
ment visits due to falls per 100,000 older 
adults

5,235.1
(2007)

4,711.6 6,083.2 (2010) National Hospital Ambula-
tory Medical Care Survey 
(NHAMCS), CDC, NCHS

OH-3.2 Reduce the proportion of adults 65–
74 years with untreated coronal caries

17.1%
(1999–2004)

15.4% NDA NHANES, CDC, NCHS

OH-3.3 Reduce the proportion of adults 75 
years and older with untreated root surface 
caries

37.9%
(1999–2004)

34.1% NDA NHANES, CDC, NCHS

OH-4.2 Reduce the proportion of adults 
65–74 years who have lost all of their natural 
teeth

24% 
(1999–2004)

21.6% 15.3% (2009–2010) NHANES, CDC, NCHS

PA-1 Reduce the proportion of older adults 
who engage in no leisure time physical 
activity

50.4% (2008) 32.6% 45.2% (2010) NHIS, CDC, NCHS

RD-1.3 Reduce asthma deaths per 100,000 
older adults

43.4 (2008) 21.5 37.7 (2010) NVSS-M, CDC, NCHS
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Healthy People 2020 (Continued)

OBjectIve BAseLIne (yeAr) tArget current DAtA (yeAr) DAtA sOurces

RD-10 Reduce COPD deaths per 100,000 
older adults

283.1 (2007) 102.6 287 (2010) NVSS-M, CDC, NCHS

SA-12 Reduce drug-induced deaths per 
100,000 older adults

4.4 (2007) 11.3 4.9 (2010) NVSS-M, CDC, NCHS

TU-1.1 Reduce cigarette smoking by older 
adults

9.3% (2008) 12% 7.9% (2011) NHIS, CDC, NCHS

TU-4.1 Increase smoking cessation attempts 
by older adult smokers

41.6% (2008) 80% 41.6% (2011) NHIS, CDC, NCHS

V-5.4 Reduce the rate of visual impairment 
due to cataracts per 1,000 older adults

110.0 (2008) 99 NDA NHIS, CDC, NCHD

V-5.5 Reduce the rate of visual impairment 
due to age-related macular degeneration per 
1,000 older adults

34.0 (2008) 14 NDA NHIS, CDC, NCHD

Data from: U.S. Department of Health and Human Services (2014). Healthy People 2020 topics and objectives. Retrieved from http://healthypeople.gov/2020/topicsobjectives2020 
/default.aspx

Myriad theories attempt to explain aging, but these theories can 
be grouped into three main categories. Biological theories address 
physiologic changes that occur over time leading to the physical 
changes exhibited in older adults. Psychological theories focus on 
psychological changes that occur with age and propose that ef-
fective aging requires development of effective coping strategies 
over time. Sociological theories of aging focus on changes in roles 
and relationships that occur with advancing age.

Factors related to each of the six categories of determinants of 
health influence the health of older individuals and populations. 
Biological determinants include the age and gender composition 
of the older population, physical effects of aging, chronic condi-
tions, and resulting functional limitations, as well as the immune 
status of the population. Some important psychological determi-
nants include the prevalence and effects of dementia, sources of 
stress, coping abilities, and depression and other mental health 
problems. Environmental determinants reflect the fit of older 
individuals and populations with their environment and include  
housing and physical safety hazards, neighborhood characteris-
tics, environmental pollution, and so on. Several sociocultural 
determinants affect the health of older populations including 
living arrangements and family responsibilities; social support; 

education, employment, and economic status; level of empow-
erment, and the prevalence of abuse and violence against the 
elderly. Behavioral determinants to be considered in assessing 
the health of the older population include diet and other con-
sumption patterns, physical and sexual activity, medication use, 
and other health-related behaviors, such as safety practices and 
use of preventive services. Finally, health system determinants 
affecting the health of older populations include access to and 
use of health care services, prescription drug use, infrastructure 
support, and relationships with providers.

Population health nursing interventions for older clients 
and populations address health promotion, illness and injury 
prevention, resolution of existing health problems, and health 
restoration. Health promotion foci include maintaining inde-
pendence, fostering life resolution, promoting a healthy diet 
and adequate physical activity and rest, and fostering car-
egiver health. Illness and injury prevention center on risk fac-
tor modification, injury and abuse prevention, immunization, 
and preventing incontinence. Resolution of health problems 
may involve a wide variety of population health nursing inter-
ventions depending on the problems experienced, but can be 
grouped into strategies related to screening, care for common 
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health problems in the older population, and disease self-man-
agement strategies. Intervention foci in health restoration may 
involve return to a prior state of health or preparation for dying 
and address rehabilitation, palliative care, and end-of-life care 
for older clients and their families.

Special considerations in implementing care for older clients 
focus on strategies for health education that address the charac-

teristics of the older population and advocating for policies that 
support the health and well-being of the elderly. Finally, evalu-
ation of the effectiveness of care for older populations addresses 
resulting changes in health status for individual clients as well 
as determination of population level effects. Either Healthy 
 People 2020 objectives or key indicators of well-being can be 
used to frame evaluation at the aggregate level.

A small non-profit community center in a large metropolitan 
area strives to meet the needs of its population of approxi-
mately 70,000 people. About 6% of the population is elderly, 
and like most of the community, they have very low incomes. 
The community is home to people who speak more than 30 
different languages, and providing care for seniors in the com-
munity is a challenge. Fortunately, the agency staff include a 
number of multilingual individuals, so translation is not of-
ten a problem. For several years, the community center has 
provided a senior lunch program and employed a population 
health nurse who assists elderly clients with a variety of health 
needs.

One of the nurse’s routine tasks is blood pressure monitor-
ing for the seniors who attend the lunch program. Over time, 
the nurse became aware of the high prevalence of hyperten-
sion and obesity in the population. As a result, in addition to  

the lunch program, the center added an exercise program for 
 seniors  several days a week. Grant funds were obtained to hire 
an  exercise coach and now 50 to 60 seniors gather for each 
 session. The exercise program has provided another avenue for 
social interaction for often isolated seniors as well as for im-
proving their weight, flexibility, and blood pressures.
1. What biological, psychological, environmental, socio-

cultural, behavioral, and health system determinants are 
evident in this situation? What additional factors in each 
category might be influencing the health of these seniors?

2. What levels of health care are represented by the exercise 
program, the senior lunch program, and blood pressure 
monitoring activities?

3. How might you evaluate the effects of the exercise program? 
Of the nutrition program?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Discuss concepts related to gender identity and sexual orientation.

 2. Identify determinants of health affecting gay, lesbian, bisexual, and transgender individuals.

 3. Describe health promotion and illness/injury prevention measures appropriate to the care of the 
GLBT population and population health nursing roles in each.

 4. Identify areas of focus in resolving existing health problems in the GLBT population and related 
poulation health nursing roles.

 5. Describe considerations relevant to restorative health care for the GLBT population and the 
population health nursing roles related to each.
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Lesbian Health Care

The 1970s saw an emphasis on gay liberation, coming out, and demands for equitable treatment. 
Access to culturally sensitive health care for lesbians (and other members of the gay, lesbian, 
 bisexual, and transgender [GLBT] population) lagged significantly behind other social changes. 
Joan Waitkevicz, a lesbian physician, teamed with several other lesbian health activists to establish 
the St. Mark’s Women’s Health Collective. The intent of the clinic was to provide a source of safe 
comfortable care for lesbians in New York City. Subsequently, Dr. Waitkevicz became involved in 
the Gay Women’s Focus at Beth Israel Medical Center, the first hospital-based health center for 
lesbian women (Labaton, 2012).
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ow Winning Freedom from Discrimination

Members of the GLBT population have been subjected to continuing discrimination in large 
and small ways. For years, the Boy Scouts of America (BSA) expressly forbade gay boys from 
 membership in the organization. In May of 2013, however, a grassroots coalition of organizations 
campaigned for and won a removal of the prohibition on gay scouts. Petitions were initiated on 
websites such as change.org and were signed by more than 300,000 people and the campaign 
was covered by major news media and magazines. Contacts were made with prominent BSA board 
members who were CEOs of major U.S. companies. In addition, major corporate donors to BSA, 
such as Intel and UPS, were convinced to suspend their funding to the organization until the ban 
was lifted, and National Geographic called for change. Gay Eagle Scouts also persuaded the band 
Train to refuse to perform at a scheduled Boy Scout concert. In addition, seven members of the 
U.S. House of Representatives signed a letter advocating for the reform. Despite this success, how-
ever, BSA still prohibits GLBT adults from functioning as Boy Scout leaders, and further advocacy 
is needed to achieve complete equality within the organization (Scouts for Equality, 2013).

V ariations in sexual orientation and gender identity 
have been present throughout recorded human 
history, but, until recently, they have been deemed 
aberrations and have rarely been considered in 

terms of their implications for health and health care delivery. 
 Collectively, people who exhibit these variations are referred 
to as the GLBT community or population. Despite some simi-
larities among different elements of the GLBT population, they 
are display a diverse range of age, racial/ethnic, and socioeco-
nomic characteristics as well as variation in sexual orientation 
(Institute of Medicine [IOM], 2011). Members of this popula-
tion experience health issues that are both similar to and dif-
ferent from their heterosexual or “straight” counterparts, and 
population health nurses must be prepared to provide health 
care to effectively meet their needs. In addition, population 
health nurses may be actively involved in advocacy to assure 
provision of service to this population.

Sexual Orientation and 
Gender Identity
Before examining the health-related needs of the GLBT popu-
lation, it is important to define some related concepts. Sexual 
orientation refers to one’s preferred choice of sexual or ro-
mantic partners or the gender(s) of people to whom one is 
attracted. Attraction may be to people of one’s own sex, the 
opposite sex, or both sexes. Sexual orientation comprises three 
aspects: attraction, behavior, and identity (IOM, 2011, p. 27). 
Commonly used terms for different sexual orientations in-
clude heterosexual, homosexual, and bisexual. Heterosexual 
or straight individuals are primarily attracted to members of 
the opposite biological sex, while homosexual individuals are 
attracted primarily to members of their own biological sex. 
Bisexual individuals are attracted to members of both sexes. 
These preferences constitute the  attraction aspect of sexual 
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orientation. The behavioral aspect reflects one’s actual sexual 
behavior or activity with members of one sex or the other. The 
identity aspect of sexual orientation reflects one’s sense of self 
as a member of a particular social group based on a shared 
orientation (IOM, 2011). For example, women who identify 
themselves as lesbian share a sexual or romantic preference for 
other women, while gay men prefer other men.

There is no general consensus on the use of the terms het-
erosexual, homosexual, and so on, primarily because the terms 
are defined differently by different groups. Sexual orientation 
is culturally defined, and what is considered homosexual in 
one culture may not be in another, even if it involves same-sex 
sexual activity (Martinez-Donate et al., 2010). For example, 
some men who self-identify as straight have sexual inter-
course with other men, and are commonly referred to as “men 
who have sex with men” or MSM. Sometimes such same-sex 
behavior is situational, as in the case of prisoners who do not 
have access to members of the opposite sex. In other cases, 
it may involve casual sexual encounters with members of the 
same sex.

Similar lack of clarity occurs in definitions of bisexual-
ity. For instance, men who self-identify as gay may also have 
sexual interactions with women, but do not consider them-
selves bisexual. Similarly, women who self-identify as lesbian 
may also have sexual encounters with men. For the purposes 
of this book, self-identification as a gay, lesbian, bisexual, or 
transgender individual will be used as the primary means of 
distinguishing membership in these groups. Readers should 
be aware, however, that different definitions have been used 
in some of the research that will be reported here. Where 
relevant, the terms “men who have sex with men” (MSM) or 
“women who have sex with women” (WSW) will be used since 
they encompass both gay/lesbian and bisexual individuals as 
well as some who self-identify as straight despite occasional 
same-sex sexual activity.

Synnott (2009) described four perspectives on sex or gen-
der: anatomical, chromosomal, hormonal, and psychological. 
The anatomical perspective relies on sex-specific internal and 
external organs (e.g., a uterus, penis, prostate, etc.); the chro-
mosomal perspective is based on the number of X and Y chro-
mosomes one possesses. In the hormonal perspective, one’s sex 
is defined by the balance of male and female hormones. The 
final perspective involves one’s felt identity or gender identity.

Gender identity differs from sexual orientation in that it re-
flects one’s perception of self as a man or woman, boy or girl. 
One’s gender identity may or may not correspond to one’s 
biological sex. Transgender individuals are born anatomically 
one gender, but identify with the other, with both genders 
(bigender individuals), or neither (Synnott, 2009; Wilson et 
al., 2010). Transgender individuals are a diverse group whose 
members do not conform to culturally defined gender expecta-
tions (Bockting, Miner, Romine, Hamilton, & Coleman, 2013). 
They may differ in terms of their gender identity, gender pre-
sentation or expression, or sexual orientation. Transgender 
individuals may or may not exhibit gender role conformity,  

the extent to which one adheres to cultural norms for his or her 
anatomical sex. Depending on circumstances, they may con-
form to their birth sex, their self-perceived gender, or both at 
different times. Cisgender refers to an individual whose self-
perceived gender is congruent with his or her assigned birth 
gender (National Coalition of Anti-Violence Programs, 2013). 
Gender expression is how one presents oneself as masculine or 
feminine (or possibly neither) in terms of personality, appear-
ance, and behavior (IOM, 2011). A gender-nonconforming 
individual is one who by nature or choice does not conform to 
societal gender expectations (Parents, Families, and Friends of 
Lesbians and Gays [PFLAG], n.d.a). Transgender  individuals 
are persons whose gender identity does not match their as-
signed birth gender (PFLAG, n.d.b). Members of the trans-
gender community view this as an all-encompassing term that 
includes cross-dressers, drag kings and queens, and transsexu-
als although not all of these individuals self-identify as mem-
bers of the other gender. For example, a drag queen may be 
a biological male who dresses as a female, but still considers 
himself male. Transsexuals are persons who believe they were 
born into the “wrong” body and are actually members of the 
opposite gender. Transsexual is sometimes used to distinguish 
those who have undergone sexual reassignment surgery (SRS) 
to change their anatomical appearance to that of members of 
the opposite gender. In the transgender community, the pre-
ferred term for this surgical procedure is “gender recognition 
surgery” denoting recognition of their appropriate gender 
identity. Women who have surgical procedures to become men 

Transgender individuals identify as members of the opposite 
gender and dress and act accordingly. (Karen Struthers/Fotolia)
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TABLe 20-1 Definitions of Terms Related to Gender Identity and Sexual Orientation

Gender Identity Terminology Definition

Bigender person One who identifies as both man and woman. May take hormones and live  
part-time in the cross-gender role.

Cisgender/gender-straight/gender-normative A person who by nature or choice conforms to social gender-based expectations for his or her 
anatomic sex.

Cross-dresser (previously transvestite) One who adopts the clothing and behaviors of the opposite sex for emotional or sexual gratifi-
cation. May live part-time in the cross-gender role.

Drag kings or queens Persons who dress in the clothing of the opposite gender and adopt a hyperfeminine or hyper-
masculine presentation. May live part-time in the cross-gender role often in the context of a 
performance. Does not necessarily indicate sexuality or gender identity.

Gender diverse One who does not conform to societal gender-based expectations
Gender fluid One whose gender identification shifts with time and circumstances.
Gender nonconforming individual One who, by nature or by choice, does not conform to normative gender expectations
Gender queer/two spirit One who possesses both masculine and feminine characteristics, who may or may not desire 

hormones or surgery and may or may not live full- or part-time in the cross-gender role.
Pangender One whose gender identity involves multiple gender expressions.
Transgenderists Persons who live full-time in the cross-gender role. They may take hormones,  

but do not desire surgery.
Transsexuals Persons who desire to or actually engage in masculinization or feminization of the body by 

means of hormones and/or surgery and live full-time in the cross-gender role.

Sexual Orientation Terminology Definition

Asexual One who is not sexually attracted to either gender.
Bisexual One who is sexually or romantically attracted to two sexes (man and woman, transsexual, or any 

combination of them). The attraction may not be simultaneous or of equal intensity.
Gay/gay man A man who is sexually or romantically attracted to other men.
Homosexuality Sexual, emotional, or romantic attraction to persons of one’s same sex.
Lesbian A woman who is sexually or romantically attracted to other women.
Pansexual One whose sexual orientation or gender identity is fluid.
Straight One attracted to a gender other than his or her own.

Based on: Institute of Medicine. (2011). The health of lesbian, gay, bisexual, and transgender people: Building a foundation for better understanding. Washington, DC: National 
Academies Press; UC Berkeley Gender Equity Resource Center. (n.d.). Definitions of terms. Retrieved from http://geneq.berkeley.edu/lgbt_resources_definiton_of_terms

are known as female-to-male (FTM)  transgenders,  transmen, 
or transguys. Men who undergo SRS may be known as male-to-
female (MTF) transgendered individuals or transwomen (UC 
Berkeley Gender Equity Resource Center, n.d.).  Transgender 
individuals may exhibit different sexual orientations as well. 
For example, MTF transgender persons may be attracted to 
men, other women, or both. On occasion, MTF transgender 
individuals may be labeled as MSM, although they consider 
themselves women who have sex with men. Similarly, FTM 
transgender individuals who have sex with transwomen con-
sider themselves straight.

Additional definitions describing the diversity of gender 
identity and sexual orientation are presented in Table 20-1•. 

Determining the Size of the GLBT 
Population
Although differences in sexual orientation and sexual identity 
are becoming more socially acceptable, continuing stigma may 
preclude many people from living openly or acknowledging 

membership in the GLBT population. This makes it difficult 
to accurately determine the size of the gay, lesbian, bisexual, 
and transgender populations. Inferences regarding the extent 
of sexual and gender diversity are often drawn from related 
data. For example, 2005 Census Bureau data included more 
than 770,000 same-sex couples in households throughout 
the United States, many of whom are probably gay or lesbian 
couples. Census data, however, probably underrepresent the 
GLBT population due to fear of exposure or differences in 
definitions. In an American Community Survey, an estimated 
8.8% of the U.S. residents self-identified as gay or bisexual. In 
other estimates, as many as 7% of women may self-identify 
as lesbian, and 8% of men as gay or bisexual (Buffie, 2011). 
In the 2010 National Survey of Sexual Health and Behavior, 
6.8% of men, and 4.5% of women self-identified as homosex-
ual, gay, lesbian, or bisexual, while the estimated size of the 
transgender population varies from 1 person per 2,900 men in 
Singapore to 1 per 100,000 in the United States. Comparable 
ratios for women are 1:8,300 for Singapore and 1:400,000 U.S. 
women (IOM, 2011).
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From 2001 to 2009, only nine sites participating in the 
Youth Risk Behavior Surveillance System asked questions 
about sexual orientation, with a median of 93% of teens re-
porting a heterosexual orientation, 1.3% gay or lesbian, and 3.7 
bisexual. An additional 2.5% of youth were unsure regarding 
their sexual orientation. Twelve sites assessed only sexual con-
tact, for which 53.5% reported intercourse with the opposite 
sex only, 2.5% with the same sex only, and 3.3% with both sexes 
(Kann et al., 2011). The Guttmacher Institute (2014), on the 
other hand, has reported estimates of 3% of 18- to 19-year-old 
males and 8% of females self-identifying as homosexual or bi-
sexual. The number of women who have sex with women may 
be particularly hard to determine as they tend to be a more hid-
den population than MSM, and women living together are less 
likely to be viewed in a sexual relationship than men in similar 
circumstances.

Population Health Nursing and 
Care of GLBT Populations
Population health nurses may find that they need to design 
and implement health care programs to meet the needs of the 
GLBT population in their area. They may also be involved in 
advocating for this population at local, regional, national, or 
international levels. In doing so, they will make use of the ele-
ments of the nursing process, assessing the needs of the popu-
lation, planning and implementing care, and evaluating the 
effects of interventions in terms of GLBT health.

Assessing the Health of GLBT Populations
Assessing the health status of gay, lesbian, bisexual, and trans-
gender populations involves determining factors related to the 
six categories of determinants of health that promote or im-
pede health and healthy behaviors.

BIOLOGICAL DeTeRmINANTS. Biological determinants 
related to the health of the GLBT population include matura-
tion and aging and the presence of physical illnesses. Although 
GLBT culture emphasizes youth, there is a significant older 
population among members of the population. There are an 
estimated 1 to 3 million older sexual minority group mem-
bers in the United States (Wight, LeBlanc, de Vries, & Detels, 
2012), and the older GLBT population is expected to increase 
to 6 million members by 2030. Because of their marginal sta-
tus in society, older GLBT persons may have more difficulty 
than others in obtaining assistance in old age, creating a popu-
lation of particular concern to population health nurses. All of 
the health problems typical of old age are compounded by the 
stress of sexual minority status and resulting stigmatization and 
discrimination (IOM, 2011). Older gay men, who lived through 
the early stages of the HIV epidemic, may be at particular risk of 
lack of social support in old age due to having outlived many of 
their peers. Similarly, GLBT adolescents may experience more 
health problems than their straight counterparts due to the 
added stress of stigma and discrimination.

Members of the GLBT population also tend to be at greater 
risk for a number of physical health problems than the gen-
eral population. In part, this is due to the greater prevalence of 
high-risk behaviors in this population, as well as to reluctance 
to seek medical care. Much of the attention given to health is-
sues in this population to date has focused on the extent of sex-
ually transmitted infections (STIs). For example, MSM account 
for most of the new syphilis diagnoses in many health depart-
ment jurisdictions (Mayer, 2011). Many MSM with primary 
and secondary syphilis are co-infected with HIV (Cohen et al., 
2012), but MSM often do not perceive themselves to be at risk 
for HIV infection. For example, in the 2008 National Health 
Behavior Survey, the prevalence rate of HIV infection among 
young MSM in 21 cities was 19%, yet nearly half of these men 
(44%) were unaware of their infection. Lack of awareness was 
even more likely in young MSM from ethnic minority groups 
(Smith et al., 2010). From 2001 to 2006 there was a 93% in-
crease in new HIV infections among young Black MSM in 33 
states and a 144% increase in the state of  Wisconsin between 
2000 and 2008 (Biedrzycki et al., 2011). More recently, up 
to 28% of African American MSM have been reported to be 
HIV-positive compared to 16% of White MSM, and the rate 
of incidence among this group is growing faster than among 
other high-risk groups (Fields et al., 2013). MSM accounted 
for 53% of all new HIV diagnoses in 2006 (Parsons, Grov, & 
Golub, 2012). HIV incidence is also high among MTF trans-
gender women (Wilson et al., 2010). Women who have sex 
with women and bisexual women have also been found to be 
at greater risk for Chlamydia trachomatis infection than those 
who are exclusively heterosexual (Singh, Fine, & Marrazzo, 
2011).

Members of the GLBT population experience other health 
problems at higher rates than the general population. For ex-
ample, lesbian women have been found to be twice as likely to 
be obese as other women, placing them at greater risk for car-
diovascular and other weight-related problems (Boehmer et al.,  
2011). Similarly, transgender individuals have higher rates of 
obesity than the general population (Conron, Scott, Stowell, & 
Landers, 2012). Gay men, on the other hand, are less likely than 
their straight counterparts to be obese or overweight (Conron, 
Mimiaga, & Landers, 2010). In addition, lesbian women are 
less likely than other women to bear children, increasing their 
risk of breast cancer (Allina, 2012).

Membership in dual minority groups may also adversely af-
fect physical health status. For example, Hispanic lesbian and 
bisexual women were found in one study to have higher rates of 
asthma and disability, and Hispanic bisexual women reported 
more arthritis and poorer overall health than either Caucasian 
lesbian and bisexual women or straight Hispanic women (Kim 
& Fredriksen-Goldsen, 2012). Based on Behavioral Risk Factor 
Surveillance System (BRFSS) data for Massachusetts, members 
of sexual minority groups, in general, were more likely than 
others to report activity limitations, tension, smoking, drug use, 
and asthma. No differences were noted, however, with respect to 
the incidence of diabetes or heart disease (Conron et al., 2010).  
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In addition to higher rates of disability, gay, lesbian, and bi-
sexual individuals have been found to experience disability at 
younger ages than the general population  (Fredriksen-Goldsen, 
Kim, & Barcan, 2012). Mortality rates, however, are no higher 
for MSM than for other men, when HIV-related mortality is ex-
cluded (Cochran & Mays, 2011).

For transgender individuals, measures to modify anatomical 
structures may have health consequences as well as benefits. For 
example, feminizing hormones may increase one’s risk of venous 
thrombosis and pulmonary embolism. Other potential adverse 
effects include gallstones, liver disease, pancreatitis, and glucose 
intolerance. Conversely, although estrogen therapy may increase 
stroke and coronary heart disease risk in straight women, it does 
not seem to do so in transgender MTF women and may actually 
shift lipid profiles to a more typical female pattern resulting in a 
protective effect. Masculinizing hormones used by FTM trans-
gender individuals may lead to acne, weight gain, possible poly-
cythemia, liver disease, insulin resistance, fluid retention and 
edema, and increased risk of cardiovascular disease due to a shift 
to a typically masculine lipid profile. Finally, FTM transgender 
individuals may experience bone mineral loss following oopho-
rectomy without regular testosterone use (Gender Centre, 2013). 
Population health nurses should be alert to these problems in 
individual transgender clients and to increased incidence in the 
transgender population. Another problem is that hormones may 
be perceived as a cause of medical problems when there is some 
other underlying disease process involved.

Immunity is another consideration related to biological de-
terminants of health in the GLBT population. In addition to 
routine immunizations suggested for adults, sexually active 
gay, bisexual, and transgender men and women should also re-
ceive immunization for hepatitis A and B. Population health 
nurses should assess immunity among individual clients as 
well as levels of immunity in the gay, bisexual, and transgender 
population at large.

PSyCHOLOGICAL DeTeRmINANTS. Homosexuality, or  
same-sex attraction, was considered a psychiatric disease by the 
American Psychiatric Association from 1952 until 1973. The 
1952 Diagnostic and Statistical Manual of Mental Disorders 
(DSM) included homosexuality as a sociopathic personality 
disorder leading to widespread laws that criminalized homo-
sexuality activity and prohibited employment and licensure in 
several occupations. Although homosexuality was removed as 
a psychiatric disorder from later versions of the DSM, gender 
identity disorder and gender dysphoria were added as psychiat-
ric diagnoses (IOM, 2011). Gender dysphoria has been defined 
as serious discomfort or distress related to one’s biologically de-
fined sex. Gender dysphoria has been retained as a diagnosis in 
the DSM-5 (American Psychiatric  Association, 2013), but has 
been separated from the sexual dysfunction section of the man-
ual. The reported intent of the diagnosis and related chapter is 
to promote care for individuals who experience severe distress 
related to the incongruence between their self-perceived gender 
identity and their biological sex.  Relabeling of the diagnosis as 

gender dysphoria versus gender identity  disorder is also intend-
ed to diminish the perception of  pathology related to gender-
atypical behavior (Moran, 2013). Generally, gender dysphoria 
is diminished in most individuals who experience sexual reas-
signment surgery. In the interim, however, population health 
nurses may need to be particularly alert to suicidal ideation in 
individuals who exhibit severe gender dysphoria.

Although GLBT individuals do not appear to be any more 
intrinsically susceptible to mental illness than their straight 
counterparts, there is some evidence to suggest that they have 
a slightly higher prevalence of mental illness, possibly as a re-
sult of “minority stress.” Minority stress is the stress associ-
ated with being a member of any stigmatized minority group 
(Buffie, 2011). Many mental health problems in the GLBT pop-
ulation are linked to the discrimination experienced in inter-
actions with the straight world. For example, meta-analysis of 
related research has indicated a lifetime prevalence of depres-
sion and anxiety disorders one-and-a-half times higher in gay, 
lesbian, and bisexual individuals than in the straight popula-
tion (Choi, Paul, Ayala, Boylan, & Gregorich, 2013).

A person who realizes that he or she is gay, lesbian, bisex-
ual, or transgender has three basic choices. She or he can live 
openly as a member of a sexual minority group risking poten-
tial rejection by family, loss of one’s job or professional reputa-
tion, and societal labeling and abuse. Denial is a second option 
that requires considerable expenditure of energy in fulfilling 
the accepted gender. Finally, he or she can live a sexually di-
verse life but maintain a straight appearance.

GLBT individuals who do not live their identities openly must 
deal, on a daily basis, with the fear that others will discover who 
they really are. This involves the complex task of vigilance about 
how they look and act, where they are, who they are with, and 
what they say. This may mean constantly monitoring responses 
and changing pronouns to misrepresent the identity of partners. 
They must hide from coworkers, family, or friends important life 
events such as a new relationship or the breakup of an old one. 
Although they grieve such losses, their grief is not sanctioned by 
society and is another source of hidden stress. Transgender indi-
viduals also run the risk of rejection and physical assault if their 
biological gender is discovered or, if they continue to maintain 
a cross-gender role in some venues, if their transgender activi-
ties are discovered. Recently, members of the GLBT community 
have also had to deal with increased fears of being “outed” by 
other, more militant individuals. Outing involves publicizing an-
other’s sexual orientation without their consent.

GLBT individuals may internalize societal discrimination 
and prejudice leading to low self-esteem and depression. The 
phenomenon of internalization is supported by findings that 
enactment of legislation limiting marriage to a man and a 
woman in 14 states resulted in significant increases in the inci-
dence of psychiatric problems in the GLBT population in those 
states, compared to no increase in states without such bans 
(Buffie, 2011). Internalization among young MSM may lead 
to risky sexual behaviors and increased potential for sexually 
transmitted infections (Halkitis et al., 2013).
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Members of the GLBT population are subject to overt 
 discrimination as well as to the stress of inadvertent or insensi-
tive comments by others who do not recognize them as gay, 
lesbian, bisexual, or transgender individuals. Due to the stigma 
of membership in a sexual minority group and the potential for 
retaliation, they are also faced with the quandary of whether 
to actively work for equality or remain hidden from pub-
lic view (Buffie, 2011). Data from the National Transgender 
 Discrimination Survey, for example, indicated that transgender 
individuals were routinely subjected to discrimination in edu-
cational, employment, public service, and health care settings 
(Grant et al., 2011). Mental health problems are also associated 
with stigmatization among transgender individuals. In one 
study, for example, 44% of transgender individuals reported 
depression, 33% reported clinical anxiety, and 27.5% reported 
somatization (Bockting et al., 2013).

Members of sexual minorities are more likely than 
the general population to be exposed to violence and 

traumatic events at earlier ages and may be at greater risk 
for  posttraumatic stress disorder (Roberts, Austin,  Corliss, 
Vandermorris, & Koenen, 2010). Suicide is a significant 
problem in GLBT populations, particularly among youth. 
The lifetime risk of suicide for gays, lesbians, and bisexuals is 
nearly two-and-a-half times greater than that of the straight 
population (Choi et al., 2013), and risks are even higher for 
ethnic minority gay, lesbian, and bisexual youth (O’Donnell, 
Meyer, & Schwartz, 2011). Similarly, three fourths of 
 Caucasian transgender individuals reported suicidal ide-
ation, and 64% of those had attempted suicide (Nemoto, 
Böedeker, & Iwamato, 2011). Population health nurses 
should be alert to the presence of mental health problems in 
GLBT individuals as well as to a high incidence of problems 
in this population. As we will see later, they can make refer-
rals for mental health services as needed as well as work to 
minimize factors that contribute to mental health problems 
among GLBT individuals.

Global Perspectives

In December of 2008, Senegal hosted the International 
 Conference on AIDS and Sexually Transmitted Infections 
in  Africa. Later that same month nine members of a non- 
governmental agency focused on HIV prevention and support 
for those with AIDS were convicted of homosexuality and given 
5-year prison terms (Moody, 2009). Although the convictions 
were later overturned due to international outcry, they are rep-
resentative of the circumstances faced by GLBT individuals 
throughout the world.

Several authors have noted the need for both research and 
policy formation related to global issues of sexual minority popu-
lations. The Global Research and Advocacy Group (2013) has 
included sexual minority issues as one element of its global 

research agenda. Similarly, Fabrice Houdart, the country offi-
cer for the Central Asia arm of the World Bank, has called for 
 research into the economic and societal costs of homophobia 
and  transphobia as a precursor for action to support development 
to assist poor sexual minority group members, and has suggested 
mobile telephone applications as a means of collecting data 
from, educating, and mobilizing sexual minorities throughout the 
world (Houdart, 2012a, 2012b).

With respect to global policy, a diverse group of human rights 
experts developed the Yogyakarta Principles, applying the princi-
ples of international human rights law to the support of members 
of sexual minority groups. These principles and their application 
to the GLBT population are summarized in the following table.

Protecting the Rights of Sexual minorities

Application of International Human Rights Law to Sexual  Orientation and Gender Identity

Principle Application to Sexual Orientation and Gender Identity

  1.  The right to universal enjoy-
ment of human rights

• Incorporate GLBT rights into national constitutions
•  Amend legislation that impinges on human rights for GLBT individuals
•  Educate people to promote enjoyment of human rights irrespective of sexual orientation or 

 gender identity
•  Recognize all aspects of human identity including sexual orientation or gender identity in 

policy making
  2.  The right to equality and 

nondiscrimination
•  Embody principles of nondiscrimination based on sexual orientation or gender identity in 

national constitutions
•  Repeal criminal or other legal provisions that prohibit consensual same-sex activity
• Prohibit or eliminate discrimination based on sexual orientation or gender identity
•  Take measures to ensure equal advancement of persons of diverse sexual orientation or 

gender identity
•  Take action to eliminate prejudicial or discriminatory attitudes or behaviors based on 

 sexual orientation or gender identity

(Continued)
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Principle Application to Sexual Orientation and Gender Identity

  3.  The right to recognition before 
the law

• Assure abilities of GLBT persons to enter contracts or own property
• Take legal measures to respect and recognize each person’s self-defined gender identity
•  Take legislative action to assure that legal documents reflect the person’s self-defined gen-

der identity
• Ensure that such procedures respect the privacy of GLBT individuals
•  Ensure that changes to identity documents are recognized in all contexts where gender 

identification is required by law
• Provide social support for persons undergoing gender transition or reassignment

  4. The right to life •  Repeal all legislation that prohibits consensual sex, and in the interim refrain from impos-
ing the death penalty for such actions

• Remit existing death sentences for consensual same-sex activity
•  Cease state condoned attacks on the lives of persons based on sexual orientation or gender 

identity and assure that such attacks are vigorously investigated and prosecuted
  5.  The right to security of the 

person
•  Prevent and provide protection from harassment and violence based on sexual orientation 

or gender identity
•  Enact legislative measures to impose appropriate criminal penalties for violence and ha-

rassment based on sexual orientation or gender identity, including within the family
•  Investigate and prosecute all allegations of violence against persons based on sexual orien-

tation or gender identity and provide support for victims
• Educate the public to combat the prejudices underlying such actions

  6. The right to privacy •  Ensure the right to privacy of actions, including same-sex consensual activity without 
 undue interference

•  Repeal any law that prohibits or criminalizes gender expression in dress, speech, or 
 mannerisms or through bodily changes

•  Ensure the right to decide when, how, and to whom to disclose information related to sex-
ual orientation or gender identity and protect individuals from unwanted disclosure

  7.  The right to freedom from arbi-
trary deprivation of liberty

•  Assure that sexual orientation or gender identity is not used as a basis for arrest or 
detention

• Educate police accordingly
• Maintain accurate records of arrests motivated by sexual orientation or gender identity

  8. The right to a fair trial •  Prohibit or eliminate prejudicial criminal or civil judicial treatment based on sexual 
 orientation or gender identity

• Protect persons from prosecution based on sexual orientation or gender identity
• Train judges and other court personnel on international human rights

  9.  The right to treatment with hu-
manity while in detention

•  Avoid further marginalization or violence against detained persons based on sexual 
 orientation or gender identity

• Provide access to medical care and counseling for detained GLBT individuals
•  Put protective measures in place to prevent violence against prisoners based on sexual 

 orientation or gender identity
• Where permitted, ensure equal conjugal visits for same-sex couples in detention settings
•  Provide for independent monitoring of detention facilities with respect to treatment of 

GLBT individuals
• Train detention facility staff regarding international human rights

10.  The right to freedom from 
torture and cruel, inhuman, 
or degrading treatment or 
punishment

•  Prevent or protect GLBT individuals from torture and cruel, inhuman, or degrading treat-
ment or punishment based on sexual orientation or gender identity

•  Identify persons subjected to torture and cruel, inhuman, or degrading treatment or 
 punishment based on sexual orientation or gender identity and offer support, redress, and 
reparation

11.  The right to protection from all 
forms of exploitation, sale, and 
trafficking of human beings

•  Prevent or protect individuals from sexual exploitation based on actual or perceived sexual 
orientation or gender identity

•  Establish measures to protect vulnerable individuals from trafficking or exploitation based 
on sexual orientation or gender identity
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Principle Application to Sexual Orientation and Gender Identity

12. The right to work •  Eliminate and prohibit employment discrimination based on sexual orientation or gender 
identity

•  Provide training to counter discriminatory attitudes based on sexual orientation or gender 
identity in employment settings

13.  The right to social security 
and other social protection 
measures

•  Ensure equal access to social security and other social benefits to all regardless of sexual 
orientation or gender identity

14.  The right to an adequate 
 standard of living

•  Ensure equal access to food, safe drinking water, adequate sanitation, and clothing without 
regard for sexual orientation or gender identity

15. The right to adequate housing •  Ensure security of tenure and access to affordable, habitable, accessible, culturally appro-
priate, and safe housing, including shelter accommodation, regardless of sexual orientation 
or gender identity

•  Prohibit evictions not in conformity with international human rights that are based on 
sexual orientation or gender identity

•  Ensure equal rights to land and home ownership and inheritance regardless of sexual 
 orientation or gender identity

16. The right to education •  Ensure equal access to education and equal treatment by teachers regardless of sexual 
 orientation or gender identity

•  Ensure that education is directed to respect for human rights including those of GLBT 
individuals

•  Provide protection for staff, students, and teachers from violence and harassment based on 
sexual orientation or gender identity

• Ensure that discipline is enacted without regard for sexual orientation or gender identity
17.  The right to the highest attain-

able standard of health
•  Provide access to health care goods and services without regard for sexual orientation or 

gender identity
• Facilitate access to competent gender reassignment services
•  Ensure that health care providers treat all clients and their partners without discrimination 

based on sexual orientation or gender identity
•  Train health care personnel to provide quality care regardless of sexual orientation or 

 gender identity
18. Protection from medical abuses •  Ensure that no child’s body is irreversibly changed to impose a gender identity without 

free, full informed consent by the child
•  Protect persons from involuntary participation in research on the basis of sexual orientation 

or gender identity
•  Ensure that medical or psychological treatment does not expressly treat sexual orientation 

or gender identity as a condition to be treated, cured, or suppressed
19.  The right to freedom of opinion 

and expression
•  Promote full freedom of expression and opinion without regard for sexual orientation or 

gender identity
•  Ensure that notions of public morality, health, or security do not restrict expression of 

 opinion regarding sexual orientation or gender identity
•  Ensure that exercise of the right to freedom of expression does not violate the rights of 

GLBT individuals
•  Ensure that all persons, regardless of sexual orientation or gender identity, have access to 

information and participation in public debate
20.  The right to freedom of peace-

ful assembly and association
•  Ensure rights to organize around and advocate for sexual orientation or gender identity 

issues
•  Ensure that notions of public morality, health, or security are not used to restrict freedom 

of assembly related to sexual orientation or gender identity issues
21.  The right to freedom of 

thought, conscience, and 
religion

•  Ensure that the expression, practice, and promotion of different opinions and beliefs re-
garding sexual orientation or gender identity is not undertaken in a manner incompatible 
with human rights

22.  The right to freedom of 
movement

•  Ensure that the right of freedom of movement and residence is guaranteed regardless of 
sexual orientation or gender identity

(Continued)
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Principle Application to Sexual Orientation and Gender Identity

23. The right to seek asylum •  Ensure that a well-founded fear of persecution based on sexual orientation or gender 
 identity is accepted as grounds for granting asylum

•  Prohibit discrimination regarding asylum based on sexual orientation or gender identity
•  Prohibit extradition to a country or state where one could be subjected to torture, persecu-

tion, or cruel and inhuman treatment or punishment based on sexual orientation or gender 
identity

24. The right to found a family •  Ensure the right to found a family through adoption or assisted procreation regardless of 
sexual orientation or gender identity

•  Ensure that laws and policies recognize diverse family forms and protect families from 
 discrimination based on sexual orientation or gender identity

•  Prohibit consideration of a parent’s sexual orientation or gender identity as incompatible 
with a child’s best interests in court proceedings

•  Permit children who are capable of exercising decisions to make decisions on their own 
behalf

•  Where same-sex marriage is recognized, ensure that same-sex couples have equal benefits 
to different-sex couples

• Ensure that marriages and other legally recognized partnerships are entered only voluntarily
25.  The right to participate in 

 public life
•  Ensure full enjoyment of the right to participate in public life and levels of government ser-

vice regardless of sexual orientation or gender identity
•  Take measures to eliminate stereotypes and prejudices that prevent or restrict participation 

in public life based on sexual orientation or gender identity
•  Ensure the right of each person to participate in policy formation that affects his or her life 

regardless of sexual orientation or gender identity
26.  The right to participate in 

 cultural life
•  Ensure opportunities to participate in cultural life regardless of sexual orientation or  gender 

identity
•  Foster dialogue among cultural groups, including groups that hold different views of sexual 

orientation or gender identity
27.  The right to promote human 

rights
•  Take measures to combat activities or campaigns against human rights defenders working 

on issues of sexual orientation or gender identity
•  Ensure the protection of human rights defenders working on sexual orientation or gender 

identity issues from violence, threat, or discrimination
•  Support recognition and accreditation of human rights organizations that work on sexual 

orientation or gender identity issues at national and international levels
28.  The right to effective remedies 

and redress
•  Establish legal procedures that ensure victims of human rights violations based on sexual 

orientation or gender identity have full redress
•  Ensure that remedies are enforced and implemented in timely fashion
•  Establish effective institutions for redress of violations of human rights based on sexual 

orientation or gender identity and effectively train personnel
•  Ensure access to knowledge of procedures for redress of violations based on sexual orienta-

tion or gender identity
•  Ensure financial aid for persons unable to afford legal processes related to redress

29.  Accountability •  Establish criminal, civil, and administrative procedures and monitoring mechanisms to 
ensure accountability of perpetrators of human rights violations based on sexual orientation 
or gender identity

•  Ensure that allegations of violations of rights based on sexual orientation or gender identity 
are thoroughly investigated and when substantiated, penalties enacted

•  Establish independent institutions and procedures to monitor formation and enforcement 
of laws to eliminate discrimination based on sexual orientation or gender identity

•  Remove obstacles preventing perpetrators of human rights violations based on sexual 
 orientation or gender identity from being held accountable

Data from: The Yogyakarta Principles: Principles on the application of international human rights law in relation to sexual orientation and gender identity. (2007). 
Retrieved from http://www.yogyakartaprinciples.org/principles_en.pdf
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EnvironmEntal DEtErminants. Members of the 
GLBT population are exposed to many of the same environ-
mental health hazards as the general population. In addition, 
environmental factors, such as population density, may affect 
the availability of support services. For example, rural areas 
may lack access to services and to health care providers who are 
comfortable dealing with GLBT individuals. Rural populations 
have also been shown to be less accepting of sexual diversity 
and may contribute to diminished family support of GLBT in-
dividuals. Urban settings, particularly those with large GLBT 
populations, may provide more supportive environments and 
better access to needed services (IOM, 2011).

sociocultural DEtErminants. Sociocultural fac-
tors have a profound impact on the health status and health-
related behaviors of GLBT individuals. Sociocultural elements 
that may negatively affect the health and well-being of the 
GLBT population include homophobia and heterosexism, stig-
matization, discrimination, and violence. Social relationships 
and socioeconomic status are additional areas for consider-
ation in assessing sociocultural determinants of health in GLBT 
populations. 

Homophobia and heterosexism. Discrimination and 
 violence against gay men, lesbians, bisexuals, and transgender 
individuals has been attributed to homophobia, an irrational 
fear or hatred of people who exhibit a nonheterosexist sexual 
orientation or rejection of one’s own homosexual feelings. Re-
lated terms include  biphobia, which is defined as fear and in-
tolerance of persons who are bisexual (UC Berkeley Gender 
Equity Resource Center, n.d.), and  transphobia, defined as fear 
or hatred of people who do not conform to traditional gender 
norms (Trans Respect Versus Transphobia, n.d.). Some authors 
note, however, that the use of the term homophobia restricts re-
sponses to gay men and lesbians to an individual phenomenon, 
when it is evident that it is in reality a societally constructed 

entity that influences many aspects of the sociocultural envi-
ronment. For that reason, many authors prefer the term het-
erosexism, which is defined as the assumption that all people 
are heterosexual and belief that heterosexuality is “normal” and 
superior to other sexual orientations (UC Berkeley Gender Eq-
uity Resource Center, n.d.).  Heterosexism results in oppression, 
stigmatization, discrimination, and violence against members 
of GLBT populations.

Heterosexism is a cultural phenomenon in which opposite 
sex attraction and behavior are the expected cultural norms. 
Heterosexism may be more deeply embedded in some cul-
tures than others. MSM who are members of cultural minor-
ity groups with strong heterosexist beliefs may be faced with 
less tolerance than others. For example, some authors have 
noted that Latino gay and bisexual men in Southern Califor-
nia are simultaneously exposed to more relaxed attitudes to 
homosexual behavior in the majority culture and strict cul-
tural attitudes. Similarly, many Asian cultures attach signifi-
cant stigma to sexually diverse individuals as well as to their 
families.

Among young urban, African American men, a subcul-
ture exists among persons who have sex with other men and 
women, but do not consider themselves either gay or bisex-
ual. This subcultural group is sometimes referred to as “down 
low.” Members of the group tend to divorce sexual behavior 
from sexual identity and pride themselves on their masculinity 
(Heath & Goggin, 2009). For these reasons, health promotion 
and illness campaigns designed to reach gay and bisexual men 
may not be effective in this subpopulation.

Cultural conflicts similar to those experienced by Latinos 
and Asians may also be encountered by older gay men who de-
veloped their sexual identities in an age when it was more pru-
dent to keep one’s sexual orientation hidden. This group may 
be at particular disadvantage in dealing with the effects of soci-
etal heterosexism as well as ageism (Wight et al., 2012).

Stigmatization and discrimination. Societal attitudes to-
ward what many consider deviant behavior may lead to preju-
dice, discrimination, harassment, and victimization. As noted 
by the Institute of Medicine (2011), members of the GLBT com-
munity have a common experience of stigmatization and have 
historically been marginalized by a heterosexual society.

In various studies, two thirds to three fourths of sexual mi-
nority group members report lifetime experience of discrimi-
nation (Choi et al., 2013; McCabe, Bostwick, Hughes, West, 
& Boyd, 2010), and more than 20% reported experiencing 
discrimination in the prior year (Choi et al., 2013). Similarly, 
approximately two thirds of transgender individuals report 
being subjected to gender-identity-based discrimination, 
which is compounded when people are members of more 
than one stigmatized group. In one study, 56% of transgen-
der individuals had experienced verbal harassment, 37% re-
ported employment discrimination, and 19% reported being 
subjected to physical violence (Bockting et al., 2013). Multiple 
sources and experiences of discrimination have an additive 

Same-sex couples may experience discrimination in a variety of 
settings, including health care settings. (Francesco83/Fotolia)
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effect on psychological health in GLBT populations (McCabe 
et al., 2010).

Stigmatization and discrimination are linked to psycho-
logical distress and psychopathology for members of minor-
ity groups, including those of sexual minorities. Experience 
of discrimination has been associated with mood, anxiety, 
and substance abuse disorders. Discussion of experiences 
of discrimination, however, seems to have a protective effect 
(McLaughlin, Hatzenbuehler, & Keyes, 2010), and population 
health nurses can encourage GLBT individuals to reveal and 
discuss their experiences, providing both emotional support 
and assistance in redressing discriminatory practices.

Responses to stigmatization and discrimination are varied 
among the GLBT population. Some individuals may resist 
“coming out” or disclosure. Coming out involves openly liv-
ing as a gay, lesbian, bisexual, or transgender individual, while 
 disclosure involves revelation of one’s sexual orientation or 
gender identity to selected individuals in one’s life. Both re-
sponses bring the risk of discrimination and rejection by family 
and friends. Being “out” may relieve internal stress at the risk 
of the loss of important social connections.

Other GLBT individuals strive to create new relation-
ships with people who will accept their sexual diversity. Some 
GLBT youth turn to the Internet to meet other sexual minor-
ity group members. Initial interaction online provides a sense 
of anonymity and safety from the associated stigma. A review 
of research from the 1990s through 2013 provided evidence of 

increasing use of the internet for making sexual connections. 
Some studies indicated increased sexual risk behaviors related 
to use of the Internet to meet other GLBT individuals and 
some did not find such associations. The Internet has also been 
used increasingly to conduct research with GLBT populations 
and to disseminate health-related information (Grov, Breslow, 
Newcomb, Rosenberger, & Bauermeister, 2014).

In addition to individual experiences of discrimination, 
GLBT individuals as a group are discriminated against by so-
cietal policies. One major area of societal discrimination lies 
in bans on same-sex marriage that exist in many states. Be-
ing married conveys a number of advantages not available to 
members of same-sex relationships. For example, employ-
ment-based partner health insurance benefits are often re-
stricted to married individuals. Similarly, tax breaks afforded 
by joint tax returns are available to married couples, but not to 
those in relationships that do not have the legal status of mar-
riage.  Differences also occur for both partners and children in 
terms of survivor benefits under Social Security (Buffie, 2011). 
In fact, denial of Social Security spousal benefits costs same-
sex couples an estimated $124 million annually (Fredriksen- 
Goldsen, 2012).

Due to the general lack of recognition of same-sex 
 marriages, same-sex couples are not eligible for more than 
1,000 benefits accorded by the federal government to married 
couples. For example, in addition to the tax and survivorship 
benefits noted above, the federal Medical Leave Act does not 

evidence-Based Practice

Basing evidence on Real People
To be of use in directing practice, evidence derived from research 
needs to reflect the population targeted for care. Unfortunately, 
with many stigmatized conditions such as membership in sexual 
minority groups, members of the target population may be diffi-
cult to reach using traditional approaches to subject recruitment. 
Some authors have suggested peer ethnography as a means of 
targeting special populations of interest for whom evidence-
based interventions are lacking.

Ethnography is a research methodology in which the researcher 
becomes immersed in the population being studied and derives 
information from direct observation and face-to-face interactions 
with members of the target population. Gaining entrée to specific 
groups may be difficult for outsiders, particularly when the group 
has a history of discrimination. In peer ethnography, however, 
members of the target group are trained in ethnographic methods 
and can provide an insider’s view of group member’s beliefs and 
behaviors (Mutchler, McKay, Davitt, & Gordon, 2013). In what 
other stigmatized groups might peer ethnography be of use in 
developing a sound evidence base for practice?

Additional recommendations for research to build an evidence 
base for care of the GLBT population have been advanced by the 
Institute of Medicine (2011). These recommendations include 
the following:

• Development of a research agenda by NIH to advance under-
standing of GLBT health issues.

• Inclusion of data collection regarding sexual orientation and 
gender identity in federally funded surveys.

• Inclusion of data on sexual orientation and gender identity in 
electronic health records.

• Development of standardized measures of sexual orientation 
and gender identity.

• Support of methodological research related to GLBT health.
• Comprehensive research training related to GLBT health at 

NIH.
• Encouragement of NIH grant applicants to explicitly address 

inclusion or exclusion of sexual and gender minorities in 
study samples.
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cover domestic partners or same-sex relationships, although 
some employers extend coverage to all employees. In 2011, 
only nine states and the District of Columbia included same-
sex spouses and domestic partners under state medical leave 
legislation. Similarly, same-sex couples are not protected from 
loss of their home in order to spend down to be eligible for 
long-term care services under Medicaid. Heterosexual spouses, 
however, are protected from home loss in these circumstances 
(Fredriksen-Goldsen, 2012).

In the recent past, there has been considerable  legislation 
designed to foster or impede bans on same-sex marriage. 
 California’s proposition 8 and other similar legislation legally 
defined marriage as occurring between a man and a woman. 
The 9th U.S. Circuit Court of Appeals ruled proposition 8 un-
constitutional, and in July 2013, the U.S. Supreme Court failed 
to rule on the issue, thus upholding the unconstitutionality 
of the act and its provisions and supporting federal benefits 
for same-sex married couples in the states that permit same-
sex marriage. It remains unclear, however, if federal marriage 
benefits will be based on the ruling only in states that legalize 
same-sex marriage, or will apply throughout the country. The 
ruling also fails to settle the question of whether or not any 
state has the right to ban marriage between same-sex couples. 
As of mid-2013, 12 states plus California permit same-sex mar-
riage, and public opinion has slowly been turning in favor of 
same-sex marriage (Mintz, 2013).

In June of 2013, the U.S. Supreme court ruled that pro-
visions of the Defense of Marriage Act that deny same-sex 
 couples the same federal legal protections as any other mar-
ried couple are unconstitutional. At its inception, the ruling 
applied to states and territories that recognize same-sex mar-
riages. For those living in states that do not recognize their 
marriages, additional work is needed to promote equity (Free-
dom to Marry, 2013). Population health nurses can advocate 
for changes in state laws that promote equity for all married 
couples.

Some authors have maintained that same-sex marriage is 
another facet of the ongoing evolution of the societal concept 
of marriage. They cite as evidence former laws and social 
mores that defined marriage as occurring between a man and 
woman of the same race, social status, or religion (Buffie, 
2011). Legalization of same-sex marriage has been associated 
with improved health among gay and lesbian individuals. 
For example, in one study, legalization was associated with a 
decrease in medical and mental health care visits and lower 
health care costs among gay men, both those who had com-
mitted relationships and those who did not, again suggest-
ing population as well as individual benefits of minimizing 
stigma and discriminatory practices (Hatzenbuehler et al., 
2012).

A number of groups and organizations have been estab-
lished to advocate for policies and legislation that prohibit dis-
crimination against members of the various GLBT populations. 
For example, the Transgender Law Center in San  Francisco 
works on behalf of transgender individuals to create a society 

that recognizes freedom of gender expression as a basic right 
of the individual  (Transgender Law Center, 2013). Similarly, 
the New England-based Gay & Lesbian Advocates & Defenders 
organization (GLAD) works through litigation, public policy 
advocacy, and education to eliminate discrimination related to 
gender identity and expression, sexual orientation, or HIV sta-
tus  (GLAD, 2013). 

Social relationships. Interactions within families beyond 
the legality of marriage are another element of the sociocul-
tural dimension that affects the health of the GLBT population. 
 Disclosure of a nonheterosexual orientation or transgenderism 
to family members and their response, homosexual relation-
ships, and homosexual parenting are the three primary aspects 
of family interaction to be assessed by the population health 
nurse.

Two different themes occur in families’ responses to disclo-
sure of a family member’s homosexuality: loving acceptance 
or rejection. All families who come to know of GLBT mem-
bers need to deal with feelings of grief, guilt, and fear for their 
child or sibling. GLBT youth who experience family rejection 
are more likely to experience a variety of psychological and 
behavioral problems. Family acceptance, on the other hand, 
has been strongly correlated with higher levels of self-esteem, 
social support, and overall health in GLBT adolescents and 
young adults. Acceptance also seems to be a protective factor 
for depression, substance abuse, suicidal ideation, and lifetime 

Marriage between same-sex couples should entail the same rights 
and responsibilities as those accorded to heterosexual couples. 
(Lisa F. Young/Fotolia)
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suicide attempts (Ryan, Russell, Huebner, Diaz, & Sanchez, 
2010).

For those families that are able to accept homosexuality, bi-
sexuality, or transgenderism in one of their members, accep-
tance appears to come about in stages similar to the stages of 
grief experienced with the loss of a loved one. The first stage is 
one of grief, followed by a period of denial during which par-
ents may see their child’s professed sexual identity as a “phase” 
that he or she will grow out of. This stage is followed succes-
sively by stages characterized by guilt and anger and, finally, 
loving acceptance. For some families, acceptance is followed 
by advocacy (Broad, 2014). Unfortunately, some families never 
achieve the stage of acceptance of their loved one’s sexual ori-
entation or gender identity.

Parental response to the disclosure of homosexuality is 
strongly influenced by a variety of factors: the strength of tra-
ditional gender role conceptions, perceptions of the probable 
attitudes of significant others in the family’s social network, 
and parental age and education level. Affiliation with conser-
vative religious ideologies and intolerance of other stigmatized 
groups are other factors that affect parental resolution of grief 
over the lost image of their child (Broad, 2014).

GLBT individuals may face decisions about disclosure 
to spouses and friends as well as parents and siblings. Many 
GLBT individuals are or have been involved in committed het-
erosexual relationships, and many of them have children. Some 
individuals do not become aware of or accept their sexual di-
versity until after marriage. Others marry in an attempt to deny 
or hide their sexual orientation or gender identity. Responses 
of spouses to the disclosure of homosexuality, bisexuality, or 
transgenderism vary considerably and may include feelings 

of living with a “stranger,” guilt, development of an asexual 
friendship or a semi-open relationship in which partners are 
free to take outside lovers, or a desire for divorce. Transgender 
identity changes can be particularly devastating to marital rela-
tionships, as the spouse questions not only the partner’s sexual 
identity but his or her own as well. Population health nurses 
should assess the extent of clients’ disclosure of their sexual 
identities and the effects of the responses received. Nurses 
should also assess the needs of family members for assistance 
in dealing with the disclosure. The Family Acceptance Project 
has created a screening tool to identify GLBT youth who are 
experiencing serious family rejection. Information and training 
on the screening tool are available at the website, and a source 
for further information is included in the External Resources 
section of the student resources site. Table 20-2• provides 
 examples of accepting and rejecting behaviors that population 
health nurses can share with families of GLBT individuals.

Disclosure to family members is usually not a one time 
event. As families grow and change, both the GLBT family 
member and others face decisions regarding disclosure to other 
family members and friends. In other words, families engage in 
their own “coming out” regarding the sexual diversity of family 
members, although this process is framed somewhat differently 
than the coming out experienced by members of the GLBT 
population (Broad, 2014). Disclosure of one’s sexual orienta-
tion or gender identity to children is another dilemma faced by 
gay, bisexual, and transgender men. Depending on when and 
how disclosure occurs, children may exhibit the same range 
of responses shown by other family members. Some consider-
ations in disclosure of sexual orientation or gender identity to 
children are provided on the student resources site.

tablE 20-2 accepting and rejecting behaviors by Families of Glbt individuals

accepting behaviors rejecting behaviors

Discussing with a GLBT family member their identity and feelings Engaging in physical punishment of expressions of GLBT identity
Expressing affection for the GLBT family member Engaging in verbal abuse or name-calling related to a family member’s 

GLBT identity
Supporting the GLBT family member’s identity Excluding GLBT member from family activities
Advocating for fair treatment of the GLBT family member Prohibiting access to GLBT friends, information, or support resources
Requiring respect of the GLBT family member by other family members Blaming GLBT family members when they are subjected to discrimina-

tion related to their identity
Connecting the GLBT family member with relevant resources and 
organizations

Attempting to change a GLBT family member’s appearance or behavior

Assisting the GLBT family member to identify appropriate GLBT role 
models

Informing a GLBT family member of their “sinfulness” and likelihood of 
divine punishment

Welcoming the GLBT family member’s friends and partners Indicating that you are ashamed of the GLBT family member or the un-
wanted attention they draw to the family

Supporting the GLBT family member’s gender expression Refusing to allow a GLBT family member to disclose or discuss their 
identity with others

Expressing the belief that a GLBT family member can have a happy and 
productive life

Based on: Ryan, C. (2009). Supportive families, healthy children: Helping families with lesbian, gay, bisexual & transgender children. Retrieved from http://familyproject 
.sfsu.edu/files/English_Final_Print_Version_Last.pdf
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Parenting by GLBT families brings its own stresses, many 
of them similar to those experienced by straight parents. GLBT 
individuals may become parents in a number of ways: in het-
erosexual relationships prior to coming out, as foster parents 
or through adoption, or in cooperation with a sperm donor 
or surrogate mother. Data cited in the IOM (2011) report on 
the health of the GLBT population indicated that 35% of les-
bians, 8% of gay men, 67% of bisexual women, and 36% of bi-
sexual men had at least one child. In addition, key findings of 
a study by the Urban Institute and Williams Institute indicated 
that half of gay men and 41% of lesbian women want to have 
children, and approximately 2 million GLBT individuals are 
interested in adopting children. In 2010, 65,000 children had 
been adopted by a gay or lesbian parent, and gay/lesbian par-
ents were caring for an estimated 14,000 foster children (Sudol, 
2010). 

Adoption or foster parenting by GLBT individuals may pose 
more difficulties than for straight couples. Although 60% of 
adoption agencies surveyed in a national study accepted ap-
plications from prospective GLBT parents, only 40% had ac-
tually placed children in GLBT households, and only 19% of 
agencies actively sought out GLBT individuals as adoptive 
parents. Federal law does not address adoption by GLBT indi-
viduals, and some states, particularly those that do not recog-
nize same-sex marriage, prohibit adoption by members of the 
GLBT population. In 2010, only six states had laws prohibiting 
adoption discrimination against GLBT individuals, three had 
laws restricting GLBT adoption, and three others had laws or 
policies that restricted adoption. Even fewer states (only four) 
have laws or legislation that prohibit exclusion of GLBT indi-
viduals from serving as foster parents, and one state (Nebraska) 
actively prohibited foster parenting by gay individuals. A study 
by the Children’s Bureau and AdoptUSKids recommended 
inclusive practices by all adoption and foster child agencies 
that emphasize sexual orientation and gender identity in their 
nondiscrimination policies, include information about GLBT 

families in recruiting materials, and use inclusive language on 
paperwork (Sudol, 2010). GLBT families have been described 
as an untapped resource for foster and adoptive families and 
assessment guidance for agencies considering placement of a 
child in a GLBT family have been developed (Mallon, 2011). 
Population health nurses can assess state and local policies and 
legislation related to adoption and fostering by GLBT families 
and advocate for equitable treatment of these populations. For 
further information about GLBT foster parenting, adoption, 
and family life, see the External Resources section of the student 
resources site.

Other GLBT individuals may choose to have children 
through surrogate parent arrangements in which a woman is 
impregnated either through intercourse or artificial insemina-
tion by sperm from a donor male. Conversely, a gay or bisexual 
man, or an FTM transgender individual who has not had an 
orchiectomy may impregnate a surrogate mother or a female 
partner. Both arrangements have the potential for legal risks 
and challenges, particularly if the donor or surrogate is known. 
For example, sperm donors may later sue for access to interac-
tion with the child or be held liable for child support. Similarly, 
surrogate mothers may sue for custody. Such eventualities can 
be minimized by being knowledgeable regarding state laws re-
lated to donor status and surrogacy, working with a physician 
or women’s health practitioner, and having an attorney execute 
a detailed contract regarding the rights and responsibilities of 
all parties (Forman, n.d.).

The parental rights of same-sex partners may also be called 
into question if a same-sex partnership dissolves or with the 
death of the biological or adoptive parent of any children. This 
can be forestalled by a second-parent adoption. Second-parent 
adoption is a legal procedure in which a same-sex parent for-
mally adopts his or her partner’s biological or adoptive child as 
a second, legally recognized parent. As of 2014, 23 states and 
the District of Columbia provided for second-parent adoption 
by same-sex couples; in 8 states various obstacles exist with 
respect to adoption by same-sex couples or unmarried indi-
viduals. In the remaining states, decisions are made on a case-
by-case basis, but in Florida legislation prohibiting adoption by 
“homosexuals” was declared unconstitutional in 2010 (Human 
Rights Campaign, 2014).

The mistaken societal view that sexual orientation or trans-
genderism can be transmitted to children has motivated a great 
deal of research on the effects of GLBT parenting on children. 
Research has indicated, however, that being raised by a GLBT 
parent does not have adverse effects for children. They have 
not been shown to face greater stigma and are not more likely 
to be abused or to exhibit sexual diversity than other children. 
In addition, they seem to develop more secure parental attach-
ments and grow up as successfully as children in heterosexual 
families (Sudol, 2010).

GLBT couples’ relationships are subjected to the same 
kinds of stress as straight relationships, but this stress may be 
exacerbated by the absence of social support for the marital 
role. Therapists who work with gay and lesbian couples have 

More same-sex couples are choosing to have and raise children. 
(Zoomyimages/Fotolia)
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identified several additional issues that threaten the stability 
of their relationships. These issues include differences in the 
stages of coming out between partners, differences with respect 
to extended family involvement, inequalities of power, and fi-
nancial conflict and disparity in income. With the exception of 
the stage of coming out, these same issues may also affect the 
stability of relationships among straight couples.

Another aspect of family relationships that affects GLBT 
individuals more so than straight members of the population 
is that of informal caregiving. Societal and health system poli-
cies often create restrictions on who can provide family care-
giving that do not recognize the rights of same-sex partners, 
particularly in states that do not recognize same-sex marriages 
or formal unions. For example, partners may be restricted from 
visiting, being involved in care decisions, and making funeral 
arrangements. In addition, as noted earlier, partners may face 
challenges to or denial of fiscal rights related to Social Secu-
rity, property ownership, and custody of minor children. In 
one study, 13% of people caring for sick or disabled spouses 
or partners were in same-sex relationships, yet these individu-
als are frequently not eligible for caregiving assistance and lack 
legal protections to support caregiving (Fredriksen-Goldsen, 
2012).

When the support of a GLBT individual’s family of origin 
is lacking, many people turn to associations with other GLBT 
individuals for support. Affinity with the GLBT community 
has been linked to better health and, in the past, to safer sex-
ual practices among MSM. This may be changing, however, 
as younger MSM engage in more socially acceptable practices 
such as unprotected sexual intercourse (Halkitis et al., 2013). In 
some studies, for example, condom use is less likely in interac-
tions with one’s main partner than with casual sexual partners 
(Wilson et al., 2010), and in one study in New York City, 19% 
of MSM reported unprotected anal intercourse (Halkitis et al., 
2013).

Socioeconomic status. Some members of the GLBT commu-
nity tend to be of higher socioeconomic status than the  general 
population, and some are of lower status. Sexual minority youth 
tend to leave home earlier and are more likely to be homeless than 
other young people. For example, in one study of  Massachusetts 
high school students, 25% of lesbian and gay teens and 15% of 
bisexual teens were homeless compared to only 3% of heterosex-
ual students. Homelessness may be a result of victimization and 
abuse at home and places GLBT youth at high risk for violence, 
substance abuse, and mental health problems (Corliss, Goode-
now, Nichols, & Austin, 2011). Similarly, transgender individuals 
have been found to be more likely to be unemployed and poor 
than nontransgender people (Conron et al., 2012). Some trans-
gender individuals lack education and career training or may be 
discriminated against with respect to employment. For many of 
them, sex work becomes an economic alternative that is linked 
to high risk situations and behaviors, such as substance abuse, 
unsafe sexual practices, and the potential for physical and sexual 
abuse. In addition, the stigma and social isolation associated 

with sex work may increase their  vulnerability to mental illness 
and sexually transmitted infections (Nemoto et al., 2011). Older 
GLBT individuals are at particular risk for poverty and its ef-
fects on health (LGBT  Movement Advancement Project [MAP] 
& Services and Advocacy for Gay, Lesbian, Bisexual and Trans-
gender Elders [SAGE], 2010).

Conversely, California Health Interview survey data indi-
cated that lesbian women tend to be better educated and have 
higher incomes than women in general. The same is true for 
gay men, but bisexual men tended to have lower incomes than 
straight men (Boehmer, Miao, Linkletter, & Clark, 2012). So-
cioeconomic status has implications for health. For example, 
although self-reported health status does not differ between 
people with same-sex partners and those with different-
sex partners in general, people with same-sex partners with 
lower incomes, particularly young women, in one study rated 
their health as worse than those with different-sex partners 
( Thomeer, 2013). Similarly, financial concerns and indepen-
dence issues have been associated with depression in older gay 
men (Wight et al., 2012).

Violence and hate crimes. One additional sociocultural fac-
tor that has implications for health in the GLBT population is 
that of violence and hate crimes. Hate crimes, also known as 
bias crimes, involve criminal violence based on sexual minority 
or other stigmatized status (e.g., race, religion). In 2009, 1,482 
victims were subjected to hate crimes related to gender orien-
tation in the United States, a number that probably far under-
represents actual occurrence since not all jurisdictions report 
hate crimes. Hate crimes against gay men are more common 
than among lesbian women or bisexuals (U.S. Census Bureau, 
2012). A meta-analysis of studies of sexual minority adolescents 
published in 2011 indicated they were 3.8 times more likely to 
experience sexual abuse, 1.2 times more likely to be subjected to 
parental physical abuse, 1.7 times more likely to be assaulted at 
school, and 2.4 times more likely to miss school due to fear than 
straight youth (Friedman et al., 2011).

A systematic review and meta-analysis indicated that men 
who have sex with men who experience sexual abuse as chil-
dren were at higher risk for HIV infection and engaged in sev-
eral high-risk sexual behaviors. Such behaviors included having 
multiple partners and frequent casual partners, engaging in 
unprotected sexual activity, and having sex while under the 
influence of alcohol or other drugs (Lloyd & Operario, 2012). 
Risk for violence is also high among transgender individuals. 
A report on hate-related violence by the National Coalition of 
Anti-Violence Programs indicated that half of hate- motivated 
homicides were perpetrated against transgender women. 
 Similarly, transgender individuals were more likely than oth-
ers to be subjected to discrimination, threats, intimidation, and 
police violence. Violence victimization was even more likely 
for GLBT individuals of color than for the overall GLBT popu-
lation (National Coalition of Anti-Violence Programs, 2013).

GLBT families may also experience intimate partner 
violence (IPV) just as heterosexual couples do. Bureau of 
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Justice Statistics data (Catalano, Smith, Snyder, & Rand, 
2009)  indicated that approximately 7% of IPV against men 
is perpetrated by other men, and 1% of women are subjected 
to IPV by other women. A review of literature indicated that 
IPV among men who have sex with men is at least as high  
or higher than in the heterosexual population (Finneran & 
Stephenson, 2012).

Most IPV-related social services are designed to assist 
abused women, so men may not be able to find assistance when 
needed. Victimization may not even be acknowledged as IPV 
in jurisdictions that do not recognize same-sex marriage, mak-
ing it difficult for abused men to obtain protective orders. In 
addition, GLBT individuals may be reluctant to report IPV for 
fear that it will be used as ammunition against same-sex rela-
tionships and support for prejudicial attitudes.

BeHAVIORAL DeTeRmINANTS. Behavioral factors are 
also important influences on the health of the GLBT popula-
tion. Specific areas to be assessed include sexual practices, 
 substance use and abuse, and health-promoting and illness pre-
ventive behaviors.

Sexual practices. Unsafe sexual practices exhibited by some 
GLBT individuals include unprotected anal intercourse (UAI) 
or failure to use condoms and sexual activity for pay. Some 
MSM and transgender individuals may engage in sex work and 
may also engage in substance use during sex to “clock coin,” 
exchanging sexual favors for money or substances (Mutchler 
et al., 2013). A far more common practice, however, is unpro-
tected anal intercourse, which increases the risk of spread of 
STIs.

Some GLBT individuals may engage in serosorting, limit-
ing sexual partners to persons of the same HIV status or use 
of condoms with HIV discordant partners (Eaton, Cherry, 
Cain, & Pope, 2011; Wilson et al., 2010). Many gay and bi-
sexual men are less likely to use condoms with their primary 
partners than with casual or commercial partners. Failure to 
use condoms with main partners may reflect a sense of inti-
macy and safety or partners’ negative attitudes toward con-
dom use (Wilson et al., 2010). In addition, some MSM may 
use female insertive condoms for anal intercourse. Insertive 
condoms, however, have only been approved by the Food and 
Drug  Administration for vaginal intercourse, and their effec-
tiveness in preventing STI with anal intercourse is unknown 
(Kelvin et al., 2011).

Although serosorting may have a protective effect, its effec-
tiveness is undermined if the partner’s serostatus is unknown, if 
either party has relationships outside of the main partnership, 
or with frequent changes in main partners or multiple serial 
partnerships over time (Halkitis et al., 2013). In one large survey 
of MSM, 54% reported UAI with a male partner, 37% with their 
main partner, and 25% with casual partners. UAI has been asso-
ciated with use of Viagra and other sex-related drugs, a greater 
number of partners, use of crystal methamphetamine and amyl 
nitrites, and a belief that HIV infection is less of a threat now 

due to effective treatment (Schwarcz et al., 2007). Chronic al-
cohol use and use of marijuana, cocaine, and club drugs have 
also been linked to UAI (Mutchler et al., 2013).  Unsafe sexual 
practices among MSM have been predicted to result in the pos-
sibility that as many as 40% of MSM may be HIV-infected by 
40 years of age (Parsons et al., 2012). Use of sex toys and group 
sex as well as UAI have also been implicated in increased risk of 
hepatitis C among MSM (Fierer et al., 2011).

Bisexual women may also be at risk for STIs. In one study, 
bisexual women had a greater number of male partners, were 
less likely to use condoms, and engaged in more drug and alco-
hol use than women with only male partners. WSW and bisex-
ual women may also have more new partners, more than one 
partner, or symptomatic sexual partners than straight women 
(Singh et al., 2011).

Unsafe sexual practices such as UAI may, in some individu-
als, be part of a “syndemic” that increases HIV risk in sexual 
minority populations. A syndemic is a situation in which mul-
tiple epidemics interact to enhance the adverse effects of each. 
Elements of a suggested syndemic related to sexual risk taking 
include compulsive sexual behavior, depression, childhood 
sexual abuse, intimate partner violence, and polydrug use, all 
of which (except childhood sexual abuse) have been linked to 
HIV seropositivity (Parsons et al., 2012). Population health 
nurses will assess GLBT individuals for unsafe sex practices. 
They will also assess the extent of such practices or evidence of 
a syndemic in the population.

Substance use and abuse. Generally speaking, members of the 
GLBT population are more likely to smoke, drink, and use drugs 
than the general population. For example, in the  California 
Health Interview Survey, lesbians and bisexual women were 
found to be twice as likely as straight women to be current 
smokers and 2.5 times more likely to engage in binge drinking. 
Gay and bisexual men were more likely to be current smokers, 
but less likely to engage in binge drinking than straight men. 
Differences in findings for many behaviors included in the sur-
vey varied by age group, suggesting that interventions should be 
age-specific (Boehmer et al., 2012).

Similarly, Massachusetts Behavioral Risk Factor Surveil-
lance System data from 2001 to 2008 suggested that sexual 
minority group members were more likely to report smoking 
and drinking than the rest of the population.  Bisexual women 
were also more likely to engage in binge drinking. On a posi-
tive note, gay, lesbian, and bisexual individuals were also more 
likely to participate in HIV testing. Transgender individuals 
in Massachusetts also reported greater prevalence of smok-
ing (Conron et al., 2012). Smoking is approximately twice as 
prevalent among GLBT individuals as in the overall popula-
tion, partly due to specific targeting of the GLBT community 
by tobacco marketing strategies (Levinson, Hood, & Mahajan, 
2012).

Illicit drug use may also be more prevalent in some GLBT 
populations than in the general public. For example, sexual 
minority youth have been found to be more likely than other 

M20_MARY9591_06_SE_C20.indd   541 06/09/14   7:18 PM



542  Unit 4 nursing care of Special Populations

youth to use a number of illicit drugs (Newcomb, Birkett, 
 Corliss, & Mistanski, 2014). An area of growing concern 
among gay men is the use of methamphetamines. Heavy meth-
amphetamine use began in this population in the 1970s and 
has escalated to become the most common illicit drug used by 
gay and bisexual men (Rozsa, 2013).

Many factors contribute to extensive substance use, both 
licit and illicit. The stress of being part of a stigmatized and 
marginalized population may be a significant contributing 
factor. With respect to methamphetamine, some people use 
it to heighten sexual pleasure or as part of social interactions. 
 Methamphetamine use among HIV-infected individuals is of 
particular concern because it contributes to increased viral load 
and decreased immune response, and decreases medication 
adherence (Parsons, Kowalczyk, Botsko, Tomassilli, & Golub, 
2013). Population health nurses should assess the extent of 
tobacco, alcohol, and drug use in GLBT populations and the 
prevalence of related health problems.

Other health-related behaviors. Members of the GLBT popu-
lation may also engage in other behaviors that support health or 
contribute to health problems. For example, some MTF trans-
gender individuals may resort to injecting silicon oil, often in 
the buttocks or hips, to create a more feminine body image. Such 
injections were banned by the Food and Drug  Administration 
(FDA), but are still provided by “black market” providers, who 
may or may not adhere to appropriate infection control mea-
sures. The silicon itself may contribute to pulmonary emboli 
or pneumonia, and facial injections may result in cellulitis and 
loss of vision. In addition, silicon is gravity dependent and 
may migrate within the body, causing deformity and disability 
 (Sanchez-Ponte et al., 2012).

Transgender individuals may also self-inject non- 
prescription hormones, often at higher than usual treatment 
doses. For example, large proportions of transgender individu-
als in Washington, DC, San Francisco, Chicago, Virginia, and 
Ontario, Canada reported use of hormones from nonmedical 
sources. In addition, a few respondents in the Canadian study 
reported attempting surgical orchiectomies or mastectomies 
on themselves (Rotondi et al., 2013). The health effects of high-
dose hormone injections are not yet known, but needle shar-
ing for both hormone injection and intravenous drug use pose 
health risks for the transgender population.

GLBT individuals may also engage in health  promoting and 
illness preventive behaviors. For example, according to the 
2008 National HIV Behavioral Surveillance System (NHBS), 
90% of MSM had been tested for HIV in their lifetimes and 62% 
were tested in the prior year. Similarly, 35% had been tested 
for syphilis, and 51% received hepatitis vaccine  (Finlayson 
et al., 2011). In addition, based on California Health Interview 
Survey data, bisexual men have been found to be more likely 
than their gay or straight counterparts to eat five or more fruits 
and vegetables per day; however, lesbian and bisexual women 
are less likely to do so. Lesbians, gays, and bisexual individu-
als were more likely than straight individuals to engage in  

vigorous physical activity and muscle strengthening, and gay 
men were more likely than straight or bisexual men to obtain 
colon cancer screening (Boehmer et al., 2012).

HeALTH SySTem DeTeRmINANTS. Factors related to 
the health care system also influence the health of the GLBT 
population. Two main assessment considerations in this area 
are barriers to health care and the availability of culturally sen-
sitive health care services.

Barriers to health care. Members of the GLBT population 
may encounter homophobia and heterosexism among health 
care workers and care delivery systems. In addition, the percep-
tion of homophobia represents a significant barrier to health 
care that may lead people to forego health care unless absolutely 
necessary.

According to the Institute of Medicine (2011), barriers to 
health care may be personal or structural. Personal barriers in-
clude enacted stigma on the part of providers, felt stigma, and 
internalized stigma. Enacted stigma involves explicit behaviors 
on the part of health care providers that express stigma, such 
as denial of care, provision of inadequate care, or verbal abuse. 
Felt stigma is a perception that stigma is likely to be experienced 
in a given situation (IOM, 2011) that may lead to delay in seek-
ing care, failure to disclose sexual orientation or gender identity, 
or concerns for confidentiality and disclosure of one’s status 
through employment-based health insurance. Internalized 
stigma may be expressed by straight individuals in the health 
care system as prejudice against sexual minority group mem-
bers, or by members of the GLBT population who have inter-
nalized homophobic attitudes as described earlier (IOM, 2011).

Structural barriers to health care are the result of institu-
tional stigma, which is the manifestation of stigma within so-
cial institutions. Failure to provide health insurance coverage 
for same-sex spouses and lack of legal recognition of partners 
and inclusion in health decision making are examples of in-
stitutional stigma. Another example of institutional stigma is 
insurance companies that discontinue coverage of transgender 
individuals when their gender identity is disclosed. Such prac-
tice will be prohibited under the Affordable Care Act. Lack of 
health care provider knowledge and expertise in addressing the 
needs of sexual minority group members is another structural 
barrier to effective health care (IOM, 2011).

In one study, roughly 4% of gay, lesbian, and bisexual re-
spondents reported discrimination in obtaining health care 
and in their treatment by health care providers (McLaughlin 
et al., 2010). In the California Health Interview Survey, bisexual 
men and women were less likely than straight individuals to 
have health insurance, yet gay and bisexual men utilized health 
care services more often than straight men. Gay, lesbian, and 
bisexual individuals were also more likely to make emergency 
department visits than their straight counterparts (Boehmer 
et al., 2012). Transgender individuals have also reported lack 
of access to health care as well as transphobia among providers 
(Nemoto et al., 2011).
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Even when individual health care providers are devoid of 
homophobia, various circumstances may threaten GLBT cli-
ents and act as health barriers. For example, assessment ques-
tions about birth control practices, if answered truthfully, 
might have the effect of requiring that a client disclose his sex-
ual identity. For the client who fears loss of health care benefits 
(due to assumed higher risk of HIV/AIDS), this is a situation to 
be avoided. Confidentiality issues may also prevent GLBT indi-
viduals at risk for HIV infection from being tested, and when 
HIV infection is diagnosed, provisions of the Ryan White Care 
Act HIV/AIDS program vary from state to state, so access to 
necessary care may be restricted.

Health care providers are often poorly educated with re-
spect to the needs of and care for members of GLBT popula-
tions. Although major health professional organizations, such 
as the American Medical Association (AMA, n.d.), American 
Psychiatric Association (2014), and American Psychologi-
cal Association (2009), have developed policy statements af-
firming the normality of same-sex sexual orientations and the 
right of GLBT individuals to quality health care, incorporation 
of GLBT issues in health professional education is often con-
fined to discussion of HIV infection and other STIs. The World 
 Professional Association for Transgender Health (2011), how-
ever, has established standards that can assist professionals in 
the care of transgender individuals. For further information 
about the standards, see the External Resources section of the 
student resources site.

Culturally sensitive health care. The Institute of Medicine 
(2011) has recommended education of health care professionals 
to effectively provide culturally sensitive health care to GLBT 
individuals and groups. Health care systems should also be re-
vamped to remove sources of institutional stigma. For instance, 
substituting gender-neutral pronouns for gender-specific terms 
on all forms has been suggested. Examples of gender-neutral 
pronouns are provided in Table 20-3•. Gender-neutral pro-
nouns, however, have not been widely endorsed or adopted in 
the transgender community.

The Transgender Law Center (2011) has developed a set of 
principles for designing health care services to meet the needs 

of the transgender community that can be adapted to creating 
culturally sensitive services for the GLBT population in gen-
eral. These principles are as follows:

•	 Involve	a	diverse	group	of	leaders	from	the	GLBT	commu-
nity in designing effective services to assure that they meet 
the needs of the target population.

•	 Build	leadership	from	all	elements	of	the	community,	par-
ticularly hidden segments that are often underrepresented 
and underserved.

•	 Focus	on	the	motivations	of	the	community.
•	 Recruit	people	for	specific	activities	and	functions.
•	 Clarify	roles	and	responsibilities	that	respect	the	expertise	of	

community members and minimize the role of officials or 
providers.

•	 Enlist	the	support	of	policy	makers.
•	 Assess	the	health	care	issues	of	the	GLBT	community	and	

fully understand the underlying factors.
•	 Analyze	the	policy	environment	and	its	effects	on	health	

care for GLBT individuals.
•	 Develop	specific	goals	for	care	and	policy	formulation.
•	 Develop	systems	that	provide	routine	primary	care	and	also	

address GLBT-specific health care issues.
•	 Create	culturally	tailored	literature	for	the	GLBT	population.

Common issues to be addressed in developing culturally 
sensitive health care delivery programs for the GLBT popula-
tion include training providers for cultural competency, using 
inclusive terminology in intake forms, promoting a medical 
home, and funding access to care. An additional, often ne-
glected issue is the provision of gender-neutral bathrooms 
(Transgender Law Center, 2011).

Population health nurses should assess factors related to 
each of the six areas of determinants of health as a precursor 
to planning and implementing health care services for this 
population. The comprehensive target group assessment tool 
included on the student resources site can be used as the basis 
for such an assessment.

Planning and Implementing Health Care for 
the GLBT Population
Health care services to address the needs of the GLBT pop-
ulation will occur at each of the four levels of health care. 
 Selected population health nursing interventions related to 
health promotion, illness and injury prevention, resolution of 
existing health problems, and health restoration will be ad-
dressed here.

HeALTH PROmOTION. Members of the GLBT popula-
tion are in need of the same health promotion interventions as 
the general public. For example, adequate nutrition and physi-
cal activity can be promoted in this population. Because of the 
potential exposure to minority stress, members of the GLBT 
population may need assistance in developing effective coping 
strategies. Population health nurses can teach coping strategies 

TABLe 20-3  Substituting Gender-
neutral for Gender-specific 
Pronouns

Gender-specific 
Pronoun Gender-neutral Pronoun

She/he Ze (pronounced “zee”)
Her/him Hir (pronounced “here”)
Her/his Hir (pronounced “here”)
Hers/his Hirs (pronounced “heres”)
Herself-himself Hirself (pronounced “herself”)

Based on: UC Berkeley Gender Equity Resource Center. (n.d.). Definitions of 
terms. Retrieved from http://geneq.berkeley.edu/lgbt_resources_definiton_of_terms
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to individual members of the GLBT population. They can also 
advocate for equitable treatment to reduce the potential for mi-
nority stress. For example, improved mental health can be pro-
moted through advocacy for recognition of same-sex marriage 
for gay and lesbian couples and promoting access to hormone 
therapies and sexual reassignment surgery for transgender 
 individuals.

ILLNeSS AND INjuRy PReVeNTION. Effective illness 
and injury prevention strategies for the GLBT population in-
clude measures to prevent HIV infection and other STIs as 
well as immunization for illnesses such as hepatitis A and B for 
those at risk of infection. Population health nurses can promote 
safe sexual practices, including strengthening partner relation-
ships and norms for monogamy, elimination of unprotected 
anal intercourse, use of condoms, and promotion of serosorting 
strategies. In addition, nurses can assist members of the GLBT 
population to develop skills related to discussion of HIV sta-
tus and negotiation for safer sexual practices. Other illness and 
injury prevention strategies would be similar to those for the 
general population and include promoting safety and eliminat-
ing risk behaviors (e.g., use of safety devices, smoking cessation, 
and so on).

Programs to prevent UAI among men who have sex with 
men have yielded mixed results. For example, a social mar-
keting strategy targeted toward men who self-identified as 
straight, but engaged in sex with men was successful in mo-
tivating condom use (Martinez-Donate et al., 2010). In other 
populations, however, campaigns to promote condom use 
have not been very effective (Halkitis et al. 2013). Population 
health nurses can be actively involved in educating MSM 
for safer sexual practices and in advocating these practices 
in venues that reach MSM. For example, a population health 
nurse might advocate for a condom dispenser in a promi-
nent location in a gay bar or convince gay publications to 
include articles advocating safer sexual practices. Nurses 
might even volunteer to write health-related articles for these 
publications. Table 20-4• summarizes relevant health pro-
motion and illness and injury prevention strategies for GLBT 
populations.

ReSOLVING exISTING HeALTH PROBLemS. As with 
the general population, resolution of existing health problems 
in the GLBT population focuses on screening and treatment. 
Lesbian and bisexual women require the same screening in-
terventions as straight women (e.g., mammography, cervical 
cancer screening). Similarly, gay and bisexual men should re-
ceive the screenings recommended for all men. Transgender 
individuals, however, may require screening services related 
to both genders. For example, MTF transgender individuals 
need regular mammograms due to the use of female hormones 
and risk of breast cancer, but they will usually still need regular 
prostate examinations as well. Similarly, most FTM transgen-
der individuals continue to need regular cervical cancer screen-
ing. Because lesbian women typically do not use contraceptive 
services (a common route to health care services for straight 

women), they may miss opportunities for routine breast and 
cervical cancer screening.

Members of the GLBT population at risk for sexually trans-
mitted infections such as HIV infection, syphilis, gonorrhea, 
Chlamydia trachomatis, or hepatitis should also be screened 
for these conditions. In addition, because of the greater preva-
lence of smoking, problem drinking, and drug use in the GLBT 
population, sexual minority group members may need to be 
screened and referred for problems in these areas. Depression 
screening may also be warranted. Population health nurses 
may provide or make referrals for relevant screening services. 
They may also need to advocate for provision of needed ser-
vices and their coverage under health insurance plans.

Treatment strategies will depend on the type of health prob-
lems experienced by members of the GLBT population. Gen-
eral considerations in treatment of existing health problems 
among GLBT individuals include assuring access through 
health insurance coverage, reforming the health insurance 
market to cover needed services, promoting trusting relation-
ships and disclosure of sexual orientation and gender identity 
to health care providers, educating providers to give effective 
care, developing GLBT-friendly health care systems, and en-
suring confidentiality.

Effective treatment for transgender individuals often in-
volves feminizing or masculinizing genitoplasty as well as hor-
mone therapy. Feminizing genitoplasty for MTF transgenders 
usually includes orchiectomy, penectomy, vaginoplasty, and 
volvoplasty and may also include breast augmentation and 
electrolysis of facial and body hair. Surgery for FTM transgen-
der individuals often includes chest reconstruction or reduc-
tion mammoplasty (reduction of breast tissue) and creation 

TABLe 20-4  Health Promotion and 
Illness/Injury Prevention 
Strategies for GLBT 
Populations

Focus Strategy

Health 
promotion

Promote adequate nutrition

Promote physical activity

Promote effective coping

Advocate for environments that promote health

Advocate for equitable treatment
Illness/Injury 
prevention

Promote safe sexual practices

Strengthen relationships and promote monogamy

Encourage routine and risk-specific immunizations

Promote general safety practices

Assist with development of abilities to discuss HIV 
status and negotiate safer sexual practices

Promote serosorting strategies and condom use

Discourage unprotected intercourse

Encourage risk factor elimination
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of an artificial penis. Feminizing genitoplasty is often quite 
 successful, but no completely satisfactory techniques have yet 
been developed for masculinizing surgery, and both may result 
in possible surgical complications. Population health nurses 
may refer clients for sexual reassignment surgery and/or hor-
mone therapy and may also advocate for coverage for these 
services under health insurance plans. Surgical procedures 
are often not covered under health insurance plans and many 
transgender individuals have to pay for surgery out-of-pocket 
and attempt to get reimbursement or forgo surgery.

Another area for resolution of existing health care prob-
lems is the need for assistance and support for caregiving in 
the GLBT population (Fredriksen-Goldsen, 2012). There is 
also a need to recognize and make referrals for treatment re-
lated to intimate partner violence among same-sex couples and 
bisexual and transgender individuals. Population health nurses 
may refer individual GLBT clients for treatment services or as-
sist in the development of services available to this population. 
They may also need to advocate for available services or for in-
surance coverage of needed services. For further information 
about sources of assistance to which population health nurses 
might refer GLBT clients, see the External Resources section of 
the student resources site.

HeALTH ReSTORATION. Health restoration services for 
members of the GLBT population would be similar to those 
for the general population. In addition, transgender individu-
als may need assistance in recovering from sexual reassignment 
surgery and with legal issues surrounding gender identification 
(e.g., legal name changes, change of gender on identification 
or birth certificates, etc.). Population health nurses can moni-

tor the effects of surgery and recovery. In addition, population 
health nurses should help monitor transgender individuals 
for effects related to hormone therapy such as increased risk 
of heart disease, stroke, and breast cancer. If clients are dis-
satisfied with the results of surgery, nurses can refer them for 
psychological assistance in dealing with their disillusionment. 
Population health nurses can also refer transgender clients for 
assistance with legal issues. Strategies for resolution of existing 
health problems and health restoration for GLBT populations 
are summarized in Table 20-5•.

Evaluating Health Care for the 
GLBT Population
Healthy People 2020 includes two developmental objectives 
related to GLBT health. The first objective is to increase the 
number of population-based data systems that include ques-
tions related to the health of the gay, lesbian, and bisexual pop-
ulation. The second is similar and reflects the needs for data 
about the health status of the transgender population (U.S. 
 Department of Health and Human Services [USDHHS], 2013). 
No current status data is available for either objective so they 
are not useful in evaluating the effects of care on the health of 
the GLBT population.

Another approach to evaluating care for the GLBT popula-
tion lies in the Healthcare Quality Index created by the Human 
Rights Campaign Foundation (Snowden, 2013). Although the 
index does not provide information on health status, it does 
provide data related to the quality of health care provided to 
members of the GLBT population by 718 health care estab-
lishments in 2013, a 153% increase over participation in 2012. 

TABLe 20-5  Strategies for Resolving existing Health Problems and Health Restoration 
in the GLBT Population

Focus Strategy

Resolving existing health problems Provide or refer members of the GLBT population for relevant screening services
Provide or refer for STI screening (including HIV screening) for members of the GLBT population at risk 
for STIs
Conduct brief screenings for smoking, problem drinking, and drug use behaviors as needed
Conduct or refer for screening for depression
Assist in the design and implementation of culturally appropriate screening and treatment services for 
members of the GLBT population
Advocate for the availability of needed screening services (particularly dual gender screenings for trans-
gender individuals)
Advocate for insurance coverage for needed screening services
Refer members of the GLBT population for needed treatment services
Advocate for the availability and coverage of necessary treatment services (particularly for SRS and hor-
mone therapy for transgender individuals)
Advocate for access to and funding for necessary treatment services
Refer transgender individuals for SRS and/or hormone therapies as needed
Advocate for the availability and coverage of treatment services for transgender individuals
Refer for treatment of psychological health problems (including substance use and abuse)

Health restoration Assist with and monitor recovery after SRS
Monitor effects of hormone therapy
Refer for assistance in dealing with legal issues related to transgenderism
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Areas addressed include four core criteria such as inclusion of 
sexual orientation and gender identity in patient and employee 
nondiscrimination policies, explicit GLBT-inclusive visitation 
policies, and provision of staff training in GLBT-centered care. 
Information is also obtained about 31 additional best policies 
and practices related to areas such as GLBT patient services 
and support, transgender-specific services and support, op-
tions for patient self-identification, medical decision making, 
employee benefits and policies, and community engagement 
(Snowden, 2013). Table 20-6• provides some of the major 

TABLe 20-6 Findings from the 2013 Healthcare Quality Index

Criterion 2013 Findings 2012 Findings

Inclusion of sexual orientation in patient nondiscrimination policies 93% 90%
Inclusion of gender identity in patient nondiscrimination policies 87% 76%
Explicit GLBT-inclusive visitation policy 90% 75%

Inclusion of sexual orientation in employee nondiscrimination policies 97% 96%

Inclusion of gender identity in employee nondiscrimination policies 85% 75%

Staff training in GLBT patient-centered care 80% 67%
Communication of nondiscrimination policies 
Equal visitation policies

91%
90%

Provision of information regarding GLBT services and issues on organization’s website 21%
Publication of GLBT-specific educational material 18%
Potential for identification of data from GLBT clients in:  
 Care surveys 
 Satisfaction surveys

 
9%
6%

Review of services to identify GLBT-related gaps 25%
Provision of transgender-focused staff training 42%
Creation of unisex bathrooms 59%
Explicit communication to patients regarding possible designation of a same-sex partner as a 
medical decision maker

81%

Provision of health care benefits to same-sex spouses of benefits-eligible employees 55%
Provision of at least one health insurance plan option that covers medically necessary health 
services for transgender employees, including gender transition–related treatment

6%

Provision of opportunities to record same-sex marital relationships in medical records 30%
Inclusion of different gender identity options in medical records 15%
Inclusion of sexual orientation options in medical records 13%
Explicit staff training regarding confidentiality of patient sexual orientation/gender identity 
information

30%

Conduct of a formal needs assessment of the GLBT population served by the organization 11%
Inclusion of an openly GLBT person on a governing or advisory board 50%

Based on: Snowden, S. (2013). Healthcare quality index 2013. Retrieved from http://www.hrc.org/files/assets/resources/HEI_2013_final.pdf

findings from 2013. As indicated in the table, some progress 
has been made in the creation of GLBT-friendly health care or-
ganizations, particularly with respect to the core criteria. Much 
work remains to be done, however, especially in regard to the 
additional best practices and policies.

With respect to evaluation of health care effects on the 
health of GLBT populations, population health nurses will 
need to obtain locality-specific data. The same data categories 
included in the Assessment Guidelines on the student resources 
site can be used to collect evaluative data.
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Members of the GLBT population have health needs sim-
ilar to those of other men and women, but they also have 
many unique health needs that are frequently not met by 
the health care system due to personal and structural barri-
ers to health care access. Personal barriers may derive from 
enacted stigma, perceived stigma, or internalized stigma. 
Structural barriers are created by discriminatory social and 
institutional policies that reflect the dominant heterosexism 
of society.

Factors related to each of the six determinants of health af-
fect the health status of the GLBT population. Population health 
nurses may employ health promotion, illness and injury pre-
vention, resolution, or health restoration strategies to deal with 
the effects of determinants on the health of the GLBT popula-
tion. Evaluation of care for members of sexual minority groups 
focuses on resulting group health status as well as the quality of 
health care provided. Health care quality may be evaluated us-
ing criteria included in the Healthcare Quality Index.

CHAPTeR ReCAP

In the course of investigating an outbreak of hepatitis B in a 
group of young ethnic minority men who have sex with men in 
a large city, you discover that the majority of them have not seen 
a health care provider in the past 2 years. Many of them have 
health insurance, but some do not. Similarly, those affected vary 
widely in terms of their educational levels.

1. What biological, psychological, environmental, socio-
cultural, behavioral, and health system factors might be 
 contributing to their failure to use health care services?

2. What population health nursing interventions might pro-
mote more effective use of services?
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structural unemployment

worst-case needs households

Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Analyze factors contributing to poverty and homelessness.

 2. Identify biological, psychological, environmental, sociocultural, behavioral, and health system 
determinants that influence the health of poor and homeless populations.

 3. Describe approaches to health promotion among poor and homeless populations and related 
population health nursing roles.

 4. Discuss interventions related to the prevention of homelessness and illness and injury prevention 
in poor and homeless populations. Analyze potential roles of population health nurses with 
respect to each.

 5. Identify strategies to resolve the problems of homelessness and poverty and analyze the roles 
played by population health nurses.

 6. Identify restoration strategies for poor and homeless populations.

 7. Identify potential foci for evaluating care for poor and homeless populations.
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Promoting the Health of New York City’s Poor

Organized health services for the poor in New York City were initiated by Lillian Wald and her 
cohorts at the Henry Street Settlement; however, in the early days of this effort African American 
nurses were actively involved in improving the lot of poor Black residents of New York. In 1900, 
Jessie Sleet Scales was hired as the first Black community health nurse in the city by the Charity 
Organization Society. Her role was to promote tuberculosis treatment in the Black community of 
New York City. Her appointment as a district nurse was controversial and was only made on the 
condition that her salary not be paid by the Society, but by a private philanthropist. A trial period of 
2 months was agreed upon. In addition to her identified role of tuberculosis care, Scales provided 
direct care, dressing wounds, bathing patients and newborns, and caring for their mothers. She 
identified and dealt with numerous other diseases and provided education for hygiene and health 
promotion. She was so successful that her position was made permanent and she is credited with 
opening the field of community health nursing to African American nurses (Mosely, 1996).

Another African American nurse, Elizabeth Tyler, was hired by the Henry Street Settlement as 
the first Black nurse in the organization. Because the Settlement had no Black clients at the time, 
Tyler actively sought out those in need by soliciting referrals from apartment house janitors. Within 
3 months, she had acquired a sufficient clientele to require the employment of another Black nurse, 
Edith Carter. Tyler later established the Stillman House Branch of the Henry Street Settlement to 
meet the needs of the Black community in the San Juan Hill area, so named because of fighting 
between Blacks and Irish and among U.S.- and foreign-born Black residents (Mosely, 1996).

Tyler’s and Carter’s efforts were initially viewed as intrusive by area residents, and they tended 
not to be receptive, so the nurses solicited referrals from local physicians. They also visited 
churches, following obviously ill members to their homes and attempting to persuade them to ac-
cept care. Tyler later was employed by the Delaware State Health and Welfare Commission where 
she was instrumental in developing child health and tuberculosis clinics. Both Tyler and Carter 
struggled to correct misconceptions and lack of health knowledge, particularly in efforts to combat 
harmful traditional health practices and the allurements of quack practitioners in the community. 
Carter, in particular, was well known for her success with patients deemed “incurable” by the 
medical establishment. According to a supervisor at Henry Street, “to the people in this area Miss 
Carter is Henry Street” (Mosely, 1996, p. 78).
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ow Providing Permanent Housing for the Chronically Homeless

The aim of the 100,000 Homes Campaign in communities throughout the nation is to provide 
permanent housing for the more than 110,000 chronically homeless individuals in the United 
States. The chronically homeless are those who are without housing for extended periods of time or 
experience multiple episodes of homelessness. The approach taken is one of “housing first” which 
focuses first on providing permanent housing and then on addressing factors that contribute to 
homelessness such as mental illness or substance abuse.

Such strategies are actually less expensive and more effective than traditional approaches such 
as temporary shelters and transitional housing. The average cost of housing first strategies is about 
$15,000 per person per year, far cheaper than a year’s stay in a shelter. In addition, approximately 
85% stayed housed rather than returning to the street. Since 2010, more than 12,000 people 
have been served by the campaign (Tucker, 2012).
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As we have seen in several previous chapters, socio-
cultural factors play a significant role in  determining 
the health status of population groups. The  
health-  related effects and population health  

nursing roles with respect to two interrelated sociocultural fac-
tors, poverty and homelessness, are explored in detail in this 
chapter.

Overview of Poverty and 
Homelessness
In 1948, the United Nations General Assembly adopted the 
Universal Declaration of Human Rights, Article 25 of which 
indicates that all people have rights to a standard of living that 
promotes health and includes access to food, clothing, hous-
ing, health care, and necessary social services and security in 
the event of adversity (United Nations, 1948). The following 
year, in the United States, the Housing Act of 1949 proposed 
the achievement of decent housing for every American family 
(Choldin, n.d.). To further the objectives of these two pieces 
of legislation, the World Health Organization developed the 11 
Health Principles of Housing presented in the Highlights box at 
right.

Unfortunately, many of the world’s societies do not 
achieve these principles of justice in housing. United  Nations 
(UN) estimates include more than 100 million homeless 
people worldwide and another 1 billion people (17% of the 
world’s population) living in inadequate housing (U.N., n.d.). 
 Adequate housing is of concern because of its effects on the 
health of the population. These effects occur in three ways: 
through poor physical conditions of housing, through the ab-
sence of affordable housing, and through location of housing 
in unhealthy places.

Defining Poverty and Homelessness
Both poverty and homelessness are defined in multiple ways. 
Poverty is having an income or means of support insufficient 
to meet one’s basic needs; what is considered sufficient may 
vary from one definition to the next. In the United States, 
poverty is defined in terms of a household income less than 
the identified threshold based on the number of persons in 
the household. This official definition of poverty is based on 
monetary income before taxes, but excluding capital gains and 
noncash benefits (such as food stamps, Medicaid, or housing 
subsidy) (U.S. Census Bureau, 2013).

In 2014, the poverty threshold for a single individual was 
an annual income of $11,670 or less; for a family of four the 
threshold was an annual income of $23,850 (U.S. Department 
of Health and Human Services [USDHHS], 2014a). The “near 
poor” have incomes 100% to 199% above the federal poverty 
level, while middle-income and high-income levels are 200% 
to 399% of the poverty threshold and greater than 400% of 
the poverty threshold (National Center for Health Statistics 
[NCHS], 2014).

The World Health Organization’s Health 
Principles of Housing

 1. “Adequate housing provides protection against exposure to 
agents and vectors of communicable diseases through safe 
 water supply, sanitary excreta disposal, disposal of solid wastes, 
drainage of surface water, personal and domestic hygiene, safe 
food preparation, and structural safeguards against disease 
transmission” (World Health Organization, 1989, p. 2).

 2. “Adequate housing provides protection against injuries, poi-
soning and thermal and other exposures that may contribute 
to chronic disease and malignancies; special attention should 
be paid to structural features and furnishings, indoor air pol-
lution, chemical safety, and use of the home as a workplace” 
(World Health Organization, 1989, p. 9).

 3. “Adequate housing helps people’s social and psychological 
development and reduces to a minimum the psychological 
and social stresses connected with the housing environment” 
(World Health Organization, 1989, p. 14).

 4. “Suitable housing environments provide access to places of 
work, essential services and amenities that promote good 
health” (World Health Organization, 1989, p. 15).

 5. “Only if residents make proper use of their housing can 
its health potential be realized to the full” (World Health 
 Organization, 1989, p. 18).

 6. “Housing should reduce to a minimum hazards to the health of 
groups at special risk from the conditions they live in, including 
women and children, those who live in substandard housing, 
displaced and mobile populations, and the aged, chronically ill 
and disabled” (World Health Organization, 1989, p. 20).

 7. “Health advocacy, carried out by health authorities and bod-
ies in related fields, should be an integral part of public and 
private decisions about housing” (World Health Organization, 
1989, p. 24).

 8. “Economic and social policies that affect the state of hous-
ing should support the use of land and housing resources to 
maximize physical, mental and social health” (World Health 
Organization, 1989, p. 27).

 9. “Economic and social development, as it affects human shel-
ter, should be based on appropriate processes of planning, 
the formulation and implementation of public policy, and 
the provision of services, with intersectoral collaboration in: 
development planning and management; urban and land use 
planning; housing legislation and standards and their enforce-
ment; the design and construction of housing; the provision 
of community services; and monitoring and surveillance of the 
situation.” (World Health Organization, 1989, p. 29).

10. “Education—public and professional—should actively foster 
the provision and use of housing to promote health” (World 
Health Organization, 1989, p. 36).

11. “In dealing with the needs and problems of the human habitat, 
community involvement at all levels should support the pro-
cesses of self-help, help between neighbors, and communal co-
operative activities” (World Health Organization, 1989, p. 38).

Highlights 
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Poverty may also be defined in terms of the percent of one’s 
income spent on essential goods and services (e.g., food, shelter, 
and clothing) or one’s income relative to the median income in 
the local area. In the context of the U.S. Rural Rental Housing 
Loan Program, very low income is defined as an  income 50% 
below the area median income (AMI), and low-income house-
holds are below 50% to 80% of the AMI (National Coalition for 
the Homeless, 2012e). Measurable definitions of poverty are 
important because they often determine clients’ eligibility for 
assistance programs. For example, eligibility may be restricted 
to individuals or families with incomes at or below the defined 
poverty level. In some programs, eligibility may be set at 100% 
or 150% above poverty level.

Homelessness also has multiple definitions, depending on 
the purpose of the definition. One of the most commonly used 
definitions is that posed by Title 42 of the Stewart B. McKinney 
Homeless Assistance Act of 1987, the first federal legislation in 
the United States dealing with the problem of homelessness.  
In a 2009 revision of the McKinney Act, a homeless individual  
is defined as (a) an individual or family without a regular, ade-
quate nighttime residence; (b) an individual or family sleeping 
in public or private places not designed as a regular sleeping 
accommodation (c) an individual or family living in  a publicly 
or privately operated shelter; (d) a previously homeless indi-
vidual who is being discharged from an institution where he or 
she has been housed; (e) an individual or family who are about 
to lose their housing with no subsequent residence  identified 
and without the resources or needed to obtain housing;  
(f ) homeless youth or families with children who have a 
 history of housing instability and are likely to continue in 
this state due to physical, emotional, or social circumstances; 
and (g)  individuals fleeing situations of abuse or dangerous 
housing conditions (U.S. Department of Housing and Urban 
 Development [HUD] 2009).

The McKinney-Vento Act expands on this definition with 
respect to homeless children as follows:

Homeless child and youth (A) means individuals who lack a 
fixed, regular, and adequate nighttime residence . . . and (B) 
includes: (i) children and youth who lack a fixed, regular, and 
adequate nighttime residence, and includes children and youth 
who are sharing the housing of other persons due to loss of 
housing, economic hardship, or a similar reason; are living in 
motels, hotels, trailer parks, or camping grounds due to lack 
of alternative adequate accommodations; are living in emer-
gency or transitional shelters; are abandoned in hospitals; or 
are awaiting foster care placement; (ii) children and youth who 
have a primary nighttime residence that is a private or public 
place not designed for or ordinarily used as a regular sleeping 
accommodation for human beings . . . (iii) children and youth 
who are living in cars, parks, public spaces, abandoned build-
ings, substandard housing, bus or train stations, or similar  
settings, and (iv) migratory children . . . who qualify as home-
less for the purposes of this subtitle because the children are 
living in circumstances described in clauses (i) through (iii). 
(U.S. Department of Education, n.d.)

Other federal agencies include persons on the streets, those 
in shelters, and those who face imminent eviction (within a 
week) from a private dwelling or institution (National  Coalition 
for the Homeless, 2011b). The United Nations  Committee on 
Human Rights defined absolute homelessness as “the condi-
tion of people without any physical shelter who sleep outdoors, 
in vehicles, or in abandoned buildings or other places not in-
tended for human habitation” (Substance Abuse and Mental 
Health Services Administration, n.d., para 1). Other related 
terms are the “unsheltered homeless” and chronic homeless-
ness. The unsheltered homeless are people living in places not 
meant for human habitation. Chronic homelessness is defined 
as having a disability and being continually homeless for more 
than a year or experiencing four or more episodes of homeless-
ness in the prior three years (Henry, Cortes, & Morris, 2013). 
Unfortunately, these definitions fail to recognize the large 

Global Perspectives

Poverty and its consequences are not unique to the United 
States, and incomes at poverty level would be considered wealth 
in many nations throughout the world. According to World Health 
Organization (WHO) figures, more than one fifth of the world’s 
population has an income equivalent to one U.S. dollar per day, 
and more than half of the populations of 10 countries have in-
comes at this level. The extent of poverty ranges from less than 
2% of the population of many affluent countries to 83.7% of 
Liberia’s total population. The African region has the greatest 
percentage of people in poverty at 42.6%, followed by the South-
East Asian region at 38.4%. Gross national per capital income in 
2011 ranged from $1,313 per year in the lowest income coun-
tries to $38,690 in the most affluent countries (WHO, 2013).

World Poverty

Due to overcrowding in shelters, many homeless individuals have 
no choice but to sleep outside. (Giuseppe Porzani/Fotolia)
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segment of the population who are virtually homeless but are 
living doubled and tripled up with friends or family or who 
are living in substandard housing (National Coalition for the 
Homeless, 2012i).This situation is sometimes referred to as 
“relative homelessness” (SAMHSA, n.d.). 

The Magnitude of Poverty  
and Homelessness
There are no exact figures on the number of poor or home-
less persons in the United States. From 2010 to 2011, the me-
dian household income in the United States declined by 1.3%, 
and the national poverty rate increased from 15.3% to 15.9% 
of households. In 2011, more than 48 million individuals had 
incomes below the poverty level (National Alliance to End 
Homelessness, 2013). In 2009, nearly 15% of families and 
18.7% of individuals were considered near poverty, at 125% of 
the poverty level (U.S. Census Bureau, 2012a, 2012e). Also in 
2009, 14.7 million children, more than 20% of U.S. children and 
youth, were living in poverty (U.S. Census Bureau, 2012b).

Both individual poverty among adults and poverty among 
children is more common among ethnic minority groups than 
among White Americans. For example, Black children were 
more than twice as likely as White children to live in poverty. 
Hispanic children also experience high levels of poverty (U.S. 
Census Bureau, 2012b). Among individual adults, Blacks had 
slightly higher poverty rates than Hispanics (25.8% vs. 25.3%), 
and both had higher rates than Whites (12.3%) or Asians 
(12.5%) (U.S. Census Bureau, 2012c). American Indian and 
Alaska Native populations also experienced high rates of pov-
erty at 20.4% (Beckles & Truman, 2011).

The relationship between poverty and homelessness is well 
established and is best conveyed by the following statement: “If 
you are poor, you are essentially an illness, and accident, or a 
paycheck away from living on the streets” (National Coalition 
for the Homeless, 2011c, p. 1). As with poverty, the exact num-
ber of homeless persons is unknown and, in fact, varies from 
one day to the next. The best estimate is that approximately 
13.5 million people in the United States will be homeless at 
some point in their lives, and on any given night 250,000 to 
3.5 million people are homeless (O’Connell et al., 2010). These 
figures probably underrepresent the true extent of homeless-
ness, since homeless counts are often based on the number of 
people in shelters or seeking assistance from homeless service 
providers. Due to shelter overcrowding, fear, and other factors, 
many homeless people may not seek assistance, and, as noted 
earlier, many virtually homeless individuals and families are 
living temporarily with family members or friends (National 
Coalition for the Homeless, 2011a).

On one night in January 2013, 610,042 homeless people 
were identified (Henry et al., 2013); this “point-in-time” esti-
mate includes those in shelters and transitional housing or on 
the streets, but does not include persons in family households 
(SAMHSA, 2011). From 2011 to 2012, the size of the homeless 
population in the United States decreased by 0.4% or slightly 

more than 2,000 people. The rate of homelessness in the general 
population was 20 homeless per 10,000 people, with a higher 
rate among veterans (29 per 10,000 veterans)  (National Alliance 
to End Homelessness, 2013).  Approximately 85% of the home-
less population in the United States in 2013 consisted of single 
individuals and 15% was homeless as part of a family constella-
tion. In addition, nearly 18% are chronically homeless. Overall, 
the extent of homelessness declined by nearly 4% from 2012 to 
2013, and unsheltered homelessness declined by 7%. Declines 
in homelessness occurred for all population subgroups (indi-
viduals, families, the chronically homeless, and veterans. Most 
homeless people were staying in shelters or transitional hous-
ing, but 35% were “unsheltered,” living on the street, in vacant 
buildings, in cars, or other places not intended for human habi-
tation (Henry et al., 2013).

Although homelessness occurs throughout the nation, five 
states (California, New York, Florida, Texas, and  Georgia) ac-
count for more than half of the homeless population.  California 
alone accounts for 22% of the U.S. homeless population (Henry 
et al., 2013). Families with children make up one of the fastest 
growing segments of the homeless population, and the effects 
of homelessness are particularly severe for children and ado-
lescents. An estimated 1.3 million people from 600,000 fami-
lies will experience homelessness over time, and an additional 
3.8 million families live in “precarious housing” and are at high 
risk for homelessness. Among children, three of every 200 U.S. 
children will be homeless at some point and more than twice as 
many will be at risk of homelessness (National Coalition for the 
Homeless, 2012c). As indicated by these and other figures, the 
risk for homelessness in the U.S. population is higher than pre-
viously thought (National Coalition for the Homeless, 2011a).

Another rapidly increasing, but often overlooked, segment 
of the homeless population is the elderly. For example, in 2008, 
16.8% of the homeless population was over 50 years of age. 
There is some debate regarding the age at which a homeless 
person should be considered elderly. Generally, however, 50 
years of age is used as a cut-off because homeless people tend 
to age faster than the general population and a 50-year-old 
homeless individual may have a health status similar to that of 
a 70-year-old in the general population (National Coalition for 
the Homeless, 2012l). The increase in homelessness among the 
elderly is due, in large part, to the loss of affordable housing in 
the context of fixed incomes.

Older householders and poor families have a high probability 
of being part of worst-case needs households.  Worst-case needs 
households are defined by HUD as “very low income renters 
who do not receive government housing assistance and who ei-
ther paid more than one half of their income for rent or lived 
in severely inadequate conditions or who faced both these chal-
lenges” (HUD, 2013, p. 1). Worst-case needs are the result of ex-
cessively high rents relative to household income. Approximately 
48 million U.S. households were in worst-case situations in 2011, 
a figure that increased 43.5% from 2007 to 2011. Very low-in-
come households with disabled members were even more likely 
to be considered worst-case needs households (HUD, 2013).
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Population Health Nursing and 
Care of Poor and Homeless 
Populations
Population health nurses may encounter homeless clients in 
a number of venues. They may work in or with shelters for 
homeless people. Or they may encounter virtually homeless 
people during home visits to other clients with whom home-
less individuals may be staying. Population health nurses may 
also encounter homeless clients who seek services from other 
agencies where nurses are employed. Finally, homeless clients 
may be referred to population health nurses by other agencies 
and providers.

Homeless individuals may be reluctant to admit to their 
homelessness for a variety of reasons. They may feel embarrassed 
about their condition or may want to forestall intrusion into 
what they may feel is their own affair. Population health nurses 
should be alert to indicators of possible homelessness in clients 
they encounter. For example, a population health nurse may 
note that a client has not taken a shower or washed his or her 
clothes in some time. Or the client may be hesitant when asked 
for a home address or may give the address of a known homeless 
shelter. Clients who report living with other family members or 
friends may also be virtually homeless. When faced with these 
indicators, the population health nurse can tactfully explore if 
the client is indeed homeless and if assistance is desired.

In other instances, clues may be more subtle. For example, 
in a hearing related to a college academic integrity violation re-
lated to plagiarism, the student explained his purchase of a pa-
per from an Internet source as a result of not being able to work 
in his dorm room because his roommate was using drugs and 
he was afraid to be associated with him. When a population 
health nurse faculty member, who happened to be a member 
of the hearing committee, asked where the student was staying 
if he was not living in the dorm, he reported that he was living 
in one of the student lounges on campus. In addition to deal-
ing with the academic integrity violation, the committee took 
immediate steps to obtain adequate housing for the student. 
However, his homeless plight would not have been identified 
if the population health nurse had not caught the cue buried in 
his defense of plagiarism.

Assessing the Health of Poor and  
Homeless Populations
The first step in the care of poor and homeless segments of the 
population is assessing their health status and identifying the 
factors that influence their health. The population health nurse 
examines factors that contribute to homelessness in the popu-
lation as well as the effects of homelessness on health. Factors 
related to each of the six categories of determinants of health 
should be examined.

BiOLOGiCAL DeTermiNANTs. Biological factors, in 
conjunction with factors in other areas, may lead to poverty 

and homelessness. Conversely, poverty and homelessness have 
serious consequences for physical health that vary with gender, 
age, and prior health status.

With respect to gender, the majority of single homeless in-
dividuals are men (67.5%). Women, on the other hand, make 
up a similar proportion of heads of homeless families, often 
as a result of domestic violence (National Coalition for the 
 Homeless, 2011b). Among homeless veterans, the bulk of the 
population is male. In addition, this population is apt to be 
younger than the rest of the homeless population with 50% of 
homeless veterans under 51 years of age. Approximately 40% of 
homeless veterans are African American or Hispanic  (National 
 Coalition for Homeless Veterans, n.d.).

People of certain age groups may be more likely than other 
groups to become homeless or have more negative conse-
quences as a result of homelessness. As we noted earlier, sig-
nificant numbers of young children are homeless or at risk 
for homelessness. As many as one in 50 U.S. children may be 
homeless at any given time, amounting to 800,000 to 1.2 mil-
lion homeless children, at least half of whom are under 5 years 
of age (National Coalition for the Homeless, 2012i). Poverty 
and housing insecurity among children has been associated 
with poor health, lower weight, and risk for developmental 
delays (Cutts et al. 2011), and homeless children are at higher 
risk for increased mortality and lead poisoning than housed 
children (Kerker et al., 2011). Asthma prevalence rates are 
also higher for poor children than for the near poor and non-
poor child populations (Moorman, Zahran, Truman, & Molla, 
2011). In addition, homeless children with asthma are more 
likely than their housed counterparts to have severe disease and 
frequent emergency departments for care and less likely to be 
on controller medications (Cutuli, Herbers, Rinaldi,  Masten, & 
Oberg, 2010).

There are generally two categories of children among the 
homeless population, children who are part of homeless fami-
lies and unaccompanied minors (Corliss, Goodenow,  Nichols, 
& Austin, 2011). Unaccompanied minors may make up as 
much as 2% of the homeless population (National Coalition 
for the Homeless, 2011a). Unaccompanied minors are youth 
under 18 years of age without parental, foster parent, or in-
stitutional supervision (National Coalition for the Homeless, 
2012k). Reasons for homelessness among adolescents tend to 
fall into three categories: family problems, economic problems 
within the family, or residential instability. Family problems 
may include strained relationships with parents, addiction in a 
family member, or parental neglect or outright abuse (National 
 Coalition for the Homeless, 2012k). In some studies, sexual 
minority youth, who often leave home due to abuse or other 
family problems, may range from 4 to 5% to 50% of homeless 
unaccompanied youth (Corliss et al., 2011).

Economic problems in the family that may lead to youth 
homelessness include housing foreclosure leading to separa-
tion of adolescents, particularly boys, from other family mem-
bers due to shelter rules or child welfare policies. Residential 
instability among youth usually stems from a history of foster 
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care and outgrowing foster care with no other place to go. In 
some studies, one in five unaccompanied youth arrived at 
homeless shelters directly from foster care, and one in four 
had been in foster care within the prior year. In addition to 
other health risks, homeless youth have been found to be 2 to 
10 times more likely to be HIV-infected than their housed age 
mates as a result of sexual abuse and exploitation and the prac-
tice of engaging in sex for money (National Coalition for the 
Homeless, 2012k).

Certain health conditions may contribute to poverty and 
homelessness due to limited ability to work. For example, peo-
ple with HIV/AIDS are at greater risk for homelessness than 
the general population for a number of reasons.  Hospitalization 
and excessive fatigue may interrupt employment, leading to loss 
of income and consequent inability to pay for housing. They 
may also experience discrimination and job loss due to their 
condition. For other individuals, serious illness, with the atten-
dant medical bills may precipitate homelessness for individuals 
or families. For example, approximately 40% of people evicted 
by foreclosures indicated that medical problems played a role in 
the foreclosure (National Coalition for the  Homeless, 2012f). 
Approximately half of all personal bankruptcies in the United 
States are the result of serious health problems. As noted by the 
National Coalition for the Homeless (2012h), serious illness or 
disability can precipitate loss of employment and savings, even-
tually resulting in homelessness.

Being poor or homeless also contributes to or complicates 
other health problems. Homeless individuals are sick more 
often and have 1.5 to 3.5 times the risk of mortality of their 
housed counterparts (National Coalition for the Homeless, 
2012h; O’Toole et al., 2010). Life expectancy for homeless indi-
viduals is approximately 30 years less than for those who do not 
experience homelessness (National Coalition for the  Homeless, 
2012f). Mortality rates for HIV/AIDS and substance abuse 
deaths in New York City were three and five times higher, re-
spectively, in homeless individuals than in the general popula-
tion and substance abuse deaths were also higher than in the 
housed low-income population (Kerker et al., 2011). Health 
problems common among homeless adults include asthma, 
bronchitis, hypertension, heart disease, cancer, liver and kid-
ney disease, diabetes, and sexually transmitted infections and 
other infectious conditions. Skin infections and pneumonia are 
also common.

Other frequently noted problems include malnutrition, TB, 
and other respiratory diseases resulting from the lack of hous-
ing and overcrowding in shelters (National Coalition for the 
Homeless, 2012h). In addition, homeless individuals are more 
likely to self-report poor health than either the housed poor or 
non-poor.

As we can see from this list of common conditions, poor 
and homeless persons often suffer multiple acute and chronic 
conditions that require long-term treatment and monitoring 
that is difficult in circumstances of poverty and homelessness 
(National Coalition for the Homeless, 2012h). Inadequate diet 
and lack of access to medications and health care supplies 

make disease management difficult. For example, hyperten-
sion is less likely to be controlled among the poor than the 
non-poor. Paradoxically, control may be even worse among 
the near poor (Keenan & Rosendorf, 2011); perhaps because 
they are less likely than the truly poor to have publicly funded 
health insurance. Similarly, diabetes prevalence is higher 
among the poor than the non-poor (Beckles, Zhu, & Moone-
singhe, 2011), and glycemic control among diabetics is consid-
erably less likely in the poor than in higher income individuals 
(NCHS, 2012).

Poor and homeless individuals are also more likely to have 
physical disabilities (National Coalition for the Homeless, 
2011a) and activity limitations. For example, in 2012, 42% of 
people aged 18 to 64 years in poverty experienced basic activ-
ity limitations compared to 21% of those with incomes 400% 
of poverty level or higher. Similarly, complex activity limita-
tions were found in 28% of the poor versus 8% of high-income 
individuals. Differences in activity limitations by income level 
were even more striking among the elderly (NCHS, 2014). In 
2012, limitations in activities of daily living (ADLs) and in in-
strumental activities of daily living (IADLs) were three times 
more common among the poor than the non-poor (Adams, 
Kirzinger, & Martinez, 2012). In addition, survival stress expe-
rienced by many homeless persons may lead them to put health 
needs at a lower priority than basic survival needs (O’Connell 
et al., 2010).

The elderly are at particular risk of health problems stem-
ming from poverty and homelessness. All of the usual prob-
lems of the elderly discussed in Chapter 19  are intensified by 
poverty and homelessness. The homeless elderly are particu-
larly susceptible to the effects of communicable diseases, expo-
sure, burns, and trauma due to alcohol use, physical or mental 
impairment, or assault. The elderly homeless population is also 
more likely than younger groups to experience chronic disabil-
ity due to physical, mental, or emotional impairment.

PsYCHOLOGiCAL DeTermiNANTs. Psychological prob-
lems can stem from poverty and homelessness. In 2011–2012, 
for example, more than 8% of people with incomes below 100% 
of the federal poverty level reported experiencing severe psy-
chological distress in the prior 30 days, compared to 4.9% of the 
near poor, 2.6% of middle-income individuals, and only 1.1% of 
those with incomes more than 400% above the poverty threshold 
(NCHS, 2014).

Psychological factors can lead to homelessness when peo-
ple are unable to cope with the demands of daily life and have 
limited support systems. Mental illness, in particular, is as-
sociated with homelessness. An estimated 20% to 25% of the 
homeless experience severe mental illness and mental illness 
is the third most common cause of homelessness for single 
adults  (National Coalition for the Homeless, 2012m). In one 
study 15% of all the people in the California mental health sys-
tem reported being homeless at one point in their lives. Mental 
illness may disrupt one’s ability to care for oneself, including 
managing a residence. In addition, mental illness may prevent 
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formation or maintenance of interpersonal relationships or 
contribute to paranoia and mistrust of others. Mental illness 
also makes it difficult to obtain and keep a job and may also 
impede care of one’s physical needs. Many mentally ill home-
less individuals may attempt to self-medicate themselves in an 
effort to deal with their symptoms, and many have resulting 
dual diagnoses of substance abuse and mental illness (National 
Coalition for the Homeless, 2012m).

Homeless veterans, in particular, have a history of mental ill-
ness, with up to 50% of this population affected. Post- traumatic 
stress disorder (PTSD) is a common diagnosis among home-
less veterans, and an estimated 70% have substance disorders 
(National Coalition for Homeless Veterans, n.d.;  National 
 Coalition for the Homeless, 2012j).

In the past, many authors cited the move to  deinstitutionalize  
the mentally ill in the 1950s and 1960s as the cause of increasing 
homelessness among this population.  Deinstitutionalization 
was the process of discharging large numbers of mentally ill 
persons from mental institutions in an attempt to enable them 
to live in the least restrictive environment possible. This move 
was prompted by recognition of the appalling conditions 
prevalent at the time in many institutions for the mentally ill. 
Although the intent of deinstitutionalization was laudable, 
the results were not. Unfortunately, there was no concur-
rent move to provide the community services needed for the 
mentally ill to live in noninstitutional settings, leaving them 
to fend for themselves. Other authors, however, point out that 
the increase in homeless mentally ill persons did not actually 
occur until the 1980s, when income and housing assistance 
programs for this population were withdrawn. Most men-
tally ill persons do not need to be institutionalized, but they 
do require access to a variety of supportive services, includ-
ing housing support, in order to function effectively in soci-
ety and maintain residential status (National Coalition for the 
 Homeless, 2011c).

Some homeless persons without preexisting mental illness 
exhibit psychological problems as a result of their homeless-
ness. For example, housing insecurity and frequent moves have 
been associated with mental health and behavior problems, 
substance abuse, poor school performance, and increased risk 
of pregnancy in adolescents (Cutts et al., 2011). Homeless youth 
have also been found to have higher rates of depression, anxi-
ety, low self-esteem, and conduct disorder than their housed 
age mates. In addition, rates of PTSD are three times higher 
in this population than among adolescents who are not home-
less (National Coalition for the Homeless, 2012k). Younger 
children’s mental health is also affected by homelessness, and 
homeless children are more likely than their housed age mates 
to experience anxiety, depression, and behavior problems.

eNvirONmeNTAL DeTermiNANTs. Environmental 
factors also contribute to the effects of homelessness on health. 
Exposure to cold, even in the mildest climates, can lead to hypo-
thermia. This is particularly true when people are lying on con-
crete or are clothed in wet garments. Increased exposure risk for 

frostbite, immersion foot, and hypothermia occurs  primarily  
in persons who are homeless and living on the streets. Immer-
sion foot, also known as trench foot, occurs when the feet are 
wet for prolonged periods of time. Although these conditions 
do not, of themselves result in death, they may contribute to 
an eightfold increased risk of mortality from other causes  
(National Coalition for the Homeless, 2012h). Another weather- 
related environmental phenomenon that has been found to 
affect migrant farmworkers is the heat index in their often 
substandard housing. For example, one study of 170 North 
Carolina farmworker camps found dangerously high heat in-
dexes in most housing units (barracks-style housing, trailers, 
and houses). High heat indexes in housing units limit recovery 
from the negative effects of heat exposures during daily work in 
hot, humid conditions contributing to a high incidence of heat-
related deaths in the migrant farmworker population (Quandt, 
Wiggins, Chen, Bischoff, & Arcury, 2013).

Overcrowding and poor sanitary conditions in homeless 
shelters contribute to the spread of communicable diseases 
among a population that is already debilitated by exposure 
and poor nutritional status. TB, in particular, is rapidly spread 
in overcrowded shelters (Dobbins et al., 2012; Samuel et al., 
2012) and other settings where homeless individuals may con-
gregate. For example, TB transmission in one outbreak also 
involved two local bars frequented by shelter residents and a 
local jail, suggesting the potential for spread of the disease to 
the general public as well as to other shelter residents (Samuel 
et al., 2012). Crowding in shelter environments is also associ-
ated with poor mental health, diminished coping ability, poor 
parent–child interactions, stressful social relationships, and 
difficulty sleeping. Crowding has also been associated with 
food insecurity in shelter residents, particularly homeless fam-
ilies (Cutts et al., 2011).

Another environmental aspect of shelter life lies in the ac-
tual physical structure of some shelter facilities. Many shelters 
are located in older buildings that may have stairs, making it 
difficult for the elderly and others with limited mobility to ac-
cess emergency shelter and other services. Access to services in 
other organizations may also entail long periods of standing in 
line, which may be difficult for elderly and disabled individuals 
(National Coalition for the Homeless, 2012l).

Unsafe physical environments also present health hazards 
for young children. In addition to the potential for physical in-
jury, the restrictions placed by parents on children’s activities 
in unsafe surroundings may result in developmental delays. 
Prolonged sun exposure and the attendant risk for skin can-
cer are other environmental factors affecting the homeless of 
all ages.

Aspects of rural versus urban environments also affect 
homelessness and access to assistance for poor and homeless 
individuals. Several authors have noted that even the defini-
tion of homelessness “does not fit well with the rural reality” 
 (National Coalition for the Homeless, 2012n, p. 1). Because 
of the unavailability of shelters in many rural areas, home-
less individuals are more likely than their urban counterparts 
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to move in with family members or friends in crowded and 
 substandard conditions. These individuals, however, do not 
qualify for assistance, and the rural communities that house 
them are not eligible for federal funding for homeless services 
(National  Coalition for the Homeless, 2012n), leading to a need 
for a more flexible definition of rural homelessness (National 
Coalition for the Homeless, 2012f). Based on current defini-
tions, approximately 9% of homelessness in the United States 
occurs in rural areas, and an estimated 70,000 rural individuals 
may be homeless on any given night (National Coalition for 
the Homeless, 2011a).

Even the factors contributing to homelessness differ sub-
stantially between urban and rural environments. For ex-
ample, rural states experience significantly more foreclosures, 
a frequent cause of homelessness, than urban areas (National 
 Coalition for the Homeless, 2012f). Rural homeless populations 
are more likely to consist of families, particularly single women 
with children, with a larger proportion of Native  Americans 
and migrant workers than urban populations  (National 
 Coalition for the Homeless, 2012n). Homeless veterans, on the 
other hand, are more likely to be found in urban than suburban 
or rural areas (68% and 32%, respectively)  (National Coalition 
for Homeless Veterans, n.d.).

Domestic violence and poverty are also more common pre-
cursors to homelessness in rural than urban environments. In 
fact, rural residents are 1.2 to 2.3 times more likely to be poor 
than their urban counterparts, and 20% of nonmetropolitan 
counties are classified as high poverty counties compared to 
only 5% of metropolitan counties. One third of rural renters 
(1.9 million households) are “cost burdened,” spending more 
than 30% of their incomes for housing (National Coalition for 
the Homeless, 2012e).

More rural homelessness is found in agricultural areas and 
those with declining extractive industries (e.g., coal mining). 
Paradoxically, increased homelessness in rural areas is also 
linked to rural areas experiencing economic growth as bur-
geoning industry and outsiders earning higher incomes create 
a demand for scarce housing that drives housing costs beyond 
the budgets of long-time residents.

The greater visibility and population density of urban than 
rural homeless populations leads to inequities in the availabil-
ity of and access to needed services, and rural housing needs 
are often overlooked in policy formation. Even when housing 
is available in rural areas, it is often substandard, and 30% of 
nonmetropolitan households experience at least one problem, 
including high costs, physical deficiencies, or overcrowding 
(National Coalition for the Homeless, 2012e). In fact, home-
lessness is often precipitated by substandard housing con-
ditions that make structures uninhabitable. In such cases, 
relocation to safer housing is often more expensive and beyond 
the ability of many rural families to afford it. For these reasons, 
many authors have suggested redefining rural homelessness 
to include people living in substandard housing, making them 
eligible for services available to those living on the streets or in 
shelters (National Coalition for the Homeless, 2012f).

Other contributing factors in rural homelessness include 
distances between affordable housing and work settings, lack 
of transportation, restrictive land use regulations and housing 
codes, rising rent burdens, and insecure tenancy due to changes 
in real estate markets. For example, inexpensive trailer parks 
may be replaced by more expensive upscale housing unafford-
able to local residents (National Coalition for the  Homeless, 
2012n).

Homelessness in urban areas brings its own set of diffi-
culties, and some authors have suggested that homeless indi-
viduals are “warehoused” in densely populated urban areas. 
Although temporary shelter and other assistance services may 
be more accessible in urban than rural areas, there may be a 
lack of affordable housing and widespread economic distress 
in the community that limits the availability of work and other 
supports (Eitzman, Pollio, & North, 2013).

sOCiOCuLTurAL DeTermiNANTs. Sociocultural fac-
tors play a major role in the development of poverty and home-
lessness and in their effects on health. Lack of affordable  housing 
and available shelter; poverty, inadequate social support and 
welfare reform; employment; and housing assistance are some 
of the societal conditions that influence poverty and homeless-
ness. Other considerations to be addressed include education, 
homelessness among military veterans, domestic violence, mega 
events and their effects on housing and homelessness, and con-
siderations related to criminal justice, civil rights, and violence 
against homeless individuals.

Lack of affordable housing and available shelter. Housing is 
a basic human need. The World Health Organization incorpo-
rates four aspects into its definition of housing: house, home, 
neighborhood, and community. A house is a physical structure 
or dwelling used, or intended to be used, for human habitation 
(WHO, 2010). A house, in this context, may include a freestand-
ing dwelling, apartment, condominium, or single room occu-
pancy unit. A single room occupancy unit (SRO) is a build-
ing that provides single rooms as sleeping accommodations 
for individuals (City of South San Francisco, n.d.). Bathrooms, 
kitchens, and other living spaces are shared by tenants in SROs 
(National Coalition for the Homeless, 2012e). The term “home” 
encompasses the economic, social, and cultural structure estab-
lished by a given household. The neighborhood aspect includes 
streets, shops, places of worship, recreation, green space and 
transportation surrounding where people actually live, and the 
community includes those living, working, and providing ser-
vices in the neighborhood (WHO, 2010). Interventions to ad-
dress population housing needs must address all four aspects of 
this definition. 

Lack of affordable housing is one of two trends that 
have contributed to the alarming rise in homelessness in 
the United States (National Coalition for the Homeless, 
2011b).  Affordable housing is defined as housing that costs 
no more than 30% of one’s income (National Coalition for 
the  Homeless, 2012d). In the United States, approximately  
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6.5 million families spent more than 50% of their income on 
 housing in 2011 (National Alliance to End Homelessness, 
2013). Housing costs have escalated tremendously making 
housing unaffordable for many individuals and families. For 
example, there was a 41% increase in the fair market rent for 
a two-bedroom apartment between 2000 and 2009 resulting in 
high rent burdens—rents that take a large proportion of one’s 
income (National Coalition for the Homeless, 2011c). High 
rent burden is the result of the lack of affordable adequate 
housing units relative to the population demand for housing, 
creating increased competition for available housing, which is 
worse among low-income individuals and families than those 
with higher incomes (HUD, 2013). Subsequent increases in 
the average fair market rents have also occurred. For example, 
average rents rose by 1.5% just from 2010 to 2011, and the 
number of rental vacancies also decreased (National Alliance 
to End Homelessness, 2013).

In 2011, there were an estimated 65 housing units avail-
able for every 100 low-income renters and 35 units per 100 
extremely low-income renters. From 2011 to 2009, the median 
renter income decreased by 1.5% whereas the median rent 
increased by 4.1%. Conversion of formerly resident-owned 
properties to rental units increased the affordable housing by 
3.33 million units, but this gain was offset by the advent of 3.47 
 million new renter households resulting in a continuing dearth 
of affordable housing for low-income households (HUD, 
2013). In 2009, a worker would have needed to earn $14.97 per 
hour to be able to afford a one-bedroom apartment and $17.84 
per hour for two bedrooms, nearly twice the minimum wage 
 (National Coalition for the Homeless, 2011c).

In addition to low-income workers, the elderly are at an 
economic disadvantage with respect to affordable housing. The 
majority of older adults live on fixed incomes and for many, 
Social Security income, even when augmented by Supplemen-
tal Security Income, a subsidy for low-income seniors and 
disabled persons, is insufficient to afford housing. There are 
an estimated nine seniors waiting for every occupied unit of 

affordable elderly housing, and the waiting list for housing as-
sistance may be 3 to 5 years. In addition, households headed by 
elderly individuals have a one in three chance of being worst-
case needs households (National Coalition for the Homeless, 
2012l).

Part of the loss of affordable housing stems from gentri-
fication, which is defined as a process in which deteriorated 
low-income housing and businesses are renovated and occu-
pied by higher income individuals (Briney, 2013). It usually in-
volves displacement of low-income housing by higher-income 
space use such as luxury apartments, condominiums, or office 
buildings. When gentrification occurs, the ethnic composition 
of neighborhoods often changes with in-migration of middle-
income White families, younger individuals, and couples seek-
ing to be closer to their work. Renovation of older, run-down 
housing leads to increased rents and property taxes for former 
residents who choose to remain in the neighborhood. Because 
of these changes, gentrification may also significantly alter the 
character and culture of an area (Briney, 2013).

Some authors have described attempts at “positive” gentri-
fication, which often involves the demolition of deteriorating 
public housing and its replacement by mixed-income housing 
in which people from different socioeconomic groups buy or 
rent in the same area. The intent of such efforts is to “decon-
centrate” poverty, by placing the poor among others of higher 
socioeconomic status (Chaskin & Joseph, 2013). Such redevel-
opment often greatly improves the local infrastructure in terms 
of open space and streets. It may also result in cultural clashes 
regarding what constitutes acceptable behavior (e.g., park-
ing cars on the road, accumulation of unused items in yards, 
and so on) in the reconstituted community (Drew, 2011). In 
addition, the demolition and rebuilding process forces prior 
residents to find other housing, and may result in their not re-
turning to their prior neighborhood. In some redevelopment 
initiatives, efforts are made to enforce inclusion of a certain 
percentage of low-income housing, but in many jurisdictions, 
developers can buy their way out of such requirements by pay-
ing nominal fines, resulting in many more high-priced than 
low-income units. In reality, rather than returning to the new 
and improved housing, many former residents relocate in 
other nearby disadvantaged neighborhoods. National estimates 
are that no more than 14% to 25% of former residents return to 
gentrified neighborhoods. Relocation often disrupts social ties 
among neighbors, thus decreasing the social capital available to 
the displaced residents (Goetz, 2010).

Another aspect of the problem is the loss of many SROs, 
or residential hotel units in inner city areas. Much of this loss 
is the result of gentrification and conversion of SROs and 
 rooming houses to upscale rentals. 

People who are homeless require shelter, and the first step 
to meeting their needs is the provision of emergency shelter. 
 Shelter, however, may not be available. According to 2012 
HUD data, there were 476,119 total shelter beds across the 
nation in 2012, only 90% of which were available year round 
(HUD, 2012b). 2012 housing inventory counts (HICs) from 

Thrift stores help the poor and homeless to stretch their resources, 
but still may not meet all their needs. (rekandphoto/Fotolia)

M21_MARY9591_06_SE_C21.indd   560 06/09/14   7:22 PM



chapter 21 care of poor and homeless populations  561

continuums of care, local planning agencies throughout the 
country that coordinate services in geographic areas, indi-
cated a total of 114,237 units available for families including 
emergency shelter units, safe havens, transitional housing 
units, rapid rehousing units, and permanent supportive hous-
ing units. An additional 349,277 family beds and 376,318 
adult-only beds were available. In addition, slightly more than 
28,000 overflow vouchers were available for use at local hotels 
when other forms of shelter were not available (HUD, 2012a). 
 Despite these numbers, however, on a given night in January as 
many as 1,740 people could not be provided emergency shelter, 
and 1,422 could not be provided transitional shelter (National 
Coalition for the Homeless, 2012b).

Lack of affordable housing and lack of shelter space have 
led to an increase in the size of the literally homeless popula-
tion as well as those living doubled-up in the homes of friends 
and families. From 2010 to 2011, for example, the number of 
doubled-up households increased by 9.4% (National Alliance 
to End Homelessness, 2013).

Poverty, social support, and welfare reform. Poverty is the 
second most major cause of homelessness in the United States, 
and increasing poverty is the result of eroding employment op-
portunities and the decreased availability and value of public 
assistance (National Coalition for the Homeless, 2011b, 2011c). 
The relationship of employment to poverty and homelessness is 
addressed later in this chapter.

A large percentage of the homeless are people who are em-
ployed, but employment does not protect them from poverty. 
In 1967, the minimum hourly wage was sufficient to raise a 
family of three above the federal poverty level. However, the 
minimum wage was frozen at $3.35 per hour from 1981 to 
1990, while the cost of living increased by 48%, resulting in a 
far from livable wage. As of July 24, 2009, the minimum hourly 
wage in the United States was set at $7.25 (U.S. Department 

of Labor, Wage and Hour Division, n.d.). As of June 2014, 22 
states and the District of Columbia had minimum wage levels 
above that set by the federal government, with the highest set 
at $9.32 per hour (National Conference of State Legislatures, 
2014).

The federal minimum wage has not changed since 2009, 
 although a few states have automatic adjustments to their min-
imum wage rate based on the consumer price index, the local 
average wage, or some other cost of living formula  (National 
Conference of State Legislatures, 2014). At the minimum 
wage, a full-time 40-hour-per-week worker would earn $13, 
624, which is 25% below the 2009 poverty level for a family of 
three and even further below the current poverty threshold. A 
household of that size would need to include more than one 
minimum wage worker to be able to afford a two-bedroom 
apartment at fair market rent anywhere in the country. In states 
with the median fair market rent, a minimum wage worker 
would need to work 87 hours per week to be able to afford a 
two-bedroom apartment. Because of high rates of inflation, the 
real purchasing power of the minimum wage has decreased by 
26% since 1979, and the current $7.25 minimum wage is actu-
ally worth only $4.42 in buying power. In addition, rising costs 
for food and gasoline take a greater percentage of household 
income than in the past, further limiting the funds available 
for housing (National Coalition for the Homeless, 2012d). The 
poor simply cannot afford most housing without assistance.

Assistance to low-income individuals and families, how-
ever, may not be available or is insufficient to meet their basic 
needs. In the past, low-income families received cash assis-
tance through the Aid to Families with Dependent Children 
(AFDC) program. The AFDC program was repealed in 1996 
and replaced by the Temporary Assistance to Need Families 
(TANF) program as part of a sweeping welfare reform pro-
gram. The intent of welfare reform was to assist persons on 
the welfare rolls to become employed and fend for themselves. 
In 2005, however, TANF assisted only half of the families for-
merly receiving AFDC, and federal appropriations for TANF 
have not kept up with inflation levels, leading to significant 
increases in extreme poverty, particularly among young chil-
dren. In addition, federal support for housing assistance de-
clined by 49% from 1980 to 2003, while approximately 200,000 
low-income housing units were destroyed each year (National 
Coalition for the Homeless, 2011c). In the end, welfare re-
form was successful in getting many families off the welfare 
rolls and into paying jobs, but these jobs often do not pay suf-
ficient wages to afford available housing. In addition, there is 
little assistance to these families for expenses related to work, 
such as transportation or child care (National Coalition for 
the Homeless, 2012i).

Financial assistance is available to some segments of the 
poor population. For example, many low-income senior citi-
zens are eligible for Supplemental Security Income (SSI) in ad-
dition to Social Security. For most of these individuals, even 
the addition of SSI does not raise them above the poverty 
level (National Coalition for the Homeless, 2012l). Housing 

Gentrification of older neighborhoods reduces housing availability 
for low-income groups. (Kim Seidl/Fotolia)
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 subsidies have been shown to assist the poor to remain housed, 
but many people do not receive subsidies.

Foreclosure is another effect of the current economic crisis 
that contributes to homelessness. A survey of organizations 
providing services for the homeless indicated that approxi-
mately 10% of their clients were homeless as a result of fore-
closure. More than 342,000 foreclosures occurred in the single 
month of April 2009, an increase of 32% from the same month 
in 2008. Although one usually thinks of foreclosures affecting 
home owners who fall behind on mortgage payments, 20% of 
foreclosures in 2008 were on rental properties, and 40% of fam-
ilies facing eviction due to foreclosures were renters. Many of 
these families found shelter with family or friends, in homeless 
shelters, and in hotels or motels, but 26% were reduced to liv-
ing on the street (National Coalition for the Homeless, 2012f).

A small proportion of low-income individuals and fami-
lies and some other groups receive federal housing assistance. 
Housing assistance programs exist for disabled persons and 

the elderly, as well as veterans, and those in rural areas. Some 
public housing is also available to low-income individuals and 
families. Federal housing assistance programs are summarized 
in Table 21-1•. Unfortunately, these assistance programs may 
have long waiting lists or lengthy selection processes, and all of 
them are underfunded to meet the needs of the homeless popu-
lation. For example, the average waiting period for Section 8 
vouchers is 35 months, and only about a third of poor renter 
households ever receive housing assistance (National  Coalition 
for the Homeless, 2011c). In addition, housing vouchers, if 
obtained, may not be of much use in areas where low-income 
housing is scarce.

Employment and homelessness. Unemployment and un-
deremployment are other major social factors contributing to 
homelessness. Although many people remain employed, there 
has been a shift in the job market from relatively well-paid  
 manufacturing jobs to lower-paid employment in service indus-

TABLe 21-1 Federal Housing Assistance Programs

Program Focus eligibility/requirements

Section 811. Supportive Housing for 
 Persons with Disabilities Program

•	Small	group	homes,	independent	living	proj-
ects, multifamily housing developments

•	Very	low-income	persons	18	years	of	age	
or older with physical or developmental 
disabilities

Section 202. Supportive Housing for the 
Elderly Program

•	Provision	of	housing	with	supportive	services	
for low-income elderly

•	Very	low-income	persons	aged	62	years	and	
older

•	20%	to	25%	of	funding	mandated	for	nonmet-
ropolitan areas

Section	8.	Housing	Choice	Voucher	
Program

•	Rental	assistance	through	a	voucher	system	
administered by state, regional, or local hous-
ing authorities that permits renters access to 
privately owned housing

•	Recipients	find	their	own	housing	that	meets	
criteria

•	Also	provides	a	homeowner’s	voucher	that	as-
sists with the purchase of a home by first-time 
very low-income persons

•	Very	low-income	families,	elderly,	and	disabled	
individuals

•	Income	cannot	exceed	50%	of	median	income	
of area

•	Renters	pay	30%	of	monthly	income	for	rent	
and utilities, voucher covers difference in 
rental costs

Section	8.	Single-Room	Occupancy •	Rehabilitation	of	existing	structures	to	provide	
SRO	units

•	Rental	assistance	to	meet	difference	between	
housing costs and 30% of income

•	Rental	assistance	provided	for	a	10-year	period
•	Provides	a	single	room	with	communal	bath-

rooms, kitchen, living spaces, laundry facili-
ties, possibly meeting rooms

•	Very	low-income	homeless	individuals	(income	
below 50% of area median income)

•	Renters	pay	approximately	30%	of	income	for	
rent, public housing agencies pay landlord the 
difference in cost

HOPE	VI •	Provision	of	funds	to	local	public	housing	agen-
cies to destroy and replace or dramatically 
rehabilitate deteriorated public housing units, 
including physical and managerial changes and 
some social and community services

•	Integration	of	low-income	renters	in	middle-
income areas

•	Provision	of	employment	support	services

•	Intensive	screening
•	Agreement	to	counseling	and	employment	

services

Public Housing •	Provision	of	federally	owned	and	administered	
rental housing to low-income families and 
individuals

•	Low-income	family,	elderly,	or	disabled	
individual
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TABLe 21-1 (Continued)

Program Focus eligibility/requirements

HOME: Home Investment Partnerships 
Program

•	Funding	grants	to	states	or	communities	to	
build, buy, or rehabilitate housing units for 
rental or ownership

•	Provision	of	rental	assistance	for	occupants

•	Local	jurisdictions	must	contribute	25%	match	
for funds

•	Income	below	80%	of	area	median

Section	502.	Rural	Home	Ownership	Direct	
Loan Program

•	Loans	to	build,	repair,	renovate,	or	relocate	
houses (including mobile/manufactured homes)

•	Assistance	with	site	purchase	and	water	and	
sewage disposal arrangements

•	Low-income	and	very-low-income	rural	families	
without adequate housing (below 80% of area 
median)

•	Able	to	afford	mortgage	payments,	taxes,	and	
insurance

•	40%	of	funds	must	be	used	to	serve	families	
with incomes less than 50% of area median 
income

Section	515.	Rural	Rental	Housing	Loans •	Competitive	mortgage	loans	to	provide	afford-
able rental housing

•	Provision	of	funds	to	buy	and	improve	land	and	
water and waste disposal systems

•	Very	low-,	low-,	and	moderate-income	families,	
elderly, and disabled individuals

•	Renters	pay	higher	of	30%	of	income	or	basic	
rent

Veterans	Administration •	Temporary	housing	funding	including	emer-
gency shelter and transitional housing, long-
term care, and skills training

•	Low-income	military	veterans

HUD-VA	Supportive	Housing	Program •	Vouchers	for	housing	subsidization •	Low-income	military	veterans
VA	Compensated	Work	Therapy/Transitional	
Residence	Program

•	Supervised	group	home	residence
•	Recipients	work	for	the	VA	about	33	hours/

week and receive salary and maintenance 
payment

Data from: National Coalition for the Homeless. (2012e). Federal housing assistance programs.	Retrieved	from	http://www.nationalhomeless.org/factsheets/federal.html;	
National Coalition for the Homeless. (2012j). Homeless veterans.	Retrieved	from	http://www.nationalhomeless.org/factsheets/veterans.html

tries (e.g., janitorial work). This phenomenon is referred to as 
structural unemployment, which is unemployment caused by a 
mismatch between the skills and abilities of persons available to 
work and the jobs needing to be filled, rather than an absence of 
jobs. Deindustrialization is a related phenomenon that contrib-
utes to structural unemployment. Deindustrialization is a shift 
in economic and occupational structure from a heavy focus on 
manufacturing to service, technology, and other forms of em-
ployment. In structural unemployment, jobs may be available, 
but those who are unemployed do not have the skills needed to 
qualify for them. The emergence of high-technology occupa-
tions requires new sets of skills that many displaced workers do 
not have. Such changes in the structure of the job market have 
resulted in the current relatively high levels of unemployment.

The percentage of homeless people who are jobless varies 
from group to group. Overall, 44% of the homeless are em-
ployed, but many homeless individuals work at low- paying jobs 
that do not provide sufficient income to meet basic  survival 
needs. Many poor and homeless individuals are underem-
ployed, a measure of those who are unemployed plus those who 
desire full-time work, but can only find part-time employment. 
Using this measure, in 2009, 15.8% of the U.S. workforce was 
underemployed (National Coalition for the Homeless, 2012d). 
Others who worked full-time remained below the poverty level 
(U.S. Census Bureau, 2012d).

In addition to declining real wages noted earlier, job secu-
rity and stability have also declined, and displaced workers may 
have difficulty finding another job. Even when they do find 
work, however, many take jobs that pay an average of 13% less 
than former salaries. People are experiencing more long-term 
unemployment than in prior years, and the unemployed in-
cludes those formerly employed in professional and managerial 
jobs as well as unskilled workers. These workers often engage 
in what is termed non-standard work, such as temporary work, 
day labor, and part-time employment. For example, temporary 
work has increased by 11% since 1972, but even temporary jobs 
are being lost, with about 73,000 temporary positions lost per 
month in 2009 (National Coalition for the Homeless, 2012d). 
Non-standard work usually does not provide health insur-
ance and other benefits that accompanied many people’s prior 
employment.

Finding employment is difficult for most homeless indi-
viduals. Those with mental illness find it hard to maintain a 
job, if they can get one, because of their instability.  Homeless 
single women with children, who account for almost half of 
homeless families, have problems of child care while they 
work. Former prisoners are also at a disadvantage in seeking 
employment as are young people who often have few em-
ployable skills. Similarly, employment is unlikely among el-
derly homeless people (National Coalition for the Homeless, 
2012d, 2012k, 2012l)
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Even homeless persons with employable skills in areas 
where jobs are available may have difficulty negotiating the 
employment process. Lack of transportation may make it dif-
ficult to go to an interview or to get to work when a job is 
found. In addition, job application and interviews take time, 
which may prevent the individual from securing food or shel-
ter for the night when these are obtained only after long waits 
in line in competition with many other homeless persons. 
Moreover, the homeless person may also find that he or she is 
penalized for working by reduction or even loss of assistance 
benefits and publicly financed health care coverage. Home-
less individuals who cannot find regular work may engage 
in day labor or “shadow work.” Shadow work may involve 
selling junk, personal possessions, or plasma; begging or 
panhandling; scavenging for food, salable goods, or money; 
and theft, all of which may carry criminal penalties in some 
jurisdictions.

Other sociocultural factors. Education, veteran status, do-
mestic violence, “mega events,” and considerations related to 
criminal justice, civil rights, and violence are other sociocul-
tural factors related to poverty and homelessness. Education 
both contributes to and is affected by poverty and homelessness. 
Many of the poor are from low socioeconomic backgrounds. 
For example, a third of adults with incomes below poverty level 
did not complete high school, compared to 29% of those be-
low 125% of the poverty threshold and only 10% of those 150% 
above poverty level (Beckles & Trumann, 2011). Lack of edu-
cation results in an absence of employable skills in today’s job 
market, which contributes to poverty and eventually leads to 
homelessness for many people.

Homelessness also influences educational performance 
among children and youth. As noted by the National Coali-
tion for the Homeless (2012c), schools provide one of the few 
avenues for poor and homeless children to develop the skills 
needed to escape poverty. Unfortunately, the stability of the 
school environment is complicated by residency requirements, 
delay in the transfer of records, lack of transportation, and, of-
ten, lack of immunization records. Additional problems lie in 
getting children and youth assessed for special education needs, 
providing counseling, and promoting participation in before- 
and after-school activities. Unaccompanied youth also face 
problems with guardianship and liability. Homeless children 
are less likely than their housed counterparts to be enrolled in 
school. An estimated 87% of homeless children are enrolled in 
school, and only 77% of those attend school regularly. Some 
effort has been made to promote education among this popula-
tion. For example, the McKinney Act’s Education of Homeless 
Children and Youth program provides grants to state educa-
tion agencies to support the education of homeless children, 
including preschool education. This initiative resulted in a 17% 
increase in school enrollment from the 2006–2007 academic 
year to 2007–2008.

Multiple factors, however, continue to impede school atten-
dance by homeless children and youth. Residency requirements 

to attend local schools, lack of immunization records, delay in 
transfer of school records, and lack of transportation make 
school enrollment and attendance difficult. Poor health and 
lack of food, clothing, and school supplies are other impedi-
ments to attendance and good school performance. Although 
the reauthorization of the McKinney Act in 2001 addressed 
some of these issues, funding for homeless education programs 
has not kept up with the need or with the inflation in costs 
of ancillary services such as food and school supplies. At one 
point, for example, states receiving funds were unable to pro-
vide assistance to 41% of enrolled homeless students. Finally, 
family mobility due to shelter time limits, domestic violence, 
or the search for work or affordable housing leads to frequent 
changes of schools. Students who change schools frequently are 
nine times more likely to repeat a grade, four times more likely 
to drop out of school, and three times more likely to be put in 
special education classes (National Coalition for the Homeless, 
2012c), and adolescents with more than two school changes are 
50% less likely to graduate than other teens (Cutts et al., 2011).

Military veterans comprise 12% of the homeless population 
(National Coalition for Homeless Veterans, n.d.). As many as 
130,000 to 200,000 veterans may be homeless at any given time, 
with estimates of 400,000 homeless veterans in the course of a 
year. As many as three times more veterans experience heavy 
rent burdens and are at high risk for homelessness. Veterans 
with disabilities, particularly related to PTSD and traumatic 
brain injury, are more likely than other veterans to become 
homeless (National Coalition for the Homeless, 2012j).

Compared to other homeless individuals, veterans are likely 
to be younger and better educated (National Coalition for the 
Homeless, 2012j). They are also twice as likely to be hospital-
ized as homeless individuals who are not veterans (O’Toole  
et al., 2010). Homeless veterans tend to be found in central city 
areas (79%) rather than suburban or rural areas (16% and 5%, 
respectively) (National Coalition for the Homeless, 2012j). In 
addition to the mental health problems common among home-
less veterans, unemployment is a contributing factor in their 
homelessness. Many veterans are discharged from the military 
without employable skills useful in the civilian economy mak-
ing them less able to compete for available jobs (National Co-
alition for Homeless Veterans, n.d.).

Some efforts have been made to address the needs of 
homeless veterans. In addition to the programs described in  
Table 21-1, the Veterans Administration (VA) provides a va-
riety of services to veterans, including those who are homeless. 
For example, the VA provides health care to 150,000 veterans 
and other services to 112,000 people annually. In addition, 
partnerships with community service providers have provided 
15,000 residential rehabilitation and transitional beds and 
more than 30,000 permanent beds, reducing the number of 
homeless veterans by 70% since 2005 (National Coalition for 
 Homeless  Veterans, n.d.). Despite these successes, however, 
the VA serves only about 25% of the veterans in need, leaving 
approximately 300,000 veterans without assistance (National 
Coalition for the Homeless, 2012j). Homeless veterans need a 
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wide variety of coordinated services related to housing, nutri-
tion, health care, substance abuse and mental health treatment, 
and personal development and job training and placement ser-
vices (National Coalition for Homeless Veterans, n.d.).

Domestic violence is another factor that contributes to 
homelessness, particularly among women and children. An es-
timated 63% of homeless women are victims of domestic abuse 
and 28% of families are homeless as a result (National Coalition 
for the Homeless, 2012b). Homeless youth may also be fleeing 
physical or sexual abuse. Some studies have reported 46% of 
runaway and homeless youth as physically abused and 17% as 
sexually abused (National Coalition for the Homeless, 2012k).

Many homeless women and youth have minimal resources 
and face the choice of remaining in an abusive situation or be-
coming homeless. They often have nowhere to go.  Homeless 
youth have few employable skills and abused women may have 
poor work histories and credit ratings as a result of abuse. 
Homeless women with children often stay in shelters, transi-
tional housing, or permanent supportive housing longer than 
single homeless men and women because it is often harder for 
them to find permanent housing. In addition, landlords may 
discriminate against abused women if they have protective or-
ders in place and may evict families if violence occurs in rental 
properties (National Coalition for the Homeless, 2012b). Cash 
assistance, housing, job training, child care, and transporta-
tion are some of the needs of abused homeless women with 
children.

The effect of “mega events” on housing and homelessness 
is another factor that is often overlooked in an assessment of 
poor and homeless populations. A special report to the United 
Nations General Assembly (Rolnik, 2009) highlighted the ef-
fects of such mega events in the context of the right to adequate 
housing. Mega events are large, one time events, often large 
sporting events that prompt changes in local infrastructure 
and economies. Examples are the summer and winter Olympic 
Games and the World Cup of soccer. Such events have both 
positive and negative effects for the poor and homeless.

On the positive side, mega events lead to the rapid construc-
tion of housing as well as improvements in waste management 
and sanitation capabilities, cleansing of contaminated areas, 
beautification and environmental upgrading, transportation 
improvement, and so on. After the event, the surplus housing 
may be available for local residents. In the interim, however, 
massive redevelopment initiatives often lead to displacement 
of the poor and demolition of low-income housing. In many 
instances, the wealthy developers and governments benefit 
from increased revenue, tourism, and increased tax revenues, 
but little of this money filters into programs for the local poor. 
Evictions are often not accompanied by plans for relocation of 
displaced individuals and families, and those displaced rarely 
return to the renovated areas (Rolnik, 2009).

Residents of “informal settlements,” such as shanty towns 
or tent cities, are frequently among the first to be displaced 
when land is required for redevelopment or construction of 
enhanced sports facilities. Frequently, these communities are 

disrupted with community ties broken and people displaced 
to areas far from employment opportunities or other services. 
Preparation for mega events also frequently entails cleaning 
up “unsightly” elements of the city’s image through removal 
and relocation of homeless individuals and criminalization of 
homelessness. Criminalization is the development of laws and 
regulations and application of criminal penalties to activities 
such as sleeping on the streets, begging, and so on, that would 
be perfectly acceptable if performed in private. Criminalization 
may also affect other activities such as prostitution or sidewalk 
vending. Offenders may be jailed, and in some instances, may 
be relocated to large camps with minimal facilities out of sight 
of event participants and fans (Rolnik, 2009).

Population health nurses may be actively involved in advo-
cacy for human rights in cities where mega events are planned. 
They and others in the environment should assure that suffi-
cient attention has been given to meeting the needs of the pop-
ulations most likely to be negatively affected by the event. For 
example, they should insist on protection of vulnerable popula-
tions from forced evictions and on community participation in 
event planning and decision making (Rolnik, 2009).

Criminalization of homelessness and related activities is 
only one aspect of criminal justice as it applies to the poor and 
homeless. Homelessness and lack of basic necessities to sup-
port life may lead to crime, as well as prostitution, to obtain 
money. More often, however, homeless individuals are arrested 
for actions that, if conducted in private, would be perfectly ac-
ceptable. The homeless are overrepresented in jail, and recently 
released prisoners are at high risk of homelessness due to dis-
ruption of family and community ties. Mentally ill inmates 
have an even more difficult time reintegrating into society and 
have an even higher risk of homelessness.

Earlier, we saw that the number of available shelter beds is 
insufficient to meet the need in many jurisdictions. Another 
barrier to shelter that keeps people on the street and vulnerable 
to arrest for nuisance crimes is the cost of shelter, which may 
be beyond the means of the most destitute homeless. Fines im-
posed for illegal activities further deplete the money available 
to homeless individuals for obtaining housing. In addition, 
mental health and drug courts may also reserve shelter beds for 
sentencing purposes, further restricting the availability of shel-
ter for many homeless individuals.

Many communities have laws against camping or sleeping 
in public areas, yet most of these communities lack sufficient 
shelter beds to meet local needs. Police often conduct sweeps of 
areas where homeless people congregate prior to major politi-
cal, entertainment, or sports events, and homeless people are 
banned outright from some high-income residential and tour-
ist areas. In many places, public parks have been designated 
as “family” parks, making them off-limits for people with-
out children. Similarly, bars have been placed in the center of 
public benches to prevent people from lying down on them. 
Increased policing of gentrified areas and tourist centers effec-
tively removes the homeless from the sight of the more affluent 
 members of the community.
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Discrimination in terms of civil rights violations is not the 
only form of discrimination encountered by homeless indi-
viduals and families. In some cases, discrimination in housing 
markets may actually cause homelessness. Despite legislation 
to the contrary, Black individuals and families, elderly poor, 
people with HIV/AIDS, and those with psychiatric disorders 
frequently encounter discrimination in their efforts to obtain 
housing. In addition, exclusionary zoning ordinances prohibit 
construction of multifamily units or high-density housing in 
many high-income neighborhoods. Requirements for signifi-
cant acreage upon which to build further restrict development 
of affordable housing and increase the price of what housing is 
available.

Discrimination against the poor and homeless, at its ex-
treme, results in violence and victimization in the form of 
hate crimes. The National Coalition for the Homeless (2012g) 
identified three types of perpetrators of hate crimes: mission 
offenders, scapegoat offenders, and thrill seekers. Mission of-
fenders perceive themselves to be on a mission to cleanse the 
world of certain types of undesirable people. Scapegoat offend-
ers engage in violence in response to feelings of frustration 
with circumstances (e.g., unemployment) that they attribute 
to members of a particular group. Thrill seekers act violently 
to derive pleasure from hurting others. The Coalition noted 
that most violence against homeless persons is committed by 
thrill seekers, most of whom are young people. In fact, 72% of 
hate crimes against homeless persons in 2010 were perpetrated 
by people under 30 years of age and 50% be people under age 
20 (National Coalition for the Homeless, 2012g). The elderly 
and homeless youth are most likely to be victimized (National 
 Coalition for the Homeless, 2012k, 2012l).

Some actions have been taken in many jurisdictions to deter 
hate crimes against the homeless. For example, several states 
have added homelessness to their hate crime legislation. Other 
jurisdictions have initiated training programs for local police in 
dealing with hate crimes against the homeless and education in 
schools regarding homelessness. Finally, in some locales, sanc-
tions for intimidation and harassment have been made more 
severe if these activities are directed against homeless individu-
als (National Coalition for the Homeless, 2012g).

BeHAviOrAL DeTermiNANTs. Behavioral consider-
ations that are particularly relevant to poor and homeless pop-
ulations include diet and nutrition, rest, substance abuse, and 
sexual activity. Inadequate nutrition among poor and homeless 
individuals is a lifestyle factor leading to ill health. As housing 
and heating costs increase for poor families, food expenditures 
tend to decrease. One in ten U.S. adults and one in four children 
are considered food insecure. Food insecurity is defined as a lack 
of affordable food that supports health (Bruening, MacLehose, 
Loth, Story, & Neumark-Sztainer, 2012). Family food insecu-
rity is associated with parental overweight, consumption of less 
health foods, and higher rates of binge eating than in non-inse-
cure families. Food insecure families are particularly likely to be 
unable to afford fruits and vegetables.

The homeless, even those housed in shelters, rarely have 
 access to kitchen facilities. Some shelters do provide meals, but 
they are rarely adequate to meet the nutritional needs of those 
served. This is particularly true in the case of homeless chil-
dren, who frequently exhibit anemia or serious growth failure, 
and who often go hungry. The poor and homeless may also 
have difficulty meeting special dietary needs posed by chronic 
illness and pregnancy.

Homeless individuals may also have difficulty obtaining 
adequate rest. Because of increased crime and victimization at 
night, many homeless individuals may attempt to sleep in the 
daytime when they are less vulnerable to attack. This further 
limits their ability to obtain many services that are offered only 
during the day. The inability to rest frequently places homeless 
individuals at greater risk for a variety of health problems and 
worsens existing health conditions. For example, the inability 
to lie down to rest may lead to venous stasis and contribute 
to leg and foot ulcers. These adverse effects on circulation are 
made worse if the homeless individual smokes. Smoking also 
intensifies the effects of respiratory infections contracted from 
others in crowded shelters.

Substance abuse is a behavioral factor that may contribute 
to homelessness when the abuser is unable, because of his or 
her addiction, to meet, or even care about, needs for shelter. 
Substance abuse may also lead to expenditure of money for 
alcohol or drugs that could be used for shelter. On the other 
hand, homelessness may lead to use and abuse of alcohol and 
drugs as a form of escape, or alcohol or drugs may be used to 
relieve symptoms of psychiatric illness. The precise connec-
tion between homelessness and substance abuse, however, 
is unclear. Competition for scarce housing resources may 
put those with drug and alcohol abuse problems at a disad-
vantage relative to other homeless individuals. An estimated 
38% of homeless individuals are alcohol dependent, and 26% 
abuse other drugs. Alcohol and drug abuse among the home-
less tend to vary with age, with older individuals more likely to 
abuse alcohol and younger ones to have problems with other 
substances. Many substance abusing individuals, not surpris-
ingly, put greater emphasis on survival than on treatment for 
addictions. Continued sobriety is difficult on the streets where 
substances are widely used. In addition, many substance abuse 
treatment programs focus on abstinence only strategies rather 
than harm-reduction strategies that might be more effective 
in homeless populations. Another barrier to treatment lies in 
the fact that many treatment facilities for substance abuse do 
not accept those who are mentally ill and vice versa. Given the 
prevalence of dual diagnoses in this population, these restric-
tions make improvement difficult (National Coalition for the 
Homeless, 2012o). Homeless veterans are particularly likely 
to suffer from dual diagnoses of mental illness and substance 
abuse disorders, with 70% being affected by substance abuse 
(National Coalition for Homeless Veterans, n.d.).

High rates of substance abuse do not explain the overall in-
crease in homelessness. However, substance abuse increases 
the risk of displacement and homelessness among precariously 
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housed individuals (National Coalition for the  Homeless, 
2011c). Distinct differences are found in the drinking behavior 
between high-income (over $50,000 a year) and low-income 
individuals (less than $15,000). For example, overall binge 
drinking is more prevalent among higher income individuals, 
but the frequency of episodes of binge drinking and the num-
ber of drinks consumed per episode are higher for low-income 
persons (Kanny, Liu, & Brewer, 2011).

Smoking is another behavioral determinant that affects the 
health of poor and homeless populations. According to the 
 Office on Smoking and Health (2014), smoking prevalence was 
highest among people with incomes below the federal poverty 
threshold, 29% compared to 17% for adults at or above poverty 
level.

Sexual minority group membership may be a precursor to 
homelessness, particularly among young people. Sex trading, 
or the exchange of sex for money or food, is a lifestyle that 
may arise as a result of homelessness. Sex trading is particu-
larly prevalent among adolescent runaways who find no other 
way to earn enough money to support themselves. Sex trading 
and injection drug use among some members of the homeless 
population place this group at risk for communicable diseases 
such as HIV infection and hepatitis B and C.

Homelessness and poverty may also affect other health-re-
lated behaviors. For example, homeless children are less likely 
than other children to have been tested for lead poisoning, but 
are more likely to have elevated blood lead levels (Kerker et al., 
2011). Poverty and homelessness may also make it more dif-
ficult for people to engage in health-promoting and illness-pre-
venting activities. Similarly, in 2012 people in poverty were less 
likely to obtain influenza immunization, pneumococcal vac-
cine, and colorectal screening than those with higher incomes 
(NCHS, 2014). For example, people with incomes over $75,000 
per year were roughly one-and-a-half times more likely than 

those with annual incomes under $15,000 to obtain  colorectal 
cancer screening (Rim, Joseph, Steele, Thompson, & Seeff, 
2011). In addition, poor women are less likely to receive mam-
mograms and Papanicolaou smears (NCHS, 2014).

HeALTH sYsTem DeTermiNANTs. Health system fac-
tors may contribute to homelessness or limit access to care for 
poor and homeless persons. For example, medical bills for cata-
strophic illness, particularly for those who do not have health 
insurance, may catapult individuals and families into homeless-
ness. Catastrophic illness in this population could easily lead 
to depletion of any existing savings, inability to make rent or 
mortgage payments, and eventually homelessness.

Lack of treatment services and supportive housing and 
other services for the mentally ill and substance abusers may 
also contribute to homelessness. Often, particularly in urban 
areas, people with mental illness or substance abuse disorders 
do not receive treatment until they have deteriorated to the 
point where they are a danger to themselves or others. Such 
tolerance of deviant behavior prevents these individuals from 
obtaining help when they need it and when they could most 
easily benefit from it. Long waits for treatment may prevent in-
dividuals with mental illness or substance abuse disorders from 
obtaining help in a timely fashion and may lead to subsequent 
homelessness as they become less and less able to cope with 
life. Even when treatment becomes available, homeless indi-
viduals with no contact address cannot be reached and may be 
dropped from long waiting lists.

More often than causing homelessness, however, health 
care system factors make it more difficult for poor and home-
less individuals to obtain health care and to prevent or resolve 
health problems. Financial costs are one barrier to health care 
for this population. In the 2011 National Interview Survey, 19.9 
million people or 6.5% of the U.S. population did not receive 

evidence-Based Practice

Dealing with Homelessness Among the mentally ill and substance Abusers
A systematic review of the literature examining 16 studies of housing 
and support interventions for people with mental illness who have 
been homeless indicated that interventions that combined perma-
nent housing, assertive community treatment, and intensive case 
management support resulted in significant reduction in homeless-
ness and hospitalization, and improved well-being (Nelson, Aubry, 
& Lafrance, 2007). Unfortunately, many assistance programs for 
persons with mental illness or substance abuse are predicated on 
enrollment and completion of psychiatric therapy or substance abuse 
treatment. More recent studies, however, are indicating that “housing 
first” programs that focus on providing stable housing for this popula-
tion without such requirements result in sustained housing as well as 
reduction in alcohol use and participation in therapy (Tucker, 2012).

Project-based	 Housing	 First	 initiatives	 provide	 immediate	
 permanent housing in a single housing project. Despite concerns 
that such programs enable alcohol or drug use, findings of one 
study indicated that participants actually decreased their alcohol 
use. In addition, longer residence in the project was correlated 
with additional decreases in alcohol use (Collins et al., 2012). 
Another housing first project resulted in 97% housing retention 
in the first year and 84% in the second year among chronically 
homeless individuals with co-occurring mental health and sub-
stance abuse diagnoses. Other results included a decrease in 
psychiatric symptoms and a reduction in the demand for asser-
tive	community	treatment	services	(Tsemberis,	Kent,	&	Respress,	
2012).
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needed medical care due to cost, and another 27.3 million 
 delayed obtaining care. Not surprisingly failure to receive care 
occurs more often among the poor than the non-poor (13.6% 
versus 3.7%) (Adams et al., 2012). Similar differences in access 
to dental care and ability to fill prescriptions were noted be-
tween poor and non-poor individuals (NCHS, 2014). For ex-
ample, in 2011, 12.6 million people aged 18 to 64 years did not 
take a prescription due to costs. Figures are somewhat lower 
among those over age 65 (5.8%) due to Medicare prescription 
benefits. Poor individuals also reported skipping doses, taking 
less medication than prescribed, using alternative therapies, de-
laying filling a prescription, and purchasing drugs from other 
countries (Cohen, Kirzinger, & Gindi, 2013). The latter prac-
tice has implications for drug purity and effective dosing. From 
2003 to 2012, the number of people who did not seek needed 
medical care or who failed to fill a prescription increased from 
63 million to 80 million people (Stempniak, 2013).

In 2011, more than 10% of the poor, 11% of the near poor, 
and 4.2% of the non-poor lacked health insurance cover-
age at some point in the year, and more than 30% of the poor 
had been without health insurance for more than 36 months 
 (Adams et al., 2012). Provisions of the Affordable Care Act 
have improved matters somewhat. For example, 48% of people 
19 to 64 years of age in 2013 had health insurance compared to 
only 41% a few years earlier (Stempniak, 2013), but a signifi-
cant proportion of the population remains uninsured.

Lack of health insurance coverage and frequent moves 
among the poor and homeless population limits their ability 
to establish a medical home and to receive health promotive 
and illness preventive services (Cutts et al., 2011). For example, 
from 2011 to 2012, roughly a third of persons with incomes 
below 100% of the poverty threshold had no regular source of 
care compared to only 10% of those with high incomes (NCHS, 
2014). In general, the poor and homeless use more health care 
services than their housed counterparts, but do so in more ex-
pensive venues such as emergency departments. For example, 
55% of homeless women, including those with health insur-
ance, reported emergency service use. Percentages were even 
higher among women with a history of intimate partner abuse 
(Vijayaraghavan et al., 2012). In another study, homeless chil-
dren with asthma were more likely than housed children to use 
emergency department services for exacerbations of their dis-
ease (Cutuli et al., 2010).

Some assistance is provided to help homeless individu-
als and families obtain needed health care. Under the Health 
Care for the Homeless (HCH) program, for example, more 
than 740,000 homeless people received services in 2008, but the 
need far outstrips capability (National Coalition for the Home-
less, 2012h). Some homeless individuals, particularly children, 
may also be eligible for Medicaid; however, enrollment pro-
cesses are complex, and lack of a permanent address or per-
sonal identification may make enrollment difficult. Homeless 
individuals and families may also lack the expertise or the en-
ergy to complete the processes involved in registration or ap-
plication for services. In 2012, for example, just over half of 

people with incomes below poverty level were covered under 
Medicaid (NCHS, 2014).

In addition, health care often takes lower priority than 
meeting daily survival needs among the poor and homeless. 
For example, in Toronto, with universal health insurance 
coverage, competing priorities and barriers like lack of trans-
portation, long waits for services, and feelings of stigmatiza-
tion and embarrassment were found to prevent use of health 
care services among the homeless (Hwang et al., 2010). Other 
problems include lack of personal identification, lack of medi-
cal records, fragmentation of services, and lack of continuity 
of care (National Coalition for the Homeless, 2012h). Lack of 
child care for other children may also prevent homeless parents 
from obtaining care for themselves or their children. Provider 
barriers include insensitivity to the needs and circumstances of 
the homeless and unwillingness to provide care to those with 
no means of payment.

Compliance with treatment recommendations may also be 
difficult. Homeless clients may be unable to afford prescribed 
medications or may not have a watch to time doses correctly. 
They may not have access to water to take oral medications, 
and syringes for insulin may be lost, sold, or stolen. Other dif-
ficulties include retaining potency in medications exposed to 
frequent temperature changes and obtaining prescription re-
fills. Treatment for HIV/AIDS and tuberculosis is particularly 
difficult among the homeless due to the complexity of treat-
ment regimens (National Coalition for the Homeless, 2012h).

Mental health services for poor and homeless populations 
are also lacking. Some observers have noted a mismatch be-
tween traditional community mental health services and the 
needs of the homeless population. Comprehensive services are 
seldom offered at one location, and mental health services sel-
dom address the social factors contributing to homelessness. 
Availability of integrated mental and physical health services 
with assistance with social needs, on the other hand, has been 
found to promote access to behavioral and medical care and 
foster treatment compliance among the homeless mentally ill 
and those with substance abuse disorders (Colorado Coalition 
for the Homeless, 2013).

Population health nurses assess factors related to each of the 
six categories of determinants of health in identifying the health 
status and needs of poor and homeless populations. The focused 
assessment on the next page provides some questions that can 
be used in assessing the health of the poor and homeless popula-
tions. The assessment tools related to Chapters 16 , 17 , 18 ,  
and 19  included in the student resources site can be used to 
assess the health of poor and homeless children, men, women, 
and older persons, respectively.

Assessment data for poor and homeless populations may be 
somewhat more difficult to obtain than data about other, more 
easily observed populations. Population health nurses work-
ing with poor and homeless individuals or groups of people 
would be particularly alert for commonly encountered health 
problems. In addition, they would assess individual clients for 
the presence of any other chronic or communicable diseases, 
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as well as for high prevalence rates for these conditions in the 
poor and homeless populations. Information regarding preva-
lent conditions can be sought from health professionals and 
agencies that care for poor and homeless people. Some data 
on the age, gender, and ethnic composition of the homeless 

population may be available from shelter sites and social service 
agencies. Local churches may also have a sense of the number 
and types of homeless people served. Local government agen-
cies may also have data on the extent of the homeless popula-
tion and its composition.

FOCuseD AssessmeNT Assessing Poor and Homeless Populations

•	 What	education	programs	are	available	for	homeless	
children?

•	 What	transportation	resources	are	available	to	the	poor/
homeless population?

•	 What	is	the	availability	of	low-cost	housing	in	the	
community? What is the availability of shelter for homeless 
persons?	For	individuals	with	special	needs?

•	 What	proportion	of	the	poor/homeless	population	consists	
of families? What proportion of poor/homeless families are 
headed by women?

•	 What	is	the	extent	of	crime	victimization	among	homeless	
individuals?

Behavioral Determinants

•	 What	food	resources	are	available	in	the	community	for	
poor/homeless individuals? What nutritional deficits do 
poor/homeless individuals exhibit? What is the nutritional 
value of food available to poor/homeless individuals and 
families?

•	 What	is	the	extent	of	drug	and	alcohol	abuse	in	the	poor/
homeless population?

•	 What	is	the	prevalence	of	smoking	in	the	poor/homeless	
population?

•	 Are	there	facilities	available	in	the	community	for	homeless	
individuals to rest during the day? What health effects does 
lack of rest have on the homeless individual?

•	 What	is	the	extent	of	prescription	medication	use	among	
the poor/homeless population? Do poor/homeless individuals 
have access to resources to help with medication expenses?

•	 What	is	the	extent	of	sex	trading	and	unsafe	sexual	activity	in	
the population?

Health System Determinants

•	 What	health	care	services	are	available	to	poor/homeless	
persons in the community? To what extent are these services 
integrated with other services needed by the population? 
What is the availability of mental health services for poor/
homeless individuals? Drug and alcohol treatment services? 
To what extent are preventive health services available to and 
utilized by the poor/homeless population?

•	 Where	do	poor/homeless	persons	usually	obtain	health	care?	
What are the attitudes of health care providers toward poor/
homeless individuals?

•	 How	is	health	care	for	poor/homeless	persons	financed?

Biological Determinants

•	 What	is	the	age	composition	of	poor/homeless	populations?	
The ethnic and gender composition?

•	 What	developmental	effects	have	poverty	and/or	
homelessness had on members of the population? What 
acute and chronic health problems are prevalent? What is the 
prevalence of pregnancy?

•	 What	is	the	immunization	status	of	the	poor/homeless	
populations (particularly children)?

Psychological Determinants

•	 What	is	the	extent	of	mental	illness	in	the	poor/homeless	
population? What is the extent of depression, anxiety, and 
suicide?

•	 What	stresses	are	experienced	by	this	population?	How	does	
the poor/homeless population cope with stress?

•	 What	are	individual	and	group	responses	to	poverty/
homelessness? To seeking help?

Environmental Determinants

•	 What	are	the	effects	of	climatic	conditions	on	the	poor/
homeless population?

•	 Where	do	homeless	individuals	in	the	community	seek	
shelter? How adequate are shelter facilities? What hygiene 
facilities are available to homeless persons?

•	 Do	environmental	conditions	pose	other	health	hazards	for	
poor/homeless individuals (e.g., flooding under bridges used 
for shelter)?

Sociocultural Determinants

•	 What	is	the	community	attitude	to	homelessness?	To	poor	or	
homeless individuals?

•	 What	is	the	extent	of	family	support	available	to	the	poor/
homeless individual? What is the extent of community 
support available to the poor/homeless population?

•	 To	what	extent	does	family	violence	contribute	to	
homelessness in the community?

•	 What	effects	do	education,	economic,	and	employment	
factors have on poverty/homelessness in the community? 
What proportion of the eligible poor/homeless population is 
receiving financial assistance? What proportion of the poor/
homeless is employed? In what kind of work?

•	 What	child	care	resources	are	available	to	poor/homeless	
women with children?
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Information on the prevalence of specific conditions and 
immunization status can be obtained in surveys of the poor 
and homeless population. Surveys of homeless individuals will 
need to be conducted in places where they congregate. For 
example, a population health nurse might survey individu-
als living in a shelter or those who take advantage of commu-
nity meal programs. Because of the time needed to complete 
surveys, the lack of resources available to them (e.g., pens or 
pencils for completing written surveys), and varied levels of ed-
ucation among the homeless population, surveys will be most 
effective if conducted verbally in the context of other services. 
For example, the nurse might survey clients as they wait in line 
at a local soup kitchen or approach them for a few minutes of 
their time after they finish a meal. Privacy is often lacking in 
the lives of homeless individuals, and population health nurses 
should refrain from asking for highly personal information 
in public settings. Homeless individuals with substance abuse 
problems may also be wary of admitting these and other illicit 
behaviors (e.g., theft of food) unless assured of confidentiality. 
Population health nurses should endeavor to ask survey ques-
tions in language appropriate to the client’s understanding and 
in ways that do not imply value judgments. Homeless individu-
als themselves may be involved in the development of survey 
tools that address their perceived needs in a sensitive and cul-
turally appropriate manner. Population health nurses can also 
advocate for the involvement of poor and homeless individuals 
in data collection and analysis and payment for temporary em-
ployment in these activities.

Surveys can also be a mechanism for collecting information 
on the extent of mental illness and the level of coping skills in 
the population. Psychiatric treatment facilities may also have 
data on the number of homeless individuals served and the 
types of diagnoses seen.

Environmental conditions and their effects on the poor and 
homeless are often best assessed through observation. What is 
the local weather and how does it affect the population, par-
ticularly the homeless? The adequacy of shelter facilities can 
be observed by visits to existing shelters. Other places where 
homeless people congregate can also be observed. At the same 
time, observations in public places can provide some informa-
tion on the attitude of others toward obviously homeless indi-
viduals as well as on the extent of police activities related to the 
homeless. Local police records can also provide information on 
arrests for nuisance crimes.

The extent of family violence as a precursor to homeless-
ness can best be determined by surveys of homeless individu-
als, particularly women and youth. Police and other protective 
services agencies are another source of information on family 
violence. These agencies may also provide information on the 
availability of shelters for victims of abuse. Shelter person-
nel can likewise be a source of information on the homeless 
population.

Educational and employment information can be obtained 
in a similar manner. Local social service agencies or employ-
ment offices may have information on places where poor and 

homeless individuals may go to seek day labor. Observation 
and questioning of people in these locations can provide infor-
mation on the kinds of jobs available and wages paid, as well 
as potential job hazards faced by the population. Perusal of the 
local newspaper can also provide a sense of the job opportu-
nities that may be available to poor and homeless individuals. 
General community employment and economic data may be 
available from local chambers of commerce or government 
employment offices. Census data also include this informa-
tion but may be outdated, depending on the recency of data 
collection.

Social service agencies and telephone books are potential 
sources of data regarding child care availability. In addition, the 
population health nurse can contact local child care providers 
to determine the availability of care for children in low-income 
families. Similarly, school districts can provide information on 
the availability of public preschool programs. School districts 
can also provide information on the number of homeless chil-
dren enrolled in local schools, as well as the services available 
to meet their needs.

Information on shelter availability would most likely be 
obtained from social service agencies, local churches, or lo-
cal government offices. These organizations may also have 
information regarding food resources and other services 
available to poor and homeless populations. Information on 
specific nutritive intake, however, is best obtained by observa-
tion in shelters or surveys of poor and homeless individuals. 
Surveys could also be used to determine the extent of health-
related behaviors such as smoking, alcohol and drug use, and 
sex trading, as well as the use of prescription medications. 
Crime victimization data would be available from local police 
departments.

General information on the availability of health services 
can be obtained from telephone directories and the Web, and 
specific agencies can be contacted to determine the type and 
extent of services provided to poor and homeless individuals. 
Emergency departments (EDs), in particular, may have in-
formation on the frequency with which uninsured poor and 
homeless individuals use ED services as a substitute for pri-
mary care. Local officials and health care agencies can also be 
contacted to determine how health care services for poor and 
homeless individuals are funded.

Diagnostic Reasoning and Care of  
Poor and Homeless Populations
Based on the assessment of the health status of poor and home-
less individuals and populations and factors contributing to 
that status, nursing diagnoses may be derived at several levels. 
At the individual client level, the population health nurse may 
make diagnoses related to the existence of poverty or home-
lessness. As discussed before, the diagnostic statement includes 
underlying factors if identifiable, for example, “homelessness 
due to inability to pay for shelter” or “homelessness due to 
mental illness and inability to care for self.”
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Other kinds of diagnoses made at the individual or family 
level might relate to specific health problems resulting from 
or intensified by poverty or homelessness. As an example, the 
nurse might make a diagnosis of “stasis ulcers due to exces-
sive walking and standing and inability to lie down at night” or 
“malnutrition due to inability to afford food and lack of access 
to cooking facilities.”

Nursing diagnoses may also be made at the population 
level. For example, the population health nurse may diagnose 
a significant problem of homelessness in the community. Such 
diagnoses might be stated as “an increase in the homeless popu-
lation due to recent closure of major community employer” 
or “an increase in the number of homeless families due to un-
employment and reductions in public assistance programs.” 
Diagnoses may also be made at the aggregate level relative to 
specific problems engendered by poverty or homelessness, for 
example, “increased prevalence of tuberculosis due to malnutri-
tion and crowding in shelters for the homeless” or “increased 
incidence of anemia among poor and homeless children due to 
poor nutrition.”

Planning and Implementing Health Care  
for Poor and Homeless Populations
Planning to meet the needs of poor and homeless populations 
should focus on long-term as well as short-term solutions to 
problems. Planning should also reflect the factors contributing 
to the needs of the poor and homeless in a particular locale. For 
example, if most of the homelessness in one community is due 
to unemployment, long-term interventions would most likely 
be directed toward improving employment opportunities in 
the area or increasing the employability of those involved. If, 
on the other hand, a significant portion of homelessness in the 
area is due to mental illness and inability to care for oneself, 
attention would be given to providing supportive services for 
the mentally ill.

Planning should address the underlying factors contribut-
ing to poverty and homelessness as well as their health conse-
quences. For example, providing shelter on a nightly basis may 
decrease the risk of exposure to cold for homeless persons but 
does nothing to relieve homelessness. In planning to meet the 
health needs of individual poor and homeless clients, popula-
tion health nurses may work independently or in conjunction 
with other health care and social service providers. When plan-
ning to address factors contributing to poverty and homeless-
ness, however, the population health nurse frequently is part 
of a group of government officials and concerned citizens who 
have assumed responsibility for dealing with the overall prob-
lems of poverty and homelessness. The principles of coalition 
building, discussed in Chapter 9 , will be helpful to popula-
tion health nurses working with others to address problems of 
homelessness and poverty in the community.

Efforts to alleviate homelessness and its consequences may 
take place at the promotion, prevention, resolution, or restora-
tion levels of care. Population health nurses may be involved in 

activities at any or all of these levels. As is true in caring for any 
client, planning care for a poor or homeless client or popula-
tion begins with prioritizing health needs. In many instances, 
the first priority would be obtaining shelter, a measure related 
to resolution of an existing problem of homelessness. Other 
health needs could then be addressed in terms of their priority. 
For each of the health care needs identified for the homeless cli-
ent or population, the population health nurse would develop 
specific outcome objectives and design relevant interventions. 
Planning efforts should be a joint function of the population 
health nurse, poor or homeless clients, who best know their 
situation and the kinds of interventions that are likely to be 
successful in that situation, and other concerned organizations 
and individuals.

HeALTH PrOmOTiON. Health promotion for poor and 
homeless individuals or populations involves the same strate-
gies that might be used with any person or group. Population 
health nurses might be involved in educating clients or popu-
lations regarding good nutrition, rest, and exercise as well as 
the development of effective coping strategies. At the aggre-
gate  level, population health nurses might need to advocate for 
health promotion services for poor and homeless populations 
and encourage their use. In addition, they might need to ad-
vocate for health insurance and coverage of health promotion 
services for poor and homeless individuals and populations. 

PreveNTiON. Prevention strategies for poor and homeless 
individuals and populations occur at two levels: prevention of 
poverty and/or homelessness and prevention of illness and in-
jury among poor and homeless individuals and populations.

Preventing poverty and homelessness. Preventing  poverty 
requires the ability to earn incomes sufficient to meet ba-
sic human needs, including the need for housing and shelter. 
 Population health nurses can advocate for increases to mini-
mum wage limits to create livable wages. In addition, they may 
refer individual clients for financial assistance and job training 
and employment services.

Some homeless individuals may be reduced to scavenging in 
trash cans for food or items to sell. (rus09/Fotolia)
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Prevention of homelessness can occur at the individual or 
family level or at community levels. Population health nurses 
can help prevent individuals and families from becoming 
homeless by assisting them to eliminate factors that may con-
tribute to homelessness. For example, if a family is threatened 
with eviction because of a parent’s unemployment, the nurse 
can assist family members to obtain emergency rent funds 
from local social service agencies. The nurse can also encour-
age the family to apply for ongoing financial aid programs or 
assist the parent to find work.

As noted earlier, some people become homeless because of 
underlying psychiatric illness and an inability to deal with the 
requirements for maintaining shelter. Severely disturbed peo-
ple may just wander away from home and take up residence 
on the streets. Homelessness in this group can be prevented by 
referrals for psychiatric therapy and counseling. Case manage-
ment in the transition from hospital or prison to community 
may help to prevent homelessness in mentally ill or inmate 
populations. Nurses may also provide support services to fami-
lies caring for mentally ill members to prevent these persons 
from becoming part of the homeless population. Placement 
in a sheltered home might also be an approach to preventing 
homelessness in the mentally disturbed person when family 
members either cannot or do not wish to care for the client. 
In addition, the population health nurse can monitor the effec-
tiveness of therapy and watch for signs of increasing agitation 
or disorientation that may precede wandering. The nurse can 
also assist the disturbed person by giving concrete direction in 
such tasks as paying rent.

Runaway children and teenagers are another segment of 
the homeless population for whom homelessness may be pre-
vented through intervention. Efforts of population health 
nurses to promote effective communication in families and en-
hance parenting skills may prevent young people from feeling 
a need to run away. Similarly, efforts to prevent or deal with 
child abuse may prevent runaways.

Prevention strategies to reduce the incidence of poverty and 
homelessness at the community level require major changes 
in societal structure and thinking. Some suggested avenues 
for intervention include federal support for low-cost housing, 
increases in the minimum wage, and access to supportive ser-
vices for the mentally and physically disabled to allow them to 
function effectively in society. Another suggestion aimed at 
reducing the incidence of poverty in families with children to 
prevent their homelessness is to provide child care assistance 
and paid parental occupational leaves as needed.

Creating employment opportunities and programs to train 
people in employable skills is another possible preventive 
measure for both poverty and homelessness. Current public 
job training programs, however, have been criticized for their 
failure to facilitate job placement for those who complete the 
programs. Job training programs directed specifically toward 
the local job market have been suggested as more appropriate 
approaches to unemployment. Another societal intervention 
could be to provide a guaranteed annual income to all citizens. 

Such an approach is exemplified in part by social insurance 
programs such as Social Security and unemployment insurance 
that are not restricted to the poor but available to all eligible 
participants. Other social programs that may help to prevent 
homelessness include legal assistance to prevent evictions as 
well as increased housing subsidies (National Coalition for the 
Homeless, 2012f, 2012g). Strategies that might prevent evic-
tions and foreclosures or mitigate their effects include coun-
seling to prevent foreclosure, free or pro-bono legal assistance, 
cash assistance with housing costs, relocation assistance, and 
purchase of properties by communities for use by low-income 
persons (National Coalition for the Homeless, 2012f). Changes 
in housing codes and tax laws to prevent loss of welfare benefits 
or allowing tax credits in shared housing situations may also be 
helpful. There is also a need for “discharge planning” for hous-
ing assistance for people displaced by building condemnation 
or renovation or release from prisons and other institutions.

Population health nursing involvement in such activities oc-
curs primarily through advocacy and political action. As advo-
cates, population health nurses can make policy makers aware 
of the needs of the poor and homeless and can contribute to 
efforts to plan programs that prevent homelessness. Nurses 
can also engage in political activities such as those described in 
Chapter 9  to influence policies that help to eliminate condi-
tions that contribute to poverty and homelessness. For exam-
ple, comprehensive legislation was introduced before the U.S. 
Congress in November 2005 as part of the Bringing America 
Home Act (H.R. 4347). Defeated several times, the Bringing 
America Home Act is being reintroduced. This legislation ad-
dresses four main areas of concern: housing security, economic 
security, health security, and civil rights (National Coalition for 
the Homeless, 2012a).

Housing security provisions of the act include increasing 
Section 8 housing vouchers by more than 1.5 million over 10 
years, dedicating a proportion of vouchers for special popula-
tions such as homeless veterans and youth, authorizing use of 
surplus federal properties for permanent housing, requiring 
that federal dollars used for demolition result in the creation 
of an equal number of low-income housing units, and estab-
lishing a Rent Relief Fund within the U.S. Department of the 
Treasury for emergency assistance to tenants facing eviction. 
Additional provisions address protection for tenants facing 
eviction due to foreclosures, providing tax credits for rehabili-
tation of homes owned by low-income individuals, preventing 
discrimination by landlords against persons receiving federal 
housing assistance, and provision of community development 
block grants to enforce housing codes and provide relocation 
assistance to people living in uninhabitable dwellings (National 
Coalition for the Homeless, 2012a).

Economic security provisions of the Bringing America 
Home Act include establishing a universal livable income in-
dexed to the cost of living, providing the same economic pro-
tections enjoyed by permanent workers to temporary workers, 
establishing training and apprenticeship programs for those 
with barriers to employment and establishing apprenticeships 
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in skilled trades for homeless persons, repealing statutes that 
limit SSI income for shelter residents, increasing the allowable 
asset limit for SSI to $3,000 for an individual or $4,500 for a 
couple, and providing homeless individuals with access to food 
stamps. The health security provisions of the act would estab-
lish universal health insurance under a single-payer model and 
strengthen homeless access to mainstream addiction and men-
tal health service programs. Finally, the proposed civil rights 
provisions would remove barriers to obtaining personal iden-
tification for people with no fixed residence, require commu-
nities receiving homeless assistance funds to certify that they 
do not criminalize homelessness or related activities, and add 
the homeless as a protected category to hate crime legisla-
tion  (National Coalition for the Homeless, 2012a). Population 
health nurses can be actively involved in promoting passage 
of this and similar legislation. For further information about 
the Bringing American Home Act, see the External Resources 
 section of the student resources site.

Population health nurses can also work to promote adop-
tion of sound housing policies and advocate for the creation of 
more affordable housing and provision of housing assistance 
for low-income individuals and families.

Preventing illness and injury. Illness and injury prevention 
strategies may also be undertaken with respect to specific health 
problems experienced by poor and homeless persons. Here, 
population health nurses may work with individuals, families, or 
groups of people. For example, population health nurses work-
ing with homeless substance abusers might advocate a program 
providing clean syringes to injection drug users. If such an ap-
proach is not successful, the nurse might provide a simple bleach 
solution for injection equipment to minimize the risk of blood 
borne diseases such as hepatitis and HIV/AIDS.  Similarly, nurs-
es may provide assistance to families with budgeting and meal 
planning to provide nutritious meals on limited incomes.

Community-based avenues for preventing homelessness 
among the mentally ill include providing access to services 
within the community that enable these persons to care for 
themselves adequately without institutionalization. Efforts may 
also be needed to ensure hospitalization for those persons who 
cannot be adequately maintained in the community. Treat-
ment for substance abuse and secure places for convalescence 
after hospital discharge might also serve to prevent homeless-
ness in this subgroup.

Also at the group level, nurses may engage in prevention of 
specific problems by encouraging community groups to pro-
vide shelters for homeless individuals. Nurses may also pro-
vide basic health care for the homeless, focusing particularly 
on preventive measures such as influenza vaccine and routine 
immunizations for children. For example, immunization and 
other health-related services may be provided in nontraditional 
settings such as soup kitchens, shelters, and so on. Adequate 
ventilation, reduced crowding, and use of ultraviolet lights in 
shelters may also help to prevent the spread of communicable 
disease.

Another area for prevention of the health consequences of 
homelessness is adequate nutrition. Population health nurses 
can advocate for food programs for the needy, including the 
homeless. They can also serve as consultants to existing food 
programs to ensure that meals are nutritionally adequate to 
meet the needs of the population served. Population health 
nursing activities in this area may also include attempts to ar-
range diets for homeless clients with special needs (e.g., assist-
ing a diabetic client to select foods from those prepared in a 
shelter that approximate a diabetic diet as closely as possible).

Population health nurses can also work with other con-
cerned citizens to initiate programs to provide adequate cloth-
ing and shoes for homeless clients. Efforts may also be needed 
to arrange for the homeless to bathe and wash their clothing. In 
some cities, day shelters that do not provide sleeping accom-
modations often provide homeless individuals an opportunity 
to shower and wash their clothing. These shelters may also pro-
vide a clean change of clothing on a periodic basis.

Another aggregate approach to preventing specific health 
problems among the homeless is providing universal access to 
health care through national health insurance or similar pro-
grams at the state level. Nurses can promote such programs 
through political activity and advocacy and may also be in-
volved in implementing them by providing direct services to 
the homeless.

In addition, population health nurses can advocate against 
regulations that criminalize homelessness. They can also cam-
paign for the addition of homelessness to existing hate crimes 
legislation and advocate for strict enforcement of such laws. 
Population health nurses may also be involved in educating 
local law enforcement, youth, and the general public about 
homelessness to prevent bias, discrimination, and hate crimes 
against the homeless. Foci and related population health nurs-
ing strategies associated with health promotion and preven-
tion for poor and homeless populations are summarized in 
Table 21-2•.

resOLuTiON OF exisTiNG PrOBLems. Resolving 
existing health problems among poor and homeless individu-
als involves addressing both poverty and homelessness. As in-
dicated by the National Coalition for the Homeless provision 
of housing constitutes “treatment” for homeless persons with 
health problems, and eliminating homelessness will require the 
development of affordable housing that fits people’s incomes 
(National Coalition for the Homeless, 2012d; 2012h). Popula-
tion health nurses working with homeless individuals must first 
address their priority concerns for shelter and basic necessities 
before other health needs can be addressed. At the individual 
level, interventions may include referral for financial assistance 
via “means-tested income transfers.”  Means-tested income 
transfers involve the distribution of cash or noncash assis-
tance to individuals and families who meet a test of need based 
on income and assets. Population health nurses may need to 
function as advocates to assist clients through the bureaucratic 
process frequently involved. This is particularly true for elderly 
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clients and those with mental health problems. At the commu-
nity level, nurses can advocate a review of eligibility criteria for 
means-tested income transfer programs so that a greater pro-
portion of the poor and homeless population is served.

Shelter is an immediate need for homeless individuals. The 
population health nurse can assist the homeless client to locate 
temporary shelter. This may be accomplished by means of re-
ferrals to existing shelters. If the nurse is not aware of homeless 
shelters provided in the community, he or she can contact a lo-
cal YMCA or YWCA, a Salvation Army service center, or local 
churches for information on shelter availability. When orga-
nized shelter facilities are not available, the nurse may try con-
tacting local houses of worship to see if members of religious 
congregations can provide shelter for a homeless person on a 
short-term basis. In making a referral for emergency shelter, 
the population health nurse would consider the needs of the 
particular client. Ideally, for example, the elderly and women 

and children would be referred to shelters where they are 
 protected from victimization. Similarly, homeless persons with 
chronic health problems should be referred to shelters where 
health services are available and their conditions can be moni-
tored on an ongoing basis.

At the aggregate level, population health nurses can work 
with government officials and other concerned citizens to de-
velop shelter programs for homeless individuals or families. 
Avenues that might be pursued include school gymnasiums, 
churches, and public buildings. Many cities have used these 
and other buildings as temporary nighttime shelters for the 
homeless during cold weather. Plans might also be developed 
for more adequate shelters that provide other services as well 
as a place to sleep. In designing a shelter program, the popu-
lation health nurse and other concerned individuals would 
employ the principles of program planning presented in 
Chapter 15 .

TABLe 21-2  Health Promotion and Prevention strategies for Poor  
and Homeless Populations

Focus strategy

Health promotion Promote adequate nutrition

Advocate for access to healthy and nutritious foods for low-income and homeless individuals

Refer	individuals	and	families	to	sources	of	food	supplementation

Promote physical activity and rest

Advocate for the provision of facilities that allow effective rest

Promote effective coping

Advocate for insurance coverage for health promotion services for poor and homeless populations
Preventing homelessness Advocate for a livable minimum wage

Refer	poor	individuals	and	families	to	sources	of	financial	assistance

Make referrals for legal assistance with foreclosures and evictions

Advocate for safeguards for individuals and families facing foreclosure and eviction

Refer	individuals	and	families	for	relocation	assistance

Refer	individuals	for	job	training	and	employment	assistance	and	advocate	for	the	availability	of	such	ser-
vices as needed

Advocate for or refer to mental health or substance abuse treatment services

Provide or refer clients to case management services for transitions from hospital or prison to community. 
Advocate for the availability of such services as needed

Promote effective parenting and prevent child abuse and runaways

Support the Bring Home America Act and similar legislation

Promote adequate consideration of the effects on poor and homeless populations of mega event planning.
Preventing illness and injury Educate poor and homeless clients for injury and illness prevention

Provide or make referrals for preventive services (e.g., immunizations)

Advocate for access to preventive services

Educate poor and homeless substance abusers for harm reduction

Advocate for appropriate ventilation and ultraviolet light in shelter settings

Assist poor and homeless individuals in obtaining special dietary requirements

Assist homeless clients to meet hygiene needs (e.g., bathing and clean clothes)

Advocate against laws and regulations that criminalize homelessness or related activities

Advocate for expansion of hate crime legislation to include victimization of the homeless
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For homeless persons with significant mental health 
 problems, it may be necessary to create specialized shelters 
called safe havens, which are secure stable places of residence 
that place few demands on those receiving help. Many mentally 
ill homeless individuals are not able to deal with the behavioral 
restrictions and other policies imposed by many typical home-
less shelters. They need a place with limited restrictions that of-
fers the same bed each night, a place to stay during the day, and 
a place to store their belongings. Because of the special needs 
of this segment of the homeless population, safe havens do not 
limit the length of stay for those served. Safe havens then be-
come a stage in clients’ progressive movement toward perma-
nent housing in which they can learn to trust and relearn skills 
needed to maintain a permanent residence while unlearning 
the distrust required for survival on the streets. Safe havens 
serve the same function for abused women, allowing them to 
remain in a secure environment unknown to the abuser where 
they are protected from abuse by, and often from interaction 
with men.

Integrated programs that provide shelter with a variety of 
other needed services have been shown to be more effective in 
resolving the problems of homelessness, than those that focus 
on limited aspects of the situation (e.g., the provision of shel-
ter). A comprehensive program for the homeless in Boston 
incorporates the three core functions and essential services of 
public health in efforts to address the problems of homeless-
ness in the city. For example, in addition to providing housing 
assistance and other services for homeless clients, the program 
has been credited with obtaining health insurance for 75% of 
its clientele (O’Connell et al., 2010). Similarly, a population- 
focused primary care approach has been shown to be  effective 
in meeting the needs of homeless veterans. The program pro-
vided open access to primary care services as well as on-site 
 integration of housing and benefits assistance, job referral, and 
so on. In addition to helping resolve the immediate problem of 
homelessness, the program increased primary care service use 
and resulted in improved health outcomes such as improved 
hypertension and diabetes control (O’Toole et al., 2010). 
 Another program that focuses on “Vets helping Vets” pro-
vides an integrated set of services in the context of transitional 
housing. The program includes role modeling of successful 
coping by formerly homeless veterans and provides the cama-
raderie previously enjoyed by many former military personnel 
 (National Coalition for Homeless Veterans, n.d.).

Shelters are an emergency resource, not a solution to the 
problem of homelessness. Population health nurses should 
help homeless clients find ways to meet long-term shelter 
needs. For individual clients, this may mean referrals for em-
ployment assistance or other services to eliminate factors that 
resulted in homelessness. At the community level, nurses can 
participate in planning long-term solutions to the problems 
of homelessness. Unfortunately, such planning has not often 
been the focus of community attempts to deal with the prob-
lem. Population health nurses can advocate and participate 
in planning efforts to provide low-cost housing, employment 

assistance, job training, and other services needed to resolve 
community problems of homelessness. Initiating these plan-
ning activities may require political activity on the part of the 
population health nurse.

Planning for long-term resolution of the problem of home-
lessness for runaways involves a different set of strategies. The 
population health nurse can explore with the youngster his 
or her reasons for running away from home. Nursing inter-
ventions are then directed toward modifying factors that led 
the child to run away. For example, if the child was abused,  
the nurse can institute measures to prevent further abuse if the  
youngster returns to the home, or foster home placement can 
be arranged. If problems stem from poor family communica-
tion, the nurse can make a referral for family counseling or 
other therapeutic services. The nurse can also serve as a liaison 
between the child and his or her family, negotiating for changes 
that make the child’s return possible.

Particular care should be taken to involve the child in plan-
ning interventions to resolve his or her situation. A child re-
turned to his or her family unwillingly will probably run away 
again. In addition, such actions on the part of the population 
health nurse may also destroy any faith the child may have had 
in health care providers as a source of assistance.

At the aggregate level, population health nurses should alert 
community policy makers to the need for coordinated services 
for the homeless offered in a single location to meet the health 
and social needs of homeless clients. They should also make 
sure that planning groups in which they participate plan ser-
vices to address the needs of the homeless for housing, food, 
clothing, employment, child care services for working par-
ents, and adequate preventive and therapeutic health care ser-
vices. Planning should also include avenues for outreach and 
follow-up services, particularly for the homeless who may be 
lost to service. Such comprehensive programs require changes 
in health care and social systems that may necessitate legisla-
tion and public policy formation that can be guided by nursing 
input.

Population health nurses can also provide curative services 
for a variety of health problems experienced by the homeless. 
For example, they may make referrals for food supplement 
programs or provide treatment for skin conditions or para-
sitic infestations. They will also be actively involved in educat-
ing clients for self-care. Homeless clients may have difficulty 
with simple aspects of treatment regimens. For example, if the 
homeless client does not have access to a clock or watch, it may 
be difficult to take medications as directed. Nurses can sug-
gest the use of medications that can be taken in conjunction 
with set activities, such as on arising or at bedtime. As another 
example, outbreaks of tuberculosis in shelters have been con-
tained, in part, by a new process of a 12-week course of therapy 
for asymptomatic residents with latent tuberculosis infection 
as opposed to the traditional therapy prolonged over 6 months 
(Dobbins et al., 2012). Population health nurses will probably 
be responsible for such treatment programs for tuberculosis in 
the future.
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The special needs of homeless children and older persons 
require particular attention. One suggestion is age-segregated 
shelters or services specifically designed for older persons and 
families with children to prevent their victimization by other 
subgroups within the homeless population. Special attention 
also needs to be given to meeting the nutritional needs of these 
vulnerable groups as well as those of pregnant women.

HeALTH resTOrATiON. Health restoration strategies 
may be aimed at preventing a recurrence of poverty and home-
lessness for individuals, families, or groups of people affected. 
Conversely, the emphasis may be placed on preventing the re-
currence of health and social problems that result from condi-
tions of poverty and homelessness. Interventions may also be 
geared toward long-term maintenance of housing status as well 
as management of chronic conditions among the poor and for-
merly homeless.

Population health nursing involvement in health restora-
tion may entail political activity to ensure the provision of ser-
vices to relieve poverty and homelessness on a long-term basis. 
This means involvement by nurses in efforts to raise minimum 

wages or to design programs to educate the homeless for 
 employment in today’s society. Advocacy and political activ-
ity may also be needed to ensure the adequacy of community 
services for the mentally ill to allow them to care for themselves 
or to support their families as caregivers.

At the individual or family level, population health nurses 
may be involved in referral for employment assistance or for 
educational programs that allow homeless clients to eliminate 
the underlying factors involved in their homelessness. More-
over, nurses might assist clients to budget their incomes more 
effectively or engage in cooperative buying efforts to limit fam-
ily expenses. Population health nurses may also be actively 
involved in monitoring the status of mentally ill clients in the 
home and in assisting families of these clients to obtain re-
spite care and other supportive services needed to prevent the 
mentally ill client from returning to a state of homelessness. In 
such cases, nurses also monitor medication use and encourage 
clients to receive counseling and other rehabilitative services. 
Strategies for resolving existing health problems and for health 
restoration in poor and homeless populations are summarized 
in Table 21-3•.

TABLe 21-3  strategies for resolving existing Health Problems and Health  
restoration in Poor and Homeless Populations

Focus strategy

Resolving	homelessness Refer	for	emergency	shelter	and	advocate	for	needed	shelter	and	transitional	beds	 
and permanent housing

Refer	to	housing	assistance	for	permanent	housing

Advocate for housing assistance for poor and homeless individuals and families

Advocate for means-tested income transfer programs for the poor and homeless

Assist homeless individuals and families to obtain housing subsidies and other services

Assist in the development of community resources for the poor and homeless, including integrated  
emergency shelter, transitional housing, job training and placement, mental health and substance  
abuse treatment, etc.

Refer	homeless	individuals	and	families	to	safe	havens,	as	needed

Advocate for affordable housing

Mediate between homeless youth and their families, as needed

Advocate for incorporation of poor and homeless people into service and resource planning
Resolving	existing	health	problems Provide or refer poor and homeless individuals and families for relevant screening services

Provide or refer for treatment services for existing health problems tailored to the circumstances of the 
poor and homeless population

Advocate for the availability of screening and treatment services for the poor and homeless

Advocate for insurance coverage for needed screening and treatment services

Refer	for	treatment	of	psychological	health	problems	(including	substance	use	and	abuse)
Health restoration Refer	poor	and	homeless	individuals	for	maintenance	therapy	for	mental	health	problems

Educate poor and homeless clients for self-management of chronic health conditions

Monitor mental health status and medication use in poor and homeless populations

Monitor treatment effectiveness for chronic physical health conditions

Refer	for	job	training	and	employment	services

Assist with money management and budgeting skills development
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Evaluating Care for Poor and  
Homeless Populations
Evaluating the effects of nursing interventions with poor and 
homeless clients can take place at two levels: the individual 
level and the population level. At the individual level, evalua-
tion of the effectiveness of interventions reflects the client care 
objectives developed by the nurse and client in planning care. 
For example, if an objective for a homeless family was to pro-
vide them with an income sufficient to meet survival needs, 
the nurse and family would determine whether this objective 
has been achieved. Does the family now have sufficient income 
to provide adequate housing, appropriate nutrition, and other 
needs? If the objective was to find employment for the mother 
or father, has this been accomplished?

Evaluation of aggregate-level interventions must also be 
 undertaken. For example, nurses and other concerned indi-
viduals will want to determine whether the extent of poverty 
and homelessness in the population has decreased or whether 
shelter programs are sufficient to meet the needs of the home-
less population. Evaluation of health restoration programs 
 focuses on the extent to which interventions prevent people 

from returning to poverty and again becoming homeless. Are 
job training programs effective in increasing the income of 
participants above the poverty level? Criticism of current wel-
fare programs seems to indicate that such programs do not 
effectively relieve the problems of the poor and homeless. If 
current programs are not effectively alleviating the problem, 
other solutions must be sought; population health nurses must 
be actively involved in developing those solutions.

One approach to evaluating care for poor and homeless 
populations is the achievement of national health objectives 
as they relate to low-income individuals and families. The 
current status of some of the Healthy People 2020 objectives 
for people with incomes less than 100% of poverty is pre-
sented below. As we can see from the data, none of the ob-
jectives have reached the targets and little progress has been 
made with respect to many of them. Some of the objectives 
have actually moved away from the target, indicating that con-
siderable work yet remains to protect the health of the poor. 
No national objectives have been developed for the homeless 
population, but objectives related to the poor can also be used 
to evaluate the effectiveness of care for homeless populations.

ObjecTive baSeline (YeaR) TaRGeT cuRRenT DaTa (YeaR) DaTa SOuRceS

AHS-1.1 Increase the proportion of people 
under 65 years of age <100% of poverty with 
medical insurance

71% (2008) 100% 71.6% (2011) National Health Interview 
Survey (NHIS), CDC/NCHS

AHS-3 Increase the proportion of people 
<100% of poverty with a usual primary care 
provider

70.5% (2007) 83.9% 70.8% (2010) Medical Expenditure Panel 
Survey	(MEPS),	AHRQ

AHS-6.1	Reduce	the	proportion	of	persons	
<100% of poverty who are unable to obtain 
or delay obtaining necessary medical care, 
dental care, or prescription medications

14.7% (2007) 9% 15% (2010) Medical Expenditure Panel 
Survey	(MEPS),	AHRQ

AOCBC-2	Reduce	the	proportion	of	adults	
<100% of poverty with diagnosed arthritis 
who experience an activity limitation due to 
arthritis or joint symptoms

57.8% (2008) 35.5% 61.5% (2011) NHIS, CDC/NCHS

CDK-1	Reduce	the	proportion	of	the	U.S.	
population <100% of poverty with chronic 
kidney disease

19.8% 
(1999–2004)

13.6% NDA National Health and 
 Nutrition Examination 
 Survey (NHANES), CDC/
NCHS

D-5.1	Reduce	the	proportion	of	persons	
with diabetes <100% of poverty with A1c 
values >9

23.7% 
(2005–2008)

16.1% 23.5% (2009–2010) NHANES, CDC/NCHS

Healthy People 2020 

selected Objectives related to the Health of the Poor

Continued on next page
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Healthy People 2020 (Continued)

ObjecTive baSeline (YeaR) TaRGeT cuRRenT DaTa (YeaR) DaTa SOuRceS

DH-17 Increase the proportion of adults 
<100% of poverty with disabilities who report 
sufficient social and emotional support

54.2% (2008) 76.5% NDA Behavioral	Risk	Factor	Sur-
veillance	System	(BRFSS),	
CDC/PHSPO

HC/HIT-6.1 Increase the proportion of per-
sons with incomes <$20,000 who have ac-
cess to the Internet

43% (2007) 75.4% 63.9% (2012) Health Information  
National Trends Survey 
(HINTS), NIH/NCI

IID-8 Increase the proportion of children 
aged 19–35 months <100% of poverty who 
receive recommended doses of DTaP, polio, 
MMR,	Hib,	hepatitis	B,	varicella,	and	PCV

41.9% (2009) 80% 63.9% (2011) National Immunization 
Survey (NIS), CDC, NHS, 
NCIRP

MDMH-9.1 Increase the proportion of adults 
aged 18 and over <100% of poverty with se-
rious mental illness who receive treatment

58.7% (2008) 64.6% 60.2% (2011) National Survey on Drug 
Use and Health (NSDUH), 
SAMHSA

NWS-12 Eliminate very low food security 
among children <100% of poverty

4.1% (2008) 0.2% 2.8% (2011) Current Population Survey 
(CPS), Census & DOL/BLS

NWS-13	Reduce	household	food	insecurity	in	
those with incomes <100% of poverty and in 
so doing reduce hunger

42.2% (2008) 6% 41.1% (2011) Current Population Survey 
(CPS), Census & DOL/BLS

NWS-21.1	Reduce	iron	deficiency	anemia	
among children <100% of poverty aged 1–2 
years

19,9% 
(2005–2008)

14.3% NDA NHANES, CDC/NCHS

NWS-22	Reduce	iron	deficiency	among	 
pregnant women <100% of poverty

19.7% 
(2003–2006)

14.5% NDA NHANES, CDC/NCHS

OH-2.1	Reduce	the	proportion	of	children	
aged 3–5 years <100% of poverty with un-
treated dental decay in their primary teeth

35% 
(1999–2004)

21.4% 25.3% (2009–2010) NHANES, CDC/NCHS

SA-8.2 Increase the proportion of persons 
<100% of poverty who need alcohol and/or 
illicit drug treatment and receive specialty 
treatment for abuse or dependence in the 
last year

16.8% (2008) 10.9% 17.3% (2011) NSDUH, SAMHSA

TU-1	Reduce	cigarette	smoking	by	adults	
<100% of poverty

31.9% (2008) 12% 29.4% (2011) NHIS, CDC/NCHS

TU-4.1 Increase smoking cessation attempts 
by adult smokers

48.5% (2008) 80% 50.8% (2011) NHIS, CDC/NCHS

V-2	Reduce	blindness	and	visual	impairment	
in children and adolescents age 17 and  
under <100% of poverty

44.3% (2008) 25.4% 47.1% (2011) NHIS, CDC/NCHS

NDA = No data available

Data from: U.S. Department of Health and Human Services. (2014b). Healthy people 2020 topics and objectives.	Retrieved	from	http://healthypeople.gov/2020/topicsobjec-
tives2020/default.aspx
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Poverty and homelessness are growing problems in the United 
States and throughout the world, and population health nurses 
may encounter poor and homeless individuals and families in a 
variety of settings. Factors related to each of the six categories of 
determinants of health contribute to poverty and homelessness 

and to their effects on health. Population health nurses can pro-
vide direct health care services to poor and homeless individuals 
and families. They may also be actively involved in identifying 
and collaborating with others to deal with factors that contribute 
to poverty and homelessness at the population level.

CHAPTer reCAP

An assessment of the health needs of a center city community 
in a large metropolitan area revealed that the number one con-
cern of area residents was eviction and lack of affordable hous-
ing. The majority of area residents are immigrants with limited 
English capabilities. Housing in the area is generally more than 
60 years old and is often in poor repair, not meeting city codes. 
Housing units, particularly for low-income renters, are scarce, 
and families are often doubled-up in small apartments. Most 
rental units are owned by absentee landlords, who give little 
attention to repairs or elimination of safety hazards. If tenants 
complain to landlords about deficiencies, they are evicted and 
new tenants easily found.

Because many of the area residents are refugees from repres-
sive regimes in Southeast Asia, they mistrust government and 
are afraid to report code violations to the local housing author-
ity. Others, who might report deficiencies, are discouraged by 
the paperwork involved. The local public health nurse has as-
sisted some residents to file complaints and has begun to take 
pictures of housing code violations in the homes of many of her 
clients. She has shared these pictures with the local  Community 
Collaborative, which is working to improve the health status of 
community members. Lack of functional smoke and carbon 
monoxide detectors in apartments is a big concern, particularly 
since large numbers of adults in the community smoke, and 
much ethnic cooking is done over charcoal braziers inside the 
apartments.

The community has the lowest mean income level in the 
 county, and although most heads of household are employed, 

their jobs usually do not include health or other benefits. Part-
time employment is common, and even in dual wage-earner 
families incomes are often still not sufficient to meet basic needs.

Because the area is close to the city’s downtown, local devel-
opers have begun to buy up deteriorated rental properties and 
replace them with upscale rental properties and condominiums. 
Although local housing codes require all new developments to 
include a certain proportion of low-income housing, develop-
ers can circumvent these requirements by paying a minimal 
fine, which is far exceeded by the potential income from high-
income rental units.

Most residents cannot afford to move to other parts of the 
city because rents would be much higher. Even those who might 
be able to afford higher rents resist leaving ethnic enclaves that 
provide them with needed emotional and material support. In 
addition, residents are close to their jobs and relocation would 
add travel expenses. Also, a large proportion of the population is 
children, and parents do not want to uproot them from schools 
where they fit in and are doing well.

1. What biological, psychological, environmental, sociocul-
tural, behavioral, and health system determinants are influ-
encing the health status of this population? How might these 
factors contribute to homelessness in the population?

2. What health promotion, prevention, resolution, and restora-
tion strategies might be warranted in this situation? What 
might be the role of the population health nurse in planning 
and implementing these strategies?
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school-based health centers (SBHCs)

school climate
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school nursing
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Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Identify the overall goal of a school health program.

 2. Describe the components of a coordinated school health program.

 3. Describe considerations in assessing biological, psychological, environmental, sociocultural, 
behavioral, and health system determinants influencing the health of the school population.

 4. Identify areas of emphasis in health promotion in the school setting and analyze the role of the 
population health nurse in each.

 5. Discuss facets of illness and injury prevention in the school population and describe population 
health nursing roles related to each.

 6. Describe considerations in resolving existing health problems in the school setting and analyze 
related population health nursing roles.

 7. Describe areas of emphasis in health restoration with the school population and analyze the role 
of the population health nurse with respect to each.

 8. Identify approaches to evaluating the effectiveness of health services for the school population.
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Meeting a Community Need

In 1902, thousands of children were being excluded from New York City schools by physician 
medical inspectors because of communicable conditions such as eye infections, head lice, and so 
on. A particularly severe outbreak of infectious eye disease led Lillian Wald, founder of the Henry 
Street Settlement, to offer nurses to treat the infected children (Robert Wood Johnson Foundation 
[RWJF], 2010). Wald convinced the New York City Board of Health to allow her to assign a nurse, 
Lina Rogers, to four schools on an experimental basis. Rogers began her work in October of 1902 
and was responsible for the health of 10,000 students across the four schools (Hanink, n.d.). The 
experiment was so successful that Rogers was given an official appointment by the Board of Health 
in November 1902, and by December another 12 school nurses had been appointed with Rogers 
serving as the Superintendent of School Nurses.

In the month prior to Rogers’s initial appointment, 10,567 children were excluded from school 
for health reasons. In the same month the following year, only 1,101 students were excluded 
(RWJF, 2010). As noted by Rogers, “a sensible nurse, with good judgment, discretion, and enthu-
siasm, may be a powerful factor in the general improvement of a community” (Rogers, as quoted in 
Hanink, n.d., p. 1). School nursing services based on the New York City model were soon initiated 
in multiple cities across the nation.

In 2011, 83 million people 3 years of age and older in 
the United States were enrolled in school. This figure 
included 5 million nursery school children, 4 million 
children in kindergarten, 33 million students in grades 

1 through 8, 17 million high school students (grades 9 through 
12), and 24 million people in college (Davis & Bauman, 2013). 
The 50 million children in elementary and secondary schools 
spend a minimum of 6 hours a day in school settings year in 
and year out, making the school an obvious place to educate 
people for healthier lives (Division of Adolescent and School 
Health [DASH], 2011).

The relationship between health and education is a recip-
rocal one. Health influences one’s ability to learn, and health-
related factors may result in poor school performance. By the 
same token, poor educational achievement contributes to 
poverty and increased health risks. In addition, one’s educa-
tion affects the ability to engage in healthful behaviors (DASH, 
2013f). Approximately one third of U.S. students do not grad-
uate from high school, and failure to graduate contributes to 
lifelong health risks and increased costs. In addition, students 
who do not graduate are less likely than others to be employed 
and have health insurance; they are also likely to earn lower 
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ow American Association of the Deaf-Blind:  
Achieving Maximum Potential

Individuals with disabilities often require specific services and support for learning. The American 
Association of the Deaf-Blind (AADB) is a self-advocacy group comprising deaf-blind Americans 
and their supporters that advocates for conditions that promote the independence and productivity 
of deaf-blind people and their full integration into society (AADB, 2012). The organization provides 
information, referral, and technical assistance related to deaf-blindness focusing on such areas as 
technology support and interpreter support.

In 2009, AADB sponsored advocacy training for a group of young deaf-blind adults. Group par-
ticipants identified key legislative issues related to deaf-blind issues, researched the issue, and 
spoke with legislators and legislative assistants to acquaint them with these issues. They also met 
with President Barack Obama to discuss technological and educational issues for this population 
(AADB, 2009).
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salaries. Adolescent pregnancy is particularly associated with 
failure to earn a high school diploma, with only half of teenage 
mothers earning their diploma by age 22 (Center for School, 
Health and Education, 2011).

Schools with effective health programs can capitalize on 
existing resources to improve the health of the community, 
and school curricula, policies, and environments can promote 
healthy behaviors and attitudes for later life. In fact, school 
health is now seen as a critical component of international ef-
forts to achieve the goal of education for all (Bundy, 2011).

In a 2010, the Health Resources and Services Administra-
tion reported that 73,697 registered nurses provided care to 
students across the United States (NASN, 2014). Most of these 
school nurses are population health nurses practicing in school 
settings. Given their population health preparation, school 
nurses retain their concern for the health of the overall popu-
lation and apply the principles of population health nursing 
to the needs of the overall community as well as to the needs 
of the school population. This multilevel approach reflects 
the original public health nursing model espoused by the na-
tion’s first school nurses. In this model, school nurses cared 

for individual children during the school day, but engaged 
in home visits to families and provided health education and 
health services after school hours and during school vacations 
(Hawkins & Watson, 2010).

The importance of the school health program as an avenue 
for improving the health of the population is evident in the 
number of national health objectives for the year 2020 that re-
flect health measures in schools. A number of these objectives 
are directed toward improving the health of young people and 
target school settings for their achievement. Several of these 
objectives are addressed later in this chapter.

Historical Perspectives
School nursing is one of several traditional roles for popu-
lation health nurses. It originated in the United States with 
compulsory school attendance and a concern for the number 
of children being excluded from school because of commu-
nicable diseases. Health activities in schools were initiated in 
New York City in 1897, when 150 physicians were hired to 
inspect students for communicable diseases for 1 hour per 

Global Perspectives

In 1990, the World Conference on Education for All adopted the 
“World Declaration on Education for All: Meeting Basic Learning 
Needs” in Jomtien, Thailand. The declaration is a commitment 
to achieving basic education for all people throughout the world 
(World Conference on Education for All, 1990). In 2000, the 
World Education Forum expanded on the declaration, creating an 
action plan laid out in the “Dakar Framework—Education for All: 
Meeting Our Collective Commitments.” The Dakar Framework in-
cluded six fundamental goals for education throughout the world:

•	 Expanding	 and	 improving	 comprehensive	 early	 childhood	
care and education, especially for the most vulnerable and 
disadvantaged children;

•	 Ensuring	that	by	2015	all	children,	particularly	girls,	children	
in difficult circumstances, and those belonging to ethnic mi-
norities, have access to complete, free, and compulsory pri-
mary education of good quality;

•	 Ensuring	 that	 the	 learning	 needs	 of	 all	 young	 people	 and	
adults are met through equitable access to appropriate learn-
ing and life-skills programmes;

•	 Achieving	a	50%	improvement	in	levels	of	adult	literacy	by	
2015, especially for women, and equitable access to basic 
and continuing education for all adults;

•	 Eliminating	gender	disparities	in	primary	and	secondary	edu-
cation by 2005, and achieving gender equality in education 
by 2015, with a focus on ensuring girls’ full and equal access 
to and achievement in basic education of good quality;

•	 Improving	 all	 aspects	 of	 the	 quality	 of	 education	 and	 en-
suring excellence of all so that recognized and measurable 
learning outcomes are achieved by all, especially in literacy, 
numeracy, and essential life skills. (World Education Forum, 
2000, p. ii)

More recently, world leaders have recognized the inextricable 
interrelationships between health and educational achievement. 
As noted in the report, Rethinking School Health: A Key Compo-
nent of Education for All, effective education of children can only 
occur if they are ready and able to learn (Bundy, 2011). Chil-
dren’s health profoundly influences both readiness and ability 
to learn. The report suggests school health programs as  efficient 
and inexpensive mechanisms to improve children’s health status 
and educational achievement, and recommends providing health 
services in schools related to nutrition and treatment for com-
mon conditions that affect children’s ability to learn. Treatment 
might include therapy for worm infestation, correction of vision 
problems, and resolution of other health problems affecting chil-
dren’s learning ability (Bundy, 2011). Both nationally and glob-
ally, educators and health care providers need to recognize and 
capitalize on the opportunity to improve the health of the overall 
population offered by educational institutions. At the same time, 
the reciprocal realization of the influence of health on learn-
ing needs to be addressed by adequate levels of health care for 
school populations.

Fostering Education for All
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day (Hanink, n.d.). Children who were found to have com-
municable diseases or parasitic infestations such as head lice 
were sent home. Because they received no treatment for their 
conditions, these children were excluded from school for ex-
tended periods of time and continued to serve as reservoirs 
of infection for friends and family members still in school  
(Hawkins &  Watson, 2010). As noted above, Lillian Wald 
 assigned nurses from the Henry Street Settlement to four 
New York City schools in a pilot project in school  nursing. 
During that first year, the number of school exclusions 
 declined 90%.

Similar events were occurring elsewhere as well. In 1901, 
the Chicago Board of Education asked the Visiting Nurses 
 Association to send nurses to visit crippled children in four city 
schools. In 1905, Jane Adams, founder of Hull House (a settle-
ment house similar to Henry Street, although without a spe-
cific nursing focus) provided school nurses for a 10-week trial 
in Chicago public schools. Again, the success of the trial led to 
a formalized school nurse role in Chicago in 1908, and employ-
ment of school nurses shifted to the Chicago Board of Health 
in 1910 (Hawkins & Watson, 2010).

Early responsibilities of school nurses included care of 
sick children, identification of disabilities that made learning 
difficult, visits to families, and health promotion and illness 
prevention education. School nurses also provided first-aid 
services and checked students for head lice and other ail-
ments (Hanink, n.d.; Hawkins & Watson, 2010). Some nurses 
also provided well-child and prenatal services. In fact, one 
nurse even initiated sex education in the school, which was 
accepted by area residents because of the trust they placed 
in her. As noted earlier, this trust was built by the incorpo-
ration of a public health nursing model with services to the 
larger community as well as students in the school. Because 
the nurse was well known to members of the community,  
her intervention was accepted without protest (Hawkins & 
Watson, 2010).

The potential of schools as avenues for promoting health 
and dealing with social ills was recognized considerably earlier 
than the advent of specific health-related services in the school 
setting. For example, Benjamin Franklin advocated physical 
exercise as part of the school curriculum, and the report of the 
Massachusetts Sanitary Commission emphasized the impor-
tance of health education and the role of schools in providing 
it. In 1870, smallpox vaccination was required for school entry 
as a means of increasing immunization levels in the popula-
tion, and in 1899 Connecticut made vision screening of school-
children mandatory.

Early school nursing focused on preventing the spread of 
communicable disease and treating ailments related to compul-
sory school attendance. By the 1930s, however, the focus had 
shifted to preventive and promotive activities, including case 
finding, integration of health concepts into school curricula, 
and maintenance of a healthful school environment. Treatment 
of any health problems by the nurse was discouraged to prevent 
infringement on the private medical sector.

School health nurses, dissatisfied with such a minimal role, 
continued to provide clandestine diagnostic services and treat-
ment of minor ailments in addition to engaging in classroom 
teaching related to health. More recently, school nurses have 
begun to return to activities related to the diagnosis and treat-
ment of health problems. Several factors account for current 
changes in the school nurse role. Among these is the number 
of families of school-age children in which both parents work. 
In these families, neither parent may have time to deal with 
their children’s routine health problems. Other factors include 
increasing student diversity, higher incidence of mental health 
problems in school-age children, lack of access to care, and 
homelessness.

Mainstreaming is another major influence on the current 
role of school nurses in the United States. Mainstreaming is 
the practice of integrating children with serious illnesses or 
handicapping conditions in regular school settings and class-
rooms whenever possible. According to the Federal Register  
(Rules and Regulations, 2006), Section 300.101(c) of the 
 Individuals with Disabilities Education Act specified that “a 
free appropriate public education (FAPE) must be available to 
any individual child with a disability who needs special educa-
tion and related services” (p. 46541).

Mainstreaming has created some difficulties for school 
health nurses. They now spend a considerable portion of their 
time caring for children with special needs, which may de-
crease the time available to meet the needs of other children 
in the school setting. Population health nurses in school set-
tings may need to advocate for a balance between caring for 
the special-needs population and other children. They may 
also need to advocate for effective funding, personnel, facili-
ties, and equipment to provide health care for children with 
special needs.

The School Health Team
Health problems identified in individual children or in the 
community served by the school are frequently beyond the ca-
pabilities of the population health nurse acting independently. 
To meet the needs of the school population and the commu-
nity, the school health nurse often needs to participate as a 
member of a team. Here we will discuss the school nurse as a 
member of the team as well as other typical school health team 
members.

The School Nurse
The National Association of School Nurses (NASN) has de-
fined school nursing as specialized area of practice that fosters 
the health of students as well as their academic achievement 
(NASN, 2011b). The five main components of the school 
nurse’s role, as defined by NASN, include facilitating nor-
mal development, promoting student health and safety and a 
healthy school environment, providing quality care for  potential 
and identified health problems, providing case management  
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services based on sound clinical judgment, and collaborating 
with others to enhance student and family capabilities (NASN, 
2011b).

The California Commission on Teacher Credentialing 
(2012), which credentials nurses for school nursing practice 
as required in the state, indicates that school nurses are autho-
rized by state law to perform the following functions:

•	 Conduct	immunization	programs
•	 Assess	the	health	and	developmental	status	of	students	and	

interpret assessment findings
•	 Interpret	health	and	developmental	assessments	to	parents,	

teachers, administrators, and others
•	 Design	and	implement	individual	school	health	mainte-

nance plans
•	 Refer	students,	parents,	or	guardians	to	needed	community	

resources
•	 Maintain	communication	to	promote	needed	treatment
•	 Interpret	medical	and	nursing	findings
•	 Consult	with,	conduct	in-service	training	for,	and	serve	as	a	

resource person for school personnel;
•	 Develop	and	implement	the	school	health	education	cur-

riculum and participate in health instruction
•	 Counsel	and	assist	students	and	parents	in	health-related	ad-

justments, and
•	 Teach	health-related	subjects	under	the	supervision	of	a	

classroom teacher

Additional functions of school nurses in carrying out the 
designated roles include providing episodic care, manage-
ment of chronic illness, communicable disease surveillance, 
health promotion, first-aid and emergency care, screening 
for a variety of health conditions, administering medications, 
and preparing for and responding to school and community 
emergencies (RWJF, 2010). Nurses in specific schools may 
take on additional roles and functions depending on local 
needs. A scope and standards statement for school nursing 
has been developed by NASN and the American Nurses As-
sociation (2011). For further information about the stan-
dards, see the External Resources section of the student 
resources site.

Unfortunately, approximately half of U.S. schools lack a full-
time school nurse (RWJF, 2010). In keeping with the Healthy 
People 2020 objectives, NASN (2012a) has recommended 
nurse-to-student ratios of one nurse to every 750 students in 
the general population. Ratios decrease for school populations 
with students who require more intensive nursing care. Sug-
gested ratios are depicted in Table 22-1•.

Preparation for school nursing should include a minimum 
of a baccalaureate degree in nursing due to the need for au-
tonomous practice and the advanced skills needed to meet the 
needs of school children with complex conditions. In addi-
tion to the recommendation for a baccalaureate degree, NASN 
supports state school nurse certification requirements and en-
courages national certification. As noted by NASN (2012b), 

certification provides recognition of an advanced level of prac-
tice in a particular specialty.

State certification may require postbaccalaureate educa-
tion for school nursing, and requirements vary from state to 
state. For example, California requires that a school nurse hold 
a state-issued School Nurse Services Credential. School nurses 
can obtain a preliminary credential after graduation from a 
bachelor’s or higher degree program in nursing and becom-
ing registered as a nurse in California. Nurses must obtain a 
“clear” credential within 5 years. The clear credential requires 
2 years of experience as a school nurse and successful comple-
tion of a state-approved school nurse education program, often 
at the master’s level. The preliminary credential is not renew-
able, but the clear credential must be renewed every 5 years 
after meeting practice and continuing education requirements 
 (California Commission on Teacher Credentialing, 2012).

National certification is obtained through the National 
Board for Certification of School Nurses (NBCSN). Certifi-
cation requirements include appropriate state RN licensure, 
1,000 hours of clinical practice as a school nurse, and success-
ful completion of the certification examination. Elements of 
the examination address health appraisal, health problems and 
nursing management, health promotion and disease preven-
tion, special health issues in school settings, and professional 
issues related to school nursing (NBCSN, 2013). For further 
information on national certification as a school nurse, see the 
External Resources section of the student resources site.

Other Team Members
Because identified health problems may be the consequence 
of factors beyond the control of health care professionals, the 
school health team often consists of a variety of individuals, not 
all of whom have a health or medical background. The team 
acts to design a school health program that meets the health 
needs of students and of the larger community.

The school health team should use the group development 
strategies discussed in Chapter 10  to create an effective team 

TABLE 22-1  Recommended School Nurse 
to Student Ratios

Recommended 
Ratio

 
School Population

1:750 General student population
1:225 Populations of students that may require daily 

professional service or intervention
1:125 Populations of students with complex health 

care needs
1:1 Individual students who require daily and 

continuous professional nursing services

Data from: National Association of School Nurses. (2012a). Chronic health 
conditions managed by school nurses. Retrieved from http://www.nasn.org 
/Portals/0/positions/2012pschronic.pdf
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that can address the health needs of the school population and 
surrounding community. One of the critical features of group 
development for the school health team is negotiating member 
roles. Group members should clarify for themselves the roles 
that each will play so that infringement on anyone’s profes-
sional territory is avoided.

Specific members of the team will vary with the identified 
needs of the population, but some of those who may be involved, 
in addition to the nurse, are parents, teachers, administrators, 
counselors, psychologists, social workers, physicians and den-
tists, a health coordinator, food service personnel, janitorial and 
secretarial staff members, public health officials and other public 
officials, and students. Additional team members in some school 
settings include nurse practitioners; unlicensed assistive person-
nel (UAPs); physical, occupational, and respiratory therapists; 
and speech pathologists. If unlicensed assistive personnel pro-
vide health services in the school setting (e.g., to assist in the care 
of students with special needs), the school nurse is responsible 
for delegating appropriate activities and supervising their per-
formance. The school nurse may also assist in educating UAPs 
for activities as warranted. For example, the nurse may educate a 
parent volunteer about positioning a child with limited mobility 
to prevent pressure ulcers or suctioning a child with a tracheos-
tomy. In educating UAPs, the school nurse would be sure to em-
phasize when the nurse or other provider needs to be notified of 
changes in a child’s condition. The nurse may also educate other 
school personnel or volunteers in routine first-aid and other 
simple health-related procedures (e.g., taking a temperature, as-
sisting with height and weight screening).

Parents, of course, have the primary responsibility for the 
health of their children. With respect to the school health pro-
gram, parents have a responsibility to reinforce health teaching 
at home and to follow up on referrals for assistance with health 
problems identified in their children. They should also provide 
input into the planning and evaluation of the school health 
program. Parents may also provide volunteer services for first 
aid or “sick room duty” when there is not a nurse employed 
full time. Population health nurses working in school settings 
may need to advocate for parent involvement in the develop-
ment and design of school health services as well as evaluation 
of their effectiveness.

Teachers have a variety of responsibilities for the health 
of their students, such as motivating students in the develop-
ment of good health habits, encouraging student responsi-
bility for health, and observing students for signs of health 
problems. Teachers also have a responsibility to model 
healthy behavior and provide health instruction. Other re-
sponsibilities include assisting with screening efforts and 
measures to control the spread of disease and helping to 
identify factors in the physical, psychological, and social 
environments that are detrimental to the health status of 
students and coworkers. In addition, teachers may counsel 
students with health problems and may make referrals for 
assistance as appropriate.

School administrators include principals, district su-
perintendents, and school board members. Administrators 
are responsible for the implementation of the school health 
program and should provide both material and nonmaterial 
support. They also function as liaisons between the school 
and the larger community. In collaboration with other team 
members, administrators participate in planning and evalu-
ating the school health program. Other administrative re-
sponsibilities include hiring and evaluating health service 
employees and fostering collegial relationships among school 
health team members. Finally, administrators have the ul-
timate responsibility for the creation of a healthy and safe 
environment.

Some schools employ counselors, psychologists, or so-
cial workers or contract for their services as consultants. 
 Counselors may provide emotional counseling or assistance 
to students in career decisions. Psychologists may also be 
involved in counseling for emotional problems. In addition, 
they may conduct psychological testing on selected young-
sters to identify emotional problems or learning disabilities, 
or they may be called on to administer tests of school readi-
ness to incoming children. Social workers may likewise coun-
sel students regarding problems and may provide referrals for 
students and families to assist with socioeconomic problems. 
When the services of these specialists are not available in a 
particular school setting, many of these functions may be as-
sumed by the school nurse, if he or she is educationally pre-
pared to carry them out, or the nurse might make a referral to 
an outside source of assistance.

Physicians and dentists usually are not employed by a 
school system, but they may provide services on a contract or 
referral basis. Under a contractual arrangement, physicians 
and dentists may spend a certain amount of time in the school 
assessing health and dental needs or making treatment rec-
ommendations. In other instances, students may be referred 
to their own physicians or dentists for follow-up treatment of 
identified health problems. Physical, occupational, or respira-
tory therapists may be employed in some school systems that 
provide comprehensive health services or may serve as out-
side consultants in the care of individual children. School sys-
tems may also have similar kinds of interactions with speech 
pathologists.

The school nurse may function as the school’s health 
 coordinator, or the school health team may include a health 
coordinator who is not a nurse. The health coordinator may 
be a parent, teacher, or other person with some health-related 
preparation. Responsibilities of the health coordinator include 
serving as a liaison with families and with the community, ar-
ranging in-service education for staff, facilitating team rela-
tionships, and coordinating the health instruction program. 
Other areas of responsibility include planning for speakers on 
health topics, arranging health-related learning experiences 
such as field trips or health fairs, and reviewing materials for 
use in health education.
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In schools where meals are provided, food service person-
nel are responsible for preparing and serving nutritious meals. 
They may also be responsible for planning menus, depending 
on their background and knowledge of the nutritional needs of 
school-age children. School nurses may provide consultation 
on healthy diets appropriate to the age of children in a particu-
lar school. They may also need to advocate for the availability 
of foods to meet special dietary needs of children with specific 
health conditions (e.g., diabetes, difficulty swallowing).

The janitorial staff is usually responsible for maintenance of 
the physical environment. Remediation of physical health haz-
ards usually comes under their jurisdiction as well. They also 
ensure the cleanliness of kitchen and sanitary facilities to pre-
vent the transmission of disease.

Clerical personnel are responsible for maintaining student 
records and for processing family notification of screening test 
results and recommendations. They may also be responsible 
for notifying families in the case of student injury or illness.

Public health officials are not employed by the school, but 
still form part of the school health team in that they are respon-
sible for inspection of school sanitation, cooking facilities, and 
immunization status. They also act to establish local health pol-
icy related to schools and other institutions and to safeguard 
the health of the overall community. Other public officials may 
also be involved in planning a school health program to meet 
the needs of the school’s population. Fire or police personnel 
might be involved, for example, in designing safety education 
programs for children and their parents.

In older age groups, students within the school may also be 
part of the school health team. Student responsibilities include 
helping to maintain a healthful and safe environment and pro-
viding input regarding student health needs and planning to 
meet those needs. Older students should also be involved in 
evaluating the effectiveness of the school health program.

Population Health Nursing and 
Care of School Populations
Population health nurses working in school settings apply the 
nursing process to the care of individual students and their 
families, to the school population, and to the larger commu-
nity. In the remainder of this chapter, we will explore the appli-
cation of the nursing process to nursing care in school settings.

Assessing the Health of School Populations
Use of the nursing process in the school setting begins with an 
assessment of health needs. The school nurse may assess the 
health status and needs of individual students or of the school 
population. In this chapter, we focus on assessing the health 
needs of the school population and identifying the factors in-
fluencing those needs. Areas for consideration include biologi-
cal, psychological, environmental, sociocultural, behavioral, 
and health system determinants that influence the health of the 
school population.

BIOLOGICAL DETERMINANTS. Areas for consideration 
related to the biological determinants of health include matura-
tion and aging as they affect health and health behaviors, ge-
netic inheritance, and physiologic function.

Maturation and aging. School nurses work with students in 
preschool, elementary school, junior high and high school, and 
college and university settings. Consequently, the age of the cli-
ent population influences the types of health problems that may 
be present. For example, prevention of childhood communi-
cable diseases would receive greater emphasis in the preschool 
population, and sexuality issues and substance abuse would be 
of greater concern with adolescent populations. For college stu-
dents, substance abuse and sexuality issues are also pertinent, as 
are stress-related problems stemming from academic pressures 
and being away from home.

Client maturation also influences the content and process of 
the health education component of the school health program. 
Basic hygiene conveyed via cartoon films is appropriate to the 
preschool or early elementary-age child; a frank discussion of 
sexuality and sexually transmitted diseases is appropriate with 
older groups of schoolchildren.

Genetic inheritance. Aspects of genetic inheritance of partic-
ular interest to the school nurse are the gender and racial or eth-
nic composition of the population. A predominance of females 
in a preschool or an elementary school increases the frequency 
with which the nurse will encounter students with symptoms of 
urinary tract infection as these are more common in girls than 
boys in all age groups except infants. In adolescent girls, there 
is increased risk of unwanted pregnancy, and sexually transmit-
ted diseases are common among both girls and boys. Boys of all 
ages tend to have more sports-related injuries with which the 
nurse must deal.

The racial and ethnic composition of the school popula-
tion also influences the types of health problems encountered. 
For example, in schools with large African American popula-
tions, sickle cell screening might be included as a routine part 
of the school health program. The nurse must also be alert to 
the prevalence of other diseases that exhibit genetic predisposi-
tions, such as thalassemia and diabetes.

Physiologic function. An important aspect of the human bio-
logical component of the assessment is the physiologic function 
of the school population. School nurses may encounter students 
or staff with self-limiting health problems or chronic conditions 
that affect their abilities to function effectively in the school set-
ting.

Examples of self-limiting conditions include communicable 
diseases such as the common cold, influenza, and chickenpox 
and injuries such as a fractured arm or leg. Diabetes, seizure 
disorders, and minor visual or hearing problems are examples 
of chronic conditions that may have health and educational 
implications. Many of these conditions can be controlled if 
properly diagnosed and treated and do not necessarily interfere 
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with the child’s ability to function in school. Other chronic and 
handicapping conditions do interfere with school function. Ex-
amples are blindness, deafness, developmental delay, attention-
deficit hyperactivity disorder (ADHD), and long-term effects 
of fetal drug exposure. Conditions related to environmental or 
psychological stress may or may not affect physiologic func-
tion, although they may affect the child’s ability to function ef-
fectively in the school situation.

The kinds of physical health problems seen by school 
nurses among students and staff are many and varied. Both 
acute and chronic conditions are commonly encountered in 
the school setting. Acute conditions include a variety of com-
municable diseases and injuries. Population health nurses may 
be involved in providing care to individual students (or staff) 
who are ill or injured. They may also identify trends in illness 
or injury that require changes in environmental conditions, 
policies, and so on. Chronic health problems are encountered 
with greater frequency in today’s schools than in the past. In 
part, this is the effect of mainstreaming children with disabili-
ties and in part, an actual increase in chronic disease incidence 
in children. The number of school children and adolescents 
with chronic health conditions increased from 1.8% in the 
1960s to 25% in 2007 and continues to climb. Chronic condi-
tions among children in school settings include both physical 
and mental illnesses. The Rehabilitation Act and the Individuals 
with Disabilities Education Act (IDEA) protect the right of 
children with selected conditions to attend school and to be 
integrated, to the extent possible, into regular classrooms 
(NASN, 2012a). IDEA mandates special education and related 
health services for children with specifically designated mental 
and physical disabilities (RWJF, 2010). NASN (2012a) recom-
mends, however, that schools use a noncategorical approach 
to identifying children with specific needs for service and risk 
for school failure rather than a disease specific approach. In 
2011, 5.2 million U.S. children received special education or 
early intervention services. This represents nearly 7% of all 
children under 18 years of age (Adams, Kirzinger, & Martinez, 
2012). School nurses need to be conversant not only with care 
of minor illness and injury but also with the complex care of 
children with special needs.

Asthma and overweight are two of the most common chronic 
problems seen by today’s school nurses. Asthma in children is 
often poorly controlled, and results in millions of lost school 
days and millions of dollars in lost work time for their caretakers 
each year. As we saw in Chapter 16 , overweight and obesity are 
other significant problems among school-age children.

Immunity is another important consideration related to 
physiologic function in the school population. The population 
health nurse working in the school setting monitors the im-
munization status of students and school employees. For ex-
ample, maintenance personnel are at risk for tetanus because 
of the potential for dirty injuries, and their immunization sta-
tus should be monitored. For female teachers and other school 
personnel of childbearing age, the risk of rubella during preg-
nancy is increased by working with children, and they should 
also be adequately immunized.

A final health problem frequently encountered in the school 
population that may have a physiologic basis is ADHD. ADHD 
was discussed in Chapter 16 .

In addition to assessing the physiologic health status of 
the school population as a whole, the population health nurse 
working in a school setting will also assess the health status 
and needs of individual children. Both entry and periodic as-
sessments may be performed by school nurses. At entry into 
the school system, all children should receive a comprehensive 
medical history and assessment of preschool experiences; lan-
guage, motor, social, and adaptive development; and immuni-
zation status, as well as a complete physical examination.

Periodic assessments should be based on age-appropriate 
guidelines and individual needs and should address new prob-
lems, medications, changes in status, and school progress. As-
sessment should also include screening at appropriate ages for 
vision, hearing, and dental problems, as well as emotional ma-
turity, language, and motor skills. Assessments for sports par-
ticipation should also include endurance and muscle strength 
assessment. All assessments performed in the school setting 
should include anticipatory guidance for children and/or par-
ents and problem identification and referral as needed. Biologi-
cal considerations in the school health setting are included in 
the Focused Assessment below.

FOCuSED ASSESSMENT Assessing Biological Determinants  
of Health in School Populations

•	 What	chronic	or	communicable	conditions	are	prevalent	in	
the school population?

•	 What	are	the	immunization	levels	in	the	school	population?

•	 What	is	the	age	composition	of	the	school	population	(staff	
and students)? Do any of the students exhibit developmental 
delays? Are there specific developmental issues related to 
the age of the student population (e.g., sexual development)?

•	 What	is	the	relative	proportion	of	males	and	females	in	the	
school population? What is the racial/ethnic composition of 
the school population?
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PSyCHOLOGICAL DETERMINANTS. School climate and  
the presence of mental illness among the population are two of 
the psychological determinants of concern in assessing health 
in this setting. Each of these factors will be briefly discussed 
here.

School climate. Although school climate might also be 
considered as a sociocultural determinant of health in school 
settings, it is addressed here because of its psychological im-
plications for health and well-being. School climate is de-
fined as the social and educational environment in which 
students experience learning and social activities designed 
to meet designated outcomes (Thomas-Presswood & Press-
wood, 2008). Three elements of a healthy school climate in-
clude positive relationships among members of the popula-
tion, an orientation to personal growth for all members, and 
elements of system maintenance and system change that sup-
port clarity in expectations and their enforcement (Thomas-
Presswood & Presswood, 2008).

Positive school climates establish clear behavioral and aca-
demic expectations, encourage parental involvement, and en-
gage in activities, programs, and staff development initiatives 
to prevent bullying and promote social skills and conflict medi-
ation (Thomas-Presswood & Presswood, 2008). The elements 
of school climate can be seen in relationships between and 
among students, between teachers and students, among school 
personnel, and between families and school and the school and 
the larger community. Other elements include performance 
expectations and grading practices.

Characteristics of positive school climates are as follows:

•	 All	members	of	the	population	perceive	the	school	staff	as	
warm, caring, and concerned.

•	 Teachers,	staff,	and	administrators	see	students	as	valuable	
and treat them with respect.

•	 Policies	(e.g.,	grading,	discipline	policies)	are	administered	
to promote personal and educational achievement.

•	 Educational	programs	and	curricula	are	ethnically,	cultur-
ally, linguistically, and socioeconomically inclusive.

•	 Educators	recognize	students’	accomplishments	and	encour-
age them to achieve their potential.

•	 There	is	stability	among	teachers,	who	display	common	
goals.

•	 There	are	clearly	defined curricular components and expec-
tations.

•	 Schoolwide	celebrations recognize stakeholder accomplish-
ments.

•	 Staff	are	recognized	for	their	contributions	to	the	school.
•	 Open	communication	is	encouraged.
•	 Administrators	offer	tangible	support	for	maintaining	a	posi-

tive school climate (Thomas-Presswood & Presswood, 2008).

Conversely, elements of school climate that have negative 
effects on members of the school population include poor 

instruction leading to school failure, reliance on punitive be-
havior management or discipline strategies, provision of few 
opportunities for students to learn and practice interpersonal 
and self-management skills, and unclear and inconsistent rules 
and expectations or inconsistent correction of violations and 
failure to reinforce adherence to rules and expectations. Other 
characteristics of negative school climates include failure to 
recognize and accommodate to individual differences, failure 
to help at-risk students connect to the educational process, and 
lack of agreement among teachers, staff, and administrators 
regarding implementation of disciplinary strategies (Thomas-
Presswood & Presswood, 2008).

Discipline is a particularly knotty problem in the school 
setting and school personnel should incorporate the general 
principles of effective discipline presented in Chapter 16 .  
NASN (2011a) has adopted a position statement indicating that 
corporal punishment in schools should be legally prohibited. 
Similar position statements have been issued by the American 
Academy of Pediatrics, National Parent Teacher Association, 
National Association of School Psychologists, and the Ameri-
can Academy of Family Physicians. Corporal  punishment 
is the intentional use of physical pain to motivate a change in 
 behavior (NASN, 2011a). Research has indicated that, rather 
than modifying behavior, corporal punishment has negative 
 effects on student self-image and school performance. As of 
2011, corporal punishment has been prohibited in public schools 
in 29 states. Instead, schools need to employ a multifaceted ap-
proach to behavior management in schools that supports parents 
and teachers and that alters the school climate or classroom envi-
ronment to minimize problem behaviors (NASN, 2011a).

Mental illness and the school setting. A significant number 
of school-age children in the United States suffer from men-
tal health problems. According to surveillance data compiled 
by the Centers for Disease Control and Prevention (CDC), 
for example, more than 8% of elementary school-age children 
and nearly 12% of high school-age children in 2011 had ever 
received a diagnosis of attention deficit hyperactivity disorder. 
Slightly smaller percentages of students had current behavior or 
conduct problems in 2007 (3.8% and 4.2%, respectively). Simi-
larly, in 2009–2010, approximately 1.4% of both age groups had 
received diagnoses of autism or autism spectrum disorders. A 
far larger percentage of high school-age students (7.8% to 8.5%) 
reported a major depressive episode in the past year in 2010 
to 2011. For elementary-age students, the most recent data for 
current depression were from 2007 at 1.0% to 1.8%. Finally, be-
tween 2005 and 2010 an average of 8.3% of adolescents reported 
more than 14 mentally unhealthy days in the past month (Perou 
et al., 2013).

These data suggest the magnitude of mental health prob-
lems experienced by students in elementary and high school 
settings. Mental health problems severely impair students’ abil-
ities to be successful in school. For example, about half of stu-
dents with mental illness fail to complete high school (National 
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Alliance on Mental Illness [NAMI], 2010). College students 
are also affected by mental health issues. According to a 2010 
NAMI survey, 27% of college students responding reported 
experiencing depression, and 24% had bipolar disease. Severe 
anxiety was reported by 11% of students and schizophrenia 
by 6%. The prevalence of PTSD and ADHD were 6% and 5%, 
respectively. Among respondents who indicated they were no 
longer in college, 64% indicated their leaving was due to men-
tal health issues, often as a result of loss of financial aid due to 
low grades or shifting to part-time study. In addition, 73% of 
students reported experiencing a mental health crisis while in 
college, but 35% indicated that their school was not aware of 
the crisis (NAMI, 2012).

More than half (62%) of the college students surveyed knew 
how to access learning accommodations, but 57% did not do so, 
most often because they did not realize that accommodations 
were available for mental as well as physical disabilities. Half of 
the students with mental illnesses did not disclose the illness to 
the institution, often out of fear of consequences of disclosure 
and concerns regarding confidentiality (NAMI, 2012).

Population health nurses serving in school nursing roles are 
ideally positioned to identify mental health problems among 
students at all grade levels, as are other personnel in school-
based health centers (Broussard, Chrestman, & Arceneaux, 
2012; Center for School, Health and Education, 2011). For 
example, a study of school nurses in the United Kingdom in-
dicated the vast majority of nurses (93%) dealt with mental 
health issues among students and over half of them (55%) in-
dicated that mental health problems took more than a quarter 
of their work time (Haddad, Butler, & Tylee, 2010). Unfortu-
nately, few school nurses (in the United States or the United 

Kingdom) have received specialized training in addressing 
such problems, particularly after major traumatic events such 
as disasters (Broussard et al., 2012; Haddad et al., 2010).

It is not only students’ mental health problems that affect 
their performance and level of achievement in school. Chil-
dren whose parents have addictive disorders have been found 
to have higher incidence of a variety of health problems. They 
are more apt to be late to school, have a higher incidence of 
learning disability, and receive less assistance with homework 
than other children. In addition, these children are more 
likely to experience interpersonal difficulties, social isolation, 
and school performance problems. Children with parents 
who have addictive disorders are at higher risk for psychiat-
ric disorders than other children and may be more likely to 
be abused or to develop substance abuse problems themselves. 
School nurses should be alert to children whose parents have 
addictive behaviors and should endeavor to provide them with 
the psychological and social  assistance needed to circumvent 
the effects of parental disability on health and school perfor-
mance. The Focused Assessment  below lists areas for consider-
ation in assessing the psychological dimension of health in the 
school setting.

ENvIRONMENTAL DETERMINANTS. Factors in the 
physical environment of the school and the surrounding com-
munity influence student safety and other health-related con-
siderations. For example, the distance from school influences 
the ability of students to engage in active transportation (Kohl & 
Cook, 2013). Active transportation is the use of active means, 
such as walking and bicycling, to travel to and from school. 
The use of active transportation declined from 41% of school  

FOCuSED ASSESSMENT Assessing Psychological Determinants  
of Health in School Populations

do these relationships have on the health of students? 
Of staff?

•	 What	is	the	character	of	relationships	between	the	school	
and parents? Between the school and the larger community? 
How do these relationships affect the health of the school 
population?

•	 What	are	the	discipline	policies	and	procedures	in	the	school	
setting? Are they implemented fairly? What health effects do 
discipline policies have on students?

•	 What	are	the	grading	policies	of	the	school?	Are	they	
implemented fairly?

•	 What	is	the	extent	of	mental	illness	in	the	school	population?	
To what extent does mental illness in family members affect 
the health of students?

•	 What	is	the	quality	of	the	school	climate?	What	is	the	quality	
of relationships among various members of the school 
population? Between families and the school? Between the 
school and the larger community?

•	 What	is	the	extent	of	connectedness	to	the	school	exhibited	
by students?

•	 How	do	peer	relationships	within	the	school	affect	health?	
Are there students who are harassed by others? What is the 
effect of this harassment?

•	 What	is	the	overall	character	of	teacher–student	relationships	
within the school? Do these relationships support connectedness? 
Do they promote or impede student mental health?

•	 What	is	the	character	of	relationships	among	teachers	and	
between teachers and other school staff? What effect, if any,  
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students in 1969 to 13% in 2001 (Physical Activity Guidelines 
for Americans Midcourse Report, 2012). Both school and 
neighborhood environments influence physical activity. For 
example, a study in New Zealand found that schools with high 
levels of sports team participation and communities character-
ized by high levels of social connection were associated with 
increased physical activity among students (Utter, Denny, Rob-
inson, Amerantunga, & Milfont, 2011).

School environments may also include conditions that pose 
safety hazards for students and others in the setting. For ex-
ample, storing supplies in stairwells may hamper building 
evacuation in the event of an emergency. Similarly, inappropri-
ate storage of flammable items or inappropriate use of caustic 
agents for cleaning or in laboratory courses may lead to injury. 
In addition, architectural features of the school can influence 
health in multiple ways, both positive and negative. For exam-
ple, architectural features such as play areas and equipment can 
influence physical activity. Environmental factors also affect 
stress, appetite, food choices, and so on (Huang et al., 2013). 
Similarly, solid perimeter walls (brick or concrete block) are 
more effective than chain link fences in preventing unauthor-
ized entry and possible danger to students from terrorists or 
other potential assailants. Similarly, overlapping areas for 
picking up and dropping students off create the potential for 
pedestrian injuries (National Clearinghouse for Educational 
Facilities [NCEF], 2008).

Schools should engage in systematic identification of envi-
ronmental hazards. A hazard, in this context, is any circum-
stance that has the potential to result in harm or damage to 
the school or the school population (NCEF, 2008). Risk then is 
the probability that such a loss will occur. School health nurses 
and others in the school setting should conduct an in-depth as-
sessment of the hazards present in the setting and surround-
ing community. The  Environmental Protection Agency (2014) 
has developed a Healthy School  Environments Assessment Tool 
(Healthy SEAT) that can be used to assess multiple areas within 
the school environment. For further information about the 
tool, see the  External Resources section of the student resources 
site.

Once safety hazards in the environment have been iden-
tified, members of the school health team can engage in 
mitigation efforts. The Federal Emergency Management 
 Administration (FEMA) has defined mitigation as action 
taken to prevent or minimize the potential risk to life or 
property resulting from a hazardous circumstance (NCEF, 
2008). Mitigation efforts may include both passive and ac-
tive safety measures. Passive safety measures are those that 
are directed at the physical structure or layout of the school, 
for example, installing traffic calming features, such as speed 
bumps and stop signs in heavily traveled areas of campus 
with high risk for accidents and providing a soft surface be-
low play equipment. Active safety measures involve changes 
in behavior, such as enforcing the use of sports safety equip-
ment or increasing adult supervision during recess. Hiring se-
curity guards to prevent unauthorized persons from gaining 

access to the school is another example of an active safety 
 measure, while installing metal detectors at entrances would 
be a passive safety measure (NCEF, 2008). The school nurse 
and other members of the school health team would develop 
a mitigation plan to address identified hazards. There is also 
a need for a systematic school safety plan that details how to 
respond to safety issues (Safe Havens International, n.d.). For 
information on a tool developed by Safe Havens International 
to evaluate the quality and comprehensiveness of the school 
safety plan, see the External Resources section of the student 
resources site.

The nurse and others assess both the internal and external 
physical environment of the school. The external environ-
ment includes the area surrounding the school. Assessment 
considerations here include traffic patterns, water hazards, 
use of pesticides, and rodent control in the area. The proxim-
ity of hazardous waste dumps or nuclear power plants, indus-
trial hazards, and the presence of various forms of pollution 
are other environmental concerns in school settings. (See 
	Chapter 4  for a discussion of environmental health issues.)

Several aspects of the school’s internal environment, such 
as fire hazards and sanitation, are the responsibility of official 
agencies such as the fire department and health department; 
however, other aspects of the physical environment are rarely 
adequately assessed. The school health nurse needs to be alert 
to other hazards to physical safety that may be present in the 
school setting. Examples of these hazards are toxic art sup-
plies, scientific equipment in laboratories, kitchen appliances 
in home economics classrooms, and chemical substances used 
either in chemistry labs or by maintenance and janitorial staffs. 
Animals in classrooms may also present safety hazards in 
terms of the potential for scratches and bites or disease trans-
mission. Other conditions that may jeopardize safety include 
asbestos used in building materials, inadequate maintenance of 
fire hoses and extinguishers, and inoperable communications 
systems in the event of an emergency.

Other areas of concern are the safety of industrial arts class-
rooms, the gymnasium, and play areas. As noted in Chapter 16 ,  
the safety of outdoor play equipment should be inspected on 
a regular basis and repairs made as needed. A similar need ex-
ists for periodic assessment of sports equipment and practices. 
Other hazards associated with play areas include broken glass 
and other refuse on the playground. Hard surfaces below play 
equipment increase the potential for injuries stemming from 
falls. Weather is another element of the physical environment 
that affects the health of students. For example, heat illness 
brought on by sports practice or competition is the leading 
cause of death in high school athletes. From 2005 to 2009, 
more than 9,000 heat-related events were estimated among 
high school students (Gilchrist et al., 2010). Similarly, playing 
outdoors on days with pollutant levels that exceed safety rec-
ommendations can result in asthma exacerbations and other 
respiratory conditions.

Other assessment considerations with respect to the school’s 
internal physical environment include noise levels within and 
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outside of classrooms and the adequacy of lighting, ventilation, 
heating, and cooling. Food sanitation should also be assessed. 
If hot meals are provided at school, cooking facilities should 
be inspected regularly. Such inspections are usually the official 
responsibility of the local health department, but the popula-
tion health nurse should also assess these facilities periodically. 
If students bring their lunches, the potential for food poisoning 
from spoiled foods should be appraised.

Assessing sanitary facilities in the school is another area for 
consideration. Here, the nurse would examine the adequacy of 
toilet facilities for the size of the school population. The nurse 
would also periodically inspect sanitary facilities to make sure 
they are in good working order and do not pose hazards for 
the transmission of communicable diseases. Again, this area is 
usually the responsibility of health department personnel, but 
official inspections may occur only at lengthy intervals and 
the nurse should be aware of hazards that might arise in the 
interim.

Another area of concern with respect to sanitation is the 
use and cleaning of shower facilities. The nurse should assess 
that showers are adequately cleaned to prevent transmission 
of communicable conditions such as tinea pedis (athlete’s 
foot).

Physical facilities for preventing the spread of disease by 
infected children should also be assessed. Are there places 
within the school where students with infectious conditions 
can be isolated? All too often, these children are merely kept in 
the nurse’s office until a parent can come for them. This pres-
ents opportunities for exposure of all those who visit the nurse 
while the child is there.

Special consideration should be given to the physical envi-
ronment as it relates to children with disabilities. Many physi-
cal barriers may exist, particularly in older schools, which limit 
the ability of disabled students to benefit from the education 
setting. Areas of concern include the presence of ramps, eas-
ily opened doors and windows, nonslip flooring, elevators, and 

curb modifications to eliminate the need to step up. Another 
consideration is access to toileting facilities. Are toilets accessi-
ble to wheelchairs? Are sinks placed so that a wheelchair can be 
maneuvered beneath them? The placement and height of mir-
rors, drinking fountains, and telephones are also of concern. 
Other considerations with respect to the environment of hand-
icapped children are the adequacy of storage for wheelchairs 
and other special equipment, wheelchair space in classrooms 
and auditoriums, modification of laboratory and library car-
rels for wheelchair use, and the adequacy of evacuation plans 
for the disabled in case of emergency. The intent is to create a 
school that is barrier-free so that all students, staff, and com-
munity members who may use the premises after school hours 
have access to facilities and equipment. Population health 
nurses may need to actively advocate for modifications in the 
school setting that address the needs of students (or employ-
ees) with disabilities.

Finally, the school nurse should assess the level of prepa-
ration in the school setting for disaster events or terrorist ac-
tivities. Elements of an effective disaster response plan include 
personnel organization, forms, specific considerations, and the 
role of the nurse.

The role of the school nurse with respect to disaster events 
or terrorist activities includes participation in developing the 
disaster plan. In the event of an actual disaster, the nurse as-
sists in maintaining calm, triages injuries, and addresses the 
physical and psychological effects of the disaster. After a di-
saster event, the nurse helps to address the fears and grief 
of students and other staff members. In addition to meeting 
ongoing health care needs, the nurse should provide realis-
tic and reliable information, facilitate referrals for support, 
and educate staff regarding the psychological effects of such 
events. Disaster response will be addressed in more detail in 
Chapter 25 . Elements of a Focused Assessment of physical 
 environmental considerations in the school setting are sum-
marized below.

FOCuSED ASSESSMENT Assessing Environmental Determinants of 
Health in School Populations

•	 What	is	the	potential	for	disaster	within	the	school	setting?	
Is the school adequately prepared to respond to a disaster 
event?

•	 What	physical	barriers	are	in	place	to	prevent	unauthorized	
access to school grounds?

•	 What	are	the	positive	and	negative	health	effects	of	building	
architecture and school grounds?

•	 Are	there	health	hazards	present	in	the	school	or	the	
surrounding neighborhood?

•	 Are	food	sanitation	practices	adequate	to	prevent	
communicable diseases, vermin infestation, and so on?

•	 Are	school	facilities	adequate	and	in	good	repair?	Are	
there adequate facilities for students or staff with physical 
disabilities?

•	 What	is	the	character	of	the	environment	surrounding	
the school? What health effects, if any, does the external 
environment have on the school population?
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SOCIOCuLTuRAL DETERMINANTS. Sociocultural fac-
tors also play a part in influencing the health status of members 
of the school community. Areas to be addressed in this dimen-
sion include culture and ethnicity, economic resources, policy 
and legislation, abuse and violence, and the potential for ter-
rorism.

Culture and ethnicity. Cultural factors in the school setting 
may affect educational priorities as well as health-related be-
haviors. What is the racial or ethnic composition of the school 
population? Are racial tensions present? Do religious beliefs 
influence the health of the school population? For example, if 
there are large numbers of children whose parents object to im-
munization on religious grounds, the nurse needs to be particu-
larly alert to signs of outbreaks of childhood diseases such as 
measles, rubella, and diphtheria.

Another area for consideration is the cultural backgrounds 
of students and school personnel. Are they similar? Do cultural 
practices influence students’ health? Do differences in cultural 
practices create tension among students or between students 
and staff? Cultural factors may also lead to inappropriate di-
agnoses of ADHD for behavior considered perfectly normal in 
the child’s culture or child abuse in the face of cultural health 
practices such as dermabrasion or cupping. (See Chapter 5  
for a discussion of various cultural health practices.) Children 
whose primary language is not English may also have difficul-
ties in school, and the nurse should work to achieve culturally 
and linguistically appropriate education for these children. 
Similarly, children of migrant or homeless families of whatever 
cultural or ethnic background may have their education dis-
rupted by frequent moves.

Economic resources. The level of resources available to the 
school is one element in assessing the sociocultural dimension 
of the school setting. The nurse also needs to assess the com-
munity’s attitudes toward education because these attitudes 
determine the allocation of funds for both school and health 
programs. What level of priority is given to school funding in 
the community? Do community members support bond issues 
for school renovation or specific school-based programs? Popu-
lation health nurses may need to advocate with school boards 
and other local officials for sufficient funding for school health 
services. Political advocacy may also be needed at state and na-
tional levels to assure adequate funding for education, particu-
larly for school-based health services.

The economic levels of individual students and their fami-
lies also influence the health status of the school population. 
Homelessness is an extreme socioeconomic factor that can 
have a profound effect on the health of school-age children. 
As we saw in Chapter 21 , homeless children often perform 
poorly in school or fall behind because of frequent moves. As 
a result of the McKinney Homeless Assistance Act, homeless 
children are guaranteed access to free and public education. 
Under this act, homeless children may be eligible for other 
services that must be provided by schools receiving assistance 
funds. These services may include clothing, a place to bathe 

and change clothes, free or reduced-cost meals, school sup-
plies, tutorial assistance, and access to medical care.

Homelessness is often the result of divorce or violence 
within families. Children may be homeless because their moth-
ers are fleeing an abusive situation. In such circumstances and 
in disputes over child custody, the school system needs to be 
alert to the potential for abduction of schoolchildren by the 
other parent. Similarly, abduction and mistreatment by strang-
ers is an area of concern, and the school nurse should assess 
school policies designed to prevent such occurrences for their 
adequacy and the extent to which they are enforced.

Another factor closely related to family economic status is 
the prevalence of families in which both parents work. Unfor-
tunately, children in dual wage-earner families are often sent to 
school when they are ill because there is no one at home to care 
for them. The nurse should assess the number of students who 
come to school ill and explore with parents their reasons for 
sending sick children to school. It may be a lack of awareness 
on the part of parents of the signs and symptoms of illness or 
the absence of other options.

The nurse should also assess before- and after-school care of 
children whose parents work. Many so-called latchkey children 
stay at home alone before and after school until parents return 
from work. Population health nurses can assess the availability 
of programs for children who are not mature enough to stay 
home alone and make referrals to these programs if they do not 
already exist within the school. In addition, nurses can assist 
parents to determine children’s readiness to stay home alone 
and help to educate both parents and children on conditions 
that promote the safety of latchkey children.

Policy and legislation. State and federal policy that affects the 
health of school populations is often provided in legislation. As 
we saw earlier, legislation related to education for children with 
disabilities has profoundly influenced the role of school nurses 
in caring for these children, many of whom have multiple health 
care needs.

Other policy initiatives may also influence school health. 
Many policies that affect the health of school populations arise 
in the Office of Safe and Healthy Students (OSHS) and its three 
subordinate units: the Safe and Supportive Schools Group, the 
Healthy Students Group, and the Center for School Preparedness 
(OSHS, 2014). Individual states also develop laws and regula-
tions related to school health. For further information about laws, 
rules, regulations, and guidelines related to school health, see the 
External Resources section of the student resources site.

Other federal and state agencies and nonprofit organiza-
tions also develop policies that influence health in school 
populations. For example, the Institute of Medicine (IOM) has 
developed nutrition standards for schools that address the fat, 
sugar, and sodium content of foods available in schools. The 
standards also address nonnutritive food items such as the 
availability of sweetened and caffeinated beverages, as well as 
food standards for the school day and for after-school activities 
(National Center for Chronic Disease Prevention and Health 
Promotion [NCCDPHP], 2012).
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Finally, the standards deal with the availability of “competi-
tive foods.” Competitive foods are foods sold or available in 
schools that are outside of federally reimbursable school meal 
programs and that compete with the more healthful foods of-
fered with the nutrition programs (NCCDPHP, 2012). Similar 
policies exist within states. As of 2010, 39 states had policies 
related to the nutritive value of competitive foods (NCCDPHP,  
2012). A study of state laws related to nutrition policies in 
schools indicated little progress from 2003 to 2008, in that the 
vast majority of states did not have laws related to the quality of 
school meals for elementary to high schools, competitive foods, 
or for food and beverage items used for school fund-raising 
(Mâsse, Perna, Agurs-Collins, & Chriqui, 2013). Federal and 
state standards and policies also address recommendations 
for health education and physical education in school settings 
(DASH, 2013a, 2013e). School districts and individual schools 
also have numerous policies that influence health in the school 
population. The population health nurse assesses the myriad 
policies and their effects on the health of the population. Some 
authors have suggested the employment of a school “wellness 
nurse” dedicated to assisting schools to develop and implement 
policies that promote health and to promote the incorporation 
of health promotion and illness prevention guidelines in the 
school setting (Avery, Johnson, Cousins, & Hamilton, 2013).

Bullying, harassment, and violence. A particular need in to-
day’s society is to prevent bullying, harassment, and violence in 
and around the school setting. Bullying is “unwanted, aggressive 
behavior among school-aged children that involves a real or per-
ceived power imbalance” (U.S. Department of Health and Hu-
man Services [USDHHS], n.d., para 1). School bullying includes 
any form of bullying that occurs on school property, on the way 
to or from school (e.g., on the school bus), or at school-related 
events. School bullying may involve peer-to-peer interactions, 
bullying of younger children by older children, or bullying by 
or of a teacher. Bullying can be differentiated by the number of 
bullies, the mode of bullying, or the medium used for bullying. 
Pack bullying is perpetrated by a group of individuals as opposed 
to one-on-one bullying by an individual. Pack bullying is more 
often seen in high school populations, while individual bullying 
is more common in elementary school. Both pack bullying and 
individual bullying can be physical or emotional and can be per-
petrated in person or electronically. Bullying can also be differ-
entiated by its intended target, based on homophobia, disability, 
racism, or religious beliefs (Bullying Statistics, 2013). 

In 2011, roughly 28% of students 12 to 18 years of age re-
ported being bullied at school. Bullying included being made 
fun of or called names, being the subject of rumors, threats of 
harm, and attempts at coercion. Other manifestations of bul-
lying included being excluded from activities, damage to per-
sonal belongings, and being pushed, shoved, tripped, or spit on 
(National Center for Education Statistics [NCES], 2013).

Sexual harassment is one specific form of bullying that oc-
curs in school populations. Sexual harassment is unwelcome 
behavior with sexual overtones perpetrated in person or elec-
tronically (Hill, 2012). In a national survey of students in grades  

7 to 12 conducted by the American Association of University 
Women (AAUW), 48% of participants reported some form of 
sexual harassment in the prior year, 30% via electronic media. 
Boys reported being less negatively affected by sexual harass-
ment than girls, but were more likely to be harassers. In the re-
port, sexual harassers were described as often being “misguided 
comedians” who have no concept of the damage caused by their 
behaviors (Hill, 2012). Sexual harassment often involves a ver-
bal attack on the victim’s sexuality or appearance, for example, 
spreading rumors that one is gay or lesbian or sexually promis-
cuous, making suggestive comments, or making sexual threats.

Bullying that occurs by means of electronic media (e.g., so-
cial media postings, telephone calls, texting) is often referred 
to as cyberbullying or cyber-harassment. Cyberbullying is de-
fined as “cruelty to others by sending or posting harmful mate-
rial using the Internet or cell phone” (National Conference of 
State Legislatures, 2014, para. 3). In the AAUW survey, 36% of 
7th to 12th grade girls and 24% of boys reported experiencing 
cyberbullying in the prior year (Smolinski, 2012). In another 
study in Massachusetts, 25.9% of students reported being bul-
lied at school in the last year and 15.8% reported cyberbully-
ing. Most of the students experienced bullying in both formats, 
which was associated with the highest levels of distress (Schnei-
der, O’Donnell, Stueve, & Coulter, 2012). Nationally, about 
9% of 12- to 18-year-old students reported being cyberbullied 
in 2011 (NCES, 2013). At its worst, bullying in any form may 
result in suicide or homicide. Suicide by victims of bullying is 
sometimes referred to as “bullycide,” and being a victim of bul-
lying is one of the primary causes of homicide in school set-
tings. Of 31 school-associated violent deaths in elementary and 
secondary schools during the 2010–2011 school year, just over 
80% were homicides, and the remainder were suicides (NCES, 
2013).

Violence of all kinds is found in school settings. In 2011, 
for example, nearly 33% of a nationally representative sample 
of American 9th to 12th graders reported being in a physical 
fight in the past year (12% on school premises). Nearly 17% of 

Violence is a significant problem in many school settings.  
(Monkey Business/Fotolia)
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students reported carrying a weapon to school, and more than 
7% reported being threatened or injured with a weapon in the 
last year. In addition, approximately 160,000 K–12  students 
go home from school early due to bullying and violence and 
5% report skipping school due to fear of violence (Center 
for School, Health and Education, 2011; National Center for  
Injury Prevention and Control, 2012). Finally, a full third of 
high school students report that violence is a big problem in 
their schools (Center for School, Health and Education, 2011).

Data compiled by the Bureau of Justice Statistics and the 
 National Center for Education Statistics indicate that 31 
school-associated violent deaths occurred from July 2010 
through June 2011. Of the 31 deaths involving students, school 
personnel, and nonstudents, 25 were homicides and 6 were sui-
cides. Eleven of these homicides involved children and youth 
5 to 18 years of age, and half of the suicides were among stu-
dents. This is a decrease from 19 violent student deaths the pre-
vious year (Robers, Kemp, Truman, & Snyder, 2013).

In addition, 597,500 instances of nonfatal violence ranging 
from simple assault to serious violence occurred among 12- to 
18-year-old students in 2011. More victimizations (theft and 
violence) in this age group occurred at school than away from 
school at a rate of 49 victimizations per 1,000 children at school 
compared to 38 per 1,000 away from school. No differences 
were noted by locale among serious violent victimization. Vi-
olence is pervasive across schools with 74% of public schools 
experiencing at least one violent crime in the 2009–2010 school 
year and 16% experiencing one or more serious violent inci-
dents (Robers et al., 2013). All of these figures suggest the mag-
nitude of violence in school settings and population health 
nurses assessing the health of school populations should be 
alert to the presence of all forms of bullying, harassment, and 
violence within the population.

Violence within the school environment can be addressed 
by explicit codes of conduct that are clearly communicated to 
students and consistently and uniformly enforced. Weapons 

should be strictly banned from school campuses and the ban 
stringently enforced. Peer counseling and off-campus counsel-
ing sites to address interpersonal problems have been effective 
means of reducing violence. The population health nurse in 
the school setting can assess the level of violence on campus 
as well as the effectiveness of steps taken to prevent violence. 
The nurse can also examine the inclusion of conflict resolution 
strategies and content on interpersonal relations in the school’s 
health education curriculum.

School children may also be subjected to violence and abuse 
outside of the school setting. Children may suffer physical, 
emotional, or sexual abuse or neglect within their families. 
Children with disabilities are nearly twice as likely to be abused 
as other children, and, although boys and girls are abused with 
equal frequency, girls are more likely to experience sexual 
abuse. School nurses should be alert to signs of abuse and ne-
glect in individual children. Child abuse is addressed in more 
detail in Chapter 30 . 

The extent of crime in the school neighborhood is another 
aspect of the social environment to be assessed. Is violence a 
problem for children going to and from school? Is drug deal-
ing going on in the area, and will youngsters be pressured to 
experiment with drugs? Similarly, the nurse would assess the 
extent of gang activity in and around the school and its ef-
fects on the health of the school population. Questions for a 
 Focused  Assessment of sociocultural determinants of health in 
the school setting are presented below.

BEHAvIORAL DETERMINANTS. Enrollment in school is 
itself a lifestyle factor that influences health. School attendance 
increases one’s risk of exposure to a variety of communicable dis-
eases. Children generally experience an increase in the number of 
acute illnesses during the first few years of school, whether at the 
day care/preschool level or with admission to elementary school.

The rigidity of the school day may also affect the health sta-
tus of students. The nurse determines whether the organization 

FOCuSED ASSESSMENT Assessing Sociocultural Determinants  
of Health in School Populations

•	 What	are	the	effects	of	local	school	and	district	policies	
on health services and health status of the school 
population?

•	 What	is	the	extent	of	violence	in	the	school	population?	What	
are the factors underlying episodes of violence? What are the 
school’s policies with respect to violence?

•	 To	what	extent	are	members	of	the	school	population	
subjected to violence and abuse outside the school setting?

•	 What	is	the	potential	for	Internet	exploitation	of	students?

•	 What	is	the	ethnic	and	cultural	composition	of	the	school	
population? How do ethnicity and culture affect the health of 
members of the school population?

•	 What	are	the	community	attitudes	toward	education?	Toward	
the school? To what extent does the community support the 
school program?

•	 What	economic	resources	are	available	to	the	school?

•	 What	is	the	economic	status	of	members	of	the	school	population?	
How does economic status affect access to health care?

•	 How	do	legislative	and	policy	initiatives	affect	the	school	and	
the health of the school population?
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of the school day is conducive to health. Assessment areas to 
be addressed include the extent to which periods of strenu-
ous physical activity are alternated with periods of quiet study 
and the extent of opportunities for developing a variety of psy-
chomotor as well as academic skills. The nurse also assesses 
whether mealtimes are arranged so that students have the en-
ergy reserves to handle the tasks of the school day. For younger 
children, this usually means providing a snack time. Another 
area for assessment is the scheduling of time for toileting activ-
ities. The nurse should determine whether children are given 
time to go to the lavatory or permitted to go when necessary to 
prevent chronic constipation or urinary tract infection. There 
should also be opportunities for children to obtain drinks of 
water. Such opportunities should increase in frequency with 
hot weather. Other behavioral determinants to be addressed 
include physical activity, diet and nutrition, substance use and 
abuse, safety practices, and sexual behavior.

Physical activity. Physical activity affects cognitive skills, at-
titudes, and academic behavior. Improving physical activity in 
school students, particularly in time spent in physical educa-
tion, may increase academic performance (DASH, 2011). With 
the advent of television and computer game systems, however, 
children are much less physically active than they were a gen-
eration or two ago. Only about 60% of youth met recommen-
dations for physical activity, and the percentage decreased with 
increasing age and grade level. Boys tend to be more physical-
ly active than girls, and this disparity also increases with age. 
Overall, students from elementary to high school get an aver-
age of only 4 minutes of physical activity per day during school 
time (Kohl & Cook, 2013). Despite these low figures, however, a 
subcommittee of the President’s Council on Fitness, Sports, and 
Nutrition has noted that, “School settings hold a realistic and 
evidence-based opportunity to increase physical activity among 
youth and should be a key part of a national strategy to increase 
physical activity” (Physical Activity Guidelines for Americans 
Midcourse Report Subcommittee, 2012). 

According to the most recent school health policies and 
practices study conducted in 2006, only 80% of states required 
physical education (PE) classes at the elementary school level, 
increasing to 93% of middle schools and high schools. Even in 
those states that required PE, only 4% required daily sessions 
at the elementary level, 8% at the middle school level, and 2% 
at the high school level. In addition, 37% of states and 90% 
of school districts recommended or required a regular recess 
period in elementary school, although approximately 97% of 
schools included recess in the school day. Policies related to 
active transportation were even more infrequent, with 14% of 
states, 18% of school districts, and 44% of schools promoting 
active transportation (Kohl & Cook, 2013).

In addition to assessing the extent of physical education and 
recess time, the population health nurse can examine per capita 
school expenditures for education. States vary widely in the 
amount of money spent per pupil per year, ranging from a low 
of $6,612 in Utah to a high of $19,698 in Washington, DC. Only 

a small percentage of these funds are allocated for physical edu-
cation and other health-related services (Kohl & Cook, 2013).

Recreational activities should also be assessed. Recreational 
and sports equipment should be examined for safety hazards, 
and the nurse should be aware of the types of recreational and 
competitive activities engaged in by students. Are activities 
adequately supervised? Are sports and recreational programs 
appropriate to children’s ages and developmental levels? For 
example, contact sports are not appropriate for children in 
lower elementary grades because of the increased risk of injury. 
Another question is whether recreational activities are suited 
to children’s interests. Are various opportunities available, or 
must all children engage in the same activity, whether they 
choose to or not? Is a gender bias evident in the recreational 
opportunities provided? For example, is soccer restricted to 
boys whereas girls are expected to play hopscotch or jump 
rope? Attention should also be given to the recreational needs 
of teachers. Are teachers given a break from classroom and 
playground duties?

The physical education curriculum of the school will also 
influence students’ exercise behaviors. Many schools do not in-
clude the exposure to physical education activities required to 
meet the national health objectives. Research has indicated that 
features of the school environment such as physical improve-
ments and supervision influence physical activity by students 

Physical education is an important component of school health. 
(Jim/Fotolia)
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before and after school and at lunch. For example, the presence 
of permanent grounds improvements such as the installation 
of basketball and tennis courts and football and soccer goals 
increases the extent of physical activity by students. Similarly, 
the availability of recreational equipment influences activity. 
The school nurse should assess the extent to which the school 
physical education curriculum and the physical and social en-
vironments of the school promote physical activity.

Diet and nutrition. Nutrition is another behavioral determi-
nant that should be assessed in the school population. In one 
national study, 60% of teachers said that they taught students 
who came to school hungry. Approximately 21 million students 
receive free school lunches through federal meal programs, 
but less than half of them receive breakfast. Research has in-
dicated that eating breakfast improves academic performance. 
For example, students who eat breakfast tend to score higher on 
standardized tests, are less likely to experience school absences, 
and are more likely to graduate than those who do not. Recom-
mendations have been made to move school breakfasts out of 
the cafeteria and into the classroom, making them a part of the 
official school day and increasing the number of children who 
participate (Deloitte, n.d.).

Schools have been criticized for lack of nutrition in foods 
served and providing access to junk food. Evidence for this 
criticism lies in the fact that students with improved school 
nutrition experienced smaller increases in BMIs during the 
school year than during the summer. This was particularly true 
for students who were already overweight (von Hippel, Pow-
ell, Downey, & Rowland, 2007). In schools without a dietary 
consultant, the nurse should appraise the nutritional quality 
of school lunch and/or breakfast programs. Too often, food 
for such programs is purchased with an eye toward economy 
rather than nutritional value.

The adequacy of lunches brought from home should also be 
examined, as should evidence of poor nutrition of meals eaten 
at home. For example, the nurse would assess children for evi-
dence of anemia, poor growth, and development or overweight 

and obesity. School nurses may also encounter students who 
exhibit eating disorders and can assist with referrals for diag-
nostic and treatment services for these children. The type and 
prevalence of any food allergies among either students or staff 
are other considerations for assessment in this area. Popula-
tion health nurses may need to educate food service personnel 
regarding food allergies and the need to avoid particularly al-
lergenic foods (e.g., peanuts or use of peanut products in other 
foods) as a routine precaution.

Other lifestyle behaviors. Other health-related behaviors 
should also be assessed, particularly among older students. The 
extent of tobacco use or use of alcohol or other drugs by stu-
dents or staff should be explored, as should the extent of sexual 
activity among preadolescent and adolescent students. Approxi-
mately half of all high school students have had sexual inter-
course (Kann, Brener, McManus, & Wechsler, 2012), yet only 
5% of U.S. schools make condoms available to sexually active 
students (Guttmacher Institute, 2012). Similarly, although a me-
dian 90% of public secondary schools across 45 states taught 
HIV prevention as part of a required course in 2010, only 43% 
of schools addressed all 11 recommended HIV prevention top-
ics in grades 6 through 12, and the percentages of schools that 
did so actually declined from 2008 to 2010 (Kann et al., 2012). 
The nurse should assess the extent of substance use and sexual 
activity in the school population as well as policies that hin-
der preventive activities. School nurses should also be alert to 
signs of pregnancy and sexually transmitted diseases in indi-
vidual students as well as the potential for sexual assault in the 
school population. The school nurse should assess the extent of 
substance use and abuse in the school population, ease of ac-
cess to these substances in the community, and the adequacy 
and enforcement of school policies and community regulations 
regarding their sale and use. The nurse should also be alert to 
signs of substance use and abuse in individual students and 
school personnel.

Safety practices should also be assessed in the school set-
ting. Many U.S. school children are engaged in sports activities, 

Evidence-Based Practice

Building the Evidence Base for School Health 

Interventions
There is considerable evidence that physical activity initiatives 
in school settings improve student participation in physical ac-
tivity. However, the Physical Activity Guidelines for Americans 
Midcourse Report Subcommittee of the President’s Council on 
Fitness, Sports, & Nutrition (2012) identified several research 
gaps that should be addressed to further develop this evidence 
base. In particular, research is needed to determine the long-
term effects of such initiatives and whether or not such initiatives 

vary in their effectiveness with particular subgoups within the 
school population (e.g., differences related to ethnicity, socio-
cultural status, geographic region, and health status). There is 
also need to evaluate the effects of school policies related to 
physical activity.

 1. What, if any, research is being done in schools in your 
area to further this evidence base?

 2. How might population health nurses foster such research?
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resulting in the potential for serious injury. Risk behaviors as-
sociated with injury include failure to use protective gear or 
seat belts, alcohol use, and access to weapons. Other behavioral 
risks that should be assessed include unprotected sexual in-
tercourse, piercing, and gambling. Gambling among students 
often occurs on the Internet and is an increasingly common 
addiction among high school and college-age students. The 
Focused Assessment below provides questions for assessing be-
havioral considerations in the health of school populations.

HEALTH SySTEM DETERMINANTS. Health services 
within schools have been described as “hidden systems” of 
care (RWJF, 2010) or as a “patchwork of policies and programs 
with differing standards, requirements, and populations to be 
served” (DASH, 2013f). Health system determinants influenc-
ing the health of school populations are assessed at both the 
individual and population levels. At the individual level, the 
population health nurse assesses the usual source of health care 
for individual children and their families. Do children have 
a regular source of health care? Do they make use of health-
promotive and illness-preventive services as well as curative 
services? Or is health care for children crisis oriented, focusing 
only on treatment of acute conditions? Do children have unmet 
health needs because their families cannot afford care? The two 
main considerations at the population level are the presence or 
absence of a coordinated school health program and school-
based health centers.

The coordinated school health program. A coordinated 
school health program has been defined by a number of or-
ganizations and agencies. One of the clearest and most useful 

 definitions, however, is that of the Institute of Medicine. A coor-
dinated school health program is “an integrated set of planned, 
sequential, school-affiliated strategies, activities, and services 
designed to promote the optimal physical, emotional, social, 
and educational development of students” (IOM, as quoted in 
DASH, 2014, p. 1).

Coordinated school health programs serve to eliminate gaps 
and overlaps in services and funding streams. They also build 
collaborative relationships among health and education profes-
sionals in schools and enhance communication and collabo-
ration of the school, the public health system, and health and 
education professionals in the community. The focus in a co-
ordinated school health program is on aiding students to pro-
tect and promote their own health and to avoid risk behaviors 
(DASH, 2013f). To that end, the goals of a coordinated school 
health program are as follows:

•	 To	increase	health-related	knowledge,	attitudes,	and	skills	
among members of the school population

•	 To	increase	positive	health	behaviors	and	outcomes	and	de-
crease risk behaviors

•	 To	improve	education	outcomes
•	 To	improve	social	outcomes,	such	as	self-discipline	and	re-

spect for and tolerance of others (DASH, 2013c)

The components of a coordinated school health program 
are depicted in Figure 22-1• and include health education; 
physical education; health services; nutrition services; counsel-
ing, psychological, and social services; a healthy and safe school 
environment; health promotion for staff; and family and com-
munity involvement (DASH, 2013b). Each component will be 
briefly addressed.

FOCuSED ASSESSMENT Assessing Behavioral Determinants  
of Health in School Populations

•	 What	is	the	prevalence	of	food	allergies	among	the	school	
population? What types of food allergies are represented? Do 
school food services avoid particularly allergenic foods?

•	 What	is	the	extent	of	substance	use	and	abuse	in	the	school	
population? What are the school policies with respect to 
substance use (e.g., tobacco and alcohol)?

•	 Do	any	members	of	the	school	population	use	prescription	
medications on a regular basis? Are medications used, 
stored, and dispensed as directed?

•	 To	what	extent	do	members	of	the	school	population	engage	
in other health and safety-related practices (e.g., seat belt 
use and condom use)?

•	 What	is	the	extent	of	gambling	among	the	school	population?

•	 What	is	the	extent	of	piercing	and	tattooing	among	the	
school population? To what extent do these practices 
influence health?

•	 What	is	the	extent	of	physical	activity	in	the	school	
population? Does the school setting provide opportunities for 
safe physical activities to meet the needs and interests of all 
members of the school population?

•	 To	what	extent	do	students	walk	or	bike	to	school?	What	
factors support or impede “active transportation”?

•	 What	recreational	opportunities	are	available	to	the	school	
population? Do recreational activities pose health hazards? 
Are appropriate safety equipment and devices used (e.g., in 
sports)?

•	 What	are	the	dietary	practices	of	the	school	population?	To	
what extent do school food choices support or deter good 
nutrition? What is the nutritional value of school meals?

•	 What	percentage	of	students	participate	in	school	meal	
programs? Is school breakfast a routine part of the 
school day?
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Health education. The foci for health education in school set-
tings include providing esssential knowledge, shaping values 
and beliefs to support healthy behavior, shaping group norms 
to foster healthy behavior, and developing health-related skills. 
Table 22-2• presents national standards developed to guide 
health education programs in U.S. schools.

Effective health education curricula in schools focus on 
achieving clear health-related goals and behavioral outcomes; 

are research based and theory driven; address individual val-
ues, attitudes, and beliefs and motivate students to critically 
examine related perspectives; address group norms that un-
derlie behaviors; and focus on reinforcing protective behaviors 
and increasing perceptions of harm from unhealthy behaviors 
based on realistic personal risk assessments. In addition, ef-
fective curricula provide strategies to address social pressures 
and influences for unhealthy behavior and build personal and 

Figure 22-1 Components of a Coordinated School Health Program
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TABLE 22-2 National Standards for Health Education Programs in Schools

Standard Description

1 Students will comprehend concepts related to health promotion and disease prevention to enhance health
2 Students will analyze the influence of family, peers, culture, media, technology, and other factors on health
3 Students will demonstrate the ability to access valid information, products, and services to enhance health
4 Students will demonstrate the ability to use interpersonal communication skills to enhance health and avoid or reduce 

health risks
5 Students will demonstrate the ability to use decision-making skills to enhance health
6 Students will demonstrate the ability to use goal-setting skills to enhance health
7 Students will demonstrate the ability to practice health-enhancing behaviors and avoid or reduce health risks
8 Students will demonstrate the ability to advocate for personal, family, and community health

Source: Division of Adolescent and School Health, Centers for Disease Control and Prevention. (2013e). National health education standards. Retrieved from http://www 
.cdc.gov/healthyyouth/sher/standards/index.htm
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social competence and self-efficacy, developing skills in com-
munication, refusal, assessing the credibility of health-related 
information, decision making, planning and goal setting, and 
self-control and self-management. Other characteristics of 
effective health education curricula include provision of ac-
curate functional health knowledge; use of strategies that 
personalize information and interest and engage students; 
incorporation of age- and developmentally appropriate in-
formation, strategies, methods, and materials; and adoption 
of culturally inclusive strategies, methods, and materials. Fi-
nally, effective curricula provide time for instruction and op-
portunities to practice and reinforce health-related skills and 
behaviors, as well as opportunities to connect with influential 
others who affirm and reinforce healthy behaviors. In addition 
to their focus on students, effective health education programs 
provide for professional development of teachers to promote 
their knowledge, comfort, and skill in teaching health-related 
content (DASH, 2013a).

The population health nurse in the school setting would as-
sess the school health education curriculum in light of the stan-
dards and criteria for effectiveness. They would also be involved 
in developing and implementing effective health education 
programs in school settings at all levels. CDC (2013a) provides 
an assessment tool for analyzing health education curricula, the 
“Health Education Curriculum Analysis Tool” (HECAT). For 
further information about the tool, see the  External Resources 
section of the student resources site. 

Physical education. We have already addressed the need for 
and general lack of physical activity in school populations. 
The Institute of Medicine has recommended taking a whole-
school approach to physical activity, so that activity is thread-
ed throughout the school day, rather than just in the physical 
education curriculum. Additional recommendations include 
 considering access to and provision of physical activity in 
school policy decisions at multiple levels (federal and state gov-
ernment, school districts, and individual schools) and creating 

a mandate for physical education as part of the core curriculum 
in all schools across the nation. In addition, educational and 
public health agencies should develop systems to monitor poli-
cies and behaviors related to physical activity in schools, and 
training and development should be provided for teachers to 
promote physical activity beyond physical education and re-
cess. Finally, all concerned should work to eliminate disparities 
in physical activities among students groups, particularly those 
related to access to facilities and opportunities for physical ac-
tivity (Kohl & Cook, 2013).

As we saw earlier, elements of a whole-school approach 
to physical activity include an enhanced PE program, class-
room physical activity, recess and other activity breaks, in-
tramural and extramural sports, and active transportation 
to school. The bulk of physical activity during the school  
day should come from an enhanced PE program. An enhanced PE  
program can be achieved by increased amount of time in  
PE classes spent in vigorous physical activity, adding more  
PE classes to the curriculum, lengthening the time of existing PE 
classes, meeting the physical activity needs of all students, in-
cluding those with disabilities, and including activities that are 
enjoyable and emphasize acquisition of knowledge and skills 
for lifetime use (Physical Activity Guidelines for Americans, 
2012).

Components of a high-quality physical education program 
include the curriculum itself, related policies and a supportive 
environment, instruction, and student assessment. Require-
ments for achieving a high-quality PE program include ade-
quate instructional time (150 minutes per week for elementary 
students and 225 minutes per week for middle and high school 
students), provision of instruction by qualified PE special-
ists, reasonable class sizes, and the availability of appropriate 
equipment and facilities. An effective PE program makes use 
of instructional strategies that are inclusive of all students, is 
adaptable for students with disabilities, expends most of class 
time in actual physical activity, incorporates well-designed 
lessons, includes out-of-class assignments that support learn-
ing (e.g., calculating calories burned in specific activities), and 
refrains from using physical activity as punishment for inap-
propriate behavior. Effective programs also focus on student 
achievement of measurable goals using appropriate assessment 
tools, self-assessment of performance by students, feedback to 
students and parents, and clarity regarding elements used to 
grade performance (CDC, 2006).

CDC (2013b) has created a tool that can be used by the 
population health nurse and other school personnel to evalu-
ate the physical education curriculum. For further informa-
tion about the “Physical Education Curriculum Analysis Tool” 
(PECAT), see the External Resources section of the student re-
sources site.

Health services. The health services component of the coordi-
nated school health program consists of services at all four levels 
of health care: health promotion, illness and injury  prevention, 
resolution of existing health problems, and health  restoration. 

Population health nurses are actively involved in health education 
in school settings. (Lisa F. Young/Fotolia)
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These services are provided to students and, on occasion, 
school personnel. In some school settings, health services may 
be  provided to students’ families as well. School health services 
may be provided on campus by health personnel employed by 
the school or school district, by outside providers on contract 
to the school, or by volunteer health professionals. In other in-
stances, services are provided by the students’ own primary care 
providers or by school-linked health centers upon referral by 
school health personnel. School-linked health centers are off-
campus agencies that have formal agreements with schools to 
provide specific services to students (California School Health 
Centers Association, 2011).

The use of school-linked health centers allows for the 
 provision of services that may be prohibited in the school 
 setting itself (e.g., contraceptive services) or that require a 
level of expertise not held by school health personnel, such as 
drug abuse treatment. These centers also have the advantage 
of an economy of scale, providing specialty services to several 
schools when it would be cost-prohibitive to have specialized 
personnel available in each school (Advocates for Youth, n.d.).

The population health nurse assesses the availability of 
health care services to meet the needs of the school  population. 
Are health-promotive and illness-preventive services eas-
ily  accessible in the community? Are services available for 
 youngsters with special health needs (e.g., handicapped chil-
dren)? Are specific pediatric or adolescent services available? Is 
there access to contraceptive services or treatment of sexually 
transmitted diseases for the adolescent population?

Nutrition services. The nutrition services component of the 
coordinated school health program encompasses the  quality 
of food available through and outside of school meal pro-
grams, policies and practices related to school nutrition, and 
the  availability of feeding programs beyond the school day 
 (Society of State Leaders of Health and Physical Education, 
n.d.). This component also includes education to promote good 
 nutrition in children and their families as well as the adop-
tion of  innovative programs, such as farm-to-school programs 
and school gardens, to foster nutrition knowledge and healthy 
 eating (American Dietetic Association, et al., 2010).

Best practices for school nutrition programs  recommended 
by the Society of State Leaders of Health and Physical  Education 
(n.d.) include:

•	 Creating	a	school	health	advisory	council	to	review		nutrition	
services in the school

•	 Reviewing	district	and	school	wellness	policies	for	their	
 effects on nutrition services

•	 Reviewing	the	school	nutrition	education	program	and	inte-
grating instruction with provision of healthy food choices

•	 Strengthening	school	nutrition	services	by	providing	break-
fast in the classroom, demonstrating the  relationship of 
 nutrition and physical activity, including more fresh fruits 
and vegetables in school meals, providing nutrition infor-
mation to families, increasing enrollment in school meal 

programs, ensuring healthy options in vending  machines, 
exploring innovative programs, and increasing the availabil-
ity of affordable, healthy food at school and in the commu-
nity, and

•	 Providing	recess	before	lunch.

The final recommendation is based on research  indicating 
that holding recess before lunch prevents children from 
 rushing through meals to get out and play. More is eaten, with 
fewer foods wasted, and transitioning back to the classroom is 
easier than from recess (Society of State Leaders of Health and 
Physical Education, n.d.).

Population health nurses can assess the quality of school 
meal programs, cleanliness of preparation areas, and the ex-
tent of nutrition education in the school setting. In addition, 
they can help to identify students eligible for free meals and 
work to enroll them. Hunger among children does not stop 
when the school year ends, and population health nurses may 
also assist low- income children and their families to access 
existing  summer food service programs supported by the U.S. 
 Department of  Agriculture (2013). If no program exists lo-
cally, nurses can assist schools or other local organizations to 
develop them.

Counseling, psychological, and social services.  Another 
 component of the coordinated school health program is the 
 provision of counseling services for psychological or  social prob-
lems experienced by students and their families.  Population 
health nurses can assess the need for and availability of such 
 services in the school population and among individual students.

Students with disabilities may need special accommodations 
that allow them to be successful in the educational setting. The 
most commonly sought accommodations are for learning dis-
abilities, but students with other documented physical and 
emotional disabilities are eligible for accommodations as well. 
For students suspected of learning or other disabilities, school 
nurses can make referrals for testing and can ensure that the 
appropriate accommodations are made.

Students and school staff may also need counseling for a 
variety of other personal problems. Sometimes such services 
are provided within the school, but they may also be available 
through school-linked health centers described earlier. Suicide 
prevention is an area in which counseling is urgently needed, yet 
identification of students contemplating suicide may be difficult. 
SOS, the Signs of Suicide Prevention Program, is one approach 
to identifying these students. In the SOS program, students are 
taught to recognize signs of depression and possible suicide in 
themselves and peers and to take action using the ACT rubric 
of Acknowledging feelings, demonstrating Caring, and Telling 
a responsible adult (Screening for Mental Health, 2010; U.S. De-
partment of Health and Human Services [USDHHS], 2012).

Healthy and safe school environment. Elements of a safe 
school environment were addressed earlier. Population health 
nurses would assess the extent of physical safety hazards in the 
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environment as well as the potential for disasters affecting the 
school population. Another assessment consideration is school 
policies related to safety. In addition, the nurse would examine 
the school climate and any factors that threaten the psychologi-
cal health of students or staff.

Health promotion for staff. Effective school health  programs 
attend to the health needs of school personnel as well as 
 students. The population health nurse would assess the health 
services (including counseling and nutrition services) available 
to staff beyond the basic provision of health insurance coverage. 
Services to school employees serve several purposes, including 
reduction in illness and absenteeism, enhancement of interest 
in health issues and willingness to address them with students, 
and role-modeling healthy behaviors.

Family and community involvement. The final component 
of the school health program is directed toward fostering 
 partnerships among school, family, and community that en-
hance the health of the overall community. Family involve-
ment in their children’s education has been associated with bet-
ter school performance. A current policy brief of the National 
Education Association (2008) notes that involvement occurs 
in several ways: school support and assistance with parenting, 
two-way communication between schools and families, volun-
teering, learning at home (e.g., assistance with homework, goal 
setting, and other activities), decision making, and community 
collaboration by coordinating school and community resourc-
es and initiatives. The National Parent Teacher Association 
(NPTA, n.d.) has developed a set of standards for family–school 
partnerships that include the following:

•	 Families	are	active,	welcomed,	and	valued	participants	in	all	
aspects of school life.

•	 Families	and	school	staff	communicate	regularly	and	in	
meaningful ways about student learning.

•	 Families	and	school	staff	collaborate	to	support	students’	
learning and development.

•	 Families	are	empowered	to	advocate	for	their	own	and	other	
children to ensure access to learning opportunities that sup-
port succcess.

•	 Families	and	school	staff	are	equal	partners	in	decisions	
that affect children and families and collaborate in policy 
development.

•	 Families	and	school	staff	collaborate	with	community	mem-
bers to expand learning opportunities, services, and civic 
participation (NPTA, n.d.).

In addition, the organization has developed an assessment 
guide that can be used to evaluate the quality of school–fam-
ily interactions. The guide includes specific indicators for each 
standard that are rated from “not there yet” through levels 1 
(emerging), 2 (progressing), and 3 (excelling), with descrip-
tors for each level (NPTA, 2008). For further information about 
the guide, see the External Resources section of the student re-
sources site.

The population health nurse can use the guide to assess 
school–family relationships as well as the relationship between 
the school and the health care community. Are private physi-
cians conversant with regulations for excluding children with 
communicable conditions from school? Do physicians and 
other health care providers work cooperatively with school 
personnel to meet the health care needs of individual young-
sters? Do health care providers in the community provide a re-
source for augmenting school health services?

School-based health centers. In some schools, some of the el-
ements of a coordinated school health program, such as school 
health services, counseling, and health promotion for staff, are 
provided through school-based health centers. Under the Af-
fordable Care Act program of grants for school-based health 
center development, a school-based health center (SBHC) is 
defined as a health clinic located in or near a school facility that 
is organized through school, community, and health provider 
relationships, administered by a sponsoring facility, and pro-
vides primary health services to children in accord with state 
requirements for such clinics. Sponsoring facilities can include 
hospitals, public health departments, community health cen-
ters, nonprofit health care agencies, schools or school systems,  
or a program administered by the Indian Health Service,  
Bureau of Indian Affairs, or an Indian tribe or tribal organization 
(Catalogue of Federal Domestic Assistance, n.d.). Common fea-
tures of SBHCs include written parental consent for student en-
rollment; an advisory board of community members, parents, 
youth, and family organizations; clinical services by a multi-
disciplinary team of qualified professionals; and a comprehen-
sive range of services that meets the identified needs of young 
people in the community (Center for Health and Health Care in 
Schools, 2013).

A 2010 study by the Robert Wood Johnson Foundation 
(RWJF) found 1,900 SBHCs located in 45 states, Washington, 
DC, and Puerto Rico. These centers provide care to more than 
2 million students each year, and 84% of them are led by nurse 

School-based health centers may be the only source of health 
care for many students. (Mykola Velychko/Fotolia)
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practitioners. SBHCs do not duplicate the work of the school 
nurse, but provide primary care and screening services for the 
school population. Nearly three fourths of them also provide 
mental health services (RWJF, 2010). Additional services may 
include immunizations and reproductive services (Walker, 
Kerns, Lyon, Bruns, & Cosgrove, 2010). 

Students with access to SBHCs have been found to be 10 to 
21 times more likely to seek mental health services than other 
students (RWJF, 2010). In addition, students who use SBHCs 
have been shown to have better grade point averages than 
nonusers, are less likely to drop out of school, and have less 
absenteeism. Other outcomes have included decreased hospi-
talizations and better attendance among students with asthma 
(Center for School, Health and Education, 2011). SBHCs in-
crease access to medical care for students without a medical 
home. In some school systems, SBHCs also provide health care 
services to family members (RWJF, 2010).

Population health nurses may be involved in planning 
 SBHCs or in evaluating their effectiveness. School nurses work 
collaboratively with SBHC staff to meet the needs of individual 
students in the school setting. In addition, as much as 20% of 
SBHC activity is devoted to health education activities and in-
teractions with parents and staff, which may also involve the 
school nurse (Center for School, Health and Education, 2011).

Tips for assessing health system determinants in a school 
setting are provided in the Focused Assessment below. A 
 specific guideline for conducting a population-based health 
assessment in the school setting is provided on the student 
 resources site.

Diagnostic Reasoning and Care  
of School Populations
The second aspect of the use of the nursing process in the school 
setting is deriving nursing diagnoses from assessment data. Di-
agnoses can be derived at two levels, in relation to  individual 
students and in relation to the school population. Examples of 

diagnoses related to an individual student are “difficulty in par-
ticipating in vigorous physical exercise due to exercise-induced 
asthma” and “need for referral to child  protective services due 
to suspected physical abuse by father.” Diagnoses related to a 
population group might be “safety  hazard due to placement of 
play equipment on asphalt surface” and “need for drug abuse 
education due to high prevalence of drug abuse in the sur-
rounding community.”

Each of the sample diagnoses provided above contains a 
statement of the probable underlying cause of the problem. 
Such a statement provides direction for efforts to resolve the 
 problem. With the individual examples, measures might be 
taken to provide a tailored physical activity program for the 
child with asthma and encourage use of a steroid inhaler or 
to make a referral for child protective services in the abuse 
 situation. One approach to the playground safety hazard might 
be to relocate play equipment to a sandy area. 

FOCuSED ASSESSMENT
Assessing Health System Determinants of 
Health in School Populations

•	 What	is	the	availability	of	mental	health	services	in	the	
school setting? Are referrals made to outside sources of care 
as needed?

•	 How	accessible	are	needed	health	services	in	the	
community? To what extent does the school population use 
available health services?

•	 To	what	extent	are	school	health	services	coordinated	with	
primary providers and community health services?

•	 What	health	services	are	offered	in	the	school	setting?	How	
are school health services funded? Is funding adequate to 
meet health needs?

•	 Are	all	of	the	components	of	a	coordinated	school	health	
program in place? How effectively are the components 
implemented?

•	 How	are	school	health	services	organized?	Is	there	a	school-
based or school-linked health center associated with the 
school?

Monitoring the safety of play areas is part of the population 
health nurse’s role in the school setting. (ksena32/Fotolia)
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Planning and Implementing Services to 
Meet the Health Needs of School Populations
Several general recommendations have been made for im-
proving health care in school settings. The first of these is to 
increase the ratio of school nurses to students as identified in 
Healthy People 2020 to one nurse to every 750 students. When 
this was done in New Jersey public schools, improvements 
were noted in immunization rates, identification of asthma and 
other life-threatening conditions, and screening rates. In addi-
tion, employment of more school nurses resulted in a return of 
more than 2 hours per day to other personnel who no longer 
had to deal with students’ health problems (RWJF, 2010).

In addition, the Healthy Schools Campaign has made rec-
ommendations to both the U.S. Department of Education 
(USDOE) and the Department of Health and Human Services 
(USDHHS). Education recommendations included provid-
ing grant funding to support health-related training for teach-
ers and principals, developing best practices related to school 
health, and integrating health measures into data tracking 
and school accountability systems. A further recommenda-
tion was the inclusion of health measures into criteria for the 
Blue  Ribbon Schools program (Healthy Schools Campaign, 
2012). The Blue Ribbon Schools program is a national award 
program that recognizes schools where students perform at the 
highest levels or that have made significant advances in student 
academic achievement (USDOE, 2013). Recommendations to 
USDHHS included reducing barriers to school health services, 
particularly by regularizing Medicaid payments for services 
provided to eligible students in school settings, and supporting 
schools in creating conditions that promote health and prevent 
illness (Healthy Schools Campaign, 2012).

Planning to meet health needs identified in the school set-
ting takes place at two levels: the macro level, at which the 
general approach to providing health services in the school is 
planned, and the micro level, at which plans are made to meet 
specific health needs of the school population. The population 
health nurse working in the school setting participates in plan-
ning efforts at both levels.

IMPLEMENTING A COORDINATED SCHOOL HEALTH  
PROGRAM. At the macro level, the population health 
nurse will be an integral player in the development and 
 implementation of a coordinated school health program if one 
does not already exist. A school health committee should plan 
each of the  components of the school health program using the 
 program planning  process described in Chapter 15  . Elements 
to be considered in  developing the plan include the population 
to be served including the age range of students and the extent 
of services to be provided to staff. The type of services to be pro-
vided is another consideration. Typical services are summarized 
in Table 22-3•. Other planning considerations presented in 
the table include personnel, resources needed and their avail-
ability, budget, record system development, planning for fam-
ily and community involvement, and  approaches to be taken 
in evaluating the program. Once the plan has been developed, 

TABLE 22-3 Considerations in Planning a 
Coordinated School Health Program

Area for 
Consideration

 
Related Elements

Population served Ages and grades of students involved

Extent of service to be provided to staff

Provision of services to families
Services provided Assessment/screening services

First aid/emergency response

Acute care services

Problem management services

Immunizations

Safety education

Health education

Physical activity opportunities

Nutrition services/education

Counseling services

Reproductive services

Substance abuse services
Personnel Categories of health and other personnel 

needed

Qualifications of health and other personnel

Functions and responsibilities

Staff development needs
Resources Facilities

Equipment

Supplies/postage

Health records

Telephone
Record system Clinical health records for individuals seen

Administrative records

Immunization records

Absenteeism records

Program evaluation records

Physical activity participation records

School meal participation records
Budgetary 
considerations

Personnel salaries

Facility construction and maintenance

Equipment and supply costs

Record-keeping costs

Staff development costs
Family/community 
involvement

Strategies for promoting parent  
 involvement

Roles of parent and other volunteers

Strategies for promoting community 
involvement

Availability of shared resources
Program evaluation Focus of evaluation

Data collection procedures

Data analysis procedures
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 implementation can occur. Table 22-4•  summarizes the steps 
in developing and implementing a coordinated school health 
program. For information on funding sources for coordinated 
school health programs, see the External Resources section of  
the student resources site.

The health services component of the coordinated school 
health program also includes planning for specific activities 
or programs at each of the four levels of health care: health 
 promotion, illness and injury prevention, resolution of existing 
health problems, and health restoration. Considerations and 
population health nursing roles at each level are discussed below.

HEALTH PROMOTION. Health promotion in the school 
setting involves many of the same planning considerations 
as those used with children in general. Primary areas of 
 focus  include health education for lifelong health habits and 
 promoting physical activity and good nutrition. Other concerns 
in health promotion include developing a strong self-image, 
positive coping skills, and good interpersonal skills in students.

Health education in the school setting provides a founda-
tion for healthy behaviors in adulthood. Most states and school 
districts require some form of health education at the elemen-
tary and junior and senior high school level. At the elementary 
level, health education is most likely to be incorporated into 

TABLE 22-4  Steps in Planning and Implementing a Coordinated  
School Health Program

Step Related Tasks

Secure and maintain administrative support for the program Incorporate a coordinated school health program into the mission and vision 
statements of the school district/school
Appoint an overseer for the program
Obtain and allocate necessary resources
Model healthy behavior among all personnel
Develop relevant health-related policy
Regularly communicate the importance of health to administrators, staff, 
students, and parents

Establish a school health council Incorporate representation from all eight components of the coordinated 
school health program
Include parents, community members, and older students

Identify a school health program coordinator Select a coordinator with both organizational and interpersonal skills
Focus on students Optimize health status

Develop lifelong healthy behaviors
Enhance educational performance

Develop a plan for a coordinated school health program using the 
program planning process

Develop priorities based on identified student needs
Determine available resources and other needed resources
Develop an action plan with realistic goals and measurable objectives
Establish an implementation timeline
Evaluate goal achievement

Implement multiple strategies and components Use innovative strategies appropriate to situational constraints
Address priority health-enhancing and risk behaviors Focus on age-appropriate health promotion and risk reduction concerns
Provide staff professional development Educate all personnel on the overall health care program

Provide discipline-specific professional education for staff who will  
implement specific elements of the program

Data from: Division of Adolescent and School Health, Centers for Disease Control and Prevention. (2013d). How schools can implement coordinated school health. 
Retrieved from http://www.cdc.gov/healthyyouth/cshp/schools.htm

the total curriculum. Specific health courses are more likely at 
the junior and senior high level.

The principles of health education discussed in Chapter 11   
are particularly relevant to population health nursing in the 
school setting. The nurse may serve as a resource for teachers 
on health content, provide health education classes, or both. 
The school nurse is also involved in the development of the 
health education curriculum. Activities involved in curriculum 
development include the assessment of needs and resources, 
review of health curricula from other school systems, develop-
ment of goals and objectives, and design of specific learning 
activities. In addition, the nurse may be involved in preparing 
teachers to participate in the health education program. Fi-
nally, the nurse participates in the implementation and evalua-
tion of the program. School nurses may also be involved in the 
provision of health education to school staff to enable them to 
promote their own health as well as serve as role models for 
healthy behavior for students.

With respect to physical activity, population health nurses 
working in school settings can assist school personnel in de-
veloping a multicomponent school-based activity program. 
School nurses can assist in the creation of a balanced plan 
that includes a variety of physical activity opportunities, in-
cluding arrangements for activities before and after school, 
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incorporation of activity breaks in the classroom, promoting 
physical activity at recess and lunch breaks, and development 
of an enhanced physical education program that addresses 
the standards discussed earlier. In addition, population health 
nurses can assist schools and communities in the development 
of mechanisms for active transportation to and from school. 
For example, nurses may assist in identification of safe biking 
and walking routes to school or advocate for traffic calming 
strategies (speed bumps, traffic signals, stop signs, patrolled 
crossings, etc.) on routes used by students.

Nurses may also assist schools and communities in develop-
ing strategies like the “walking school bus,” which is a group of 
children walking to school with one or more adults. Strategies 
for creating a walking school bus include selecting a neighbor-
hood within walking distance, inviting parents and children 
to participate, identifying a safe route (or routes) to school, 
walking the route without children initially to determine its 
safety, identifying responsible adults to supervise the walk, and 
developing the logistics (e.g., timing, days of operation, where 
to meet, etc.). Nurses may also be involved in safety training 
for students and adult volunteers. CDC recommendations 
for adult supervision are one adult to six children with more 
adults for younger children and fewer adults for older groups 
( Pedestrian and Bicycle Information Center, n.d.).

Nutrition is another important aspect of health promotion 
with the school population. As noted earlier, when this func-
tion is not performed by a dietitian or nutritionist, school 
nurses assess the nutritional status of children and monitor the 
nutritional value of school lunches. When nutritional offerings 
are inadequate, the nurse works with school administrators 
and food service personnel to improve the nutritional quality 
of meals served. The nurse may also educate children and their 
parents regarding nutrition and good dietary habits.

The Division of Adolescent and School Health (DASH, 2011) 
has developed guidelines and associated strategies for promot-
ing physical activity and nutrition in school populations. Those 
guidelines and strategies are summarized in Table 22-5•.

Health promotion in the school population includes foster-
ing mental as well as physical health. Mental health education 
should be provided and should address, at a minimum, self-im-
age development, coping skills, and interpersonal skills. Sound 
mental health is promoted by a strong self-image developed 
throughout childhood. Mental health promotion in the school 
setting should focus on the development of a healthy self-im-
age as well as a healthy physical self. School nurses can foster 
self-image development by serving as role models in their deal-
ings with children. They can also suggest to teachers learning 
activities that enhance development of a positive self-image.

Another aspect of health promotion in schools is the de-
velopment of coping skills. Students and personnel can be 
assisted to develop active problem-solving strategies that pro-
mote their abilities to cope with adverse circumstances. School 
health nurses can serve as role models in this respect and can 
also provide counseling that assists students and their families 
or staff to engage in positive problem solving. Nurses can also 

reinforce evidence of positive coping by making others aware 
of their abilities to cope. In addition, the nurse can present in-
formation on stress and offer strategies for dealing with stress 
that enhance the development of sound coping skills.

The ability to interact effectively with others is essential 
to civilized society. Such abilities are not innate and must be 
learned. Education for effective interpersonal skills is another 
aspect of health promotion for the school population. Again, 
the nurse can serve as a role model for effective interpersonal 
skills and can educate students, parents, and staff regarding in-
terpersonal interactions and the development of communica-
tion skills. The nurse can also provide information on group 
dynamics and communication skills that can enhance inter-
personal skills within groups. For example, the nurse might 
promote role-play in a class to which a handicapped child will 
soon be admitted or help youngsters learn how to express an-
ger at a teacher in an appropriate manner. Population health 
nurses working with school populations may assist individual 
students in developing these skills. They may also be involved 
in the creation and support of peer support groups for students 
with special needs (NAMI, 2012). Aspects of health  promotion 
in the school setting and related population health nursing 
 responsibilities are summarized in Table 22-6•.

ILLNESS AND INjuRy PREvENTION. There are two 
main foci for prevention in school populations: preventing 
 illness and other health-related conditions and preventing 
 injury, including injury resulting from violence. Both foci will 
be discussed in terms of the population health nurse’s role.

Preventing illness and other health-related conditions.  Major  
considerations in preventing illness and other conditions in 
school populations include immunization, preventing the spread 
of communicable diseases, HIV and STI prevention, preventing 
pregnancy, and skin cancer prevention. Students in school set-
tings at all levels are at particular risk for a variety of commu-
nicable diseases for which immunization is possible. Immuni-
zations against measles, mumps, rubella, diphtheria, pertussis, 
tetanus, and polio are required for school entry. School immu-
nization requirements were initiated in 1885 in Massachusetts 
with a mandate for smallpox immunization for school entry. 
Immunization for school entry has been assessed by state and 
local health departments since 1978 (Stokley, Stanwyck, Avey, & 
Greby, 2011) although specific requirements may vary among 
jurisdictions. In many states, immunization for Haemophilus 
influenzae B, varicella, and hepatitis B are also required. Immu-
nizations are also available for hepatitis A and influenza. These 
diseases are discussed in more detail in Chapter 26 .

The school nurse may be involved in referring individu-
als who are not immunized for appropriate services or may 
provide immunizations in the school setting. In addition to 
providing for routine immunizations, school nurses may also 
suggest other immunizations in the event of exposure to cer-
tain diseases, such as hepatitis A. Population health nurses may 
need to keep local school boards up to date on recommended 
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TABLE 22-5  Guidelines and Selected Strategies to Promote Healthy  
Eating and Physical Activity

Guideline Related Strategies

Use a coordinated approach to develop, 
implement, and evaluate healthy  eating 
and physical activity policies and 
practices

Coordinate healthy eating and physical activity policies through a school health council and coordinator
Assess healthy eating and physical activity policies and practices
Use a systematic approach to develop, implement, and monitor healthy eating and physical  
activity policies
Evaluate healthy eating and physical activity policies and practices

Establish school environments that 
 support healthy eating and physical 
activity

Provide access to healthy foods and physical activity opportunities and to safe spaces, facilities, and 
equipment
Establish a climate that encourages and does not stigmatize healthy eating and physical activity
Create a school environment that encourages a healthy body image, shape, and size among all students 
and staff members, is accepting of diverse abilities, and does not tolerate weight-based teasing

Provide a quality school meal program 
and ensure that students have only 
appealing, healthy food and beverage 
choices offered outside of the school 
meal program

Promote access to and participation in school meals
Provide nutritious and appealing school meals that comply with the Dietary Intake Guidelines for 
Americans
Ensure that all foods and beverages sold or served outside of school meal programs are nutritious  
and appealing

Implement a comprehensive physical 
activity program with quality physical 
education as the cornerstone

Require	K–12	students	to	participate	in	daily	physical	education	using	a	planned	and	sequential	
 curriculum and instructional practices consistent with national or state physical education standards
Provide a substantial percentage of students’ recommended daily amount of physical activity in physical 
education class
Use instructional strategies that enhance students’ behavioral skills, confidence, and desire to adopt and 
maintain a physically active lifestyle
Provide ample opportunities for all students to engage in physical activity outside of physical education 
classes
Ensure that physical education and other physical activity programs meet the needs and interests of  
all students

Implement health education that 
 provides students with the knowledge, 
 attitudes, skills, and experiences 
needed for healthy eating and physical 
activity

Require health education from prekindergarten through grade 12
Implement a planned and sequential health education curriculum that is culturally and developmentally 
appropriate, addresses a clear set of behavioral outcomes that promote healthy eating and physical 
 activity, and is based on national standards
Use curricula that are consistent with scientific evidence of effectiveness
Use classroom instructional methods and strategies that are interactive, engage all students, and are 
relevant to their daily lives and experiences

Provide students with health, mental 
health, and social services to address 
healthy eating, physical activity, and 
related chronic disease prevention

Assess student needs related to physical activity, nutrition, and obesity, and provide counseling and 
other services to meet those needs
Ensure students have access to needed health, mental health, and social services
Provide leadership in advocacy and coordination of effective school physical activity and nutrition 
 policies and practices

Partner with families and  community 
members in development and 
 implementation of healthy eating and 
physical activity policies, practices, and 
programs

Encourage communication among schools, families, and community members to promote adoption of 
healthy eating and physical activity behaviors among students
Involve families and community members in the school health council
Develop and implement strategies for motivating families to participate in school health programs and 
activities that promote healthy eating and physical activity
Access community resources to help provide healthy eating and physical activity opportunities  
for students
Demonstrate cultural awareness in healthy eating and physical activity practices throughout the school

Provide a school employee wellness 
program that includes healthy eating 
and physical activity services for all 
school staff members

Gather data and information to determine the nutrition and physical activity needs of school staff and 
assess the availability of existing school employee wellness activities and resources
Encourage administrative support for and staff involvement in school employee wellness
Develop, implement, and evaluate healthy eating and physical activity programs for all school employees

Employ qualified persons and provide 
professional development opportunities 
for physical education, health  education, 
nutrition services, and health,  mental 
health, and social services staff 
 members, as well as staff members who 
supervise recess, cafeteria time, and 
out-of-school-time programs

Require the hiring of physical education teachers, health education teachers, and nutrition services  
staff members who are certified and appropriately prepared to deliver quality instruction, programs,  
and practices
Provide school staff members with annual professional development opportunities to deliver quality 
physical education, health education, and nutrition services
Provide annual professional development opportunities for school health, mental health, and social 
 services staff members and staff who lead or supervise out-of-school-time programs, recess, and 
 cafeteria time

Source: Division of Adolescent and School Health. (2011, September 16). School health guidelines to promote healthy eating and physical activity. Morbidity and 
Mortality Weekly Report, 60(Suppl),	1–76.
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immunizations and advocate for changes in immunization re-
quirements to accommodate new national guidelines. Political 
advocacy may also be needed at the state level to change immu-
nization requirements. At the same time, nurses may need to 
advocate for immunization waivers for specific children on the 
basis of religious beliefs or medical contraindications.

School exclusion is another strategy for preventing the 
spread of disease in the school population. One of the earli-
est responsibilities of the school nurse was to determine when 
children should be excluded from school because they had 
communicable illnesses. Children were also excluded from 
school as part of an effort to stop the spread of scabies, lice, and 
other parasites among a highly susceptible population. This re-
sponsibility still requires the school nurse to be knowledgeable 
of the signs and symptoms of communicable disease and in-
festation and to be aware of state and local regulations regard-
ing school exclusion. Several conditions that usually warrant 
exclusion and guidelines for readmission of individual students 
are listed in Table 22-7•.

The responsibility of the nurse does not stop with exclud-
ing the affected child from school. The nurse should also ed-
ucate parents and children regarding the need to stay home 
from school when they are ill and about care during illness. 
The nurse may also make referrals for medical care as needed. 
In addition, the nurse follows up on children excluded from 
school to make sure that they are receiving appropriate care 
and that they are able to return to school when there is no lon-
ger any danger of exposure to others.

Exclusion may also occur when schools are closed in the 
event of emergencies or communicable disease outbreaks. 
Population health nurses working in school settings should 
be actively involved in monitoring communicable disease in-
cidence and in decisions to close schools. They should also be 
involved in the development and implementation of emer-
gency response plans. Nurses may be one of several personnel 
responsible for notifying parents and explaining the situation, 
particularly in the event of disease outbreaks. They may also 
be involved in making sure that appropriate parties pick chil-
dren up from school in an emergency situation and in helping 
to make sure that all children are accounted for. They may also 
assist working parents to plan alternative child care arrange-
ments in the event of school closures. In one study of a school 
closure in response to an outbreak of H1N1 influenza, most 
parents were accepting of the school dismissals, although 20% 
reported missing work as a result of having to stay home with 
children, 2% of whom indicated that this was a major problem 
(Steelfisher et al., 2010). Assisting parents with preplanning for 
days when their own childen are ill or in the face of school clo-
sures can help to avoid such problems.

Preventing HIV infection and AIDS and other sexually 
transmitted infections (STIs) involves educating students re-
garding these diseases and their transmission, promoting absti-
nence or delayed sexual activity when possible, and promoting 
condom use for students who are sexually active. As we saw 
earlier, although most school jurisdictions mandate some form 
of HIV education, it often occurs after sexual activity has been 

TABLE 22-6 Health Promotion Strategies for School Populations

Area of Emphasis Population Health Nursing Responsibilities

Health education Participate in designing health education curricula
Provide consultation to teachers on health education topics
Provide in-service for teachers related to health education
Provide health education in the classroom
Arrange for other health education experiences (e.g., field trips or guest speakers)
Arrange for or provide health education for staff and/or families

Physical activity Educate students, staff, and families regarding the need for physical activity
Assist schools in developing multicomponent physical activity programs
Assist schools in promoting active transportation programs
Assist in the development of walking school bus programs
Help in identifying safe routes to and from school
Advocate for traffic calming measures on routes
Provide safety training for adults and students

Nutrition Assess the nutritional quality of school meals
Consult on healthy school meal planning
Consult on special nutrition needs for specific students
Assist in developing a nutrition education program
Educate students, staff, and families on good nutrition

Mental health promotion Advocate for a school climate that promotes mental health
Assist in the development of the mental health education curriculum
Assist individual students and staff in the development of problem-solving, stress management, and coping skills
Teach students and staff problem-solving, stress management, and coping skills
Role model effective problem-solving, stress management, and coping skills
Assist students and staff to develop effective interpersonal and communication skills
Role model effective interpersonal and communication skills
Assist in the development of peer support groups for students and staff
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TABLE 22-7  Conditions Typically Warranting Exclusion from  
School and Guidelines for Readmission

Condition Readmission Guidelines

Bacterial conjunctivitis After acute symptoms subside
Chickenpox 5 days after eruption of the first vesicles or after lesions are dried
Diphtheria When negative cultures of nose and throat are obtained at least 24 hours after 

 discontinuing antibiotics
Hepatitis A One week after onset of jaundice
Impetigo (staphylococcal) 24 hours after treatment is initiated
Influenza After acute symptoms subside
Measles 4 days after onset of the rash
Meningococcal meningitis 24 hours after chemotherapy is initiated or when the child is sufficiently recovered
Mononucleosis, infectious After acute symptoms subside. Delay resumption of strenuous physical activity until 

spleen is nonpalpable.
Mumps 9 days after onset of swelling
Pediculosis 24 hours after application of an effective pediculocide
Pneumonia, pneumococcal and Mycoplasma 48 hours after initiation of antibiotics or when child is sufficiently recovered
Pertussis After 5 days of antibiotic therapy or when child is sufficiently recovered
Respiratory disease (viral) and upper respiratory infection After acute symptoms subside
Rubella 7 days after onset of the rash
Scabies 24 hours after treatment
Streptococcus (strep throat, scarlet fever, impetigo) 24 hours after treatment is initiated or when child is sufficiently recovered
Tinea corporis Excluded only from gym, swimming pool, or other activities where exposure of other 

individuals may occur; activities resume after treatment is completed

initiated. The National HIV/AIDS Strategy, on the other hand, 
recommends education about HIV and STIs prior to the initia-
tion of sexual activity (Kann et al., 2012). In essence, this means 
that education should occur in middle school rather than high 
school. Recommended topics for HIV and other STIs include 
the difference between HIV and AIDS, STI transmission, di-
agnosis and treatment information, health consequences, the 
benefits of abstinence, prevention strategies, and how to access 
reliable sources of information. Other topics to be addressed 
include the influence of peers, parents, and the media on sexual 
risk taking, communication and negotiation skills, goal-setting 
and decision-making skills, and compassion related to those 
living with AIDS.

Population health nurses may be involved in the  development 
of HIV and STI education programs and may either teach 
them or support educational personnel who do so. They are 
also  frequently involved in one-to-one counseling of sexually 
 active students regarding risks and prevention strategies such as 
 condom use. They may also assist students in communication 
and negotiation strategies to forestall unwanted sexual activity 
or to promote condom use. Nurses may also need to advocate 
for the availability of condoms to sexually active students.

Similar strategies are needed to prevent unwanted pregnan-
cies in school populations. Such strategies occur at the indi-
vidual, school, and outside-of-school levels. At the individual 
level, school nurses may assist students in making sound deci-
sions for condom use. They may also provide or make referrals 

for reproductive services such as contraceptives. At the school 
level, nurses are involved in pregnancy prevention programs 
and education, assisting students to develop realistic views of 
sexual activity and the consequences of pregnancy. Finally, 
population health nurses may need to advocate outside of the 
school setting for policies that permit provision of reproduc-
tive services as part of the coordinated school health program 
(Center for School, Health and Education, 2011).

Recommended topics for education programs related to 
pregnancy prevention include reproductive anatomy and 
physiology, puberty and adolescent development, identity for-
mation, pregnancy and reproduction, and HIV and other STIs. 
Other areas to be discussed include healthy relationships with 
family, peers, and intimate partners, with particular attention 
to the use and impact of technology and media in relationships, 
and personal safety (Future of Sex Education Initiative, 2012).

Recommendations have also been made for school-based 
strategies to prevent skin cancer. These recommendations in-
clude adoption of policies to minimize ultraviolet exposure in 
school settings, provision of an environment conducive to sun-
safety practices, and health education on skin cancer preven-
tion. Other strategies include encouraging the use of sunscreen 
and protective clothing and minimizing sun exposure (CDC, 
n.d.). A final recommendation is to modify school enviroments 
to provide more shade through the use of shade structures and 
planting trees (Division of Cancer Prevention and Control, 
n.d.). The Arizona Department of Health Services (2013) has 
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developed a “SunWise” program to promote skin cancer pre-
vention in schools. For further information about the program, 
see the External Resources section of the student resources site.

One final aspect of illness prevention in the school popu-
lation involves prevention of heat-related illnesses. Population 
health nurses can educate coaches, teachers, students, and par-
ents regarding heat illness, particularly in the context of sports 
participation. They can also encourage adequate hydration and 
advocate for implementation of acclimatization guidelines that 
limit the duration and intensity of summer practice sessions 
with gradual increases over a 2-week period. Fluid recommen-
dations in hot weather include 200 to 300 mL every 10 to 20 
minutes during vigorous physical activity. In addition, nurses 
can advocate for policies and systems that monitor ambient 
air temperatures leading to adjustment of physical activities as 
needed (Gilchrist et al., 2010).

Preventing injury. Elements of injury prevention for school 
populations include elimination of safety hazards, encourage-
ment of safety practices, prevention of bullying and other forms 
of violence, and suicide prevention. Part of the school nurse’s 
responsibility is to identify safety hazards and report them to 
those responsible for eliminating them. Safety education may 
also be the responsibility of the school nurse. In addition, the 
nurse might collaborate with others within and outside the 
school setting to reduce safety hazards in the surrounding area. 
Moreover, the nurse and other school personnel might become 
involved in cooperative efforts with local police to reduce drug 
traffic in the neighborhood.

Specific strategies for preventing violence and bullying in 
school settings include fostering a culture of respect for all, 
 creating connections between students and adults in the school 
setting, and breaking the code of silence among students with 
 respect to plans for school violence. Tasks involved in creating 
a safe, connected school environment where violence is pre-
vented include assessing the school’s emotional climate, empha-
sizing the need to listen to others, adopting a strong but caring 
stance against the code of silence, and preventing or interven-
ing in bullying. Other tasks include involving members of the 
school population, parents, and the community in developing 
a  culture of respect and safety, developing trusting relationships 
between students and at least one adult in the school setting, and 
 creating mechanisms for sustaining safe schools. Population 
health nurses can advocate for policies related to bullying and 
violence, including cyberbullying, and educate parents in moni-
toring and enforcing proper online behavior. Legislation pro-
posed under the Safe Schools Improvement Act would require 
schools  receiving federal aid to have comprehensive anti-harass-
ment and  anti-bullying policies and programs to prevent such 
behaviors. Such legislation would also require schools to report 
harassment data (Long, 2012). Defeated in 2012, the proposed 
legislation was reintroduced in 2013, but the bill had not been 
passed as of June, 2014 (Human Rights Campaign, 2014).

Strategies for preventing sexual harassment in schools in-
clude sensitivity training for students and staff and changing 

the culture of the school so that victims of and witnesses to 
harassment speak out. Population health nurses can advocate 
for and assist in implementing such programs. They can also 
teach school personnel how to recognize and respond to ha-
rassment and convey to students that harassment of any kind is 
not funny (Kearl, 2012).

Schools are also in a position to identify abuse of students or 
staff and to engage in educational programs to prevent abuse. 
Students can be taught personal safety, coping and resiliency 
skills, decision making, impulse control, and anger manage-
ment. Other curricular topics include conflict resolution and 
stress management. Parenting education can also be provided 
to parents to prevent abuse.

Health services should also be provided for children who 
have been abused, and counseling and psychological and social 
services provided to address underlying factors. School person-
nel, including school nurses, are mandated by state law in all 
states to report suspected abuse to the appropriate authorities. 
In addition to reporting the situation, however, the nurse has a 
responsibility to provide counseling or referral for assistance to 
those involved and to serve as a support person for both victim 
and abuser. In such cases, referrals may also be needed to ad-
dress socioeconomic problems that may be contributing to the 
situation. Finally, schools can participate in community-wide 
efforts to prevent abuse. Schools and school nurses can also be 
involved in collaborative efforts with other community groups 
and agencies to address issues of drug trafficking and gang ac-
tivity that may contribute to violence on or near schools.

Suicide prevention is another area of concern in injury 
prevention for school populations. Strategies for prevention 
involve identifying students at risk for suicide and provid-
ing mental health treatment. The Substance Abuse and Mental 
Health Services Administration (SAMHSA) has identified 
Signs of Suicide (SOS) prevention programs as an evidence-
based suicide prevention strategy (Screening for Mental 
Health, 2010). This program involves educating students and 
teachers to identify signs of depression and potential suicide 
risk in themselves or others and respond using the ACT format 
discussed earlier. Acknowledging feelings validates and recog-
nizes feelings of depression. Acknowledgment is followed by 
expressions of caring for the person involved, and by telling a 
responsible adult about signs of depression and the potential 
for suicide. Suicide prevention and other aspects of illness and 
injury prevention in the school setting and related population 
health nursing responsibilities are summarized in Table 22-8•.

RESOLvING ExISTING HEALTH PROBLEMS. School 
students and staff may experience existing health problems that 
require resolution. There are four main approaches for dealing 
with existing health conditions: screening, referral, counseling, 
and treatment.

Screening is a major facet of most school health programs 
and an important responsibility of the school nurse. Screening 
can be used to detect health conditions that are amenable to 
treatment and that can be resolved with appropriate therapy. 
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TABLE 22-8 Illness and Injury Prevention Strategies for School Populations

Area of Emphasis Population Health Nursing Responsibilities

General illness prevention Teach effective hygiene, particularly hand washing
Advocate for good hygiene in meal preparation

Immunization Educate students, staff, and families regarding the need for immunization
Provide or refer for routine immunization of students and staff as needed
Recommend and arrange for additional immunizations as warranted by circumstances  
 (e.g., an outbreak of hepatitis A)
Advocate for modifications in immunization requirements as indicated for evidence-based practice

School exclusion Identify students with communicable conditions and arrange for exclusion from school
Notify parents and explain the need for school exclusion
Refer for treatment services as needed
Educate students and parents on preventing the spread of disease
Follow-up on excluded students to ensure appropriate care

HIV/AIDS and other STI prevention Assist in development and implementation of HIV/AIDS/STI education programs
Provide and encourage use of condoms by sexually active students
Advocate for condom availability in school settings

Pregnancy prevention Assist in development and implementation of pregnancy prevention programs
Assist students in developing negotiation skills for refusing sexual activity or insisting on safe  
 sexual practices

Skin cancer prevention Assist in incorporation of sun safety into school curricula
Educate students, staff, and families on the importance of sun protection
Advocate for sun safety policies in school
Encourage use of sunscreen by students and staff for all outdoor activities
Encourage wearing of protective clothing (hats, sunglasses, etc.)
Encourage use of shaded areas for outdoor activities
Advocate for architectural and environmental changes to increase shade on school campuses
Role model sun safety practices

Heat illness prevention Educate coaches, teachers, students, and parents regarding heat illness
Encourage adequate hydration
Encourage modification of physical activities based on ambient temperatures
Advocate implementation of acclimatization guidelines for summer sports practices

Unintentional injury prevention Identify and report safety hazards to appropriate school authorities
Assist in developing and implementing safety education programs for students and staff
Collaborate in the development of school policies that promote safety
Advocate for environmental modifications that promote safety (e.g., changes in traffic patterns on  
  school grounds, restricted access to school grounds, classroom doors that lock from the inside, safe 

 surfaces under playground equipment)
Advocate use of safety equipment in classrooms and sports activities

Bullying and violence prevention Advocate for development and enforcement of policies against bullying, weapons carrying, and violence at 
school
Foster effective interpersonal relationships among students
Foster effective relationships between students and school personnel
Teach interpersonal communication and conflict resolution strategies and assist in their  
 incorporation in school curricula
Assist in creating a culture of respect for all members of the population
Educate students and staff on signs of child abuse

Suicide prevention Educate students and staff on signs of depression and suicidal ideation
Assist in development and implementation of suicide prevention programs
Advocate for provision of mental health services on campus
Refer depressed students for evaluation and treatment

For example, vision screening is used to identify children with 
visual problems, the majority of whom can benefit from cor-
rective lenses. Screening may also help to identify children with 
particular needs that necessitate adjustments in the education 
program. For example, developmental screening may help to 
identify youngsters with learning disabilities who will benefit 
from special education programs.

A screening program also provides an opportunity to stress 
the importance of health promotion and illness prevention. 
Dental screening, for example, provides an excellent opportu-
nity to educate students on the need for good dental hygiene. 
Finally, screening efforts provide one measure of the effective-
ness of current preventive efforts. For example, hematocrit 
screening can provide evidence of one aspect of the efficacy 
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of a school lunch program or nutrition education program in 
promoting good nutrition.

Screening is a cost-effective approach to the identification of 
health problems. Typical costs of a screening program include 
those of the screening procedure itself and of retesting those 
with positive results, time spent by the nurse in referral, costs 
of diagnostic and treatment services, special education costs, 
and costs of corrective maintenance (e.g., for hearing aids or 
replacing eyeglasses). These costs tend to be far lower than the 
costs incurred when diagnoses are made later, after problems 
become more pronounced.

Screening programs typically undertaken in the school set-
ting include screening of vision and hearing, dental screening, 
height and weight measurements (including BMI), and screen-
ing for mental health problems (NASN, 2011b). Other screen-
ing tests may also be employed, depending on the needs of the 
population served by the school. For example, tuberculosis, 
lead, sickle cell, and diabetes screening may be conducted in 
communities with high prevalence of these conditions.

The population health nurse in the school setting may per-
form a variety of roles with respect to screening programs. The 
nurse might arrange for the screening to be done, conduct the 
screening tests, or train volunteers to perform certain screen-
ing procedures. Moreover, the nurse is usually responsible for 
informing students and parents of the results of screening tests 
and for interpreting those results. The nurse may also need to 
make referrals for follow-up diagnostic or treatment services. 
In addition, the nurse follows up on these referrals to make sure 
that students are receiving appropriate health care services.

School health nurses make a number of referrals. In ad-
dition to referrals for following up on positive screening test 
results, the nurse may make referrals for a variety of other 
services. For example, the nurse might refer children who are 
not immunized to the local health department for immuniza-
tions, or a referral for counseling might be needed for a child 
with behavior problems. School personnel may also be referred 
for health problems that require medical attention. In making 
these and other referrals, the school nurse uses the principles of 
referral discussed in Chapter 12 . If services to which children 
have been referred involve costs to the family, the nurse may 
need to assist the family to find sources of funding for these 
services.

Counseling is another important role for the school nurse 
in resolving existing health problems. As noted in Chapter 1 ,  
counseling involves assisting clients to make informed health 
decisions. Nurses may counsel individual students regarding 
personal problems, or they may assist students, families, and 
staff to engage in problem solving. They may also be involved 
in development of counseling services within the coordinated 
school health program.

School nurses may also be involved in the actual treatment 
of existing health conditions. Treatment can involve emer-
gency care in the event of illness or injury. School nurse prac-
titioners might even engage in medical management of minor 
illnesses such as antibiotic treatment of otitis media.

Nurses may also be involved in providing specific treat-
ments designed to minimize the effects of acute and chronic 
conditions. For example, the nurse may need to dispense pre-
scribed medications or engage in specific technical procedures. 
The need for expertise in the use of medical technology in the 
school setting has increased dramatically and derives from 
the inclusion of children with a variety of physical, mental, 
and emotional health problems in the school population. The 
school nurse may also be involved in assisting students and 
staff with chronic illnesses such as diabetes or asthma to effec-
tively manage their conditions.

School nurses may assist with physical therapy or perform 
procedures such as tracheostomy suctioning or catheterization. 
They may also be involved in programs for bowel or bladder 
training. Population health nurses working with children with 
disabilities in the school setting may also find it necessary to 
educate other school personnel in procedures required and 
deal with the fears experienced by school staff regarding the 
child’s condition.

Caring for children with special health needs in the school 
setting entails the development of an Individualized Healthcare 
Plan (IHP). Components of the IHP include a health history, 
identification of special care needs (e.g., required procedures), 
an overview of the child’s basic health status, and information 
about medications, including who dispenses them, timing, dos-
ages, routes of administration, and so on. Additional elements 
of the plan include special dietary or nutritional needs, trans-
portation needs, requirements for specialized equipment, iden-
tification of possible problems and strategies to solve them, and 
a plan for emergency action and transportation. Finally, the 
IHP should indicate review by the nurse, physician, parent, and 
school administrator and be incorporated in an easily retriev-
able location in the student’s record. According to the NASN 
(2012a), IHPs should be developed for students who have mul-
tiple health needs, require lengthy care or multiple health care 
contacts, have daily health care needs, or other identified needs 
for care.

In addition to planning care for students with special needs, 
the population health nurse monitors the therapeutic effects 
and side effects of medications and other treatments. Treat-
ment may also involve monitoring self-medication by students. 
For conditions such as asthma, the ability to self-medicate may 
mean a difference between adequately controlled and uncon-
trolled disease. Unfortunately, some schools have policies that 
prohibit self-medication by students. The American Academy 
of Pediatrics (AAP) has recommended that responsible stu-
dents be allowed to carry and self-administer medications that 
do not require refrigeration and do not carry the potential for 
abuse or sale to others. School nurses would be actively in-
volved in determinations of a students’ ability to self-adminis-
ter medications (AAP, 2013). 

The Council on School Health of the AAP has issued a 
policy statement on medication administration in school 
settings (AAP, 2013). The statement recommends develop-
ment of medication administration policies in all schools, and 
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population health nurses can be actively involved in the devel-
opment of such policies. The ideal situation is to have medica-
tions administered by a full-time school nurse; in the nurse’s 
absence, however, administration may be performed by trained 
unlicensed assistive personnel (UAP) with appropriate super-
vision from a registered nurse in accord with relevant state 
laws, regulations, and guidelines. It is recommended that the 
UAP be a regular employee of the school. General principles 
of medication administration in the school setting include the 
following:

•	 Protecting	student	safety	and	preventing	errors.
•	 Identifying	the	licensed	health	professional	responsible	for	

safe keeping, accessibility, and administration of medica-
tions and documentation of their use (including use by stu-
dents who self-administer medications).

•	 Conducting	regular	systematic	review	of	medication	admin-
istration records.

•	 Providing	ongoing	 training	 for	UAPs	who	 administer	
medications.

•	 Establishing	and	following	effective	communication	systems	
related to medication administration.

•	 Requiring	a	written	medication	form	signed	by	both	the	au-
thorized prescriber and parent.

•	 Requiring	written	parental	permission	for	administration	of	
over-the-counter (OTC) medications and limiting the dura-
tion of use of OTC medications.

•	 Protecting	student	confidentiality.
•	 Providing	training,	delegation,	and	supervision	of	UAPs	

who administer medications.

•	 Permitting	responsible	students	to	carry	and	self-administer	
emergency medications authorized by school policies

•	 Encouraging	parents	to	provide	spare	life-saving	emergency	
medications in the health office.

•	 Making	provision	 for	secured	and	 immediate	access	 to	
emergency medications at all times, including before and 
after school and during off-campus school-sponsored 
activities.

•	 Storing	medications	 in	original,	 appropriately	 labeled	
 containers in appropriate locations.

•	 Returning	excess	medication	to	parents	or	appropriately	
 disposing of it at the end of the school year (AAP, 2013).

Strategies for resolving existing health problems in school 
settings are summarized in Table 22-9•.

HEALTH RESTORATION. Health restoration services are 
undertaken to prevent the recurrence of a health problem or 
to minimize its long-term effects on health. To a large extent, 
health restoration measures depend on the problems expe-
rienced by the student or staff member. Generally speaking, 
however, there are seven aspects of restoration with which the 
school nurse is concerned: rehabilitation, preventing the recur-
rence of acute problems, preventing complications, fostering 
adjustment to chronic illness and disability, dealing with learn-
ing disabilities, sustaining school-based health services, and 
promoting recovery after a disaster or emergency event.

Students with injuries or serious illness may require reha-
bilitation services. For example, a student with a severe sports 
injury may need physical therapy, or a staff member recover-
ing from a heart attack may need assistance with cardiac reha-
bilitation. School nurses may make referrals for rehabilitative 
services or encourage active participation in rehabilitation 
activities. In some cases, they may assist students or staff with 
physical therapy regimens, or they may monitor the progress 
and effects of rehabilitation.

Preventing the recurrence of acute health problems depends 
on adequate treatment for existing problems and elimination 
of conditions that might lead to recurrence. For example, the 
school nurse might need to educate parents and children re-
garding the need to complete the course of therapy for otitis 
media, or education might be needed related to toileting hy-
giene (e.g., wiping from front to back) to prevent a recurrent 
urinary tract infection. The nurse might also engage in efforts 
to help an abusive parent or unduly harsh teacher find other 
ways to vent frustrations, or might make a referral to help al-
leviate financial difficulties that are taxing coping abilities.

Health restoration interventions are also directed toward 
preventing complications of either acute or chronic health 
problems. For example, the school nurse might encourage par-
ents of a child with strep throat to complete a course of antibi-
otics to prevent cardiac and urinary complications. Similarly, 
the nurse might suggest a cushion and frequent changes of 
position to prevent pressure sores in a student confined to a 
wheelchair.

Students may need to carry and self-administer some 
medications. (petert2/Fotolia)
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Health restoration measures for children with chronic or 
handicapping conditions involve assisting them to adjust to 
their condition and preventing complications. Specific mea-
sures depend on the condition involved. For example, special 
arrangements for physical education might be needed to pre-
vent recurrent attacks of exercise-induced asthma, and special 
attention to diet might be required for the diabetic child or 
staff member. School-based health centers are ideally situated 
to monitor the effects of chronic disease management in the 
school population. Easy access to providers allows for drop-in 
visits to address questions and deal with treatment side effects 
or concerns (Clayton, Chin, Blackburn, & Escheverria, 2012).

Major considerations in dealing with children with chronic 
illness in the school setting involve money, transportation and 
facilities, and equipment. Additional considerations include 
nutrition and psychological well-being. The school nurse may 
need to refer students and parents to sources of financial assis-
tance as a way to deal with the long-term care requirements of 
chronic and disabling conditions.

Transportation and facility considerations in the school 
setting include issues of physical access to facilities discussed 
earlier in this chapter. Another area for consideration is trans-
portation to and from school and on field trips. The nurse iden-
tifies barriers to access in the school setting and serves as an 
advocate for the removal of those barriers. Likewise, the nurse 
attempts to arrange transportation and other circumstances so 

that students with chronic or disabling conditions can partici-
pate in as many regular school activities as possible, including 
field trips. Advocacy in this area might also be needed with 
overly protective parents of children with disabilities.

There may also be a need for special equipment to be used ei-
ther at home or at school. The school nurse makes referrals to ob-
tain such equipment or sees that it is provided by the school itself.

Nutrition may be particularly problematic for schoolchildren 
with chronic diseases or handicapping conditions. Youngsters 
with diabetes, for example, may need assistance in adapting a 
school meal program to a diabetic diet. Severely disabled chil-
dren may need assistance with eating or may need to be fed. The 
school nurse assesses the special nutritional needs of children 
with these and similar conditions and then assists the child, 
family, and other school personnel to meet those needs. Again, 
advocacy may be required to assure the availability of special di-
ets for children with particular nutritional needs.

The final consideration for children who have chronic ill-
nesses or disabling conditions is their psychological well-being. 
These children should be helped to adjust to their conditions 
and to participate as normally as possible in the school routine. 
Parents, teachers, and other students may need to be discour-
aged from undermining the child’s independence by “doing 
for” them. Values clarification exercises can help other children 
understand the problems of disabled or chronically ill children 
rather than make fun of them or pity them.

TABLE 22-9 Strategies for Resolving Existing Health Problems in School Populations

Area of Emphasis Population Health Nursing Responsibilities

Screening Conduct screening tests or arrange for screening by others
Train volunteers in screening procedures
Interpret screening test results
Notify parents of screening test results
Make referrals for further tests or treatments as needed
Follow up on referrals to determine outcomes and to ensure appropriate care for identified conditions

Referral Refer children and families for health care and other services as needed
Refer other school personnel for needed services

Counseling Assist students, staff, or families to make informed health decisions
Counsel students, staff, or families regarding personal problems
Assist students, staff, or families to engage in problem solving
Advocate for access to professional mental health services as needed
Encourage students to disclose mental health and other stigmatized conditions to school personnel
Encourage students in need of them to request teaching/learning accommodations
Work to eliminate the stigma attached to mental health and other stigmatizing conditions
Assure that school policies on confidentiality are known and enforced
Provide or arrange for targeted mental health support services for special populations (e.g., children with disabilities, 
GLBT youth, veterans at the college level)

Treatment Provide first aid for illness or injury
Dispense medications prescribed for acute or chronic illnesses
Monitor self-medication by students
Develop the IHPs for care of children with special health needs
Perform special treatments or procedures warranted by identified conditions
Teach others to perform special treatments or procedures
Monitor therapeutic effects and side effects of medications and other treatments
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Children with ineffective immune systems may also need 
interventions to protect them from infection. The need to use 
universal precautions when dealing with blood and body fluids 
may heighten these children’s sense of isolation and alienation.

Because there does not seem to be any form of prevention 
available for learning disability, work with learning-disabled 
children focuses on minimizing the effects of their disabil-
ity. Some of the interventions that may be planned to assist 
learning-disabled children are learning by activity, involving 
multiple senses in learning activities, using repetition, provid-
ing direction in small steps, and giving directions without ir-
relevant detail. Teaching at the appropriate level, a level that 
creates a challenge but does not lead to frustration, may also 
be helpful. Other useful strategies include avoiding drastic 
changes in activities, limiting distractions, and creating a cli-
mate in which success is ensured and reinforced as often as 
possible.

The nurse is involved in development of individualized 
education plans (IEPs) that allow children with learning dis-
abilities, as well as those with other chronic or handicapping 
conditions, to learn as easily as possible. Again, attention 
must be given to the psychological effects of being labeled 
as learning disabled. The nurse may need to function as an 
advocate with parents, teachers, and other children to avoid 
the application of labels that undermine the child’s self- 
esteem. The nurse can also function as a role model in pro-
viding positive reinforcement for the child’s strengths and 
accomplishments.

Another intervention at this level includes sustaining 
school-based health services through continued funding. 
One suggestion for sustaining services involves converting 
school-based health centers to federally qualified health cen-
ters (FQHCs). FQHCs are “community-based and patient-di-
rected organizations that serve populations with limited access 
to health care” (Health Resources and Services Administration 
[HRSA]. n.d., p. 1). FQHCs are located in medically under-
served communities and have governing boards that include 
consumers as 51% of the board. They are funded by HRSA and 
provide comprehensive primary care services on a sliding fee 
scale as well as supportive services such as education, trans-
portation, and translation as needed (HRSA, n.d.). Population 
health nurses can help schools explore the ramifications of 
becoming FQHCs and negotiate the application process. For 
further information about FQHCs, see the External  Resources 
section of the student resources site.

Another aspect of health restoration at the population level 
is assisting members of the school population to  recover from a 
disaster or a traumatic event, such as a school  shooting. School 
nurses are ideally placed to recognize the psychological after  
effects of major psychological trauma and for assisting mem-
bers of the school population to cope with and recover from 
such events. For example, after Hurricane Katrina, a School 
Nurse Disaster Response Training Program was initiated to 
provide school nurses with additional expertise in recognizing 

and dealing with psychological problems among students and 
staff. Training included signs and  symptoms of negative effects 
as well as information on local resources and how to access 
them. The training also addressed school nurse resiliency and 
dealing with their own responses to the disaster and its after-
math (Broussard et al., 2012). Students and members of the staff 
may also need assistance in dealing with the long-term physical 
effects of a disaster or emergency situation. School nurses can 
make referrals for needed treatment services and can also assist 
with rehabilitation following injury.

In addition to dealing with physical and psychological  issues, 
population health nurses can refer students, staff, and their 
families to sources of financial and other assistance to promote 
recovery. Population health nursing roles in  natural and man-
made disasters are addressed in more detail in  Chapter 25 . 
Aspects of health restoration in the care of school populations 
and related population health nursing roles are summarized in 
Table 22-10•.

Evaluating Health Care for  
School Populations
Evaluating the effectiveness of care in the school setting fo-
cuses on the outcomes of that care. Evaluation can occur at 
two   levels: the individual child or the total school population. 
Evaluative criteria for the care of the individual child reflect 
the effects of nursing care on the student’s health status. For 
example, if a child is no longer abused by his parent, no longer 
has recurrent ear infections, or is now able to interact effec-
tively with peers, the interventions of the nurse have probably 
been effective.

Evaluation of population level effects will also depend on 
the problems for which intervention was provided. Fewer ado-
lescent pregnancies following a pregnancy prevention program 
or fewer absences among students with asthma after adhering 
to asthma care guidelines by school-based providers would be 
examples of the effects of population-based elements of the 
school health program.

As we noted earlier, various elements of the coordinated 
school health program can be evaluated using tools such as 
HECAT and PECAT. The overall coordinated school health 
program can also be evaluated. The processes used in evaluating 
the school health program are those discussed in Chapter 15 .  
Specific evaluation tools have been developed for assess-
ing the adequacy of the coordinated school health program. 
These include the School Health Index (SHI) developed by 
CDC (2012) and a similar tool, the Healthy School Report 
Card,  developed in Canada (Lohrmann, Vamos, & Yeung, 
2011).

Both tools are based on the eight components of the CDC 
model of a coordinated school health program. The SHI is a self-
assessment guide incorporating modules related to each com-
ponent that schools can use to evaluate their performance. Each 
module includes several criteria related to a specific component 
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that are rated by school evaluators from “not in place,” through 
“under development” and “partially in place,” to “fully in place.” 
The index also addresses several topics of particular interest in 
assessing the performance of the school health program, such as 
physical activity and physical education, nutrition, tobacco use 
prevention, asthma, safety, and sexual health. Separate versions 
of the tool are available for the elementary school level and mid-
dle and high school level. For further information about the tools 
and guidelines for their use, see the External Resources section 
of the student resources site. A source for information regarding 
the Healthy School Report Card is also provided.

A similar Continuous Quality Improvement Tool for School-
based Health Centers is available for evaluating SBHC perfor-
mance. Data address comprehensive annual risk assessments 
and biennial physical examinations for students seen in the 
SBHC, as well as “sentinel events” typical of various student age 
groups (Juszczak, Pastore, & Reif, 2013). Sentinel events are sim-
ilar to the key indicators used for monitoring progress toward 
achievement of the Healthy People 2020 objectives in the United 
States. Separate tools are available for elementary, middle, and 

high school settings. Some sentinel events, such as annual risk 
assessments and biennial physical examinations, poor school 
performance, and treatment for ADHD, are common to all three 
levels. Additional sentinel events for middle school assessment 
include tobacco use, pregnancy risk, parent/child conflict, and 
depression. Sentinel events for the high school version also in-
clude alcohol use, risk for violence, STI risk, and depression risk 
(Juszczak et al., 2013). For more information about the tool, see 
the External Resources section of the student resources site.

The school nurse collaborates with other members of the 
school health team in designing and implementing an evalu-
ation of a coordinated school health program or an SBHC. 
The nurse may also be involved in collecting data related to 
the evaluation and interpreting those data. Finally, the nurse 
should be actively involved in decisions made on the basis of 
evaluative data.

At the national level, national objectives for the year 2020 
 related to school health can provide additional evaluative 
 criteria. Selected objectives related to school health are in-
cluded on the next page. 

TABLE 22-10 Health Restoration Strategies for School Populations

Area of Emphasis Population Health Nursing Responsibilities

Rehabilitation Refer students or staff for rehabilitative services
Encourage active participation in rehabilitation activities
Assist with rehabilitation measures (e.g., physical therapy) as needed
Monitor rehabilitation progress and effects

Preventing recurrence of acute 
conditions

Eliminate risk factors for the condition
Teach students, staff, or parents how to prevent recurrence of problems
Make referrals that can assist in eliminating risk factors

Preventing complications of and 
promoting adjustment to chronic 
conditions and disabilities

Assist parents with finding sources of financial aid to deal with chronic conditions and disabilities
Advocate for educational accommodations as needed
Facilitate meeting special nutritional needs
Assist with meeting special needs for transportation and facilities
Provide for special equipment needs
Promote psychological well-being
Assist students, families, and staff to deal with the eventuality of death in terminal illnesses
Refer for counseling as needed
Function as an advocate as needed

Preventing adverse effects of 
learning disabilities

Provide consultation for teachers in dealing with children’s learning disabilities
Participate in the design of IEPs for children with disabilities
Function as an advocate for the learning-disabled child as needed
Serve as a role model in positively reinforcing the child’s accomplishments

Sustaining school-based health 
services

Assist with identification of mechanisms for continued funding of school-based health services
Assist with the development of plans to apply for FQHC status if warranted
Conduct research to document the outcomes of school-based health care services

Disaster/Emergency recovery Assist in identification of students and staff with long-term physical and psychological consequences
Assist students and staff in coping with the aftermath of a disaster or emergency
Refer students and staff for treatment of physical consequences of an emergency or disaster event
Assist students or staff with rehabilitation following injuries sustained in a disaster or  
 emergency event
Refer students and staff for counseling for psychological consequences of an emergency or  
 disaster event
Refer students, staff, and families to other sources of assistance in disaster recovery
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OBjeCtiVe BaSeline (year) target Current Data (year) Data SOurCeS

AH-2 Increase the proportion of adolescents 
who participate in extracurricular and/or 
out-of school activities

82.4%	(2007) 90.6% 82.7%	(2011–2012) National Survey of 
Child Health (NSCH), 
CDC, HRSA/MCN

AH-5.1 Increase the proportion of students 
who graduate with a regular diploma in 4 years

74.9%	(2007–2008) 82.4% NDA Common Core of Data 
(CCD), ED/NCES

AH-5.2 Increase the proportion of 
 students served under the Individuals with 
 Disabilities Education Act who graduate 
high school with a diploma

59.3%	(2007–2008) 65.2% NDA Common Core of Data 
(CCD), ED/NCES

AH-5.6 Decrease absenteeism among 
 adolescents due to illness or injury

5%	(2008) TBD 5.3%	2011 National Health Inter-
view Survey (NHIS), 
CDC/NCHS

AH-6 Increase the proportion of schools 
with a school breakfast program

68.6%	(2006) 75.5% NDA School Health  Policies 
and Practices Study 
(SHPPS), CDC/ 
NCCDPHP

AH-7 Decrease the proportion of 
 adolescents offered, sold, or given illegal 
drugs on school property

22.7%	(2009) 20.4% 25.6%	(2011) Youth Risk Behavior 
Surveillance  System 
(YRBSS), CDC/ 
NCCDPHP

AH-8 Increase the proportion of adolescents 
whose parents consider them safe at school

86.4%	(2007) 95% 90.9	(2011–2012) NSCH, CDC/ HRSA/
MCN

AH-10 Decrease the proportion of public 
schools with serious violence incidents

17.2%	(2007–2008) 15.5% NDA School Survey on 
Crime and Safety 
(SSOCS), ED/ NCES

C-20.5 Increase the proportion of 
 adolescents who use protective measures to 
prevent skin cancer

9.3%	(2009) 11.2% 10.8%	(2011) YRBSS, CDC/ 
NCCDPHP

DH-14 Increase the proportion of children 
with	disabilities	who	spend	at	least	80%	of	
their time in a regular education program

56.8%	(2007–2008) 73.8% 59.4%	(2009–2010) Data Accountability 
 Center (DAC), ED/
OSERS

EMC-4.3.1 Increase the proportion of 
 elementary schools that require health 
 education that meets U.S. national health 
education standards*

7.5%	(2006) 11.5% NDA SHPPS, CDC/ 
NCCDPHP

ECBP-2.1 Increase the proportion of 
 elementary, middle, and senior schools that 
provide comprehensive school health  education 
to prevent problems in all priority areas

25.6%	(2006) 28.2% NDA SHPPS, CDC/ 
NCCDPHP

ECBP-5.1 Increase the proportion of 
 elementary, middle, and senior schools with 
a full-time registered nurse school nurse to 
student ratio of at least 1:750

40.6%	(2006) 44.7% NDA SHPPS, CDC/ 
NCCDPHP

Healthy People 2020

Selected Objectives Related to the Health of School Populations
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OBjeCtiVe BaSeline (year) target Current Data (year) Data SOurCeS

ECBP-6 Increase the proportion of the 
 population that complete high school

89%	(2007) 97.9% 89.8%	(2009) Current Population 
Survey (CPS), Census, 
DOL/BLS

FP-12.3 Increase the proportion of females 
who receive formal instruction on birth 
 control before age 18#

70.5%	(2006–2010) 77.6% NDA National Survey of 
Family Growth (NSFG), 
CDC/ NCHS

IVP-27.1 Increase the proportion of  public 
and private schools requiring students 
to wear appropriate protective gear in 
 school-sponsored physical education

76.8%	(2006) 84.5% NDA SHPPS, CDC/ 
NCCDPHP

IVP-34 Decrease physical fighting among 
adolescents

31.5%	(2009) 28.4% 32.8%	(2011) YRBSS, CDC/ 
NCCDPHP

IVP-35 Decrease bullying among 
adolescents

19.9%	(2009) 17.9% 20.1%	(2011) YRBSS, CDC/ 
NCCDPHP

IVP-36 Decrease weapons carrying by 
 adolescents on school property

5.6%	(2009) 4.6% 5.4%	(2011) YRBSS, CDC/ 
NCCDPHP

NWS-2.1 Increase the proportion of 
schools that do not sell or offer calorically 
 sweetened beverages

9.3%	(2006) 21.3% NDA SHPPS, CDC/ 
NCCDPHP

NWS-2.2 Increase the proportion of school 
districts that require schools to make fruits 
and vegetables available when food is 
 offered or sold

6.6%	(2006) 18.6% NDA SHPPS, CDC/ 
NCCDPHP

OH-9.2 Increase the proportion of SHBCs 
with oral health components that offer 
 dental care

10.1%	(2007–2008) 11.1% NDA School-based Health 
Care Census (SBHCC), 
National Association of 
School-based Health 
Centers (NASBHC)

PA-4.1 Increase the proportion of the 
 nation’s public and private elementary 
schools that require daily PE for all 
students*

3.8%	(2006) 4.2% NDA SHPPS, CDC/ 
NCCDPHP

PA-6.2 Increase the proportion of school 
districts that require regular recess in 
 elementary schools

57.1%	(2006) 62.8% NDA SHPPS, CDC/ 
NCCDPHP

TU-15.2 Increase tobacco-free  environments 
in middle schools including all school 
 facilities, properties, vehicles, and events@

58.7%	(2006) 100% NDA SHPPS, CDC/ 
NCCDPHP

NDA—No data available

TBD—To be determined

*Similar objectives have also been developed for middle and high school levels with slightly different baseline data and targets.

# Similar objectives have also been developed for males and for HIV/AIDS and STI education with slightly different baseline data and targets.

@ Similar objectives have also been developed for junior and senior high school levels with slightly different baseline data and targets.

Data from: U.S. Department of Health and Human Services. (2014). Healthy people 2020: Topics and objectives. Retrieved from http://healthypeople.gov/2020 
/topicsobjectives2020/default.aspx

Healthy People 2020 (Continued)
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Population health nursing in schools provides an  opportunity 
for promoting health and preventing illness in children and 
their families. Population health nurses working in school 
 settings from preschool to college can also assist students and 
staff with existing health problems, as well as designing school 
health programs that promote the health of the general public. 
School nursing requires an advanced level of expertise due to 
the autonomy and level of responsibility involved, and certifica-
tion as a school nurse is strongly recommended. School nurses 
work collaboratively with other members of the school health 
team and with professionals in the community to promote 
health and prevent injury and illness in the school population. 
They are also involved in resolving existing health problems 
and health restoration in individual students and staff and in 
the population in general.

Biological, psychological, environmental, sociocultural, 
 behavioral, and health system determinants influence the 
health of the school population, and the coordinated school 
health program is designed to address factors in each area. 
Elements of a coordinated school health program include 
health education; physical education; health services; nutri-
tion services; a healthy and safe environment; health promo-
tion for school staff; family and community involvement; and 

 counseling,  psychological, and social services. Health promo-
tion in the school setting focuses on health education, physical 
activity, nutrition, and mental health promotion. Prevention of 
illness and other health conditions in this population addresses 
immunization and school exclusion, HIV/AIDS and STI pre-
vention, pregnancy prevention, and prevention of skin cancer 
and heat-related illness. Injury prevention strategies focus on 
safety and unintentional injury prevention, prevention of bul-
lying and violence, and suicide prevention.

Resolution of existing health problems occurs for individu-
als and for the population as a whole. Areas of emphasis include 
screening, referral, counseling, and treatment. Health restora-
tion strategies encompass rehabilitation, preventing recurrence 
of health problems, preventing complications and promoting 
adjustment to chronic illness, and preventing adverse effects of 
learning disabilities. At the population level, health restoration 
also includes sustaining school health services and recovery 
from disasters or emergency events.

A variety of approaches are available for evaluating the ef-
fectiveness of school health services. These include tools to 
evaluate the coordinated school health program and the perfor-
mance of school-based health centers as well as achievement of 
national health objectives related to schools.

CHAPTER RECAP

The mother of a fifth grade student spent some time volun-
teering for playground duty during lunch at her son’s private 
religiously affiliated school. During her supervision rotations, 
she witnessed some cruel treatment of overweight children who 
could not run as fast as others. Not only were they the last ones 
chosen for teams during recess, denigrating comments were 
often made like, “You take him, we don’t want him.” She had 
attempted to tactfully remonstrate with the students involved 
when she witnessed this behavior, but was met with blank and 
hostile stares. Conversations with her son and other members 
of the parent organization suggested that verbal and physical 
aggression were common in the school, but were particularly 
notable in this fifth grade class. In fact, her son told her, “Mom, 
if you’re not one of the bullies, you’ll be one of the victims.”

“School nurse” services were provided by non-health- professional  
volunteers, who did not feel that they could interfere in the situ-
ation. The mother, a population health nurse, went to the school 
principal with her observations and offered to conduct some sensi-
tivity training for her son’s class. The principal declined saying that 
this was just typical behavior of students at that age.
1. What biological, psychological, sociocultural, behav-

ioral, and health system determinants are operating in this 
situation?

2. What interventions might you employ to resolve the situa-
tion? What allies might you seek in your resolution efforts?

3. How would you evaluate the effectiveness of your 
intervention?

 Dealing with BullyingCASE STuDy
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emotional labor

employee assistance program (EAP)

ergonomics

hazard analysis

health indicators

job control

job demands

job strain

occupational health nursing

Occupational Safety and Health 
Administration (OSHA)

organizational justice

paraoccupational exposure

postexposure prophylaxis (PEP)

presenteeism

reasonable accommodation

screening

work–family balance

work–family conflict

work movement index

workplace aggression

Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe advantages of providing health care in work settings.

 2. Identify types of health and safety hazards encountered in work settings.

 3. Identify biological, psychological, environmental, sociocultural, behavioral, and health system 
determinants that influence health in work settings.

 4. Describe areas of emphasis in health promotion, illness and injury prevention, resolution of 
existing health problems, and health restoration in work settings and analyze the role of the 
population health nurse with respect to each.

 5. Describe approaches to evaluating health care for the working population.
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Women Workers

As should be obvious, based on prior advocacy accounts in this book, Lillian Wald was  involved in 
much more advocacy than that represented by her work at Henry Street. In addition to  campaigning 
for the Children’s Bureau and founding both public health nursing and school  nursing, Wald 
was actively involved in a variety of endeavors to promote the safety of workers. She lobbied for 
 health-related inspections of workplaces and endeavored to convince employers that healthy 
 employees were more productive, encouraging them to prevent injury and illness and to employ 
nursing or medical professionals in the work setting.

Wald was particularly concerned about the plight of working women, and in 1903, she helped 
found the Women’s Trade Union League. The intent of the league was to investigate the  working 
conditions of women and promote women’s trade unions. Wald was a member of the  executive 
 committee of the New York City league and was an active advocate and fund raiser (Jewish  Women’s 
Archive, 2010). The involvement of Wald and several other WTUL supporters in the  National 
 Association of Colored People (NAACP) was instrumental in thwarting employers’ plans to bring in 
Black workers to break the Shirtwaist Strike (Lewis, n.d.) in 1909.

In addition, Wald raised public awareness for unions through her fund-raising and picketing 
efforts. Wald served on the Joint Board of Sanitary Control, an agency established to monitor 
 environmental conditions in factories. She also advocated for a minimum wage for women and 
served as a representative to President Woodrow Wilson’s Industrial Conference (Jewish Women’s 
Archive, n.d.). Held in October 1919, the conference brought together employer groups, labor 
unions, and the public. Unfortunately, management representatives refused to agree to a provision 
endorsing the right of collective bargaining, causing labor representatives to withdraw from the 
conference. A second, smaller conference was held in 1920 (U.S. Department of Labor, n.d.a).

Promoting Breast-feeding at Work

Murtagh and Moulton (2011) described a variety of benefits for mothers, children, and  employers 
when breast-feeding and/or breast pumping are encouraged in the work setting. Breast-feeding 
 promotes child development, better immune system function, and decreased risk of a variety of 
acute and chronic conditions in children. Mothers experience decreased postpartum bleeding, 
 diminished menstrual blood loss, earlier return to prepregnancy weight levels, and decreased risk 
of breast and ovarian cancer. Benefits for employers include reduced absenteeism and higher 
 productivity, retention of experienced workers, and improved employee morale and company image. 
Additional benefits include reduced family expenditures for formula and a projected savings of $3.6 
billion in health care costs if targeted breast-feeding rates identified in Healthy People 2020 were 
achieved (Murtagh & Moulton, 2011).

Unfortunately, federal law only addresses the availability of reasonable break time to permit 
breast pumping, and few states have legislation that promotes breast-feeding at work. What is 
the policy regarding breast-feeding in your nursing education institution? Is breast-feeding of 
 infants encouraged? Permitted? Is privacy provided for breast-feeding or breast pumping? Are there 
 different policies related to breast-feeding by students and faculty/staff members? How might you 
and your classmates promote development of conditions on campus that foster breast-feeding by 
students and faculty/staff?
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In 2010, 153.8 million people 16 years of age and older 
were employed in the U.S. civilian work force , and 
the following year, U.S. workers logged more than 258 
trillion work hours (BLS, 2013c; U.S. Census Bureau, 

2012a). By 2020, the number of employed people in the United 
States is expected to grow to more than 164.3 million (Toosi, 
2012).   Because of the large number of people involved, the 
work setting is an important place for promoting the health 
of the general population (Sorenson et al., 2011). Although 
the work environment contributes to a wide variety of health 
problems, it also provides opportunities to influence a major 
segment of the population regarding personal health behav-
iors and to modify the potential for exposure to hazardous 
circumstances.

Schulte, Pandalai, Wulsin, and Chun (2012) described four 
potential patterns or models of interaction between personal 
characteristics of employees and risk factors present in the 
occupational setting. In the first model, personal factors and 
occupational factors operate independently to result in a par-
ticular health problem. For example, a person with a substance 
abuse problem might be required, as part of his or her job, to 
operate hazardous machinery. In this case, substance abuse 
may combine with job requirements to lead to serious injury. 
In the second model, personal risk factors modify the effects 
of occupational risk factors to produce health-related effects. 
An example might be smoking on the part of an employee that 
makes him or her more susceptible to the carcinogenic effects 
of workplace exposures to coal dust and other substances. The 
third model posits the reverse relationship, in which workplace 
factors modify the effects of personal characteristics to affect 
health. For example, exposure to some respiratory agents in 
the work setting may exacerbate asthma in employees with this 
condition. Finally, personal and occupational factors may op-
erate independently leading to different health problems that 
then interact. For example, being overweight may lead to hy-
pertension and job strain may create stress, both of which may 
contribute to myocardial infarction.

The effects of work on health were noted by Bernardino 
Ramazzini, considered the father of occupational medicine, 
as early as the 1700s. In 1713, Ramazzini wrote about the oc-
cupational effects on musculoskeletal health and the effects of 
sedentary occupations and toxic exposures. Of particular note, 
Ramazzini addressed the health effects of typical women’s oc-
cupations as well as those of men (Franco, 2012). Similarly, cu-
taneous anthrax was first associated with the handling of wool 
in 1837, although the disease itself was not diagnosed until 
1880 (Bell, 2002). Henry Bell, a British physician who attended 
a man dying of anthrax, sent the death certificate to the po-
lice maintaining that the employer had caused the death due 
to his failure to disinfect the wool the deceased was working 
with. Bell’s actions led to an inquiry and the institution of vol-
untary guidelines for the wool industry that were in effect until 
1899 (Bell, 1902). In the early 20th century, Germany instituted 
krankenhaussen, sickness insurance funds for the working 

class, which prompted U.S. sociologists to promote occupa-
tional disease surveys. The first such survey was conducted in 
1910 and focused on “occupational poisons,” specifically oc-
cupational lead exposure (Hamilton, 2001). Despite this long 
history of knowledge of the effects of working conditions on 
health, thousands of workers are injured or develop occupa-
tional illnesses every year.

Over the years, however, employers have come to better ap-
preciate that healthy employees are more productive and that 
it is in the employer’s interest to promote and maintain em-
ployee health. Moreover, the escalating cost of health insurance 
makes health promotion increasingly cost-effective. One way 
that some companies have chosen to decrease health-related 
costs is to provide on-site health care for employees.

The importance of health care in the occupational setting 
can be seen in the national health objectives for the year 2020. 
In fact, one entire section of the objectives deals with health 
and safety in occupational settings (U.S. Department of Health 
and Human Services [USDHHS], 2014). The status of selected 
objectives is addressed later in this chapter. The importance of 
achieving these objectives is underscored by the fact that the 
direct and indirect costs of work-related injuries and illnesses 
are approximately $170 billion per year (Council of State and 
Territorial Epidemiologists, n.d.). Given the preventable nature 
of most of these events, health care focusing on the working 
population makes eminent sense.

Occupational Health Nursing
Not all nurses who practice in occupational settings are pop-
ulation health nurses. The population health nurse, however, 
is uniquely prepared to meet the health needs of the work-
ing population because of his or her knowledge of population 
health principles. Occupational health nursing is not a new 
role for the population health nurse. Nurses may have been 
employed in U.S. work settings as early as 1888, when a group 
of coal mining companies employed Betty Moulder to provide 
care for sick miners and their families (Roy, 2013). Organized 
industrial nursing, as it was then called, began in 1913 with 
the establishment of an industrial nurse registry (Committee 
to Assess Training Needs, 2000), and in 1914, the U.S. Public  
Health Service established the Office of Industrial Hygiene 
(Roy, 2013). By 1918, more than 800 businesses employed 
nurses, and colleges and universities began to offer short 
courses in industrial hygiene to support occupational health 
nursing practice (Committee to Assess Training Needs, 2000). 
Since that time, the role of the occupational health nurse has 
been expanded along with other nursing roles.

The Occupational Safety and Health Administration 
(OSHA) of the U.S. Department of Labor described occupa-
tional health nurses as “registered nurses who independently 
observe and assess the worker’s health status with respect 
to job tasks and hazards. Using their specialized experience 
and education, these registered nurses recognize and prevent 
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health effects from hazardous exposures and treat workers’ 
injuries/illnesses” (OSHA, n.d.b, para 1). This definition does 
not, however, fully describe today’s population health nurs-
ing role in work settings. It concentrates on the treatment as-
pects of care and the nurse’s dependent functions and does 
not acknowledge the promotional and preventive aspects 
that are paramount in this practice setting. In its 2012 Stan-
dards of Occupational and Environmental Health Nursing, 
the American Association of Occupational Health Nurses 
(AAOHN, 2012e) defined occupational health nursing as a 
specialized area of nursing practice focused on health pro-
motion, illness and injury prevention, and restoration in the 
work environment.

Educational Preparation for Occupational 
Health Nursing
Several types of nursing personnel may be found in 
 occupational settings, including registered nurses prepared  
in associate degree and diploma programs in nursing as 
well as in baccalaureate degree programs; licensed practi-
cal nurses; and nurses prepared at the master’s level. Because 
of the need to apply principles of population health nursing, 
nurses who engage in the full scope of the occupational health 
nurse’s role should be prepared at least at the baccalaureate 
level in nursing. As noted by OSHA (n.d.b), the educational 
preparation of occupational health nurses may vary “from 
entry level to PhD work.” Graduate level preparation might 
be in occupational health nursing, in community or popula-
tion health nursing, or as a nurse practitioner. According to 
an Institute of Medicine (IOM) report, graduate preparation 
for occupational health nursing typically encompasses nurs-
ing, medical, and occupational health science; epidemiology; 
business and economics content; social and behavioral sci-
ences; environmental health; and legal, regulatory, and ethical 
issues relevant to occupational health (Committee to Assess 
Training Needs, 2000).

Advanced preparation in occupational health nursing may 
result in certification by the American Board of Occupational 
Health Nurses (ABOHN). Established in 1972, the organiza-
tion’s first certification examination was given in 1974; in 2012, 
ABOHN celebrated its 40th anniversary as a specialty certifica-
tion body (ABOHN, 2012).

Nurses in other settings may also be involved in providing 
care for health conditions related to work. This fact suggests 
that nurse practitioners working in ambulatory care settings 
where occupational conditions may be seen should have a basic 
grounding in the principles of occupational health.

Standards and Competencies for 
Occupational Health Nursing
Like other nursing specialties, occupational health nurs-
ing should be practiced in accordance with established stan-
dards. The AAOHN (2012e) has established 11 standards for 

competent occupational and environmental health nursing 
practice. These standards are focused primarily on the care of 
individuals in work settings and address both basic and ad-
vanced levels of practice. Areas of emphasis within the stan-
dards include assessment, diagnosis, outcome identification, 
planning, implementation, evaluation, resource management, 
 professional development, collaboration, research, and ethics. 
For further information about the standards, see the External 
Resources section of the student resources site.

In addition, AAOHN (2012a) has developed a code of 
ethics for nursing practice in occupational health settings. 
The code addresses respect for human dignity, duty to so-
ciety, privacy, collaboration, and personal competence and 
responsibility on the part of the occupational health nurse. 
(AAOHN, 2012).

Occupational Health Nursing Roles
As noted earlier, the role of the occupational health nurse has 
undergone significant change since the initial development of 
the specialty. Some of the factors contributing to those changes 
include an increased emphasis on evidence-based practice, 
greater focus on wellness initiatives in the work setting, and 
growing interest in alternative provider models. Additional 
factors include a focus on cost reduction, which may result 
in outsourcing of services and competition for funding, and 
a proliferation of other professionals who provide care for the 
employed population (AAOHN, 2012c).

The overall role of the occupation health nurse encom-
passes health and productivity management, which involves 
coordination of a variety of programs and services to promote, 
maintain, or restore the health of the employee population   
(AAOHN, 2012d). This role requires the occupational health 
nurse to collaborate with others to identify health and safety 
needs, prioritize interventions, plan and implement interven-
tions and programs for the working population, and to evalu-
ate care and service delivery systems (AAOHN, 2012c). As 
noted by AAOHN, occupational health nurses are in ideal po-
sitions to identify determinants affecting employee health, pro-
mote health-related behaviors, foster cost-saving interventions, 
and align health services with business goals. They also address 
legal issues in the work setting, safeguard privacy, and promote 
collaboration among departments of the employing organiza-
tion, health care professionals, and outside vendors and orga-
nizations (AAOHN, 2012d).

The specific role functions of an occupational health nurse 
may vary somewhat from setting to setting, but there are some 
general commonalities among settings. These functions typi-
cally include direct primary care services for occupational and 
nonoccupational illnesses and injuries; case management, 
health hazard assessment and surveillance; monitoring of ill-
ness and injury trends; assuring compliance with regulatory 
mandates for privacy; health promotion, prevention, early 
recognition, and treatment of illness and injury; counseling, 
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coaching, and training of employees; and research (AAOHN, 
2012c). Additional role functions include crisis intervention, 
risk reduction, assuring compliance with legal and  regulatory 
mandates for workplace conditions (AAOHN, 2012e),  
 interpretation of medical diagnoses to workers and their 
 families (OSHA, n.d.b), management and administration 
of the occupational health unit, and the development and 
 maintenance of partnerships with community organizations 
and agencies (Committee to Assess Training Needs, 2000).

Specialized occupational health nurse consultants, whether 
internal or external to a particular business or industry, may 
carry out several additional functions. These may include 
 assessment and identification of the need for occupational  
health services; development and marketing of health and 
 wellness programs to industry; development of programs 
to address specific problems within a given setting; provi-
sion of direct care in the absence of an occupational health 
nurse employed in the setting; coordination of services from 
 outside agencies and organizations; orientation of nurses new 
to  occupational health; assistance with research grants and 
 publications; and certification in specialty areas (Roy, 2013).

Population Health Nursing and 
Care of the Working Population
Nursing care in work settings is based on the use of the nurs-
ing process and includes assessment of the health of the pop-
ulation; development of nursing diagnoses; and planning, 
implementation, and evaluation of interventions to promote, 
protect, and restore health.

Assessing the Health Status of the  
Working Population
Assessment of employee health status and health needs is un-
dertaken from the perspective of biological, psychological, 
environmental, sociocultural, behavioral, and health system 
determinants that influence health and illness in the working 
population.

BIOLOgICAL DETErmINANTs. Human biological fac-
tors to be addressed in assessing employee health status include 
those related to maturation and aging, gender, genetic inheri-
tance, and physiologic function.

Maturation and aging. The age composition of a company’s 
workforce affects its health status. If employees are primarily 
young adults or adolescents, health conditions that may be not-
ed with some frequency include sexually transmitted diseases, 
hepatitis, and pregnancy. Younger employees may also be at 
increased risk of injury due to limited job training and skills. 
In 2012, U.S. labor force statistics indicated that just under 
4% of the U.S. workforce was 16 to 19 years of age (5.8 million 
youth) (BLS, 2013b). The number of youth in the workforce is 
 expected to increase slightly by 2020, but they will make up a 

smaller  percentage of the overall workforce due to increases in 
the number of people who choose to remain in the workforce 
after typical retirement age. The percentage of youth in the 
workforce varies seasonally, ranging from approximately 33% 
in July 2013 to 24% in February 2014 when school was in ses-
sion ( Office of Disability Employment Policy, 2014).

Younger and older workers are more likely to be fatally in-
jured on the job than middle-aged workers. For example, pre-
liminary data for 2012 indicated a fatal injury rate of 2.9 per 
100,000 full-time equivalent workers among 18- to 19-year-old 
workers. The rate decreases for workers aged 20 to 44 years and 
then begins to climb at age 45 to reach a peak of 9.8 per 100,000 
among workers 65 years of age and older (Bureau of Labor 
 Statistics [BLS], 2012a).

The health needs of older employees should also be consid-
ered. Because of prohibitions on forced retirement at specific 
ages in many occupations, many employees are continuing in 
the workforce beyond the time when they would have retired. 
Economic need and a desire for continued productivity are 
two factors that may influence this trend. Lack of skilled work-
ers to replace them and the desire to embark on new careers 
are other factors that lead to the retention of older workers in 
the workforce (Wuellner et al., 2011). The number of work-
ers over 65 years of age doubled from 1997 to 2007 (Sorenson 
et al., 2011). Based on Bureau of Labor Statistics data, there 
were more than 30 million people over age 55 in the U.S. work-
force in 2010 and this group constituted 19.5% of those em-
ployed. This is the fastest growing age group in the workforce 
(Wuellner et al., 2011), and by 2020, an estimated 25.2% of 
U.S. employees or 41.4 million workers will be over 55 years of 
age (Toosi, 2012).

Although older workers bring valued skills and experience, 
declining physical ability and stamina and increasing sensory 
impairments place them at higher risk for occupational injury 
and illness. Although younger workers experience a higher 
rate of injury, older workers are at greater risk for occupational 
death as indicated earlier. For example, workers over 65 years of 
age are more than three times as likely as those in the age range 
of 18 to 54 years to experience occupational highway transpor-
tation fatalities and are twice as likely to die in traffic accidents 
as those 55 to 64 years of age (Pratt & Rodriguez-Acosta, 2013).

Because of diminished physical capacity, older workers con-
sistently score lower on work ability measures than younger 
workers, but workplace modifications can improve the work-
ability index for these older employees (Sorenson et al., 2011). 
In general, older employees tend to have fewer occupational 
injuries than younger workers, and illness rates are comparable 
(Wuellner et al., 2011), but older workers typically have more 
days away from work when illness or injury do occur. For ex-
ample, the median number of days away from work for nonfa-
tal injuries and illness among workers 65 years of age and older 
is more than four times that for workers aged 16 to 19 years 
(12 days and 3 days, respectively) (BLS, 2012b). Older work-
ers are also more likely to experience falls on level surfaces and 
sustain fractures than younger workers, although they tend to 
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have lower rates for many other types of injuries (Wuellner 
et al., 2011).

Another effect of aging as it affects occupational health lies 
in the effects of shiftwork. After age 45 or 50, people have more 
difficulty adjusting their sleep–wake cycles to accommodate 
changes in working hours, leading to fatigue, decreased pro-
ductivity, and increased risk for accidental injury in hazardous 
working conditions (Smith, Folkard, Tucker, & Evans, 2011).

In addition to the risk for illness, injury, and death, older 
workers planning to retire in the near future may need assis-
tance with retirement planning and in dealing with retirement 
issues (see Chapter 19  for a discussion of these issues). Older 
workers may also face discrimination in the workplace due to 
inaccurate perceptions regarding disability, cognitive decline, 
and diminished ability to learn new skills. Older workers are 
a definite asset in many businesses and industries experienc-
ing a lack of younger workers to replace those who retire. In 
addition, older workers often possess experience and skills 
lacking in younger employees. Many older workers would re-
main in the work setting if their needs and preferences were 
accommodated.

Population health nurses working in occupational settings 
may find themselves advocating for the special needs of both 
younger and older workers. For example, they may need to 
encourage employers to arrange schedules to accommodate 
school schedules for younger employees. Similarly, they may 
need to advocate for equipment to assist with heavy lifting or 
other strenuous activities for older workers.

Gender. Gender is another biological determinant that in-
fluences the health of the working population. As noted by 
Ramazzini in his 18th-century treatise on occupational effects 
on health, women are not spared from adverse effects of occu-
pational conditions (Franco, 2012). In 2010, women made up 
nearly half (47.2%) of the U.S. workforce (U.S. Census Bureau, 
2012b), and in 2011 women accounted for 43% of all the hours 
worked (BLS, 2013a).

In spite of having less physical strength than men, women 
tend to have fewer injuries and account for only 8% of work-
place fatalities (BLS, 2013a). In part, this is a result of men be-
ing employed in generally more hazardous occupations. These 
figures are likely to change, however, with more women mov-
ing into occupational fields traditionally reserved for men (e.g., 
construction, agriculture, transportation).

Women also face unique hazards in the work setting. For ex-
ample, women often experience more difficulty in reconciling 
work and family roles leading to greater work–family conflicts. 
Some toxic exposures may also have differential effects for 
men and women, particularly women of childbearing age, and 
population health nurses may need to monitor the potential for 
teratogenic exposures (those that can cause damage to a fetus) 
in the work setting. There may also be a need to assist work-
ing women with contraceptive services or to provide prenatal 
care and monitor pregnancies. Population health nurses may 
also need to advocate for work modifications to accommodate 

pregnancy or to provide opportunities for breast-feeding or 
pumping breast milk.

Genetic inheritance. Both men and women experience the 
 interaction of  genetic  inheritance factors with occupational 
conditions that may lead to illness. Genetic inheritance factors 
likely to be of  greatest  importance in the workforce are those 
 related to race and  family history of chronic illness. For  example, 
in a largely  African American labor force, hypertension may be 
prevalent. In an Asian population, particularly if large numbers 
are refugees, communicable diseases such as  tuberculosis and 
parasitic diseases may be common.

Employees may also enter the workforce with a genetic 
 predisposition to a variety of chronic conditions that can 
 interact with occupational environmental risks to cause  disease. 
Population health nurses can identify these genetic risks for 
chronic health problems and assist employees to  engage in risk 
reduction strategies to prevent illness or to mitigate its effects. 
For example, workers with a family history of breast or other 
cancers can be referred for appropriate screening services or 
assistance with smoking cessation, if needed.

Physiologic function. Elements of physiologic function to be 
addressed in assessing the health of employees are the extent of 
injury and illness suffered by the population as well as immu-
nization levels. In 2011, nearly 3 million nonfatal occupational 
injuries and illnesses occurred in the U.S. private employment 
sector for an incidence rate of 3.5 events per 100 full-time equiv-
alent (FTE) workers. This represents a decrease in incidence 
from 5 events per 100 FTE workers from 2003. More than half 
of the events reported in 2011 required days away from work, 
job transfer, or restriction of job activities. Most (94.8%) of the 
events reported involved injuries, three fourths of which oc-
curred in service-providing industries, such as health care, res-
taurants, and so on, and only one fourth in goods-producing 
industries. The rate of illness and injury among the additional 
18.5 million public workers in federal and state agencies was 5.7 
cases per 100 FTE workers, for an overall rate of 20.6 per 10,000 
FTE workers (BLS, 2012d).

A total of 4,628 work-related fatalities or 3.4 deaths per 
100,000 full-time equivalent workers occurred in 2012  
(BLS, 2014), and another 2.9 million injuries were treated in 
emergency departments, 150,000 resulting in hospitalization 
(Centers for Disease Control and Prevention [CDC], 2013c). 
Transportation incidents accounted for 41% of these fatali-
ties; falls, slips, and trips accounted for 15%; being struck by 
an object or equipment 10%, and other contact with an object 
or equipment 5%. Mortality rates are higher in some industries 
than others. For example, the highest rate of fatality occurred 
in industries related to agriculture, forestry, fishing, hunting 
(BLS, 2013a), followed by the construction industry (CDC, 
2013b). Falls alone accounted for 4,693 fatalities overall and 
for 35% of deaths in the construction industry (BLS, 2013a;  
CDC, 2013b, 2013c), and the National Institute for Occupa-
tional Safety and Health (NIOSH) has initiated a campaign 
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to prevent falls and reduce fall-related injuries and fatalities 
(CDC, 2012a). Similarly, fatality rates for both offshore and 
onshore oil and gas extraction industries are extremely high at 
27.1 per 100,000 workers (Gunter, Hill, O’Connor, Retzer, & 
Lincoln, 2013).

Mortality figures have decreased by approximately 34% 
from 6, 217 deaths in 1992 to 4,628 in 2012 (Bureau of Labor 
Statistics, 2014). Estimated societal costs for fatal injuries are 
$6 billion per year, with an additional cost of $186 million for 
nonfatal injuries (CDC, 2012b). Musculoskeletal injuries alone, 
which affect more than 1 million workers each year, have an 
annual cost estimated at $45 billion to $54 billion (Sorenson 
et al., 2011). In 2010, for example, 3.1% of the total U.S. work-
force experienced carpal tunnel syndrome, a musculoskeletal 
condition resulting from repetitive wrist movement or pres-
sure, and its incidence increased with age (National Center for 
Health Statistics, 2011). Musculoskeletal injuries in general ac-
count for one third of time lost from work (Tarawneh et al., 
2013). Cost figures, coupled with the costs in mortality, lost 
productivity, and diminished quality of life for those affected 
suggest the need for concerted efforts to prevent injuries and 
injury-related fatalities in the occupational setting. Nursing, 
for example, has a high prevalence of back injuries. Risks for 
occupational back pain include overexertion, vibration, and 
increased body mass index. An increased work movement in-
dex, or the extent of bending, stooping, twisting, and extended 
reach involved in a job, is also associated with increased risk of 
back injury. 

Occupational illnesses include acute and chronic conditions 
that may affect an employee’s ability to work as well as his or her 
quality of life. Population health nurses in occupational settings 
must be prepared to recognize and deal with the multitude of ill-
nesses and injuries likely to arise from workplace conditions.

Illnesses in employees may be either work-related or non-
work-related. Work-related illnesses are acquired as a result of 
exposure to factors in the work setting. For example, workers in 

the coal mines are exposed to coal dust that may cause a vari-
ety of respiratory conditions (Laney, Wolfe, Petsonk, & Halldin, 
2012). Similarly, workers exposed to diacetyl, a chemical com-
pound used to flavor popcorn, are at risk for bronchiolitis ob-
literans, a severe lung condition with long-term consequences 
(Feldman, 2011).

Between 49,000 and 50,000 U.S. workers die of occupation-
ally acquired illnesses every year (CDC, 2012b; Murray, 2011). 
Cancers related to occupational exposures are the leading 
cause of these deaths, and the World Health Organization esti-
mates that 8% to 16% of all cancer deaths worldwide are due to 
workplace exposures. Occupational risk factors have also been 
shown to be associated with cardiovascular disease and may ac-
count for 15% to 35% of associated mortality (Sorenson et al., 
2011). Occupational illness mortality costs the United States 
approximately $26 billion per year, and nonfatal conditions 
account for an additional $12 billion in annual costs (CDC, 
2012b). Skin diseases are the most commonly encountered oc-
cupational illness, followed by respiratory conditions, poison-
ing, and hearing loss (BLS, 2012b).

Obesity, another common chronic condition, also interacts 
with workplace factors to create problems. For example, obe-
sity has been hypothetically linked to cardiovascular disease, 
vibration-induced injury, and asthma in employee popula-
tions. Similarly, obesity may modify responses to workplace 
stress by fostering poor eating habits such as use of high-sugar 
and high-fat foods. The risk of obesity may also be higher in 
high-demand jobs over which the employee has little control or 
that require long working hours. Obesity has also been associ-
ated with carpal tunnel syndrome and osteoarthritis in work 
settings (National Institute of Neurological Disorders and 
Stroke [NINDS], 2012).

The health care industry poses particular risks for occupa-
tional illness. Health care professionals are exposed to a wide 
variety of pathogenic organisms as well as to stress and job 
strain and workplace violence.

Chronic conditions, whether occupationally acquired or 
not, may affect employees’ ability to work and their produc-
tivity while at work. These conditions may also be exacerbated 
by working conditions. Approximately 90 million people in the 
United States suffer from some type of chronic illness, and a 
significant number of them are included in the workforce. One 
of the Healthy People 2020 • objectives (objective DH-9) fo-
cuses on reducing barriers to work participation among peo-
ple who are disabled. A related objective (DH-16) focuses on 
increasing employment among people who are disabled, and 
a third (AOCBC-6) addresses reducing the effects of arthritis 
on the working age population. A similar objective (RD-5) ad-
dresses the occupational effects of asthma (USDHHS, 2014). 
Other Healthy People 2020 objectives specifically related to oc-
cupational health and safety are addressed later in this chapter.

Work-related asthma is a growing concern in occupational 
settings. Millions of Americans have asthma that may be af-
fected by their working conditions. Asthma, whether in one-
self or in a family member, particularly a child, is one of the 

Repetitive movements can contribute to carpal tunnel syndrome. 
(Goran Bogicevic/Fotolia)

M23_MARY9591_06_SE_C23.indd   630 06/09/14   7:30 PM



chaPter 23 care of employee Populations  631

greatest causes of missed work days. For example, in 2008, 33% 
of the people who experienced an asthma episode in the prior 
year had missed work (USDHHS, 2014). Even when workers 
are not absent due to these conditions, their productivity may 
be diminished.

Neurotoxic conditions are another concern in occupational 
health. Some of the conditions encountered include heavy 
metal poisoning, behavior changes related to chemical expo-
sure, and difficulty concentrating and performing one’s job. 
Specific neurodegenerative disorders, such as presenile demen-
tia, Alzheimer’s disease, Parkinson’s disease, and motor neuron 
disease, have also been associated with occupational factors. 
High prevalence of each of these conditions has been found 
among teachers, medical personnel, machinists and machine 
operators, scientists, writers, entertainers, and clerical workers. 
Selected conditions are also noted with some frequency among 
workers exposed to pesticides, solvents, and electromagnetic 
fields.

Noise-induced hearing loss and infectious diseases are 
other biological considerations in occupational settings. For 
example, first responders (fire fighters, emergency medical 
technicians) and health care personnel are at increased risk 
of bloodborne diseases, whereas employees in manufacturing, 
construction, and other high-noise occupations are at greater 
risk for hearing loss.

With respect to dermatologic conditions arising from oc-
cupational factors, occupational health nurses are again in a 
position to assess the health status of employees. As with other 
types of health problems, the nurse should be aware of out-
breaks of dermatologic conditions that indicate the presence of 
hazards in the environment and a need for control measures. 
Conditions encountered include a variety of rashes, pruritus, 
chemical burns, and desquamation.

Occupational injuries and illnesses do not occur only 
among people who work for pay. Volunteer workers are also 
subject to occupational risks. An estimated 64.5 million 

people in the United States volunteered a median of 50 hours 
per person in 2012. This amounts to 26.5% of the U.S. popu-
lation over 16 years of age (BLS, 2012c). Australia has devel-
oped guidelines to protect the health and safety of volunteer 
workers. The guidelines include a checklist that volunteer 
workers or nurses can use to assess the safety of their working 
conditions (Safe Work Australia, n.d.). For further informa-
tion about the guidelines, see the External Resources section 
of the student resources site. Similarly, the Ontario Ministry 
of Labour (2013) has developed information for youth com-
pleting volunteer hours for high school graduation. In the 
United States, some states, such as California, have created 
programs to provide workers compensation benefits for reg-
istered disaster volunteer workers (California Governor’s Of-
fice of Emergency Services, 2012). Population health nurses, 
armed with knowledge of injury risks and rates among both 
employed and volunteer workers, can advocate for safer work 
environments. They can also educate both employees and 
volunteers to minimize injury risks.

The extent and type of disability among members of the 
working population is another biological determinant of health 
and related health care needs.

Immunization is the final physiologic consideration in as-
sessing health needs in the workplace. The nurse assesses the 
immunization status of employees, with special emphasis on 
groups of employees who may be at increased risk for certain 
diseases preventable by immunization. For example, employees 
who may be at risk for dirty injuries should be assessed for im-
munity to tetanus, whereas women of childbearing age should 
be assessed for immunity to rubella. Health care workers, on 
the other hand, should be particularly assessed for immunity 
to hepatitis B, influenza, and other infectious diseases to which 
they may be exposed. Elements to be considered in an assess-
ment of biological determinants influencing health in the work 
setting are included in the focused assessment questions pro-
vided below.

FOCusED AssEssmENT Assessing Biological Determinants 
Influencing Health in the Work setting

What types of occupational limitations are caused by 
disability?

•	 What	is	the	effect	of	chronic	illness	or	disability	on	the	
ability of employees to function effectively in the work 
setting? Do employees have preexisting health conditions 
that put them at greater risk for the toxic effects of workplace 
exposures?

•	 What	are	the	immunization	levels	in	the	employee	
population?

•	 What	are	the	age,	gender,	and	ethnic	composition	of	the	
employee population? What effects do these factors have on 
health in the work setting?

•	 What	is	the	extent	of	injury	in	the	population?	What	types	
of injuries occur? What factors contribute to injuries in the 
employee population?

•	 What	occupation-related	illnesses	are	common	in	the	population?

•	 What	other	illnesses	are	experienced	by	the	employee	
population? What is the level of disability in the population? 
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PsyCHOLOgICAL DETErmINANTs. Assessment of 
psychological considerations in the work setting involves ex-
amination of two major areas: the work climate as it affects 
health and the presence of mental illness in the workplace.

Workplace climate. Work climate includes the totality of fac-
tors in the psychological environment of the work setting. Some 
major considerations with respect to work climate include job 
security or insecurity, job strain, and social support. The in-
creasing need for businesses to respond flexibly to market de-
mands has led to greater use of part-time, temporary workers, or 
contract workers that allows companies to adjust the workforce 
to meet demands. The need for flexibility results in companies 
retaining only a small cadre of full-time employees. Part-time 
and temporary or contract workers are thus faced with increas-
ing job insecurity in which they may be employed today, but 
out of work tomorrow. Reliance on a large group of part-time 
or temporary workers also places greater strain on full-time 
employees who must shoulder the tasks involved in the day-to-
day running of the operation. All of this results, not only in an 
increased work pace, but has been shown to increase conflict 
and negative relationships within the workplace as employees 
compete for hours and even possibly for continued employment 
(Lundberg & Cooper, 2011).

Other elements that contribute to a poor work climate in-
clude long hours, shift work, employer surveillance, and sanc-
tions or incentives. Perceptions of organizational injustice also 
foster an adverse work environment (Sorenson et al., 2011). 
Organizational justice refers to perceptions of fair treatment 
in the organizational setting. Perceived workplace discrimina-
tion, particularly among ethnic minority or immigrant work-
ers, is an example of workplace injustice that has negative 
health effects. Low perceived organizational justice may give 
rise to negative emotional reactions to perceptions of unfair 
treatment.

Job strain is a situation that occurs when one’s ability to 
control one’s job is low and job demands are high (Smith & 
Bielecky, 2012). Job demands are the elements of a job that re-
quire physical or mental effort (Demir & Rodwell, 2012). The 
adverse effects of high job demands can be offset by job con-
trol, or the extent of autonomy one has in decisions regarding 
how and when one’s job will be performed (Demir & Rodwell, 
2012). The extent of an employee’s social support within the 
work setting (e.g., from coworkers or supervisors) or from fam-
ily and friends outside of work can help offset the effects of job 
strain.

A second model relating psychological factors in the work 
setting to employee health is the effort–reward imbalance (ERI) 
model. In this model, the amount of effort expended in one’s 
work is perceived to outweigh the rewards gained (Stansfeld, 
Shipley, Head, & Fuhrer, 2012). Rewards are not always mon-
etary, but may include psychological rewards, such as personal 
satisfaction in a job well done, or social rewards, such as recog-
nition for one’s efforts or contributions.

Another area in which employees may have minimal con-
trol is what is referred to as “emotional labor.” Emotional labor 
has been defined as management of one’s feelings to conform 
to organizational expectations (Wharton, 2009). An example of 
emotional labor in nursing is not allowing the anger caused by 
a cantankerous patient’s verbal insults to show in your face or 
to affect the quality of care given. In the retail world, emotional 
labor is exemplified by the old adage, “The customer is always 
right.” Emotional labor occurs in the context of service occu-
pations when the employee cannot afford to display his or her 
true emotions for fear of alienating a client or customer. Jobs 
that require emotional labor are characterized by contact with 
the public, the necessity for producing a favorable emotional 
state in the customer, and the opportunity for employers to 
control the emotional activities of their employees.

Some employers purposefully foster employees’ control over 
facets of their jobs. A 2008 study by the U.S. Census  Bureau 
(2012a) addressed the percentage of responding employers that 
engaged in specific practices to promote job control. The most 
frequently reported practice was giving leave to employees who 
provide care to newborn biological or adopted children and 
allowing them to gradually return to work (57% of employers 
surveyed), followed by policies allowing employees to deter-
mine when to take a break (55%), permitting career breaks for 
caregiving or other personal or family reasons (47%), allowing 
personal or family time off without pay (45%), and using paid 
or unpaid time for education or job training (40%). Other less 
frequently noted strategies to promote job control included be-
ing able to change starting and quitting times, working from 
home, control over the shift worked, control over paid and un-
paid overtime hours, movement from full-time to part-time 
employment and back, job sharing, working part of the year, 
personal or family time off without loss of pay, compensatory 
time off, the ability to do volunteer service during work time, 
phased retirement options, and sabbatical leaves.

Poor work climate and job strain have been associated with 
a variety of negative health effects. For example, work stress 
has been associated with obesity, alcohol use, lack of exercise, 
anxiety, and burnout (Sorenson et al., 2011). These factors are 
believed to account for the frequent association between job 
strain and cardiovascular disease (Nyberg, et al., 2013). Among 
nurses, burnout due to work stress has been linked to hospital-
acquired urinary tract infections in patients (Cimiotti, Aiken, 
Sloane, & Wu, 2012). Work stress and job strain have also been 
associated with depression (Sorenson et al., 2011; Stansfeld 
et al., 2012).

Because of the position of trust that occupational health 
nurses usually have with employees, they may be among the 
first to recognize symptoms of stress in individual employees 
or the work group. With this knowledge, nurses can explore 
the sources of stress and advocate for improvements in work-
ing conditions. Even when the stress might be the result of 
misperceptions among employees (e.g., rumors that massive 
layoffs will take place or that the company is being sold), the 
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effects on employee health and work ability can be significant. 
Population health nurses can help to identify these sources 
of stress and motivate employers to make changes to reduce 
stress levels.

Mental health and illness in the workplace. Population health 
nurses are also in a position to identify employees with men-
tal health problems or to recognize a high prevalence of these 
problems in the workforce. The sources of workplace stress 
discussed above may contribute to the development of actual 
psychiatric diagnoses, or employees may enter the workforce 
with one or more psychiatric illnesses. Depression, in particu-
lar, is a growing problem in the work setting and is the chron-
ic illness most likely to lead to work absences in the United 
States (Okechukwu, Ayadi, Tamers, Sabbath, &  Berkman, 
2012). Similarly, in Europe, the Organisation for Economic 
Cooperation and Development (OECD, 2011) has estimated 
that 20% of the working population in OECD countries has a 
clinical mental disorder and that the lifetime prevalence may 
approach 50%.

Mental illness can be differentiated between mild or moder-
ate illness, frequently referred to as common mental disorders 
(CMDs), and severe mental disorders (SMDs). CMDs include 
mood disorders, such as depression, neurotic disorders, such as 
anxiety, and substance abuse disorders. Without treatment, all 
of these disorders can evolve into SMDs (OECD, 2011). A vari-
ety of stresses contribute to depression in the work setting. For 
example, lack of job control or job security, job-related conflict, 
high physical demands or physically uncomfortable work, and 
hazardous work environments have all been linked to employee 
depression.

CMDs are generally less debilitating than SMDs, but still 
have considerable consequences for quality of life and work 
abilities (OECD, 2011). Changes in job demands in a changing 
society, such as higher demands for social skills and cognitive 
competencies, can make it difficult for people with mental ill-
nesses to function effectively in the work setting. In addition, 
people with mental health problems encounter stigma and fears 
among coworkers and supervisors.

Depression leads to a number of health-related conse-
quences. For example, depression is a major risk factor for heart 
disease, high cholesterol, and elevated blood pressure, and de-
pressed employees contribute to health care costs roughly twice 
those of nondepressed employees. A significant proportion of 
people with major depression commit suicide. Depression also 
affects the morale and productivity of coworkers, and the cost 
to society has been conservatively estimated at 3% to 4% of the 
gross domestic product of entities like the European Union 
(OECD, 2011).

There is a need to intervene early in the trajectory of mental 
illness. Unfortunately, few worksites have programs to address 
mental illness in employees. Because of the lack of attention to 
this problem, only a small fraction of people receive the care 
needed.

Population health nurses are strategically placed to identify 
employees with both common and severe mental disorders 
but should keep in mind several legal parameters related to 
psychiatric illness in the work setting. For example, employ-
ers are not permitted to ask about psychiatric illness in hiring 
decisions, and employees are not required to disclose such di-
agnoses unless they are requesting accommodations. Employ-
ers are also required by the Americans with Disabilities Act 
to make reasonable accommodations for employees with psy-
chiatric disorders, particularly depression. Population health 
nurses working with employees with mental health problems 
may need to ensure access to needed treatment and advocate 
for accommodations in the work setting. They may also be 
involved in coordinating care, evaluating the functional abil-
ity of employees, and monitoring their use of psychotropic 
medications.

In assessing psychological determinants influencing the 
health of clients in work settings, population health nurses 
identify psychological health problems prevalent in the popu-
lation and assess factors contributing to those problems. The 
nurse can assess individual clients or the work group for the 
following indicators of psychological health problems:

•	 Increased	absenteeism	(especially	on	Mondays,	Fridays,	and	
the day after payday)

•	 Mood	changes	or	changes	in	relationships	with	others	(espe-
cially with health care providers)

•	 Increased	incidence	of	minor	accidents	on	and	off	the	job
•	 Complaints	of	fatigue,	weakness,	or	a	general	decrease	in	

energy
•	 Sudden	weight	loss	or	gain
•	 Increased	blood	pressure
•	 Frequent	stress-related	illnesses
•	 Bloodshot	or	bleary	eyes
•	 Facial	petechiae	(especially	over	the	nose)

The focused assessment on the next page provides guide-
lines for assessing psychological determinants affecting the 
health status of the working population.

ENvIrONmENTAL DETErmINANTs. Physical envi-
ronmental factors contribute to a variety of health problems 
encountered in work settings. In 2011, for example, 9% of 
workplace fatalities resulted from environmental conditions 
and exposures (BLS, 2013a). Categories of health hazards in 
the physical environment include chemical hazards, physical 
hazards (radiation, noise, vibration, and exposure to heat and 
cold), electrical and magnetic field hazards, fire, heavy lifting 
and uncomfortable working positions, and potential for falls. 
Additional hazards that may be present in the workplace in-
clude exposure to metallic compounds and allergens and molds.

Poor lighting and high noise levels may adversely affect 
vision and hearing, respectively. In addition, exposure to ar-
tificial light during the hours when melatonin production 
is affected has been linked to incidence of a variety of health 
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problems that will be addressed in more detail later in the dis-
cussion of shiftwork.

Each year, millions of workers are exposed to excessive 
noise levels, and noise-induced hearing loss is one of the most 
common occupational health problems in the United States. 
High noise levels are a particularly significant occupational 
hazard among members of the military, and military veterans 
are approximately 30% more likely to experience severe hear-
ing impairment than nonveterans. Among recent veterans of 
Operation Enduring Freedom and Operation Iraqi Freedom, 
hearing loss is more than four times more common than for 
members of the civilian population of similar ages (Greenwald, 
Tak, & Masterson, 2011). Heavy objects that must be moved 
or repetitive motion in job tasks may result in musculoskeletal  
injuries (NINDS, 2012). Awkward work postures, vibration, 
and temperature are other environmental factors that may 
contribute to musculoskeletal disorders (Sorenson et al., 2011). 
In addition, there is a high risk for falls or exposure to excessive 
heat or cold in many workplaces. All of these physical environ-
mental factors contribute to the risk of occupational injury and 
illness.

The use of toxic substances in work performance is another 
source of possible health problems related to the physical envi-
ronment. Toxic substances may be encountered as solids, liq-
uids, gases, vapors, dust, fumes, fibers, or mists. For example, 
workers in nail salons experience chronic exposure to a variety 
of toxic chemicals used in personal care products, for which 
there is little regulation. Approximately, 90% of more than 
10,000 chemicals used in cosmetics have not been tested for 
safety (Quach et al., 2011). Similarly, the relationship between 
exposure to soot and scrotal cancer among chimney sweeps has 
been known since the late 1700s, but chimney soot is now be-
ing linked to ischemic heart disease, nonmalignant respiratory 
diseases, alcoholism, liver disease, and a variety of other can-
cers in this occupational group (Hogstedt, Jansson, Hugosson, 

Tinnerberg, & Gustavsson, 2013). Pneumoconiosis and other 
advanced lung diseases can result from long-term exposure to 
coal dust (Laney et al., 2012). 

Produce inspectors working in enclosed areas have been ex-
posed to high concentrations of pesticides used as fumigants to 
protect stored produce from infestations (O’Malley et al., 2011), 
and lab workers, animal caretakers, and health care personnel 
are also at risk for toxic exposures. For example, a university 
researcher was infected with Yersinia pestis, the causative or-
ganism for plague, through contact with an attenuated strain 
(Ritger et al., 2011). Similarly, a phlebotomist was infected with 
salmonella in drawing lab samples (Smith et al., 2013). As an-
other example, four veterinary personnel were poisoned by 
phosphine gas after working on dogs that had ingested a pes-
ticide that interacts with stomach acid to produce the toxic gas 
(Schwartz, Walker, Sievert, Calvert, & Tsai, 2012).

FOCusED AssEssmENT Assessing Psychological Determinants 
Influencing Health in the Work setting

if any, does the organization employ to increase job control 
and minimize job strain?

•	 To	what	extent	is	social	support	available	within	and	outside	
of the work setting?

•	 What	is	the	prevalence	of	mental	illness	among	employees?	
What types of mental disorders are present in the workforce? 
What are the attitudes toward employees with mental health 
disorders in the work setting? How does the presence of 
mental illness affect employees’ ability to work?

•	 To	what	extent	does	the	work	environment	contribute	
to stress? What are the sources of stress in the work 
environment?

•	 How	do	employees	cope	with	stress	in	the	work	environment?

•	 What	is	the	extent	of	job	security	or	insecurity	experienced	
by members of the workforce?

•	 Does	the	work	setting	require	emotional	labor?	How	do	
employees in the setting approach emotional labor?

•	 What	is	the	extent	of	job	strain	experienced	in	the	work	
setting? What are the sources of job strain? What measures, 

Employees may need protective clothing to prevent toxic 
exposures. (lnzyx/Fotolia)
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Health care personnel not only experience exposures to 
hazardous chemicals (e.g. anesthetists in surgery), but are also 
exposed to infectious materials from bodily substances, contam-
inated medical supplies and equipment, contaminated surfaces, 
or contaminated air (Shefer et al., 2011). In another instance of 
unanticipated exposure, 23 workers at a metal recycling plant 
became ill after exposure to chlorine gas from a ruptured sal-
vage tank believed to be empty (Kelsey et al., 2011). Similarly, 
use of methylene chloride to strip paint from old bathtubs led 
to cases of fatal poisoning; such results have also been expe-
rienced by furniture strippers and other industries that use 
this chemical (Chester, Rosenman, Grimes, Fagan, & Castillo, 
2012). In addition to the potential for exposure to diacetyl in 
the production of popcorn addressed earlier, bronchiolitis ob-
literans has been diagnosed on workers exposed to the chemical 
in coffee flavoring processes (Huff et al., 2013). Finally, work-
place exposure to tobacco smoke has been linked to a variety of  
health problems even among nonsmokers (American Lung  
Association, 2014). As can be seen in the variety of examples 
presented here, the work environment can result in exposure to 
a wide array of conditions hazardous to employees’ health.

Population health nurses in occupational settings engage in 
hazard analysis, or an assessment of the vulnerability of work-
ers to workplace contaminants, the probability of exposure, 
and the severity of potential consequences (AAOHN, 2012e). 
In addition, they would monitor the frequency of exposures as 
well as their health effects and provide care to address the re-
sults of exposure.

Areas to be assessed relative to the potential for toxic expo-
sures in the workplace include substances used in the setting 
and their level of demonstrated toxicity, portals of entry into 
the human body, established legal exposure limits, extent of 
exposure, potential for interactive exposures, and the presence 
of existing employee health conditions that put the individuals 
affected at greater risk for exposure-related illnesses. The nurse 
and other personnel would also assess the extent and adequacy 
of controls to prevent or limit exposures and the availability of 
and compliance with recommended screening and surveillance 
procedures.

For some people, seemingly innocuous substances may have 
toxic effects. For example, health care providers may be allergic 
to the latex gloves used in many settings. Similarly, the pres-
ence of food allergens in meals prepared in the work setting 
can have severe consequences for those with allergies. Popula-
tion health nurses can be alert to the presence of people with 
specific allergies in the work setting and assist the company to 
eliminate the most common allergens. For example, the nurse 
might work with staff in an employee dining room to elimi-
nate recipes that use peanuts or peanut oil. Similarly, the nurse 
can advocate for the use of nonlatex gloves in health care set-
tings and other workplaces where gloves are used (e.g., by hotel 
cleaning staff members).

Equipment may also constitute an occupational health 
hazard. The use of heavy equipment or sharp tools can result 
in injury. There is also the potential for hand–arm vibration 

syndrome in the use of tools that vibrate or visual disturbance 
related to the use of computer display terminals. Another 
relatively recent physical hazard generated by widespread 
computer use is the potential for tendonitis and other similar 
conditions. The nurse in the occupational setting identifies 
the presence of any hazards in the physical environment that 
contribute to health problems. In addition, the nurse monitors 
the status of known hazards and their effects on the health of 
employees. The presence of modifiable hazards should lead to 
advocacy on the part of the nurse to change the physical work 
environment to eliminate or reduce the potential for exposure 
to these hazards. Some potential questions for evaluating haz-
ardous conditions in work settings are included in the focused 
assessment presented on the next page. 

sOCIOCuLTurAL DETErmINANTs. The social envi-
ronment of the work setting can influence employee health sta-
tus either positively or negatively. The quality of social interac-
tions among employees, attitudes toward work and health, and 
the presence or absence of racial or other tensions can all affect 
health status as well as employee productivity.

Assessment of sociocultural considerations affecting health 
in work settings focuses on five major areas. These include the 
effects of policy and legislation, the interactive effects of work 
and family life, the type of work done, immigration, and work-
place aggression.

Policy and legislation. In the United States, health-related 
policy and legislation have a significant impact on the work-
force. The three most influential pieces of legislation are the 
 Occupational Safety and Health Act of 1970 (OSH Act), work-
ers’ compensation, and the Americans with Disabilities Act. 
Other state, local, and business-specific policies and regulations 
also affect the health of employees. The Occupational Safety  
and Health Act established the Occupational Safety and 
Health Administration (OSHA), the federal agency charged 

A variety of injuries may occur as a result of heavy equipment 
operation. (dima266f/Fotolia)
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with protecting the health and welfare of the U.S. private-
sector workforce. OSHA was intended to develop and enforce 
safety standards in work settings to protect U.S. workers from 
harm (OSHA, 2011). In addition, the legislation established the 
 National Institute for Occupational Safety and Health (NIOSH) 
to conduct occupational research and make recommendations 
for safeguarding employee health (NIOSH, 2013a).

OSHA covers all private-sector employees except those who 
are self-employed, family members employed on farms that 
do not employ outside workers, and workers who are covered 
under other regulatory agencies (e.g., the Nuclear Regulatory 
Commission). Members of the military forces are also outside 
the jurisdiction of OSHA. State and local government employ-
ees are also not covered by the federal agency, but are protected 
if their state has an OSHA-approved state program. Most state 
occupational and safety plans cover both private- and public-
sector employees. OSHA also monitors federal agencies, but 
these agencies are regulated under requirements that they 
meet the same employee protections as required by OSHA of 
 private-sector employers (OSHA, n.d.c). Table 23-1• presents 
the OSHA-mandated employee rights and employer responsi-
bilities related to occupational safety and health.

OSHA is charged with performing periodic inspections of 
worksites to determine whether standards are being enforced. 

Inspections may be conducted on a routine basis or may 
be triggered by certain specific events such as an employee 
death, hospitalization of three or more employees for work-
related occurrences, employee complaints, or referrals from 
the media or other individuals. Inspections may also be con-
ducted in the event of an imminent danger situation (e.g., 
possible rupture of a holding tank for hazardous materials). 
Unfortunately, the number and frequency of OSHA inspec-
tions and penalties for violation of standards have been 
steadily decreasing. In addition, OSHA has been criticized for 
the excessive length of time required to develop new expo-
sure standards for hazardous substances, which may take as 
long as 5 to 10 years from proposal to enactment and in one 
case took 31 years. Finally, the Congressional Review Act of 
1996 allows congress to overturn any federal agency’s regula-
tions, but to date only the ergonomics standards promulgated 
by OSHA in 2001 have ever received a congressional veto. In 
addition, executive orders have permitted the President of the 
United States to interfere in occupational safety regulations 
usually through the Office of Management and Budget, which 
has no related scientific or health care expertise (Feldman, 
2011). Most often, such interference has come as a result of 
pressure from major employer organizations and lobbying 
groups.

FOCusED AssEssmENT Assessing Environmental Determinants 
Influencing Health in the Work setting

•	 What	are	the	usual	signs	and	symptoms	of	toxicity/health	
effects?

•	 Are	there	synergistic	effects	among	substances	or	between	
substances and other conditions (e.g., heat) or health-related 
behaviors (e.g., smoking)?

•	 What	are	the	recommended	control	practices	to	prevent	or	
minimize potential for exposure?

•	 Are	the	recommended	practices	in	place	in	a	given	
occupational setting (e.g., ventilation, other engineering 
controls)?

•	 What	are	the	recommended	surveillance	practices	for	
monitoring environmental conditions and hazardous 
exposures? Are there surveillance systems in place for 
monitoring the presence or extent of hazardous conditions in 
the environment?

•	 Are	food	sanitation	practices	adequate	to	prevent	
communicable diseases, vermin infestation, and so on?

•	 Are	there	adequate	facilities	for	handicapped	employees?

•	 Are	workstations	designed	to	prevent	injury	and	fatigue?

•	 Is	there	potential	for	a	disaster	in	the	work	setting?	Is	there	a	
disaster plan in place?

•	 Does	the	physical	environment	of	the	work	setting	pose	any	
health hazards?

•	 What	potentially	hazardous	substances	or	conditions	are	
associated with production processes (e.g., toxic chemicals, 
heat)?

•	 What	potentially	hazardous	substances	or	conditions	
are associated with clerical processes (e.g., repetitive 
movements)? With other office processes (e.g., cleaning 
products, pesticides)?

•	 What	is	the	typical	extent	and	duration	of	exposure	to	
hazardous substances or conditions?

•	 What	are	the	designated	exposure	limits	for	substances	and	
conditions in the work setting?

•	 What	research	evidence	is	there	for	adverse	human	health	
effects (e.g., toxicity, teratogenicity, potential for injury) 
associated with substances used or conditions existing in the 
work setting?

•	 Do	low	levels	of	exposure	have	a	cumulative	effect?

•	 What	is	the	usual	portal	of	entry	or	mechanism	of	exposure	
for a specific toxic agent or condition?

•	 What	organ	systems	are	typically	affected	by	specific	toxic	
agents or hazardous conditions?
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In spite of these failings, OSHA regulations have been 
credited with saving the lives of more than 410,000 U.S. work-
ers and preventing countless injuries and illnesses. Recom-
mendations for shoring up the agency’s performance include 
increasing fines for violation of standards to meaningful lev-
els, increasing the capacity of the agency to conduct inspec-
tions as mandated in its charge, enacting criminal as well as 
monetary penalties for failing to safeguard employee health, 
and basing regulation on updated scientific findings (Murray, 
2011). Additional recommendations include expanding cov-
erage to currently unprotected groups and changing the fed-
eral regulations so they also cover farm children working on 
family farms.

Population health nurses working in occupational settings 
may occasionally find themselves in the position of needing to 
report OSHA violations in order to protect employee health 
and safety. In addition, they may need to become politically ac-
tive to advocate for federal and state enforcement of health and 
safety regulations.

Workers’ compensation legislation is designed to provide 
for the needs of workers injured or made ill at work and their 
families. At the federal level, workers’ compensation addresses 
wage replacement benefits, medical treatment, vocational reha-
bilitation, and some other benefits for federal employees. Other 
specific groups are also covered under federal legislation and 
include energy workers with occupational illnesses, longshore 
and harbor workers, and those who suffer from black lung dis-
ease, primarily as a result of mining (U.S. Department of Labor, 
n.d.b). Nonfederal employees may receive workers’ compensa-
tion benefits under state legislation, but coverage varies from 

state to state. The National Conference of State Legislatures 
(2013) provides an annual update on worker’s compensation 
legislation in specific states. For further information about 
the report, see the External Resources section of the student 
 resources site.

Prior to the establishment of the workers’ compensation 
system, employees were required to prove employer respon-
sibility for an illness or injury before they could claim rec-
ompense for lost wages or the cost of medical care. Workers’ 
compensation provides protection for both employee and em-
ployer. Under the program, employees are guaranteed wage 
replacement and medical care costs if they are injured on 
the job. The system also protects employers from lawsuits by 
employees to recover lost wages or health care costs. Occu-
pational health nurses are often responsible for tracking and 
administering workers’ compensation for injured employees. 
They may also need to assist employees to obtain workers’ 
compensation benefits.

The third piece of legislation that affects the workplace is 
the Americans with Disabilities Act (ADA). The implications 
of the act for the school setting were discussed in Chapter 22   
and are similar for occupational settings. ADA was designed 
to ensure equitable occupational opportunity for those with 
disabilities (U.S. Department of Justice, n.d.). Under the law, 
employers are not required to give preferential treatment to 
disabled job applicants or employees, but are expected to give 
them the same opportunities for employment or advancement 
as those without disabilities. Employers are required to pro-
vide reasonable accommodations, or “modification or ad-
justment to a job or the work environment that will enable a 

TABLE 23-1 Employee rights and Employer responsibilities under OsHA

Employees Have the right to: Employers must:

Working conditions that do not pose a risk for harm Follow all relevant OSHA safety and health standards
Receive information and training, in a language they can understand, 
about chemical and other hazards, measures to prevent harm, and 
OSHA standards that apply to their workplace

Find and correct safety and health hazards

Review records of work-related injuries and illnesses Inform employees about chemical hazards through training, labels, 
alarms, color-coded systems, chemical information sheets, and other 
methods

Get copies of test results done to find and measure hazards in  
the workplace

Notify OSHA within 8 hours of a workplace fatality or when three or 
more employees are hospitalized

File a complaint with OSHA asking for an inspection of their  
workplace if they believe there is a serious hazard or their employer  
is not following OSHA rules

Provide	required	personal	protective	equipment	at	no	cost	to	employees

Use their rights under the law without retaliation or discrimination and 
file complaints with OSHA if retaliation or discrimination occurs

Keep accurate records of work-related injuries and illnesses

Post OSHA citations, injury, and illness summary data, and the OSHA 
“Job Safety and Health—It’s the Law” poster in the workplace where 
workers will see them
Not discriminate or retaliate against any worker for using their rights 
under the law

Source: Occupational Safety and Health Administration. (2011). At-a-glance: OSHA. Retrieved from https://www.osha.gov/Publications/3439at-a-glance.pdf
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qualified applicant or employee with a disability to participate 
in the application process or to perform essential job func-
tions” (Job Accommodation Network, n.d., para. 9). A reason-
able accommodation is one that does not impose an undue 
burden on the employer (Rutkow, Vernick, Tung, & Cohen, 
2013). The legislation does not define what constitutes a dis-
ability that is covered under the law, but consultants at the Of-
fice of Disability Employment Policy’s Job Accommodation 
Network can assist employers with determining whether or 
not a specific condition in a particular individual employee 
constitutes a disability that requires reasonable accommoda-
tion (JAN, n.d.).

Similar legislative efforts have been undertaken interna-
tionally. For example, the United Nations (2006) “Convention 
on the Rights of Persons with Disabilities” includes the right 
to employment for individuals with disabilities. According 
to the convention, adopting nations recognize the right of all  
individuals, including those with disabilities to gainful  
employment in open, inclusive, and accessible work envi-
ronments (Article 27). Most nations throughout the world, 
including the United States, have adopted the convention 
(United Nations, 2013).

On occasion, ADA provisions may be in conflict with 
OSHA regulations designed to limit risks to which employ-
ees are exposed. Recent Supreme Court rulings have favored 
the right of employers to prevent people from working when 
a particular job would place the person him- or herself at risk 
due to limitations imposed by a disability. These rulings run 
contrary to prior decisions that only possible danger to others 
justified employer decisions not to employ someone in a par-
ticular capacity. Population health nurses may need to advo-
cate for disabled workers when such decisions are made in the 
workplace. They may also assist applicants or employees with 
disabilities in requesting accommodations. Nurses, employers, 
and employees can find additional information and assistance 
with accommodations on the Job Accommodation Network 
website. For further information about the report, see the  
 External Resources section of the student resources site.

State and local laws and policies within specific business or-
ganizations have also been found to influence health and safety. 
For example, by the end of 2010, 26 states and the District of 
Columbia had smoke-free laws that covered indoor areas of 
work, restaurants, and bars. An additional 19 states had laws 
prohibiting smoking in one or two of the three areas. Interest-
ingly, no southern state had enacted any smoke-free legislation, 
but many communities in the south had local laws prohibiting 
smoking. Such laws have been shown to reduce nonsmokers’ 
exposure to second-hand smoke, promote smoking cessation 
among smokers, and change norms related to the acceptability 
of smoking in public. In addition, they have contributed to re-
duced incidence of heart attack and asthma hospitalizations in 
the general public and the workforce (Tyman, Babb, MacNeil, 
& Griffin, 2011).

Other legislation and policies may also affect health, ei-
ther positively or negatively. For example, policies that 

permit breast-feeding of infants or breast pumping are 
helpful for both mothers and infants. On the other hand, 
the absence of sick leave policies encourage employees to 
come to work when ill, jeopardizing their health and that of 
coworkers.

The work–family interface. Although employees spend 
considerable time in the work setting, they do have lives out-
side of work. Interrelationships between work and family may 
support or impede employee and/or family health. The work–
family interface for any given employee may be one of balance 
or conflict. Balance may be viewed from a variety of perspec-
tives: as the absence of conflict between roles, as full engage-
ment in all roles, as high levels of satisfaction across roles, and 
as congruence with the relative value attached to multiple roles. 
Given these multiple perspectives, work–family balance can 
be defined as the extent to which one’s work and family roles 
are balanced and are congruent with one’s life values (Green-
haus & Allen, 2011).

Positive effects result from work–life balance. These may 
 include positive spill-over, enrichment, and facilitation 
(Greenhaus & Allen, 2011). Spill-over involves the transfer of 
positive feelings, skills, behaviors, and values from one domain 
to the other. For example, effective interpersonal communica-
tion skills demonstrated at work may improve interpersonal 
interactions in the family. Enrichment relates to the extent to 
which experiences in one role improve the quality of life or 
performance in the other. For example, social support from co-
workers may help an employee get through a difficult family 
situation. In facilitation, involvement in one domain contrib-
utes to enhanced function in another domain. Engagement in 
multiple roles may foster enhanced efficiency or improved del-
egation skills in each. For example, nursing students who are 
married, have children, and work, as well as going to school, 
are often better organized than those who are single and not 
working while in school.

Work–family conflict, on the other hand, is role interfer-
ence that occurs when work and family roles are incompatible 
with each other and the resulting conflict makes effective exe-
cution of one or both roles difficult (Greenhaus & Allen, 2011). 
Such conflicts may be time-based, in which work and family 
roles compete for the limited time available, strain-based, in 
which strain in one role affects performance in the other, or 
behavior-based, in which the behaviors required in one role are 
incompatible with those required in the other (Slan-Jerusalem 
& Chen, 2009).

Work–family conflict or interference may be bidirectional. 
Family roles may interfere with work performance when a par-
ent is distracted at work because he or she has a sick child at 
home. This situation is often referred to as FIW or family in-
terference with work. Conversely, work responsibilities may 
interfere with family roles (WIF). For example, a mandatory 
meeting at work may conflict with a celebration of a couple’s 
anniversary. Because of the expanding use of  technology in 
work realms, many employees have what are virtually 24/7 
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 responsibilities leading to greater interference with family life 
(Sorenson et al., 2011).

Women are more often affected by FIW than men, but 
both have multiple negative effects for the individuals in-
volved. WIF frequently leads to job dissatisfaction, intentions 
to leave the job, overload, work distress, and difficult relation-
ships within the family. FIW more often results in family and 
marital dissatisfaction, parental overload, family distress, and 
poor work performance. Work–family interference has also 
been shown to affect employees’ overall physical and psycho-
logical well-being and health-related behaviors such as alcohol 
use and smoking (Nelson, Li, Sorenson, & Berkman, 2012). 
Work–family conflict in either direction also has  implications 
for the employing organization in the form of reduced job 
and career satisfaction and turnover, reduced employee 
 morale, lower productivity, and increased absenteeism (Slan- 
Jerusalem & Chen, 2009).

A final aspect of the relationship between work and family 
relates to paraoccupational exposure to hazardous substances. 
Paraoccupational exposure occurs when family members 
or others outside the work setting are exposed to hazardous 
substances transferred from the work setting by an employee. 
These exposures may involve metals, chemicals, or biological 
agents. For example, paraoccupational exposure to lead fre-
quently occurs via contaminated clothing. Health care work-
ers, on the other hand, may expose their families to infectious 
disease agents. Occupational health nurses can be particularly 
influential in teaching employees how to minimize paraoc-
cupational exposures and in advocating employment policies 
that minimize the potential for exposure (e.g., through pro-
viding protective clothing and changing areas for employ-
ees working with hazardous materials). They may also assist 
employees in dealing with work–family conflicts or advocate 
working conditions and policies that minimize conflict and 
promote balance.

Type of work. The type of work performed and specific job 
demands are other sociocultural factors influencing the health 
of the working population. For example, agricultural work is 
one of the most dangerous occupations, with an overall mor-
tality rate seven times higher than that of all other workers in 
the United States (Marucci-Wellman et al., 2011). Employees’ 
socioeconomic position may influence the type of work per-
formed and thus their level of exposure to hazardous job condi-
tions. Socioeconomic position has also been shown to interact 
with work stressors to have differential effects on health. For 
example, people in blue-collar positions who experience job 
strain have been found to have a greater risk of hypertension 
and heart attack than white-collar workers, possibly due to the 
relative lack of options for dealing with stress. In addition, em-
ployees of lower socioeconomic status tend to receive less in the 
way of health promotion services than those of higher status 
(Sorenson et al., 2011).

Increased job demands and competition for jobs in to-
day’s society lead to a faster work pace and more stressful 

working conditions. In manufacturing areas, higher produc-
tivity  demands may increase the risk of injury if short cuts are 
taken. As noted earlier, the use of technology in the workplace 
makes possible work in different locations and at different 
times, possibly leading to increased expectations for responses 
even during one’s off time leading to a 24-hour, 7-days a week 
schedule that interferes with family interactions, leisure, and 
rest. In addition, the option of telework from home may in-
crease the workload for those who stay in traditional worksites 
who have the added burden of dealing with the daily needs of 
the organization as well as meeting the needs of telecommuters 
( Lundberg & Cooper, 2011).

Some authors have noted a “global trend toward a 24-
hour society” (Smith et al., 2011, p. 189). This trend has led 
to an increase in the proportion of the workforce that works 
nonstandard hours and may result in irregular schedules or 
in shiftwork. Shiftwork has been shown to result in a variety 
of health effects. For example, there is a strong association 

global Perspectives

Approximately one third of the world’s workforce is employed in 
agriculture-related occupations, compared to only 10% of the 
workforce in developed nations (Marucci-Wellman et al., 2011). 
Many formerly third-world countries, however, are moving rapidly 
from an agricultural to an industrial economy. As such changes 
occur, many workers will move from agricultural employment to 
higher paying jobs in the industrial sector. Many others will com-
bine work in both sectors. Continued agricultural work may be 
used to supplement income from work in industry. Both move-
ments toward a new occupational sector and combined employ-
ment	in	both	sectors	pose	unique	new	risks.

In one rural Vietnamese commune for example, nearly half of 
the workforce continues to work part-time in agriculture, while 
working full- or part-time in industry. A study by Marucci-Wellman 
and colleagues (2011) found occupational injury rates for those 
working fewer than 500 hours per year in the agricultural sector 
and as much as full-time (2,000 hours/year) in industry four times 
higher than rates for the overall workforce and persons working 
only in the industrial sector. These findings held true for both men 
and women working in dual sectors, but were more pronounced for 
men who work at more dangerous jobs in both sectors.

Fatigue from working two jobs might be one explanation 
of the higher injury rates. An alternative explanation might be 
 inexperience in one sector or the other (Marucci-Wellman et al., 
2011). The study’s findings suggest that workers employed in 
both agricultural and industrial sectors may need to be particular-
ly targeted for injury prevention programs. The findings also high-
light the need to consider the health effects of major occupational 
shifts in society and the effects of employment in multiple jobs.

Transitioning from an Agricultural 
Economy to an Industrial Economy
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between shiftwork and coronary heart disease. Shiftwork also 
interferes with normal circadian rhythms and sleep–wake cy-
cles, with about 10% of shiftworkers experiencing shift work 
sleep disorder leading to poor sleep, chronic fatigue, anxiety, 
nervousness, and depression. Frequent association with gas-
trointestinal disorders and interference with female repro-
ductive cycles have also been found. The fatigue and other 
effects caused by shiftwork may lead to errors and injury, 
particularly at night; however, data are difficult to interpret, 
since the intensity of work and potential for high stress events 
may vary from shift to shift (Smith et al., 2011). Finally, an 
expert group within the International Agency for Research 
on Cancer has concluded that the disruption of circadian 
rhythms involved in shift work may very well be carcinogenic 
(Smith et al., 2011).

Population health nurses most probably will not be able to 
change the operating hours of a business or industry, but they 
can be alert to the health effects of shiftwork on specific em-
ployees and assist them to minimize the effects (e.g., by pro-
moting good sleep hygiene) or advocate for a change in shifts. 
They can also advocate for shift changes that minimize disrup-
tion of circadian rhythms, such as rotation from evening to 
night shift rather than the reverse (Luckhaupt, 2012). In addi-
tion, they should be familiar with the types of work performed 
in a given occupational setting and the potential effects on the 
health of employees.

Immigration and work. Immigration is one of three factors 
that influence the size of the U.S. workforce, the other two fac-
tors being fertility and birth rates and mortality in the work-
ing age population. Immigration may stem from efforts to es-
cape adverse conditions in one’s homeland or the desire for 
greater opportunity, particularly employment opportunities. 
Immigration contributes to both growth in the overall work-
force and to diversity within the working population. Based 
on projections from the U.S. Census Bureau, immigration is 
expected to add 1.4 million people to the workforce each year 
through 2020, a significant increase over 2004 projections 
(Toosi, 2012).

Because of their typically low socioeconomic status and fre-
quent lack of highly employable skills, many immigrants are 
forced into low-paying hazardous occupations. Educated im-
migrants may also encounter difficulties in obtaining employ-
ment in their own fields. For example, nurses educated in other 
countries may need to take jobs as nursing assistants until they 
can meet the licensing requirements for a specific state. Similar 
educational and licensing difficulties might be experienced by 
other immigrating professionals, such as physicians, lawyers, 
and teachers.

Among the 2.5 million farm workers in the United States, 
78% are immigrants who often move around the country 
as agricultural labor demands wax and wane. Migrant farm 
workers may come to the United States alone or may be ac-
companied by their families. Approximately 20% of them 
live in employer-provided housing or camps that lack basic 

amenities. In addition, they often live at a distance from 
health care and social services or do not have adequate time 
to address health care needs. Working conditions may also 
be substandard, and they frequently do not receive feder-
ally mandated safety training specific to the hazards of their 
jobs. In addition, farmworkers do not have the same right-
to-know protections as other employees covered by OSHA 
regulations regarding communication about hazards in the 
work setting and their potential health effects (Farmworker 
Justice, 2014).

These conditions are compounded for a growing number of 
indigenous workers, native peoples of Mexico and other Cen-
tral and South American countries who are not Latino. These 
workers tend to be discriminated against by both the U.S.-born 
farm workers and other migrant workers. Their language and 
cultures differ significantly from Latino workers and any safety 
training they may receive may be in English or Spanish, lim-
iting their ability to understand it. Population health nurses 
should be alert to the presence of immigrant workers in specific 
work settings as well as the cultural and language barriers they 
experience in adapting to life and work in the United States. 
They may need to provide referrals for assistance for individual 
employees, modify safety and other health-related education to 
meet their needs, or advocate for equitable treatment and ap-
propriate policies in the work setting.

Workplace aggression. Violence or aggression in the work-
place is another sociocultural factor that can profoundly affect 
health and safety in the occupational setting. Workplace ag-
gression involves actions that result in physical, psychological, 
or emotional harm as perceived by the recipient (Fujishiro, Gee, 
& de Castro, 2011). Types of workplace aggression may include 
verbal abuse, bullying, and intimidation; threat of physical harm; 
physical assault; sexual assault; and homicide. Aggression tends 
to involve four types of perpetrators: persons in pursuit of crim-
inal activity (e.g., a robbery), customers or other recipients of 
services (e.g., patients or students), coworkers, or persons who 
have a personal relationship with the victim, such as spouses or 
intimate partners (AAOHN, 2013).

Although workplace aggression occurs in many work set-
tings, nurses are at particular risk for victimization because 
they often work alone, have access to drugs that may be sought 
by perpetrators, care for people under stress, and have frequent 
close contact with patients and their families (Magnavita &  
Heponiemi, 2011). According to U.S. Bureau of Labor sta-
tistics, more than 25,000 physical assaults were reported in 
health care settings in 2007 for an incidence of 158.4 events 
per 100,000 workers, much higher than in any other industry. 
Reports of nursing risk for workplace aggression vary from 
63.5% to 95% in some settings (Demir & Rodwell, 2012). In 
other studies, the rate is as high as 13 of every 100 employ-
ees. One third to a half of the incidents reported involved 
nonphysical aggression such as bullying, intimidation, or ha-
rassment (Fujishiro et al., 2011). Like bullying in the school 
setting addressed in Chapter 22 , workplace bullying often 
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involves intimidation and social isolation. It has been sug-
gested that increased job demands and low job control may 
lead to violations of existing social norms leading to increased 
risk of being bullied. For example, high job demands may 
result in frequent errors leading coworkers to perceive one 
as incompetent and engage in disparagement and bullying 
(Demir & Rodwell, 2012).

In a study among health care workers in the Philippines, 
verbal abuse and bullying were associated with poor general 
health and work-related injury and illness, while physical as-
sault was associated with missed workdays. In addition, co-
worker conflicts were often associated with work-related injury 
(Fujishiro et al., 2011). Similarly, a study of Italian nurses and 
nursing students indicated that 43% of the nurses and 34% of 
the students had experienced at least one episode of verbal or 
physical violence in their clinical lifetimes. Nurses reported be-
ing assaulted or harassed most often by patients and their fami-
lies and friends. Nursing students also reported being subjected 
to verbal and physical violence by colleagues, staff, and others 
including teachers, physicians, and supervisors (Magnavita & 
Heponiemi, 2011). In the United States, a recent study of more 
than 1,400 early career registered nurses found that nearly half 
reported verbal abuse from colleagues, with 49% being abused 
at least once in the prior 3 months, and 5% reported more than 
5 episodes of abuse in the same period. Being spoken to in a 
condescending manner and being ignored were the most com-
monly reported forms of verbal abuse (Budin, Brewer, Chao, & 
Kovner, 2013).

Nursing home personnel in Switzerland also reported high 
levels of aggression (81%). Reports varied by education of the 
victim with nonstudents being more likely to be victimized 
than students and RNs more likely than ancillary staff. In part, 
these results may stem from the practice of reserving assign-
ment of difficult patients to experienced nurses. The authors 
noted a need for caregivers to understand the factors underly-
ing patient aggression in a more comprehensive way to enable 
them to deal with aggression more effectively (Zeller, Dassen, 
Kok, Needham, & Halfens, 2012).

In 2011, 17% of workplace fatalities were the result of vio-
lence or other injuries by persons or animals in the work set-
ting, and 10% of those fatalities were homicides. In that same 
year, a total of 468 workplace homicides were reported; the 
majority (83%) involving male victims. Among female vic-
tims, homicide perpetrators were most often relatives or do-
mestic partners, whereas men were more likely to be killed in 
robberies. Coworkers or work associates were implicated in 
11% of male and 6% of female homicides. Fourteen percent of 
women employees and 12% of men were killed by a student, 
patient, client, or customer, and 6% of women and 12% of men 
were killed by an inmate, detainee, or unapprehended suspect 
( Bureau of Labor Statistics, 2013a).

Workplace violence has negative effects for both the victim 
and the employing organization. Consequences for victims may 
include increased stress and fear of victimization, anxiety, feel-
ings of guilt and self-blame, carrying weapons for self-defense, 

decreased trust of management and coworkers, decreased job 
satisfaction, and the intention to leave the job. For employers, 
workplace aggression results in increased health care and work-
ers’ compensation claims, increased legal and security costs, 
increased employee turnover and absenteeism, and decreased 
productivity (AAOHN, 2013).

Occupational health nurses may be faced with evidence 
of workplace violence or bullying and may be forced to ad-
vocate for clients. When the perpetrator is also the nurse’s 
supervisor, this may place the nurse in an awkward posi-
tion. When harassment is based on discrimination because 
of an employee’s gender, ethnicity, or membership in another 
protected category, someone who reports harassment is pro-
tected from employer retaliation. Unfortunately, however, 
this is not the case when the harassment cannot be linked to 
discrimination. Despite this disadvantage and the potential 
for retribution, nurses who are aware of bullying are ethically 
obligated to report it to the appropriate person or group and 
to advocate for the safety and security of the employee or em-
ployees affected.

OSHA (2004) has recommended conducting a workplace 
violence risk assessment to identify risk factors for violence 
in the setting. The assessment would focus on an analysis of 
incidents of violence and the types of violence perpetrated, 
perpetrators and clientele characteristics that might contrib-
ute to violence (e.g., patients withdrawing from psychoactive 
substances, persons under significant stress), and elements of 
the internal and external environment that may contribute to 
the risk for violence. In addition, OSHA has developed specific 
guidelines for preventing workplace violence against health 
care and social services personnel. For further information 
about the guidelines, see the External Resources section of the 
student resources site.

Additional sociocultural factors that may affect health in 
the work setting include languages spoken and cultural beliefs 
and behaviors. For example, employers may provide the tra-
ditional Western or Christian holidays but give no consider-
ation for important occasions in other cultural groups. Ethnic 
and cultural factors may also be the basis for discrimination in 
the work setting. For example, employees may be harassed by 
colleagues because of an accent, or employers may prohibit the 
wearing of culturally prescribed clothing, such as head scarves, 
in some employment settings. In other settings, such as India 
and Italy, businesses may close during the hottest part of the 
day, but stay open late into the evening.

Guidelines for assessing sociocultural determinants 
 influencing health in occupational settings are presented in the 
focused assessment on the next page.

BEHAvIOrAL DETErmINANTs. Health-related behav-
iors engaged in by employees also influence the health status 
of the working population. Behavioral factors to be  considered 
here include consumption patterns  related to diet, smoking, and 
other substance use and abuse, patterns of rest and activity, use 
of protective measures,  immunization, and presenteeism.
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Consumption patterns. Consumption patterns of interest to 
the occupational health nurse include those related to food and 
nutrition, smoking, and drug and alcohol use. The influence 
of nutrition on health is well established, and the occupational 
health nurse assesses the nutritional patterns of employees with 
whom he or she works. In addition, the nurse assesses how the 
work environment affects eating habits. For example, sufficient 
opportunity may not be provided for employees to eat despite 
OSHA regulations regarding time and place for breaks and 
meals.

The nurse also determines whether food service is available 
to employees. If there is an employee cafeteria, the nurse may 
need to assess the nutritional quality of the food provided. If no 
food services are available in the workplace, the nurse would 
determine whether they are available nearby, or whether ad-
equate storage facilities exist for employees who bring meals 
from home.

Another issue that may affect health and productivity in the 
work setting is the growing use of energy drinks. The amount of 
caffeine in such drinks is equivalent to one to three cups of coffee 
or caffeinated soda. Energy drink consumption has been linked 
to sleep problems, daytime sleepiness, decreased  productivity, 
and risk for injury. Use of energy drinks has been found to be 
particularly prevalent among deployed  military members, nearly 
45% of whom reported consuming one such drink per day. An 
additional 13% of respondents reported drinking three or more 
drinks and getting less than 4 hours of sleep per night (Toblin, 
Clark-Walper, Kok, Sipos, & Thomas, 2012).

The prevalence of eating disorders in the workforce is an-
other consideration related to dietary consumption. Occupa-
tional health nurses may identify employees (primarily, but not 
exclusively, young women) who have eating disorders. When 
employees with eating disorders are identified, the occupa-
tional health nurse would usually make a referral for  diagnostic 

confirmation and treatment. Eating disorders are addressed in 
more detail in Chapter 28 .

Smoking is another consumption pattern of concern to the 
occupational health nurse. The most recent National Survey on 
Drug Use and Health indicated that approximately 28% of full-
time employees and nearly a quarter of part-time employees 
were current smokers (Garrett, Dube, Trosclair, Caraballo, & 
Pechacek, 2011). Smoking is harmful to health in and of itself. 
In addition, smoking may increase the adverse effects of other 
environmental hazards in the work setting, particularly those 
that affect respiration. Many employers have recently begun 
to prohibit smoking except in carefully controlled areas in the 
workplace and have been active in promoting programs to help 
employees quit smoking. In addition to the health implications, 
such efforts cut employer expenses. For example, occupational 
exposure to second-hand smoke may be grounds for employee 
lawsuits, worker’s compensation claims, or a claim of disabil-
ity discrimination in failure to provide “reasonable accommo-
dation” to protect workers with asthma and other respiratory 
conditions from the effects of second-hand smoke. Voluntarily 
creating smoke-free workplaces can save employers from po-
tential costs in all of these situations (Zellers, Graff, & Tobacco 
Control Legal Consortium, 2008).

Some employers, particularly health care organizations, 
have gone so far as to implement nonsmoking requirements 
for employment and to require pre-employment nicotine test-
ing of job applicants. Such policies have ethical implications 
in curtailing smokers’ employment opportunities. In addition, 
nicotine tests do not distinguish among current smokers, per-
sons exposed to second-hand smoke, and those using assistive 
devices (e.g., nicotine patches) to stop smoking. Such policies 
also raise concerns related to social justice since smoking is 
more common among lower socioeconomic groups (Voigt, 
2012). In addition, it is conceivable that nicotine addiction 

FOCusED AssEssmENT Assessing sociocultural Determinants 
Influencing Health in the Work setting

•	 What	is	the	educational,	economic,	and	cultural	background	
of employees? What languages are spoken by the employee 
population? How do cultural factors affect work, if at all?

•	 Does	the	work	pose	a	high	risk	for	crime	victimization?

•	 Are	there	intergroup	conflicts	in	the	employee	population?	
What is the potential for violence in the work setting?

•	 What	is	the	extent	of	social	support	among	employees?	To	
what extent do coworkers support healthful behaviors?

•	 What	is	the	extent	of	other	forms	of	workplace	aggression	in	
the work setting? What risk factors for workplace violence 
are present in the setting? To what extent do the physical 
environment and organizational policy facilitate or impede 
violence in the workplace?

•	 Do	OSHA	regulations	apply	to	the	work	setting?	Are	there	
other regulations that apply to the setting? If so, what are 
they, and how do they affect employee health or the role of 
the occupational health nurse?

•	 What	is	the	extent	of	workers’	compensation	claims	in	the	
work group? For what types of problems is compensation 
provided?

•	 How	do	provisions	of	the	Americans	with	Disabilities	Act	
affect the work setting?

•	 What	effects,	if	any,	does	work	in	this	setting	have	on	family	
relationships? Do employees work nonstandard hours?

•	 What	assistance,	if	any,	is	provided	to	employees	relative	to	
child care or care of other family members?
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might, at some point, be considered a disability that would re-
quire accommodations under ADA.

The population nurse assesses the extent of smoking in the 
employee population as well as the specific implications of 
smoking in that particular environment. He or she might edu-
cate and assist employees with smoking cessation, but might 
also need to advocate for the rights of smokers to employment 
(but not for a right to smoke in the work environment).

Employees may also have problems with substance abuse. 
For example, an estimated 10% to 15% of nurses may be im-
paired or recovering from substance abuse disorders (Thomas 
& Siela, 2011), and other occupational groups may have similar 
high incidence rates for abuse. The prevalence of these prob-
lems should be monitored and the population health nurse 
in a work setting should be alert to signs and symptoms of 
substance abuse in employees and engage in interventions to 
address these problem consumption patterns. Worksite in-
terventions have been shown to be successful in decreasing 
smoking and other drug use and in reducing fat intake and in-
creasing consumption of fruits, vegetables, and fiber.

Rest and activity. Work places many physical and psychologi-
cal demands on people. Sometimes these demands result in in-
adequate rest and recreation, as with the executive who works 
constantly or the blue-collar worker who holds two jobs in an 
attempt to make ends meet. Conversely, work may also lead to 
too much sitting and too little physical activity. Based on 2010 
National Health Interview Survey results, 30% of U.S. civilian 
employees get less than 6 hours of sleep per night, when the 

recommended amount of sleep is 7 to 9 hours. Insufficient sleep 
was most common among manufacturing employees (34%) and 
was particularly prevalent in nightshift workers in the transpor-
tation and warehousing industries (70%) and among health care 
and social assistance personnel (52%) (Luckhaupt, 2012). As we 
saw earlier, insufficient sleep is detrimental to health and may 
increase risk for injury or errors.

Problems encountered in the work setting may also inter-
fere with employees’ ability to rest when off the job. The nurse 
in the work setting assesses the amount of activity engaged in 
by employees and the balance between rest and exercise. He or 
she also obtains information on the types of recreation used by 
employees and any potential health hazards posed by recre-
ational choices.

Many companies are recognizing the benefits of exercise 
in terms of both the physical and psychological health of em-
ployees. These companies are promoting physical exercise and 
may even provide facilities for exercise and recreation in the 
workplace. If this is the case, the nurse should be alert to po-
tential health hazards and the possibility of too much exercise. 
For example, if there is a company pool, an employee with epi-
lepsy who swims to relieve tension should be cautioned against 
swimming alone. Similarly, an overweight executive should en-
gage in physical activity cautiously to lessen the risk of heart 
attack or injury.

Another factor related to rest and leisure time activity is the 
extent of multiple jobs held by employees, each of which pres-
ents its own unique risks and hazards. In addition, multiple-
job holders have less time to rest and recover from the physical 

Evidence-Based Practice

Advocating smoke-free Workplaces
Smoking contributes to substantial morbidity and mortality 
 throughout the world, not only for smokers, but also for those 
 exposed to second-hand smoke. Internationally, an estimated  
1.3 million people smoke, about 80% of whom live in low- to 
 middle-income countries. In a given year, 600,000 deaths and 
10.9 million disability-adjusted life years are attributable to the 
effects of second-hand smoke. Individuals with severe disabling 
respiratory conditions are particularly susceptible to the adverse 
health effects of second-hand smoke (Rutkow et al., 2013).

Some authors have suggested that legislation mandating 
work accommodations for persons with disabilities can be used 
as leverage for promoting smoke-free workplace policies. In the 
United States, the Americans with Disabilities Act mandates 
reasonable accommodations for employees with disabilities. 
Internationally, the United Nations Convention on the Rights 
of Persons with Disabilities, adopted by numerous countries 
around the world, has similar provisions (United Nations, 
2006), and the WHO Framework Convention on Tobacco Control 

calls for protection of individuals from second-hand smoke 
exposure in public places and in work settings (Rutkow et al., 
2013).

Arguments for not instituting smoke-free workplace 
 policies often revolve around potential loss of revenue (e.g., in 
 restaurants) or the expense of the change in policy. Evidence 
has consistently demonstrated that smoking bans have not 
resulted in decreased revenues or have actually increased rev-
enue slightly. Similarly, research has indicated decreases in 
hospital admissions for asthma and other respiratory conditions 
with smoking ban implementation. In addition, studies have 
 demonstrated conclusively that less restrictive policies are not 
effective in protecting nonsmokers from second-hand smoke 
(Rutkow et al., 2013). This strong evidence base, coupled with 
legal mandates to protect employees with disabilities, provide 
significant ammunition for advocating smoke-free workplace 
policies in all businesses and industries.
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demands of the job as well as less time for family interactions. 
In August 2013, 4.7% of employed workers in the United States 
held multiple jobs (BLS, 2013c).

Use of protective measures. Another behavioral factor that is 
particularly relevant to health in the occupational setting is the 
use or nonuse of safety and protective measures. Hazards pres-
ent in the workplace frequently can be mitigated by the use of 
appropriate safety equipment; however, this can occur only if 
employees use these devices consistently and appropriately.

The population health nurse identifies the need for safety 
equipment and also monitors the extent to which it is used. For 
example, do individuals working in high-noise areas wear ear-
plugs? Are those earplugs correctly fitted? Do people involved 
in heavy lifting wear weight belts, or do they ignore the poten-
tial for injury? Are heavy shoes or gloves worn in areas with 
dangerous equipment? Again, the attitude of management to-
ward health promotion and illness prevention strongly influ-
ences employee behaviors. When administrators, for example, 
fail to use hearing protection in high-noise areas, they convey 
an attitude of disinterest in health, which frequently filters 
down to employees.

Use of sunscreen by employees chronically exposed to sun-
light is another protective measure that can influence health 
and should be encouraged by population health nurses. Out-
door workers sustain six to eight times the sun exposure of 
employees working indoors, but they frequently fail to use 
sunscreen as a protective measure against skin cancer. For ex-
ample, in one Canadian study, only 29% of people who worked 
more than 4 hours per day in the sun used sunscreen (Marrett, 
Pichora, & Costa, 2010).

Another aspect of protective measures relates to ergo-
nomics, formerly known as human factors. Ergonomics is 
a scientific discipline that applies an understanding of hu-
man–environmental interactions to design work systems to 
foster human well-being and optimal performance (Interna-
tional Ergonomics Association [IEA], 2014). In essence, it is 
the practice of making a job fit the employee rather than the 
other way around. Properly applied, ergonomics improves em-
ployee productivity by eliminating barriers to effective work. 
It also results in greater physical and emotional comfort in the 
work setting and leads to fewer musculoskeletal injuries due to 
elements of work such as awkward postures, repetitive move-
ments, and so on (American Psychological Association, 2014; 
OSHA, n.d.a).

Three aspects of ergonomics should be considered in assess-
ing the health status of the working population: physical ergo-
nomics, cognitive ergonomics, and organizational ergonomics 
(IEA, 2014). Physical ergonomics address human anatomical, 
anthropometric (e.g., height and weight), physiologic, and 
biomechanical characteristics as they relate to physical activ-
ity. Consideration of the placement of a computer keyboard 
in relation to the flexion and extension capabilities of the hu-
man wrist is an example of an anatomical characteristic, while 
the appropriate height of a chair addresses an individual’s 

anthropometric characteristics. Appropriate measures for 
handling toxic substances would reflect human physiologic 
responses to specific material, and measures to prevent back 
strain in lifting would be based on biomechanical characteris-
tics of human musculature.

Cognitive ergonomics is concerned with cognitive processes 
such as memory, perception, and motor response as they affect 
the performance of work. Strategies to reduce mental workload 
and stress reflect cognitive ergonomics. Finally, organizational 
ergonomics reflects organizational structures that promote or 
impede work. For example, telecommuting and logical work 
flow may improve organizational ergonomics.

In the cognitive realm, the population health nurse in an 
occupational setting would assess the degree to which employ-
ees are qualified to perform their particular job function and 
their interest in that job. Employees who work at jobs that do 
not interest them, that are beyond their capabilities, or that do 
not provide sufficient challenge may be at greater risk for both 
emotional and physical health problems than those who are 
better suited to their jobs.

Population health nurses working in occupational health 
settings may be responsible for assessing the ergonomic fea-
tures of a setting or a particular job. Ergonomic evaluation is 
frequently done when several employees develop work-related 
musculoskeletal disorders, but could be employed in a general 
assessment of the workplace to prevent musculoskeletal inju-
ries. When possible, employees are observed performing their 
usual job duties. The evaluator also asks injured employees to 
identify tasks that are most difficult to accomplish. The diffi-
cult tasks frequently lead to the identification of specific fac-
tors that promote injury and that are amenable to change. In 
addition to changing features of the job or work environment, 
ergonomic analysis may lead to employee education in better 
work techniques to prevent injury.

Another aspect of ergonomic evaluation is an assessment of 
tools and equipment used in the job and their potential for in-
jury. This may include both power equipment and hand tools 
and mechanical processes. Ease of use and appropriateness for 
human anatomical function are considered.

Immunization. Population health nurses in occupational set-
tings would also assess appropriate immunizations among the 
employee population. For example, health care workers and 
teachers need a variety of immunizations to keep them from 
becoming ill and from transmitting infectious diseases to their 
charges. During the 2011–2012 influenza season, however, only 
67% of U.S. health care personnel received influenza vaccine. 
Immunization levels were considerably higher in hospitals and 
health systems that mandated immunization—95% compared 
to only 68% in facilities where it was not mandatory (Ball et al., 
2012). In 2009, New York state issued a vaccination mandate 
for all health care personnel. The mandate was subjected to a 
number of law suits on grounds of violating individual liberties. 
Before the suits were heard, however, the mandate was dropped 
due to a shortage of vaccine (Ottenberg et al., 2011).

M23_MARY9591_06_SE_C23.indd   644 06/09/14   7:30 PM



chaPter 23 care of employee Populations  645

Population health nurses can be involved in designing im-
munization campaigns to promote voluntary immunization. 
Such campaigns would include educating employees on the 
need for immunization and planning delivery programs that 
are convenient and free of cost to employees.

Presenteeism. A final behavioral factor that influences the 
health of employees in the work setting is working while ill, also 
called sickness presenteeism (Kumar, Grefenstette, Galloway, 
Albert, & Burke, 2013). CDC recommends that employees stay 
home for 24 hours after a fever subsides, yet many people either 
cannot afford to take the time from work or are concerned about 
being thought of as “slackers.” In these conditions and faced 
with the extent of job insecurity in today’s job market, many 
people choose to continue working when ill. An estimated 42% 
of the U.S. workforce would not get paid if they stayed home 
from work, and 33% of the labor force, particularly low-wage 
employees, lack paid sick days. A computer simulation indi-
cated that nearly 12% of the attack rate for disease transmission 
can be attributed to workplace exposures and that providing 1 
or 2 days of paid sick time would reduce infections by 25% and 
39%, respectively (Kumar et al., 2013).

In addition to the lost productivity from employees whose 
performance is impaired by symptoms of illness, presenteeism 
is harmful to the ill employee as well as to others in the work 
setting. When an employee has a communicable disease, for 
example, coming to work while ill increases the risk of expo-
sure for coworkers and clients. In addition, presenteeism may 
increase overall risk of premature mortality. The effects of pre-
senteeism are seen with mental as well as physical illness. In 
one study, for example, mental illness presenteeism cost em-
ployers nearly twice as much as absenteeism related to mental 
health issues. Going to work while ill not only exposes others, 

but may lengthen the eventual time lost when illness becomes 
worse (Lundberg & Cooper, 2011).

Population health nurses working in occupational settings 
 assess behaviors affecting the health of individual employees in 
the work setting as well as the prevalence of harmful behav-
iors in the work group. The focused assessment below provides 
some guidelines for assessing this aspect of health in the work 
setting.

HEALTH sysTEm DETErmINANTs. Health system fac-
tors influencing employee health relate to both external and 
internal health care systems. The external system reflects the 
availability and accessibility of health care services outside 
the workplace, whereas the internal system consists of those 
 services offered within the workplace.

The external system. In assessing employee health status, the 
population health nurse in the occupational setting gathers in-
formation about the use of health services in the community 
at large. The nurse examines the type of services used and the 
reasons for and appropriateness of their use. The nurse also as-
sesses the availability of services needed by company employees 
in the external health care system.

One of the work-related factors influencing use of outside 
health services is the availability of insurance coverage. Health 
insurance is an employment benefit for many, but large seg-
ments of the working population do not have health insurance 
coverage. Many of these uninsured workers do not have suf-
ficient income to afford health insurance themselves or out-
of-pocket health care expenses. For example, in 2012, 148.6 
million people in the United States had health insurance cov-
erage through their own or a family member’s employment 
(NCHS, 2014). During 2011, 51% of U.S. firms offered health 

FOCusED AssEssmENT Assessing Behavioral Determinants 
Influencing Health in the Work setting

•	 Do	employees	get	sufficient	rest	and	exercise	to	promote	
their health? What opportunities are provided for physical 
activity in the work setting?

•	 What	is	the	nutritional	status	of	the	employee	population?	
What foods are available in the work setting? Does food 
availability promote good nutrition in the employee 
population?

•	 To	what	extent	do	employees	obtain	appropriate	
immunizations?

•	 To	what	extent	does	sickness	presenteeism	occur	in	the	
employee population? What are the effects of presenteeism 
for the sick employee, for coworkers, and for the 
organization?

•	 What	behavioral	factors	influence	health	in	the	work	setting?

•	 Do	any	members	of	the	employee	population	use	prescription	
medications on a regular basis? Are medications used, 
stored, and dispensed as directed?

•	 What	is	the	extent	of	substance	use	and	abuse	by	members	
of the work group? How does substance use and abuse affect 
employee performance?

•	 Are	safety	policies	and	procedures	in	place	in	the	work	
setting? Are they enforced? Do employees use appropriate 
safety	equipment	and	procedures?	Do	employees	use	
sunscreen and other protective measures against damaging 
effects of sunlight?

•	 Do	employees	engage	in	other	behaviors	(e.g.,	smoking)	that	
increase their risk of toxic effects from workplace exposures?
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insurance coverage to their employees (Henry J. Kaiser Family 
Foundation, 2013). As of 2013, 72% of the overall U.S. civil-
ian workforce had access to medical care benefits, but only 54% 
chose to obtain coverage, and only 23% of those with wages 
in the lowest 25% were covered (BLS, 2013d). A substantial 
proportion of employees who are eligible for health insurance 
through their workplaces choose not to be insured due to high 
premiums. In 2012, for example, employers paid an average 
of 80% of health insurance premiums for coverage for a single 
individual, but only 69% of the premiums for family coverage 
(BLS, 2012c). From 2002 to 2012, premiums for employment-
based family coverage increased by 97%, but employee contri-
butions to those premiums increased by 102% in the same time 
frame. Due to the high costs of insurance, many employees 
who do have coverage choose high deductible plans, particu-
larly in small firms with few employees. In fact the number of 
employees choosing high deductible plans increased from 10% 
in 2006 to 26% in 2012. This means that more people have to 
pay larger amounts out of pocket (up to $1,000 for a single in-
dividual and more for a family) before their health insurance 
coverage begins (Kaiser Family Foundation & Health Research 
& Educational Trust, 2012).

Some employers are requiring employees to complete health 
risk assessments. Approximately 11%, of large firms that do 
so, impose financial penalties on employees with health risks 
who do not complete wellness programs, and another 9% re-
ward or penalize employees based on achieving biometric out-
comes (e.g., weight control, smoking cessation) (Kaiser Family 
 Foundation et al., 2012).

The occupational health nurse should become familiar with 
the insurance status of employees in the company and with the 
kinds of benefits covered under group policies, where they ex-
ist. Occupational health nurses may also need to advocate for 
affordable personal and family health insurance coverage for 
employees in the work setting.

The internal system. The internal health care system consists 
of those health services and programs provided to employees 
in the work setting itself. Internal health services may relate to 
each of the four levels of health care. Programs may reflect at-
tempts to promote employee health and health-related behav-
iors, environmental modification to prevent illness and injury, 
care to resolve existing health problems, or care designed to 
promote rehabilitation and restoration of health. Specific work 
settings will vary with respect to the extent of services provided 
in each of these areas. For example, small businesses may not 
provide any on-site services other than care for emergencies 
such as might be provided in any setting. Large or multi-site 
companies, on the other hand, might provide an array of ser-
vices across the spectrum of care. A few companies also provide 
health care services for employees’ family members. Even in oc-
cupational settings that do not provide care to family members, 
nurses may be asked by employees for assistance in dealing with 
family health issues. The nurse may counsel the employee re-
garding resolution of family problems or may provide referrals 
to outside sources of assistance.

According to a group of experts involved in the Working 
Group on Worksite Chronic Disease Prevention, for example, 
health promotion and illness prevention in the worksite tends 
to have three foci: promoting individual behavior change, 
promoting change in the work environment, and promoting 
work–family balance (Sorenson et al., 2011). Services in these 
three areas might involve employee education for healthy be-
haviors, such as smoking cessation or weight control; modifica-
tions in the work environment or work processes that promote 
health and prevent illness and injury, such as minimizing em-
ployee exposure to toxic substances; or consideration of work 
schedules and their effects on family interactions and employee 
physical and mental health.

Services to resolve existing health problems, whether work-
related or not, may be provided in the work setting by health 
care professionals. Alternatively, employees may be referred to 
outside sources for needed care. For example, an occupational 
health nurse may provide routine prenatal care for pregnant 
employees in the work setting or refer them to existing commu-
nity services. Resolution of existing problems may address im-
mediate stabilization of an injury, or in a large facility, involve 
X-rays, casting, and so on. Similarly, health care professionals 
may be actively involved in treating and monitoring treatment 
effects for chronic diseases or refer employees to their primary 
providers or other sources of care in the community. Gener-
ally speaking, rehabilitations services are not directly provided 
in the work setting, but occupational health professionals may 
monitor the effects of rehabilitation and determine when an 
employee is able to return to work. Each of these categories of 
services will be addressed in more detail in the discussion of 
planning and implementing services to meet the needs of the 
working population.

In assessing those needs, however, the population health 
nurse in an occupational setting would identify the internal and 
external health system resources available to employees and de-
termine gaps in services required to address identified health 
needs in the population. In addition, the nurse would assess the 
extent of use of available resources as well as their quality and 
adequacy in meeting the employee population’s needs.

A focused assessment addressing health system consid-
erations in the work setting is presented on the next page.  
The Population Health assessment and Intervention Guide  
provided on the student resources site can be used to assess an 
employee population. In addition, a specific tool for assessing 
health in work settings is provided.

Diagnostic Reasoning and Care of  
Working Populations
Population health nurses working in occupational settings de-
rive nursing diagnoses from assessment information related 
to individuals or groups of employees. For example, the nurse 
might diagnose “inability to sleep due to work pressures” for 
an employee who works night shift or “poor employee morale 
due to increased tension and stress in the work setting.” Other 
nursing diagnoses related to individual employees are a “need 
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for referral for counseling due to heavy drinking” and “mod-
erate hearing loss due to failure to use hearing protection in 
high-noise areas.” Nursing diagnoses at the group level might 
include a “potential for exposure to hepatitis B due to frequent 
contact with blood” for a group of laboratory technicians in 
a hospital, and the “potential for falls due to work in elevated 
 areas” for a group of construction workers.

Planning and Implementing Care  
for Working Populations
Interventions may be developed by the occupational health 
nurse alone or in conjunction with others in the work setting 
to  address the health needs identified. In the case of individual 
 clients,  interventions would be tailored to individual needs and 
 circumstances. When identified health problems affect groups of 
employees, planned interventions are likely to be more complex. 
Planning to meet the needs of groups in the workplace will  employ 
the principles of health programming discussed in Chapter 15 . 
Whether the client is an individual, a group of employees, or the 
total population in the work setting, interventions may be planned 
to address health promotion, illness and injury prevention, resolu-
tion of existing health problems, or health restoration.

HEALTH PrOmOTION. AAOHN defined health promo-
tion in the employment context as the design of health educa-
tion initiatives to foster employee responsibility for their own 
health (Yap & James, 2010). Worksite health promotion, how-
ever, involves more than educating  employees and changing 
their health-related behaviors. Characteristics of effective work-
site health promotion programs include  ongoing education and 
monitoring, team-based interventions versus individual deliv-
ery, a single-disease focus, goal setting,  increasing employee 
knowledge, and self-monitoring. Effective programs also incor-
porate consistent reminders, initiatives to address barriers to 
health promotion, and rewards for employee  accomplishments 
(Yap & James, 2010).

Federal programs in the United States can assist  businesses 
with the development of worksite health promotion  programs. 
For example, the National Healthy Worksite Program (NWHP) 
is intended to assist employers in implementing evidence-based 
health promotion and wellness programs to reduce chronic 
disease incidence. NWHP provides  funding for employers to 
establish comprehensive worksite health  programs to support 
physical activity, nutrition, and  tobacco-use cessation (CDC, 
2013a). Similarly, the Affordable Care Act has created incen-
tives for employers to develop wellness initiatives that reward 
employees for participation in wellness and/or achievement of 
specific health-related goals (e.g., weight loss, normal choles-
terol levels). Additional rewards, up to 50% of the cost of health 
 coverage, may be provided specifically for programs that prevent 
or reduce tobacco use (U.S. Department of Labor, 2012).

As noted earlier, health promotion efforts go beyond 
 motivating individual behavior to changing the work environ-
ment to promote health, and modifying work–family interactions 
to foster health (Sorenson et al., 2011). Health promotion initia-
tives may focus on both individual behavior and organizational 
strategies that promote health. For example, one program to ad-
dress stress management encompassed both individual strategies 
and organizational strategies. Individual strategies included stress 
awareness and education, relaxation techniques, cognitive coping 
strategies, and approaches such as meditation and biofeedback, 
as well as lifestyle changes, such as increased physical activity, 
healthier diets, smoking cessation, and diminished alcohol intake. 
Additional strategies at the individual level included interper-
sonal skill development, promotion of adequate sleep, equaliza-
tion of gender workload within the family, and focusing on life 
priorities (Lundberg & Cooper, 2011).

At the organizational level, strategies to promote effective 
stress management included task redesign and redesign of 
the work environment to minimize stress, use of flexible work 
schedules, analysis of work roles and goal establishment, and 
including employees in participating management and career 

FOCusED AssEssmENT Assessing Health system Determinants 
Influencing Health in the Work setting

•	 What	systems	are	in	place	to	control	and	monitor	toxic	
exposures in the work setting?

•	 Are	surveillance	procedures	implemented	in	a	systematic	way	
to periodically assess all employees at risk for exposure?

•	 What	health	services	are	available	to	resolve	existing	health	
problems?

•	 What	emergency	response	services	are	available	in	the	health	
setting?

•	 What	health	services	related	to	restoration	of	health	are	
available?

•	 What	health	services	are	offered	in	the	work	setting?	How	are	
health	care	services	funded?	Is	funding	adequate	to	meet	
health needs?

•	 How	accessible	are	needed	health	services	in	the	
community? To what extent does the employee population 
use available health services?

•	 What	is	the	extent	of	health	insurance	coverage	in	the	
employee population?

•	 What	is	the	quality	of	interaction	between	internal	and	
external health care services?

•	 To	what	extent	are	health	promotion	and	illness/injury	
prevention emphasized in the work setting?
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development activities. Additional organizational strategies 
focused on ensuring variation in work, providing social sup-
port and building cohesive work teams, and establishing fair 
work policies. Creation of “restorative environments” incor-
porating green spaces and recreational opportunities were also 
suggested as organizational strategies to promote stress man-
agement. Such environments are believed to decrease the need 
to constantly engage in “executive brain functions” and allow 
people to unwind (Lundberg & Cooper, 2011).

There is a particular need for health promotion for older 
workers in occupational settings. Targeted health promotion 
programs for older employees include the COACH program 
and the RealAge program, both of which include in-depth risk 
assessments and suggested action plans. The RealAge program 
is a web-based program, whereas the COACH program in-
volves a personal coach who assists employees in developing 
a risk reduction plan and then provides monthly monitoring. 
In one study of the interventions, older employees were twice 
as likely to use the COACH program, and those who did were 
more likely to engage in more behavior changes than those 
who used the web-mediated program (Hughes et al., 2011).

A similar program combined weekly personally tailored  
e-mail messages from an occupational health nurse focused on 
specific risk behaviors and supplemental website information 
to motivate physical activity among employees. The weekly 
messages were found to move people further through the stages 
of change and resulted in greater increases in physical activity 
than general e-mail broadcasts (Yap, Davis, Gates, Hemmings, 
& Pan, 2009a, 2009b).

Population health nurses in occupational settings educate 
employees to lead healthier lives. They also advocate for com-
pany policies that promote health. An organizational culture 
that supports health conveys to employees that their health is 
a priority for the company. This message must be supported 
by company efforts to promote health within the organiza-
tion. For example, some companies may promote exercise 
among employees, but an organizational culture that truly 
supports physical activity may allow time for exercise during 

the workday or provide facilities (e.g., weight rooms, walking 
paths) that actually promote physical activity. Similarly, an 
organizational culture that supports health will take steps to 
ban all forms of tobacco use in the work setting and will pro-
vide tobacco use cessation assistance for those employees who 
use tobacco. Another feature of an organizational culture that 
supports health is positive attitudes toward health-promoting 
behaviors among employees. For example, in such a culture 
employees who engage in physical activity are the norm, and 
those who do not are in the minority. Employees support each 
other in positive health-related behaviors. Population health 
nurses can be instrumental in promoting an organizational 
culture that supports health by convincing employers of the 
value of health promotion in terms of increased productivity, 
better morale, and reduced absenteeism. They can also help to 
develop positive attitudes to health promotion among employ-
ees by making health-promotion activities relevant to the goals 
and motivations of the employee group. For example, they 
might approach smoking cessation from the perspective of the 
benefits for employees’ children if that is a strong motivator 
for members of the work group. Or they might plan physical 
activities that fit easily into the workday. Table 23-2• summa-
rizes health promotion strategies and related population health 
nursing roles in work settings.

ILLNEss AND INjury PrEvENTION. Preventing illness 
and injury is the second level of health care in the workplace. 
Population health nursing activities related to both are briefly 
addressed below.

Illness prevention. Preventing communicable diseases in oc-
cupational settings can involve prevention of specific illnesses 
through immunization or employee behaviors that prevent the 
spread of infection. Population health nurses would identify 
categories of employees at risk for specific communicable dis-
eases and provide related immunization services. For example, 
personnel in health care facilities should receive a variety of im-
munizations, including influenza, hepatitis B, measles, mumps, 

TABLE 23-2 Health Promotion strategies for Working Populations

Emphasis strategies

Promoting individual health behaviors •	Educate	employees	for	healthy	behaviors	(e.g.,	physical	activity,	nutritious	diet)
•	Assist	employees	to	eliminate	unhealthy	behaviors	(e.g.,	smoking	cessation)
•	Teach	effective	coping	skills
•	Assist	employees	to	balance	work	and	family	roles
•	Promote	adequate	sleep	and	educate	employees	on	sleep	hygiene

Fostering an organizational culture to promote health •	Assist	in	development	of	worksite	policies	that	promote	health	(e.g.,	physical	activity	
breaks and opportunities)

•	Advocate	for	development	of	work	environments	that	promote	health
•	Advocate	for	healthy	food	options	in	the	workplace
•	Advocate	strategies	that	foster	job	control

Promoting work–family balance •	Advocate	for	flexible	work	schedules
•	Advocate	for	family	care	leaves	and	support	services
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rubella, pertussis, and varicella (Shefer et al., 2011). Immuniza-
tion is particularly important for personnel in long-term care 
facilities due to the vulnerability of residents (Kimura, Nguyen, 
Higa, Hurwitz, & Vugia, 2007). Similarly, farm workers and oth-
ers who work outdoors or are at risk for dirty injuries should be 
adequately immunized against tetanus. Nurses in occupational 
settings may provide these immunizations or refer employees 
to outside sources of vaccine, monitoring immunization lev-
els among the population at risk. If outside services are used, 
the occupational health nurse may need to advocate for cost 
reimbursement for employees (Ottenberg et al., 2011). When 
workplace exposures to certain pathogens occur, disease devel-
opment can be prevented through postexposure prophylaxis. 
Postexposure prophylaxis (PEP) is treatment for a communi-
cable disease following a potential occupational exposure to the 
infectious agent. For example, health care providers caring for 
clients with known cases of hepatitis B or C or HIV infection 
may receive prophylactic treatment to prevent them from devel-
oping the disease. Occupational health nurses may be  involved 
in actually providing employees with prophylactic treatment 
or in referring them for needed services. Prophylaxis will be 
 addressed in more detail in Chapter 26 .

Prevention of the spread of communicable diseases in 
the work setting can also be accomplished through effective 
 hygiene, adequate cleaning, and disinfection of contaminated 
surfaces and equipment (Smith et al., 2013), and, in the case 
of health care personnel, use of universal precautions (Materna 
et al., 2010). Strategies to minimize presenteeism can also serve 
to reduce the spread of many communicable diseases in the 
workplace. Presenteeism can be discouraged through provision 
of paid sick days (Kumar et al., 2013), and population health 
nurses may need to advocate for sick leave policies as well as 
educate employees regarding the need to stay home when ill. 
For selected occupational groups, for example, laboratory em-
ployees, use of adequate safety precautions in handling speci-
mens would be emphasized (Ritger et al., 2011).

Another aspect of illness prevention involves modifying 
personal risk factors, particularly those involved in the de-
velopment of noncommunicable conditions. Risk factors are 
personal or group characteristics that predispose one to de-
velop a specific health problem. For example, it is well known 
that smoking increases one’s risk of developing heart disease 
and lung cancer, so smoking is a risk factor for both of these 
problems.

Some risk factors can be modified or eliminated, thus de-
creasing one’s chances of developing specific health problems. 
Again, using smoking as an example, people who quit smoking 
lower their risk of developing lung cancer. Occupational health 
nurses can be instrumental in assisting employees to modify 
risk factors, thereby helping them to prevent health problems. 
Some risk factors that receive particular attention in the occu-
pational setting are smoking, elevated blood pressure, seden-
tary lifestyle, stress, and overweight.

Occupational health nurses can work on risk factor modifi-
cation with individuals or groups of employees. They can also 

engage in risk factor modification efforts at the company level. 
One example of this would be efforts to convince company pol-
icy makers that a no-smoking policy should be instituted and 
enforced within the workplace. Nurses can also develop weight 
standards for certain job categories in which being overweight 
is particularly hazardous.

At the individual level, the nurse can counsel employees 
regarding the hazards of smoking, particularly in conjunction 
with occupational exposure to respiratory irritants. She or he 
can also provide assistance to individuals who wish to quit 
smoking.

Environmental risk factor modification can also prevent 
the development of many occupational conditions. For ex-
ample, work stations can be redesigned to be more ergonomic 
to prevent musculoskeletal injuries (OSHA, n.d.a). Similarly, 
exposure to toxic substances in the workplace can be mini-
mized through engineering controls, use of safety precautions 
and protective gear, or replacement with safer substances and 
processes. For example, recommendations for preventing the 
fumigant poisoning of produce inspectors discussed earlier in-
cluded prolonged aeration of products, conducting inspections 
in well-aerated areas, and improving airflow in produce stor-
age areas (O’Malley et al., 2011). Similarly, farm workers can be 
educated regarding correct application of pesticides (Schwartz 
et al., 2012). Metal recycling plants can implement policies of 
only accepting containers that have been cut open to prevent 
release of toxic substances and exposure of workers. Such fa-
cilities and others that work with potential hazardous com-
pounds should also develop hazardous gas release evacuation 
plans (Kelsey et al., 2011).

Population health nurses may be involved in developing 
protocols for handling of hazardous substances, but they are 
more likely to educate employees on their implementation as 
well as on emergency measures to minimize the effects of expo-
sures. For example, they may educate employees on the correct 
use of ear plugs in high-noise areas or in the use of breathing 
equipment in high-dust areas (Laney et al., 2012). Education 
regarding sunscreen use and protective clothing for employees 
who work outdoors is another important strategy for prevent-
ing skin cancer.

Population health nurses can also advocate for measures to 
minimize job strain that can contribute to a variety of physical 
and mental health problems (Stansfeld et al., 2012). Restruc-
turing the work environment can help in minimizing occupa-
tional stress as a risk factor for health problems. Efforts in this 
direction include developing flexible schedules to minimize 
conflicts with employees’ outside responsibilities. The nurse 
can also facilitate employee input into work-related decisions 
and strive to minimize role overload and role ambiguity. The 
nurse can also promote opportunity for social interaction, job 
security, and career development.

As is obvious, many of these efforts must be undertaken 
by management, but the nurse can provide management with 
evidence of related research and can provide the impetus for 
change in these areas. At the individual level, the occupational 
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health nurse can be aware of the stressors experienced by em-
ployees in various jobs in the work setting. The nurse is also 
in a position to monitor the effects of stress on the individual 
employee and to counsel employees in stress management.

Injury prevention. Injury prevention in the work setting may 
entail employee education or environmental modification. 
Physical hazards are the most important cause of occupational 
morbidity and mortality (Lundberg & Cooper, 2011), and em-
ployees need to be acquainted with safety procedures to prevent 
accidents. For example, there is a need to prevent needlesticks 
in health care settings, and staff may need to be educated re-
garding the appropriate disposal of sharps. Similarly, periodic 
reminders regarding good body mechanics in lifting patients 
may be needed in the health care setting. There may also be a 
need to educate employees in the correct use of safety equip-
ment. For example, individuals working in some areas should 
wear protective clothing or use breathing apparatus. As noted 
earlier, safety education should be provided to both paid and 
volunteer employees. The nurse should explain the need for 
safety equipment and be responsible for monitoring its use. This 
may entail planning periodic visits to certain areas of the work-
place to determine whether employees are indeed using safety 
equipment as directed.

Employees may also be in need of education in other areas 
related to injury prevention. Handling of hazardous substances, 
proper use of machinery, need for fluid replacement in high-
heat areas, and good body mechanics are all educational top-
ics that may be appropriate in certain industrial settings. There 
is also a need for transportation safety measures, particularly 
for older employees. For example, vehicles may be selected or 
adapted to promote maximum safety. Company policies can 
also limit driving, particularly at night, as much as possible and 
encourage route and trip planning to reduce stress and fatigue. 
Refresher driver training may also be helpful as is education 
on chronic health conditions and medications that can affect 
driving safety. Finally, measures may be needed to compensate 
for perceptual or cognitive deficits in older people working in 
heavy traffic zones (e.g., road workers) (Pratt & Rodriguez-
Acosta, 2013). There is also a need for stringent transportation 
safety guidelines for aircraft use. For example, aircraft opera-
tions guidelines in the oil and gas industries exceed Federal 
Aviation Administration guidelines, and nurses can encour-
age adherence to these guidelines (Gunter et al., 2013). For 
further information on the guidelines established by the Inter-
national Association of Oil and Gas Producers, see the External 
 Resources section of the student resources site.

Prevention of musculoskeletal injuries may entail redesign 
of work stations and processes to provide more ergonomic 
conditions. OSHA (n.d.a) has developed guidelines for the 
redesign process that include development of management 
support for redesign, involvement of workers, employee and 
management training, identification of specific problems, early 
reporting of symptoms, implementing ergonomic solutions, 

and evaluating the outcome of redesign efforts. In addition, 
OSHA and NIOSH have developed ergonomic guidelines for 
specific industries, such as meat packing, foundries, nursing 
homes, shipyards, retail grocery stores, and so on. Similarly, 
guidelines for creating ergonomically appropriate computer 
work stations have been developed by the U.S. Department of 
Defense Computer/Electronic Adaptations Program (n.d.). For 
further information about the these guidelines, see the External 
Resources section of the student resources site.

Another aspect of injury prevention in which the nurse may 
be involved is monitoring hazardous conditions in the work-
place. The nurse should be aware of potential hazards and their 
appropriate management. In the absence of an industrial hy-
gienist, the nurse may plan and conduct environmental testing 
to detect hazardous levels of chemicals, heat, or noise.

The nurse may need to acquaint management with the oc-
currence of injuries due to hazardous conditions and advocate 
changes designed to protect employees from injuries. Recom-
mendations for dealing with the problem of noise-induced 
hearing loss, for example, include engineering efforts to mini-
mize noise production, use of properly fitted hearing protec-
tion devices, education of employees and managers in the use 
of protective devices and their importance, and periodic au-
diometric screening. The occupational health nurse may be ac-
tively involved in planning and executing the majority of these 
recommended activities, particularly in screening for hearing 
loss, fitting protective devices, and educating employees and 
supervisors. Control of noise-related hearing loss requires 
commitment on the part of employees and management to the 
proper use of protective devices. Motivating employees to use 
these devices and monitoring their use are crucial functions of 
the occupational health nurse. 

Minimizing the effects of shift work. Occupational health 
nurses can also help to prevent or minimize the negative effects of 
shiftwork. Some authors have suggested four general approaches 

Use of hearing protection in high-noise areas can prevent hearing 
loss. (Michaeljung/Fotolia)
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to addressing the effects of shift work: pharmacologic interven-
tion, bright light exposure, education and counseling, and shift-
work legislation (Smith et al., 2011). Pharmacologic intervention 
may involve agents to promote alertness and diminish fatigue on 
the job or to support adequate sleep. Many agents used for both 
purposes may have long-term negative effects such as dependence 
or sleep disruption discussed earlier in relation to the use of energy 
drinks. Newer sleep enhancing or wakefulness-promoting agents, 
such as melatonin or modafinil, have been found to have fewer 
negative effects than hypnotics or stimulants, respectively, but the 
effects of long-term use are not yet known (Smith et al., 2011).

Exposure to bright light, at approximately five times the 
usual indoor lighting levels, assists with adjustment of circadian 
rhythms, but requires a strict schedule of exposure over time 
(including rest days) that may be difficult for some employees 
or settings to achieve. Education and counseling on measures 
to promote adequate sleep have been used, but results are in-
consistent. Finally, many European countries have adopted the 
European Directive related to shiftwork, mandating employee 
assessment prior to nightshift assignment, regular reassess-
ment, and specific reassessment with possible change in shift 
in the light of health problems experienced (Smith et al., 2011). 
Although such assessments are not mandated in the United 
States, occupational health nurses can advocate for their im-
plementation in the work setting. They can also monitor em-
ployees on non-daytime shifts for health problems, particularly 
sleep problems, and advocate for reassignment as needed.

Preventing workplace aggression. Prevention of workplace 
aggression begins with an assessment of risk. Population health 
nurses can help to create workplace violence surveillance sys-
tems and analyze data on incidents of violence to discover pat-
terns and areas of risk (AAOHN, 2013). They would then be 
actively involved in measures to prevent violence and aggres-
sion in the workplace. NIOSH has developed a course to as-
sist occupational health nurses to recognize and address work-
place violence (NIOSH, 2013b). For more information about 
the course, see the External Resources section of the student 
resources site.

Initiatives to prevent workplace aggression have several foci 
including developing a workplace culture that does not toler-
ate violence, implementing engineering controls, establishing 
administrative controls, and educating employees to minimize 
violence. Development of a work culture that does not support 
violence involves creating management commitment to em-
ployee safety and willingness to engage in a variety of measures 
to promote that safety. Population health nurses in occupational 
settings can assist in the development of no-tolerance policies 
that encourage prompt reporting of aggression, prevent repri-
sals against reporting, and promote rapid and thorough inves-
tigation of reports (OSHA, 2004). Occupational health nurses 
can also educate employees to increase awareness of aggression 
and to promote reporting of minor events or suspicious behav-
ior that may escalate to violence (AAOHN, 2013).

Engineering controls to prevent or minimize violence may 
include physical adaptations of the workplace to minimize risk. 
Such adaptations might include arranging furniture in rooms 
to prevent entrapment, installing security systems and moni-
toring systems, and providing sufficient lighting and visibility 
of employees, particularly at night. Other adaptations might 
include physical barriers (e.g., glass partitions) between em-
ployees and members of the public and easy telephone access.

Administrative controls might include approaches such as 
background checks on applicants, establishing visitor sign-in 
procedures, controlling access to specific work areas, and prac-
tices that discourage employees working alone, use of identi-
fication badges, and so on. Developing and implementing a 
security plan that includes interface with local law enforcement 
agencies and providing support to employees who are victims 
of workplace aggression are other aspects of administrative 
control. Occupational health nurses can advocate for these and 
other similar administrative controls in the workplace. They 
can also educate employees and management regarding work-
place aggression policies and procedures and on specific safety 
measures (e.g., not wearing necklaces or chains that might be 
used for strangulation, walking to cars in groups, conducting 
interviews with volatile clients in pairs, etc.). Nurses may also 
provide education on anger management, conflict resolution, 
and nonviolent crisis intervention (AAOHN, 2013).

Disaster prevention and preparedness. One final aspect of 
injury and illness prevention in the occupational setting deals 
with prevention of and preparedness for disaster events. Many 
occupational settings pose particular risks for disasters due to 
the presence of volatile or toxic chemicals and other conditions. 
AAOHN (2012b) recommends an all-hazards approach to di-
saster planning in which general approaches to all types of di-
saster situations are identified, rather than developing different 
response plans for different types of disasters. Population health 
nurses can assist in the identification of disaster risks and in 
planning to mitigate those risks. They may also be involved in 
planning for evacuation to prevent toxic exposures or other po-
tential for harm in the event of a disaster. Mitigation of disaster 
risk and the role of the population health nurse in disaster re-
sponse are addressed in more detail in Chapter 25 . Table 23-3•  
summarizes the foci and population health nursing interventions 
related to illness and injury prevention in occupational settings.

rEsOLvINg ExIsTINg HEALTH PrOBLEms. Reso-
lution of existing health problems in work setting may focus 
on individual workers or the employee population in general. 
General areas of involvement for occupational health nurses 
include screening and surveillance, treatment for existing con-
ditions, and emergency care.

Screening and surveillance. Screening activities can take 
any of three directions. Screening efforts begin with preemploy-
ment assessment of potential employees. Screening may also 
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TABLE 23-3  Illness and Injury Prevention Foci and Intervention strategies  
for Working Populations

Focus strategies

Illness prevention •	Provide	or	refer	for	appropriate	immunizations
•	Provide	postexposure	prophylaxis	for	communicable	disease	exposures
•	Promote	use	of	effective	hygiene	(e.g.,	hand	washing)	and	universal	precautions	as	warranted
•	Advocate	for	modification	or	elimination	of	risk	factors	for	chronic	diseases	in	the	work	environment
•	Educate	employees	regarding	risk	factor	modification	(e.g.,	smoking	cessation,	weight	reduction)
•	Provide	stress	reduction/management	education	for	employees
•	Advocate	for	paid	sick	days	and	educate	employees	to	minimize	presenteeism
•	Encourage	strict	attention	to	laboratory	safety	procedures

Injury prevention •	Provide	safety	education	for	employees	(e.g.,	body	mechanics,	universal	precautions	for	bloodborne	
pathogens)

•	Advocate	for	availability	of	adequate	safety	equipment
•	Monitor	effective	use	of	safety	equipment
•	Assist	in	development	of	policies	and	procedures	that	prevent	injury	(e.g.,	comprehensive	driver	

safety policies)
•	Advocate	for	modification	or	elimination	of	injury	risk	factors	in	the	work	setting
•	Advocate	for	work	station	or	work	process	redesign	to	prevent	injury
•	Advocate	for	replacement	of	hazardous	materials	or	processes	with	safer	alternatives	if	possible
•	Advocate	for	administrative	processes	and	environmental	changes	to	minimize	the	negative	effects	of	

shift work
•	Advocate	for	development	of	adequate	management	support	for	injury	prevention	policies	and	

procedures
Violence prevention •	Assist	in	development	of	workplace	no-tolerance	policies	that	create	a	culture	of	safety

•	Advocate	for	installation	of	engineering	controls	that	minimize	risk	for	violence	(e.g.,	barriers,	
 restricted access, security systems)

•	Advocate	for	administrative	controls	that	minimize	risk	of	violence	(e.g.,	access	badges,	 
visitor sign-in processes)

•	Assist	in	development	of	processes	and	procedures	for	handling	workplace	violence	or	potential	for	
violence

•	Assist	in	development	of	reporting	and	follow-up	procedures	for	workplace	aggression,	including	
 disciplinary action

•	Educate	employees	and	management	on	personal	safety,	violence	prevention,	anger	management,	
conflict management, recognition of potentially violent situations, and crisis management

Disaster prevention and preparedness •	Assist	in	the	identification	of	disaster	risk	in	the	work	setting
•	Assist	in	planning	to	eliminate	or	mitigate	disaster	risk
•	Assist	in	the	development	and	implementation	of	evacuation	plans	to	minimize	injury	and	illness	in	

the event of a disaster

be conducted at periodic intervals to monitor employee health 
status. Finally, the work environment may be screened periodi-
cally for the presence or absence of hazardous conditions. The 
population health nurse would be involved in planning and 
implementing screening efforts at all three levels. Screening in-
volves testing individuals for indicators of disease or for risk fac-
tors that increase the potential for disease. Screening may occur 
prior to employment, when considering a job transfer, or on an 
employee’s return from an illness or injury, or when considering 
retirement for health reasons. Periodic screening may also be 
employed to monitor employee’s health status during employ-
ment (Palmer & Brown, 2013). Surveillance, on the other hand, 
involves the analysis of group data to identify trends and prob-
lems in the work setting rather than in individual employees.

Preemployment screening. For many employees, their first in-
teraction with an occupational health nurse is the  preemployment 

screening examination. The purpose of this initial screening is to 
facilitate employee selection and placement. Hiring an employee 
for a particular job is in part dependent on his or her physical, 
mental, and emotional capabilities for performing that job. A 
similar process may be needed when considering an employee 
for a change of job. These capabilities can be determined in an 
initial screening examination. At this time, the nurse usually ob-
tains a complete health history from the employee and conducts 
a battery of routine screening tests. Nurse practitioners in the 
occupational setting may also conduct the physical examination.

For certain categories of jobs, preemployment screening 
may entail criminal background checks and/or drug screening. 
For example, a security guard who works for a firm that designs 
and builds equipment for use by the armed services would 
probably need to have a security clearance. Similarly, a school 
teacher may be required to undergo a criminal background 
check related to child abuse or molestation. Occupational 
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health nurses will probably not be involved in a security check 
for a prospective employee, but they may be responsible for 
collecting specimens for drug screening tests. They may also 
be subject to screening themselves as health care institutions 
and other employers become more careful regarding the back-
ground of their employees.

Based on the information derived from the screening, the 
nurse may make determinations regarding the person’s em-
ployability in a particular capacity. To make such determina-
tions, the nurse must be familiar with the types of activities 
involved and stressors encountered in a particular job. The 

preemployment screening also provides baseline data for de-
termining the effects of working conditions on the health of 
employees. The questions included in the focused assessment 
provided below are designed to help determine an employ-
ee’s fitness for a specific job. A work fitness inventory is also 
 included on the student resources site.

Periodic screening. The nurse in the occupational setting also 
plans periodic screening activities to monitor employees’ con-
tinuing health status. This is particularly true of employees 
working under hazardous conditions. For example, monitoring 

FOCusED AssEssmENT Evaluating Fitness for Work

•	 Does	the	employee	have	the	required	motivational	level?

•	 Does	the	employee	have	a	substance	abuse	problem	that	
would interfere with performance?

•	 Does	the	employee	have	effective	stress	management	skills?

•	 Is	there	any	possibility	that	the	employee	might	endanger	
self or others?

Health Care Considerations

•	 Are	there	treatment	effects	that	will	interfere	with	
performance (e.g., drowsiness from medications)?

•	 Will	subsequent	treatment	plans	interfere	with	performance	
(e.g., nausea due to future chemotherapy)?

•	 What	is	the	employee’s	prognosis?	Will	existing	conditions	
improve or deteriorate further?

•	 Does	the	employee	have	any	special	health	needs	to	be	met	
in the work setting (e.g., diabetic diet)?

•	 Are	any	assistive	aids	or	appliances	used	or	required?	
Will work processes or setting need to be adapted to 
accommodate these aids (e.g., space for a wheelchair)?

Task/Setting Considerations

•	 What	are	the	physical	and	emotional	demands	of	the	job?

•	 Are	there	risk	factors	in	the	work	setting	that	would	adversely	
affect the employee?

•	 What	is	the	level	of	stress	involved	in	the	job?

•	 Will	the	employee	be	working	with	others	or	alone?	What	
health effects might this have?

•	 What	are	the	temporal	aspects	of	the	job	and	how	will	they	
affect health (e.g., shift work, early morning or late evening 
work, length of shift)?

•	 Is	there	travel	involved	in	the	job?	How	will	this	affect	
employee health?

•	 Is	the	workstation	ergonomically	designed	to	minimize	injury?

Data from: Palmer, K. T., & Brown, I. (2013). A general  framework for assessing 
fitness for work. In K. T. Palmer, I. Brown, & J.  Hobson (Eds.), Fitness for work: 
The medical aspects (5th ed., Chapter 1). Oxford, UK: Oxford University Press.

General Considerations

•	 Does	the	employee	have	the	necessary	training	and	expertise	
for the job?

•	 How	will	the	employee’s	general	health	affect	job	
performance?

•	 What	is	the	employee’s	gender?	Will	gender	affect	job	
performance and employee health and safety risks?

•	 What	is	the	employee’s	body	size?	Will	size	affect	work	
performance or risks?

•	 What	is	the	employee’s	age?	Will	age	affect	work	
performance or risks?

•	 What	is	the	employee’s	nutritional	status?	Will	nutritional	
status affect work performance or health and safety risks?

Functional Considerations

•	 Does	the	employee	have	the	physical	stamina	required?

•	 Does	the	employee	have	any	mobility	limitations	that	would	
interfere with performance?

•	 Does	the	employee	have	sufficient	joint	function	to	do	the	job?

•	 Does	the	employee	have	any	postural	limitations	that	would	
interfere with performance?

•	 Does	the	employee	have	the	required	strength	for	the	job?

•	 Does	the	employee	have	the	level	of	coordination	required?

•	 Does	the	employee	have	problems	with	coordination	or	
balance that would interfere with performance?

•	 Does	the	employee	have	any	cardiorespiratory	limitations?

•	 Is	there	a	possibility	for	unconsciousness	that	would	create	a	
safety hazard?

•	 Does	the	employee	have	the	required	level	of	sensory	acuity?

•	 Does	the	employee	have	communication	and	speech	
capabilities	required	by	the	job?

•	 Does	the	employee	have	the	requisite	level	of	cognitive	
function (e.g., memory, critical thinking)?

•	 Will	the	employee’s	mental	or	emotional	state	(e.g.,	
depression) interfere with performance?
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devices are used by personnel working with radiation and are 
periodically checked for exposure limits. Likewise, blood chem-
istries may be done at periodic intervals to test for exposure to 
toxic substances. Periodic blood pressure screenings and pul-
monary function tests may also be warranted. In some occupa-
tional groups, such as the armed forces, employees are routinely 
screened for overweight and for physical capacity.

The types of screening done depend on the type of job per-
formed, the risks involved, and the capabilities required. Some 
screenings are routinely performed on all employees in a par-
ticular setting. For example, employees may receive a routine 
physical examination at periodic intervals. Other screening 
tests are performed only on specific employees. For example, 
lead screening may be done routinely on individuals who work 
on a plant assembly line, but not on clerical personnel.

Nurses may also be actively involved in providing or pro-
moting routine health screenings that are not related to 
employees’ jobs. For example, the nurse may educate em-
ployees regarding the need for colon cancer screening or 
mammography.

Occupational health nurses are frequently responsible for 
conducting these and other screening tests on employees. They 
may also interpret test results, explain them to employees, and 
take action when warranted by positive test results.

Environmental screening and surveillance. Periodic screening 
of the environment and surveillance for negative occupational 
effects may also be warranted, and, in the absence of industrial 
hygienists or safety engineers, the nurse may be responsible for 
planning and conducting environmental screenings. For exam-
ple, the nurse may measure noise levels in various work areas 
at specific intervals to determine areas in which hearing protec-
tion is required. Similarly, measurements of volatile chemicals 
or radiation might be done in high-risk areas.

Surveillance involves monitoring the employee population 
for trends in health problems. For example, AAOHN (2013) 
recommends surveillance for instances of workplace aggres-
sion and violence. Similarly, the nurse may note an increase in 
absences related to gastrointestinal problems among employ-
ees who eat in company dining rooms or increases in specific 
kinds of injuries.

Treatment of existing conditions. The second area of focus 
in resolving existing health problems in the work setting is the 
diagnosis and treatment of illness or injury. Population health 
nurses are actively involved in planning health interventions for 
individual employees and should also participate in planning 
health programs to meet the needs of groups of clients.

Many employers go beyond treating only job-related ill-
nesses and conditions to treating a variety of major and minor 
conditions. The rationale for the extension of services to non-
job-related conditions is that any health problem, physical or 
emotional, can serve to impair an employee’s performance. 
Also, treatment of these conditions within the work setting lim-
its time lost in pursuing outside treatment, saving the  company 
money in the long run.

Depending on the capabilities of the occupational health 
unit, employees with existing health problems may be referred 
to the external health care system for problem resolution, or 
treatment may be provided within the workplace itself. Those 
occupational health nurses who are nurse practitioners may 
treat illness in the work setting. Even nurses who are not nurse 
practitioners may treat minor conditions on the basis of proto-
cols established in conjunction with medical consultation.

Occupational health nurses also need to plan to moni-
tor the effectiveness of therapy, whether or not that therapy 
is provided by the occupational health unit. For example, an 
employee with hypertension might be followed by his or her 
primary care provider, but the occupational health nurse will 
monitor medication compliance and effects on the employee’s 
blood pressure. In addition, the nurse will educate the em-
ployee regarding the condition and its treatment.

In the case of employees with problems related to substance 
abuse or stress, the population health nurse usually initiates a re-
ferral to an appropriate source of assistance. The nurse may also 
need to function as an advocate for impaired employees, encour-
aging employers to provide coverage for treatment of psycholog-
ical as well as physical illness. Nurses may also find it necessary 
to report substance abuse to supervisory personnel when either 
the health or the safety of other employees is threatened.

Population health nurses in occupational settings may also 
be involved in planning and implementing employee assis-
tance programs for employees with psychological problems. 
An employee assistance program (EAP) is a program within 
the occupational setting designed to counsel employees with 
psychological problems and assist them in dealing with those 
problems. EAPs usually focus on motivating individuals to 
seek help and referring them for needed services. Substance 
abuse disorders and eating disorders are two types of prob-
lems addressed by EAPs. Generally, the occupational health 
nurse refers an employee to another source of services rather 
than providing care for these problems within the work setting. 
However, the nurse may be involved in the development and 
support of self-help groups within the employment setting to 
assist employees with these and other problems. For example, 
guided self-help and cognitive behavioral group therapy may 
assist employees with eating disorders. Similarly, an occu-
pational health nurse might help to establish a bereavement 
group to assist employees who have experienced significant 
losses. Occupational settings also frequently sponsor chapters 
of Alcoholics Anonymous.

Emergency response. Responding to emergency situations is 
another aspect of resolving existing problems. Nurses may find 
themselves dealing with both physical and psychological emer-
gencies and should have a basic plan for dealing with various types 
of emergencies that may arise. Physical emergencies may result 
from serious accidents or from physical conditions such as heart 
attack, stroke, seizure disorder, and hypoglycemia. Treatment for 
these emergencies is usually based on established protocols.

With respect to emergencies due to illness, it is helpful if the 
nurse has prior information related to the employee’s condition. 
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For example, if the nurse has prior knowledge that the client is 
diabetic, the diagnosis of hypoglycemic reaction will be reached 
and treatment initiated more rapidly than would otherwise be 
the case. For this reason, occupational health nurses should be 
well acquainted with employees’ health histories.

Psychological emergencies may result in homicide, suicide, 
or both. Although businesses may have generalized protocols 
for dealing with such emergencies as threatened homicide or 
suicide, the nurse faced with such situations will probably need 
to exercise a great deal of creativity in planning to address a 
psychological emergency. General considerations include re-
maining calm and removing others from the immediate vicin-
ity. The nurse should not plan any heroic measures that may 
endanger him- or herself, the employee, or others. Additional 
interventions are dictated by the situation. Again, prior identi-
fication of employees under excessive stress may help to pre-
vent psychiatric emergencies.

Another psychological emergency with which occupational 
health nurses may need to deal is sexual assault. Most victims 
of sexual assault in the workplace are women, and most as-
saults occur at night when women are working in isolation 
from coworkers or the public. The nurse who encounters a fe-
male employee who has been sexually assaulted should address 
immediate physical and psychological needs, assess the client 
for suicidal tendencies, and refer her for counseling. The nurse 
should also alert the appropriate authorities and may need to 
act as an advocate with the legal and criminal justice systems 
and provide emotional support.

One further type of emergency that requires an occupational 
health nursing response is the emergency that affects large 
numbers of people. Examples of mass emergencies are fires 
or explosions, radiation exposure, and hazardous substance 
leaks. In addition to providing treatment for those injured in 
such emergencies, the nurse may be responsible for assisting in 

evaluating affected areas and in organizing to provide needed 
care. Occupational health nurses should be involved in plan-
ning the overall company response to such situations as well 
as in planning health care in such an eventuality. The role of 
the nurse in disaster preparedness is discussed in greater detail 
in Chapter 25 . Major emphases in resolving existing health 
problems in work settings are summarized in Table 23-4•.

HEALTH rEsTOrATION. Health restoration or rehabili-
tation was identified as an element of the occupational health 
nursing role by the World Health Organization as early as 1982. 
Rehabilitation in the context of the occupational health setting 
is a process designed to return the employee, as much as pos-
sible, to his or her prior level of function.

Health restoration interventions in work settings are directed 
toward preventing recurrence of health problems, limiting their 
consequences, and promoting and maintaining independence. 
In occupational health settings, health restoration enables the 
employee to return to work, and the goal is to remove obstacles 
to a return to productive work or to adapt the workplace to facili-
tate that return. In some instances, when return to an employee’s 
former position is precluded by the long-term consequences of 
health problems or the nature of job demands, health restoration 
may involve preparing him or her for a new role.

The types of intervention strategies employed depend on the 
problems to be prevented. For example, engineering measures 
may be used to prevent subsequent leakage of a toxic chemical 
if a leak has already occurred.

Generally speaking, health care at this level is geared toward 
preventing the spread of communicable diseases, preventing re-
currence of other acute conditions, and preventing complications 
of chronic conditions. Sick-leave policies and employee immuni-
zation are examples of measures that might be taken to stop the 
spread of influenza in the employee population. As noted earlier, 

TABLE 23-4 strategies for resolving Existing Health Problems in Working Populations

Focus strategies

Screening •	Conduct	preemployment	screenings
•	Determine	work	capacity
•	Make	recommendations	regarding	work	conditions	or	accommodations
•	Conduct	periodic	employee	screening
•	Conduct	periodic	environmental	screening	and	surveillance
•	Report	and	interpret	screening	findings	and	make	referrals	for	care	or	environmental	modification	as	needed

Treatment of existing conditions •	Provide	treatment	for	work-related	illness	or	injury
•	Provide	immediate	first	aid
•	Refer	for	outside	medical	assistance	as	needed
•	Develop	health	care	delivery	programs	to	address	high	prevalence	problems	in	the	occupational	setting
•	Advocate	for	adequate	employee	health	insurance	coverage
•	Advocate	for	accessible	internal	or	external	health	care	services	to	meet	employee	health	needs

Emergency response •	Assist	in	the	development	of	individual	and	disaster	emergency	response	plans	for	the	work	setting
•	Respond	to	individual	physical	or	emotional	emergencies
•	Refer	employees	for	continued	treatment	as	needed
•	Respond	to	care	needs	in	an	occupational	disaster
•	Evaluate	the	health	effects	of	occupational	disasters
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by encouraging employees to take advantage of sick-leave ben-
efits when they or family members are ill, the nurse can minimize 
exposure of others in the occupational setting to communicable 
diseases and can control the spread of disease. Safety education 
might prevent a recurrence of accidental injuries due to hazard-
ous equipment, and use of hearing protection might prevent fur-
ther deterioration of an employee’s hearing after noise exposure 
has already caused some damage. Similarly, treatment of an em-
ployee’s hypertension can prevent further health problems.

Another aspect of health restoration in an occupational set-
ting may be assessing an employee’s fitness to return to work 
after an illness or injury. Assessment considerations in this case 
would be similar to those in preemployment assessment. The 
occupational health nurse would determine the job demands 
and assess the employee’s ability to meet the requirements of 
the job. Sometimes this can be facilitated by modifications in 
job processes or responsibilities to fit an employee’s reduced 
capabilities. Occupational health nurses may need to educate 
the employee, employer, supervisor, and coworkers regarding 
capabilities and accommodations needed. Based on the UN 
convention (2006), the right to work also applies to persons 
who acquire a disability as a result of employment and appro-
priate measures should be taken to protect that right.

Health restoration interventions by occupational health 
nurses may also involve assisting employees to adapt to chronic 
illness or monitoring the status of workers’ compensation 
claims. Dealing with chronic illness or disability in the work 
setting may be facilitated by the development of worksite dis-
ability management programs. Such programs provide disease 
management services in the work setting and have been shown 
to result in cost savings for the organization by preventing days 
lost to work due to exacerbations or for follow-up appoint-
ments in the external health care system.

Occupational health nurses may assist individual employees 
to cope with chronic illness in a number of ways. They may 
educate the client to enhance personal coping abilities (e.g., 
through medication management, self-monitoring skills, etc.) 
or advocate with management or coworkers for support for 
self-care. For example, the nurse might arrange for flexible 
break or meal times to permit employees with diabetes to better 
manage their diets. Nurses may also advocate for working con-
ditions that accommodate limitations or prevent further dete-
rioration. For example, they may see that the workstation for 
an employee with chronic back pain is ergonomically evaluated 
and any needed accommodations made. Occupational health 
nurses may also connect employees to sources of support, such 
as self-help groups, outside of the work setting. Finally, they 
may advocate for adequate health care provider support and 
insurance coverage to address the costs of needed care.

Another focus in health restoration might be the provision 
of health care and assistance for both victims and perpetrators 
of workplace aggression (AAOHN, 2013). Employee assistance 
programs, for instance, might address anger management is-
sues or deal with posttraumatic stress disorder resulting from 
an assault in the workplace. Assistance with legal claims or in 
processing worker’s compensation claims might also be needed.

Finally health restoration interventions might be required in 
the aftermath of a workplace disaster. Population health nurses 
in occupational settings are ideally placed to identify employ-
ees suffering from physical or psychological consequences of 
a disaster and refer them for assistance. They can also be in-
volved in assessing the emergency response and in improving 
future responses. Population health nursing roles in disaster 
recovery are discussed in more detail in Chapter 25 . Health 
restoration foci and related strategies in occupational settings 
are summarized in Table 23-5•.

TABLE 23-5 Health restoration strategies for Working Populations

Focus strategies

Preventing the spread of communicable diseases •	Provide	employee	immunization
•	Educate	on	infection	control	procedures
•	Encourage	use	of	sick	days	and	advocate	for	sick	days	for	employees

Preventing the recurrence of other acute conditions •	Educate	employees	to	prevent	recurrent	health	problems
•	Advocate	for	environmental	modifications	to	prevent	recurrent	problems

Preventing complications of chronic conditions •	Monitor	treatment	effects	and	disease	status
•	Educate	employees	for	disease	self-management
•	Modify	the	work	environment	to	accommodate	limitations	due	to	disability

Assessing fitness to return to work •	Follow	up	on	workers’	compensation	claims
•	Assess	recovery	status
•	Modify	work	environment	as	needed	to	facilitate	return	to	work
•	Educate	employees,	employers,	supervisors,	and	coworkers	regarding	 
requirements	for	a	return	to	work

Assisting victims and perpetrators of workplace aggression •	Make	referrals	for	assistance	as	needed
•	Assist	with	legal	or	workers’	compensation	claims
•	Provide	emotional	support

Disaster recovery •	Identify	employees	experiencing	physical	or	psychological	consequences	of	
 disasters and provide or refer for assistance

•	Assist	in	assessing	the	adequacy	of	emergency	response	and	in	planning	 
for future responses
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Implementing nursing interventions in work settings fre-
quently involves collaboration with others. Most often, collab-
oration occurs between the nurse and the employee. In other 
instances, the nurse may collaborate with health care provid-
ers and others within or outside of the occupational setting. 
For example, the nurse might collaborate with a pregnant em-
ployee’s primary health care provider to monitor her progress 
throughout the pregnancy. Implementing the plan of care for 
an employee with carpal tunnel syndrome might involve col-
laboration with the primary care provider and with a super-
visor to facilitate movement to a job that does not necessitate 
repetitive wrist movements or to promote ergonomic redesign 
of an employee’s work station and work processes.

When health problems affect groups of employees, imple-
menting the plan of care might involve collaboration with other 
health care providers and with company management and 
other personnel. For example, the nurse who has documented 
an increased incidence of respiratory conditions due to aero-
sol exposures will advocate plans to resolve the problem. These 
plans need to be approved by management and implemented 
by engineering personnel, if engineering controls are required, 
or by company purchasing agents, if special respiratory protec-
tive devices are needed. In the latter instance, the nurse may be 
involved in determining the types of protective devices needed 
and recommending their purchase to management.

Evaluating Health Care in Work Settings
As in all other settings for nursing practice, the effectiveness 
of health care in work settings must be evaluated. Evaluation 
can focus on the outcomes of care either for the individual 

employee or for the total employee population. Evaluation is 
conducted on the basis of principles discussed in Chapter 15   
and focuses on the achievement of expected outcomes and the 
processes used to achieve those outcomes. For example, the 
occupational health nurse may evaluate the effectiveness of 
body mechanics education in decreasing the incidence of back 
injuries. At the individual level, evaluation might focus on the 
impact of no-smoking education on an individual employee’s 
smoking behavior.

Selected aspects of occupational health and safety programs 
can also be evaluated using a set of 20 health and exposure 
surveillance indicators developed by the Council of State and 
 Territorial Epidemiologists (n.d.). Health indicators are mea-
sures of health (injury or illness) or factors associated with 
health (exposures, hazards, or interventions) that allow com-
parisons over time and help guide priorities for prevention and 
intervention. The indicators are generally used at the state level 
to monitor occupational health statewide, but could be used in 
a particular occupational setting. Areas of focus include the de-
mographic profile of the worker population; occupationally ac-
quired illnesses, injuries, and related hospitalizations and days 
off work; workers’ compensation claims; employment in high-
risk occupations and industries; and federal or state OSHA in-
spections and their outcomes (Council of State and Territorial 
Epidemiologists, n.d.).

Achievement of national objectives related to  occupational 
health can also be used to evaluate efforts in the local 
 occupational setting or at regional, state, and national lev-
els. The status of selected national objectives is summarized 
below.

ObjEctivE bASElinE (yEAR) tARgEt cURREnt DAtA (yEAR) DAtA SOURcES

ECBP-8. Increase the proportion of 
worksites with more than 50 employees 
that offer an employee health promotion 
program

Dev Dev Dev National Survey of 
 Employer-sponsored 
Health Plans, Mercer

ECBP-9. Increase the proportion of 
 employees that participate in employer-
sponsored health promotion activities

Dev Dev Dev National Survey of 
 Employer-sponsored 
Health Plans, Mercer

IID-15.3. Increase hepatitis B vaccine 
coverage among health care personnel

64.3% (2008) 90% NDA National Health Interview 
Survey (NCHS) CDC/NCHS

OSH-1.1. Reduce deaths from 
 work-related injuries in all industries  
(per 100,000 workers)

4.0 (2007) 3.6 3.6 (2010) Census of Fatal 
 Occupational Injuries 
(CFOI), DOL/BLS, Current 
Population Survey (CPS) 
Census & DOL/BLS

Healthy People 2020 

selected Objectives related to Occupational Health

Continued on next page
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ObjEctivE bASElinE (yEAR) tARgEt cURREnt DAtA (yEAR) DAtA SOURcES

OSH-2.1. Reduce work-related injuries 
in private sector industries resulting in 
 medical treatment, lost work time, or 
restricted work activity, as reported by 
employers	(per	100	full-time	equivalent	
workers)

4.2 (2008) 3.8 3.5 (2010) Survey of Occupational 
Injury and Illness (SOII), 
DOL/BLS

OSH-3. Reduce the rate of injury and 
 illness due to over-exertion or repetitive 
motion (per 10,000 workers)

29.6 (2008) 26.6 NDA SOII, DOL/BLS

OSH-5. Reduce deaths from work-
related homicides (per 10,000 full-time 
	equivalent	workers

628 (2007) 565 518 (2010) CFOI, DOL/BLS

OSH-6. Reduce work-related assault  
(per	10,000	full-time	equivalent	workers)

8.4 (2007) 7.6 10.4 (2009) CPS, Census and DOL/
BLS, National  Electronic 
Injury  Surveillance 
 System—Work 
 Supplement (NEISS-
WORK), CDC/NIOSH, 
CPSC

OSH-7. Reduce the number of persons 
who have elevated blood lead levels from 
work exposures (per 100,000 employed 
adults)

22.5 (2008) 20.2 NDA Adult Blood Lead 
 Epidemiology and Surveil-
lance Program (ABLES), 
DCD/NIOSH

OSH-8. Reduce occupational skin 
 diseases or disorders among full-time 
workers (per 10,000 full-time workers)

4.4 (2008) 4.0 3.3 (2011) SOII, DOL/BLS

OSH-9. Increase the proportion of 
 employees with access to workplace 
 programs that prevent or reduce stress

Dev Dev Dev Quality of Worklife 
 Module, CDC/NIOSH and 
NSF

OSH-10. Reduce new cases of 
 work-related noise-induced hearing loss 
(per 10,000 workers)

2.2 (2008) 2 2.1 (2011) SOII, DOL/BLS

TU-12. Increase the proportion of  persons 
covered by indoor work policies that 
 prohibit smoking

75.3% 
(2006–2007)

100% NDA CPS, Census and DOL/
BLS

V-3.1. Reduce occupational eye injuries 
resulting in lost work days (per 10,000 
full-time workers)

2.9 (2008) 2.6 NDA SOII, DOL/BLS

NDA = No data available
Dev = A developmental objective for which data and targets have not yet been determined
Data from: U.S. Department of Health and Human Services. (2014). Healthy people 2020 topics and objectives. Retrieved from http://healthypeople.gov/2020 
/topicsobjectives2020/default.aspx

Healthy People 2020 (Continued)
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Occupational settings contribute to a wide variety of health prob-
lems in individuals and in population groups, yet they also pro-
vide an ideal setting for influencing health-related behaviors and 
environmental conditions. Population health nurses employed 
in occupational settings can do much to promote the health of 
individual employees, work groups, and the general public.

Factors related to biological, psychological, environmental, 
sociocultural, behavioral, and health system determinants in-

fluence the health of working populations. Population health 
nurses working in occupational settings assess the positive and 
negative effects of these factors on the health of the employee 
population. They also plan, implement, and evaluate interven-
tions to promote health, prevent illness, resolve existing health 
problems, and restore health and promote return to work in 
this population.

You are a population health nurse employed by a large 
 manufacturing plant. On Wednesday you see several employees 
complaining of abdominal cramping and diarrhea. They all state 
that their symptoms started at home during the night. You get 
word from one of the plant supervisors that several of her em-
ployees called in sick this morning because of similar symptoms. 
In checking with other departments, you find that there are a 
number of absences throughout the plant. Two of the older em-
ployees and one who you know has AIDS have been hospitalized 
with severe dehydration. All of the people with cramps and diar-
rhea eat regularly in the cafeteria.

1. What biological, psychological, environmental, sociocul-
tural, behavioral, and health system factors are  operating in 
this situation? What additional information would you want 
to gather?

2. What are your nursing diagnoses?
3. What outcome objectives do you hope to achieve through 

intervention?
4. What measures will you employ to resolve the identified 

problems? Why? What illness prevention measures might 
have prevented the occurrence of these problems? What 
health restoration measures are warranted to prevent the 
 recurrence of problems or complications?

5. How will you evaluate the effectiveness of your interventions?

 Nursing in the Work settingCAsE sTuDy
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assisted outpatient treatment (AOT)

compassionate release
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lockup

parolee

prisons

probationer

recidivism

reentry

search and seizure

self-injurious behavior

status offenses

TB prophylaxis

Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Discuss the impetus for providing health care in correctional settings.

 2. Differentiate between basic and advanced nursing practice in correctional settings.

 3. Describe biological, psychological, environmental, sociocultural, behavioral, and health system 
factors that influence health in correctional settings.

 4. Identify major aspects of health promotion in correctional settings and analyze the role of the 
population health nurse in each.

 5. Describe major foci in illness and injury prevention in correctional settings and related population 
health nursing strategies.

 6. Describe approaches to resolving existing health problems in correctional settings and analyze 
population health nursing roles with respect to each.

 7. Discuss considerations in health restoration in correctional settings and analyze related 
population health nursing roles.

Care of Correctional Populations24
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Misguided Reform

As we will see in Chapter 29 , Dorothea Dix was highly successful in initiating prison reform, but 
her efforts were primarily directed toward removing the mentally ill from jails and prisons and pro-
viding them with treatment facilities. In so doing, she also improved some conditions in jails and 
prisons throughout several states (Prison and asylum reform, n.d.). Unfortunately, other attempts 
at advocacy and reform may have done more harm than good.

In 1787, Philadelphia citizens formed the Philadelphia Society for Alleviating the Miseries of 
Public Prisons in response to appalling conditions in the local jail. The group investigated prison 
conditions and presented their findings to the Pennsylvania legislature recommending solitary con-
finement and hard physical labor as an alternative to previous severe physical punishments such as 
whipping, hanging, and pillorying (being locked in wooden stocks and subjected to public ridicule). 
Following passage of the legislation, Pennsylvania established “model” prisons in which inmates 
were confined to individual cells in a model later known as the “Pennsylvania system.” The system 
called for the complete separation of inmates for their entire sentence to decrease the potential for 
exposure to bad companions. Each cell, which inmates rarely left, included space for a work area 
in which the inmate worked at contract labor, a private exercise yard, central heating, a flush toilet, 
and shower bath. Inmates were fed and worked in their cells and received some vocational instruc-
tion. The Auburn system, instituted at the Auburn Penitentiary in New York, was similar except 
that inmates were fed and worked communally in strict silence during the day and returned to their 
individual cells as night. Both systems were widely emulated in the United States and Europe. An 
extensive rash of suicides in the Auburn Penitentiary, however, called attention to the deleterious 
psychological consequences of “solitary confinement” and these practices were abandoned except 
for punishment of uncontrolled and recalcitrant inmates. Society members in Philadelphia and a 
similar organization in Boston, the Prison Discipline Society, did, however, continue to visit pris-
ons, providing independent oversight and perhaps ameliorating some of the more common abuses 
of prisoners and assuring provision of basic necessities (Johnston, n.d.; Morse, 2007).
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Incorporating Health into a Public Defender’s Office

Recent arrestees often have health issues that have been neglected over significant periods of time. If in-
carcerated, these needs will be attended to at some point, but many arrestees are freed until their trials. 
At that point, matters dealing with their court date may make health care a low priority. They are often 
tied up with multiple appointments with public defenders planning for their trials (Venters et al., 2008).

A collaborative effort between medical residents at Montefiore Medical Center and a public de-
fender’s office in a low-income area of New York City was initiated. Originally, social workers at the 
defender’s office made referrals to medical residents at a local community clinic, but few clients 
accepted referrals, and none of them kept their appointments. As a result, a resident was stationed 
at the public defender’s office on specific days. The resident saw clients at the time of their ap-
pointment at the defender’s office if he was available and ascertained health care needs. Some 
encounters addressed questions and others led to appointments at the community clinic. Because 
of their level of comfort with the defender’s office, clients often came there prior to their appoint-
ments and were walked to the clinic by staff. Kept appointment rates increased to 66%, higher 
than the usual rate for the clinic (Venters et al., 2008).

Challenges to the program lay in the limited time the resident was available in the defender’s 
office and a backlog for clinic appointments, so future plans include possible provision of health 
care services on site in the defender’s office (Venters et al., 2008).
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T he concept of prisons as a place to contain wrong-
doers began as early as the 1600s with workhouses 
that were used to punish people who violated the 
law. Unfortunately, workhouses were also used to 

confine family members who were likely to impugn the family’s 
honor through their activities, whether or not those activities 
were actually criminal in nature (Fagan, 2003). As we saw in 
Chapter 21 , criminalization still occurs within populations 
that society would prefer to ignore, such as the homeless.

Correctional populations may be particularly vulnerable 
to a variety of health problems. In many instances, members 
of this population have not had access to effective health care 
services. In other cases, they have not seen health as a priority 
and frequently do not engage in practices that are conducive 
to good health. In addition, drug and alcohol use, which may 
result in incarceration, have both physical and psychological 
consequences for health. Incarceration, in and of itself, may 
have adverse health consequences.

Correctional facilities provide a relatively new practice set-
ting for population health nursing compared to the settings 
discussed in previous chapters. Correctional nursing, however, 
is congruent with the primary focus of population health nurs-
ing—the health of groups of people and the general public. 
Correctional nursing frequently involves challenges not en-
countered in other population health nursing settings.  Practice 
in a correctional setting requires autonomy and excellent 
 assessment skills. Nurses are often responsible for triaging in-
mates during entry or sick call and identifying those who need 
to be seen by physicians, nurse practitioners, or other provid-
ers. Nurses may also provide routine treatments, including 
medication, under agency protocols. Nursing in correctional 
settings operates within the constraints of the security system, 
which may contribute to increased job stress and frustration. 
Another source of stress is the fear of litigation by a population 
that is prone to threats of litigation. Although there is some 
risk to the nurse’s physical safety, many correctional nurses 
feel safer than they would in other settings such as emergency 
departments.

Another source of stress in the correctional setting is the 
 potential for conflict between nursing values and those of cor-
rections personnel. Differences in values frequently give rise to 
the need for population health nursing advocacy in correctional 
settings to ensure that health care needs are balanced with cus-
todial and security needs. For example, the primary concerns 
of the nurse are health care and meeting the health needs of 
inmates. For custodial personnel, however, the primary con-
cern must be security. The priority placed on security may of-
ten make it difficult for the nurse to meet inmates’ needs. For 
instance, giving medications such as insulin in a timely fashion 
may be impeded by security measures like lockdowns, when 
nurses are not ordinarily allowed into the areas where inmates 
are housed. Similarly, nurses may be asked to share informa-
tion obtained while taking a health history (e.g., past drug use) 
with custodial or law enforcement personnel, when confidenti-
ality and privacy are primary values of the nursing profession.

Correctional nursing takes place in three general types 
of  facilities: prisons, jails, and juvenile detention facilities. 
 Prisons are state and federal facilities that house persons con-
victed of crimes, usually those sentenced for longer than 1 year. 
 Municipal or county facilities are usually called jails and house 
both convicted inmates and detainees. Convicted inmates in 
jails are usually serving sentences under a year in length (Lee 
et al., 2012). Detainees are people who have not yet been con-
victed of a crime. They are being detained pending a trial either 
because they cannot pay the set bail or because no bail has been 
set. They may also have violated the terms of probation or pa-
role. Juvenile detention facilities house children and adoles-
cents convicted of crimes and those who are awaiting trial but 
who cannot be released in the custody of a responsible adult. 
Jails and juvenile detention facilities tend to be smaller and 
house fewer inmates than prisons.

Whatever the size of the facility or the terminology used, 
nurses working in correctional facilities must be committed 
to the belief that inmates retain their individual rights as hu-
man beings despite incarceration and that they have the same 
rights to health care as any other individual. Society does not 
categorically deprive any other group of individuals of access to 
adequate health care. In fact, there are carefully monitored stan-
dards of health care in such institutions as nursing homes, men-
tal health facilities, and orphanages. It has only been as recently 
as 1979, however, that a program for accrediting health services 
in prisons was developed by the American Medical  Association. 
Development of accreditation standards occurred at the request 
of the U.S. Department of Justice following a landmark court 
decision that depriving inmates of access to health care violated 
their civil rights (Rold, 2011). Only since 1985 have published 
standards for nursing practice in such settings been available 
(American Nurses Association [ANA], 1985).

The Correctional Population
Crime is a fact of life in modern-day society. In 2009, for example, 
10.6 million crimes were committed in the United States for a 
crime rate of 3,466 for every 100,000 population.  Violent crime 
(murder, rape, robbery, and aggravated assault) accounted for 1.3 
million of these incidents and property crimes (burglary, theft, 
and automobile theft) for another 9.3 million (U.S. Census Bu-
reau, 2013b). Homicide rates decreased by almost half from 10.2 
per 100,000 population in 1980 to 5.4 per 100,000 in 2009 (U.S. 
Census Bureau, 2013d). In 2009, however, murders still claimed 
the lives of 13,756 people, more than 2,000 of them in the com-
mission of a felony. More than 700 of those murders were the 
 result of juvenile gang killings (U.S. Census Bureau, 2013c).

Globally, 9.8 million people were incarcerated in 2008 with 
a median incarceration rate of 145 inmates per 100,000 popu-
lation (Zlodre & Fazel, 2012). The U.S. incarceration rate for 
2009 was 250 per 100,000 population, the highest of any coun-
try (U.S. Census Bureau, 2013j). On any given day in 2009, 
more than 2.3 million people were housed in U.S. correctional 
institutions, but as many as 10 million people may pass through 
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the local, state, and federal correctional systems each year (Lee 
et al., 2012). More than 11 million people were arrested in the 
United States in 2009, and more than 2.1 million people were 
held in U.S. adult correctional facilities (U.S. Census Bureau, 
2013a, 2013e). Federal and state prisons held 1.6 million peo-
ple, 89% of whom were housed in state facilities (U.S. Census 
Bureau, 2013h). Another 4.2 million persons were on proba-
tion, and 819,308 on parole. Overall, 7.12  million people in the 
United States (3.1% of the population) were under some form 
of correctional supervision (U.S.  Census Bureau, 2013i).

City and county jails account for an even larger number of 
incarcerated individuals. For example, from June 2010 to June 
2011, the average daily census in U.S. jails was 735,000, and the 
total jail population for the year was 11.8 million people (Smith 
et al., 2013). The Los Angeles County jail alone houses a popu-
lation of 20,000 on any given day, with 400 to 600 admissions 
daily and 180,000 people over the course of a year (Malek et al., 
2011). Similarly, the New York City jail reports a daily census of 
13,000 people, with approximately 90,000 admissions per year 
(Ludwig, Cohen, Parsons, &  Venters, 2012).

Incarceration rates have increased dramatically in the United 
States. From 1980 to 2004, for example, the number of people 
incarcerated in the United States quadrupled. Despite increases 
in bed capacity, many jails and prisons are operating far over 
capacity. For example, California prisons had been operating 
at 200% of capacity for several years when the Supreme Court 
mandated the release of large numbers of inmates due to the 
system’s inability to effectively meet their needs (Rold, 2011).

There are several reasons for this marked increase in correc-
tional populations. First, there have been significant changes in 
sentencing guidelines, such as “truth in sentencing” and “three 
strikes” laws. Truth in sentencing refers to legislation mandat-
ing that persons convicted of a crime serve a minimum per-
centage of their sentence before being eligible for parole (Polk, 
2011). Three strikes laws mandate life imprisonment for defen-
dants with two prior convictions for serious or violent crimes. 
In effect, most such laws are often applied to sentencing for 
nonviolent crimes as well (Stanford Law School, 2013). As a 
result, the United States now has the dubious distinction of 
having the highest rate of incarceration in the developed world 
(Zlodre & Fazel, 2012).

The Need for Correctional 
Health Services
Health care in correctional facilities is an appropriate en-
deavor for several reasons. First, the right to adequate health 
care is a constitutionally recognized right. In 1976, a Supreme 
Court decision in Estelle vs Gamble ruled that neglect of seri-
ous medical needs constitutes “cruel and unusual punishment” 
and violates the Eighth Amendment to the U.S. Constitu-
tion (Smith et al., 2013). Similarly, failure to provide needed 
health services  constitutes deliberate indifference under the 
Fifth  Amendment and violates civil rights protected by the 
 Fourteenth  Amendment (Muse, 2011).

In addition to the constitutional right to health care, cor-
rectional care is good common sense for a variety of other rea-
sons. Because of poverty, lower education levels, and unhealthy 
lifestyles that frequently involve substance abuse, inmates may 

Global Perspectives

Although conditions in U.S. jails and prisons are not ideal, 
for large portions of more than 10 million people incarcerated 
throughout the world, conditions may be significantly worse. A 
recent report by the U.S. Department of State (2012) indicated 
three main areas of concern in international prison conditions: un-
safe conditions, mistreatment of prisoners, and inadequate legal 
protection. Unsafe conditions include overcrowding, unsanitary 
conditions, barriers to basic hygiene, malnutrition, contaminated 
water, and poor quality health care. In some parts of the world, 
correctional facilities are two to five times over capacity, to the 
extent that inmates in some facilities must sleep in shifts. Else-
where, irregular facilities such as unventilated shipping contain-
ers, basements, or open-air holding facilities are used to house 
inmates. Much of the overcrowding and other safety issues stem 
from large numbers of pretrial detainees who in some places may 
be held for months to years before being tried.

Abuse of prisoners is another common concern. Abuse most 
commonly occurs among pretrial detainees in attempts to elicit con-
fessions and among political prisoners and prisoners of conscience 
(persons who voice beliefs contrary to those of people in power). 
Abuse may also be used to control or punish inmates. Inadequate 
legal protection may involve incarceration for indefinite periods 
without conviction, prohibition of access to legal counsel or family 
members, or secret trials. Other areas of concern include arbitrary or 
discriminatory criteria for evidence and judicial corruption.  Convicted 
inmates may also be denied their rights during incarceration.

The United Nations Office on Drugs and Crime (UNODC) 
has developed a set of international standards and norms for 
prisons that have been used by more than 100 countries in the 
development of their criminal justice policies (UNODC, 2013). 
General standards address such issues as nondiscrimination and 
religious tolerance, inmate registration and valid confinement or-
ders, physical environmental conditions, sanitation and hygiene 
facilities, suitable clothing and bedding, adequate nutrition and 
exercise, adequate medical care, family communication, custody 
of personal property, and notification to family members of an in-
mate’s death, illness, or transfer. The standards also address the 
need to separate male from female inmates, youth from adults, 
pretrial detainees from convicted inmates, and those accused 
of civil or political offenses from those accused of criminal of-
fenses. Finally, the standards address appropriate discipline and 
use of restraints only to prevent escape during transfer or to pro-
tect the inmate or others from harm and never for punishment 
(UNODC, 2006). For further information about the standards, 
see the External Resources section of the student resources site.

Conditions of Incarceration
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enter a correctional facility with significant health problems 
(Spaulding et al., 2010). Because many of these individuals can-
not afford to pay for care on the outside, the cost of care will 
be borne by society. Societal costs for this care will be lower if 
interventions occur in a timely fashion, before health problems 
become severe. Provision of care within the correctional facil-
ity also saves taxpayers the cost of personnel and vehicles to 
transport inmates to other health care facilities. Health promo-
tion and illness and injury prevention in correctional settings 
are also cost-effective.

Another possible societal cost of failure to provide adequate 
health care to inmates lies in the potential for the spread of com-
municable disease from correctional facilities to the community 
(Malek et al., 2011). Environmental conditions and behaviors 
within correctional facilities lend themselves to the transmis-
sion of communicable diseases such as tuberculosis, HIV, and 
hepatitis. When inmates are released back into society, they may 
constitute a source of infection for the rest of the population.

Finally, correctional settings have been described as un-
healthy environments in and of themselves and may give rise 
to a variety of health problems. Correctional environments 
limit inmate autonomy; promote social isolation and com-
municable diseases; limit exercise; and foster boredom, stress, 
hostility, and depression. Services are needed to deal with these 
effects of incarceration as well as the myriad health problems 
inmates bring with them to correctional settings.

Population Health Nursing  
and Correctional Health
Population health nurses working in correctional settings 
 employ the nursing process to design interventions to meet 
identified health needs. Care begins with an assessment of needs 
that informs the planning and implementation of interventions 
to address those needs. Finally, population health nurses evalu-
ate the effectiveness of care in meeting the identified needs.

Assessing the Health Status  
of Correctional Populations
Factors related to each of the six categories of determinants of 
health influence the health status of inmates and staff in cor-
rectional settings. The nurse assesses biological, psychological, 
environmental, sociocultural, behavioral, and health system 
determinants of health to identify health problems and the fac-
tors contributing to them and to direct interventions to resolve 
those problems.

BiologiCal DetermiNaNts. Biological determinants 
affecting health in correctional populations include age, gender, 
and race; mortality; infectious and chronic conditions, injury, 
and other conditions. The nurse in the correctional setting as-
sesses individual clients for existing physical health problems 
as well as identifying problems that have a high incidence and 
prevalence in the overall institutional population.

Age, gender, and race/ethnicity. Correctional populations 
vary greatly in their composition. There are growing numbers of 
youth and the elderly in U.S. correctional facilities. In 2009, for 
example, 1.5 million arrests were made among people under 18 
years of age and more than 7,000 juveniles were housed in jails 
throughout the country; a threefold increase from 1990 (U.S. 
Census Bureau, 2013e, 2013j). In fact, there are now more youth 
involved in the juvenile justice system than in foster care (Smith 
et al., 2013). In 2009, 0.5% of the population in correctional set-
tings was 15 to 17 years of age (U.S. Census Bureau, 2013a).

Juvenile inmates tend to have higher prevalence rates of a va-
riety of physical and mental health conditions than their coun-
terparts in the general population and usually have less access 
to care prior to incarceration. Based on data from the North-
west Juvenile Project, a long-term follow-up study of juveniles 
in Cook County, Illinois, 80% of the adolescents arrested were 
undocumented or unaddressed victims of abuse (Teplin et al., 
2013). According to a National Academies report, adolescent 
involvement in criminal activity stems from developmental fac-
tors that make juveniles very different from adult perpetrators of 
crime. These factors relate to biological immaturity in the brain 
stem, with more rapid development in brain stem functions 
supporting pleasure seeking behaviors than those that foster 
self-control. This immaturity leads to an inability to engage in 
self-regulation, heightened sensitivity to external influences on 
behavior, and a present orientation that results in the inability 
to consider future consequences of one’s actions. The report also 
notes that the majority of juvenile offenders are not engaged in 
serious crimes (Bonnie, Chemers, & Schuck, 2012). In addition, 
juveniles are often arrested for status offenses, conduct that 
would not be considered criminal if committed by an adult, such 
as truancy, running away, curfew violation, and alcohol or to-
bacco possession (Coalition for Juvenile Justice, n.d.).

Incarcerated youth also display significant levels of mental 
illness and substance abuse. In 2009, for example, more than 
130,000 youth were arrested for drug abuse offenses, 86% of 
which dealt with possession of illegal drugs (U.S. Census  Bureau, 
2013g). Approximately two thirds of male juvenile offenders and 
nearly three fourths of females have at least one psychiatric dis-
order, and 51% of males and 47% of females have a substance 
abuse disorder. Post-traumatic stress disorder (PTSD) was also 
found in 11% of juveniles in one study (Teplin et al., 2013).

Because of the move to try more juveniles as adults, partic-
ularly for violent crimes, the number of youth incarcerated in 
adult correctional facilities is growing. Because of the potential 
for victimization by older and stronger inmates, younger inmates 
should be in areas segregated by sight and sound. Removing 
 juveniles from adult facilities and sight and sound segregation 
are two core provisions of the Juvenile Justice and Delinquency 
Prevention Act (Coalition for Juvenile Justice, n.d.).

Incarcerated youth have different needs than adult inmates. 
For example, they have greater nutritional needs than adults 
(Robbins, 2009a). In addition, correctional protocols are often 
based on the needs of adult inmates. For example, juvenile sui-
cide prevention plans and staff training are often modeled on 
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information from adult prisoners or from youth in the com-
munity and may not be effective with incarcerated youth. For 
instance, factors associated with youth suicide in correctional 
settings are considerably different than those for adults, includ-
ing time and location of suicides and the role of intoxicants 
(Robbins, 2008). Because of these differences, the National 
Commission on Correctional Health Care (NCCHC) (2014b) 
has developed standards for juvenile detention facilities sepa-
rate from those for adult facilities. For further information on 
the standards for juvenile detention facilities, see the External 
Resources section of the student resources site.

The American Academy of Pediatrics (Braverman & 
 Murray, 2011) revised its policy statement on care of juvenile 
offenders to include the following recommendations:

•	 Provision	of	 care	on	a	par	with	 that	provided	 to	non-	
incarcerated youth

•	 Housing	of	children	and	adolescents	in	facilities	appropriate	
to their level of development

•	 Coordination	of	care	between	justice	system	providers	and	
community providers

•	 Provision	of	evidence-based	mental	health	and	substance	
abuse services for youth

•	 Coordination	of	efforts	to	address	funding	for	adequate	
health services for incarcerated youth (Braverman & 
 Murray, 2011).

Population health nurses may need to advocate for the ap-
plication of these sets of standards and recommendations in 
the care of the juvenile correctional population.

The fastest-growing segment of corrections populations 
is the elderly, primarily because of extended sentences, with 
a large proportion of the population growing old in the cor-
rectional setting. From 1990 to 2012, the proportion of people 
over 55 years of age in the general population increased by 
50%, but the population in this age group in state and federal 
prisons increased by 550% (Smith et al., 2013). People over 
50 years of age are considered “old” in correctional systems due 
to the  accelerated aging that occurs in correctional populations. 
This accelerated aging process is due to life histories that often 
 include substance abuse and withdrawal, poor health care, and 
high-risk behaviors as well as the stress of incarceration.

According to U.S. Census Bureau data (2013a), 1.2% of the 
total population in adult correctional facilities in 2009 were 65 
years of age or older. Older inmates have more chronic diseases 
and disabilities and more cognitive impairments than younger 
prisoners. For example, the presence of people with dementias 
is increasing in correctional facilities as well as in the general 
population, and it is estimated that the prevalence of these con-
ditions in correctional settings may be two to three times that in 
the general population (Wilson & Barboza, 2010). In addition, 
older inmates may have more difficulties conforming to prison 
life, experiencing difficulties climbing into upper bunks or 
dropping to the floor in an alarm situation (Smith et al., 2013).

Correctional facilities are often unprepared to address the 
health care needs of older inmates, nor are budgets designed 

to accommodate these needs. In addition, the shift of older 
inmates from state and federal prisons to county jails to ad-
dress overcrowding places them in facilities that are least able 
to address their needs. Population health nurses may need to 
be actively involved in assuring that facilities and services are 
available to meet the needs of elderly inmates as well as to pro-
tect them from victimization by younger inmates.

Correctional populations are significantly unbalanced with 
respect to gender and racial/ethnic composition. In 2009, men 
constituted 92% of the U.S. adult correctional population (U.S. 
Census Bureau, 2013a). Unfortunately, correctional facilities 
are often not well equipped to address the special needs of fe-
male inmates and their needs are often overlooked (Matheson, 
Doherty, & Grant, 2011).

Similar, but not as pronounced, differences in population 
composition are noted among incarcerated youth, with boys 
accounting for 75% and girls for 25% of juvenile arrests (U.S. 
Census Bureau, 2013e), but arrest rates are increasing faster 
for female juveniles than males (Coalition for Juvenile Justice, 
2013). Women tend to be arrested more often for minor prop-
erty crimes and drug offenses than violent crimes.

Women inmates often have high rates of physical and men-
tal health problems such as histories of physical and sexual abuse 
and early initiation of sexual intercourse and drug and alcohol 
use. Incarcerated women also have more unplanned and fre-
quent pregnancies than women in the community and 5% to 
6% of female prisoners are pregnant during incarceration. One 
positive side to these pregnancies is that they often have better 
outcomes due to improved health care and access to antepartum 
services in the correctional setting. Female prisoners have higher 
rates of mental illness than men, and experience a 10- to 20-fold 
greater rate of sexually transmitted infections (STIs) (Smith et 
al., 2013). The prevalence of recent or current mental disorders 
ranges from 48% to 71% of women compared to only 31% of 
men (Shelton, Ehret, Wakai, Kapetanovic, & Moran, 2010).

Women inmates have special needs not experienced by 
men. For example, they require both routine and nonroutine 
gynecologic care and tend to have more difficulty with sleep 
disturbances due to anxiety and apprehension than men. In ad-
dition, their nutritional needs differ. Incarcerated women are 
more likely than men to gain weight, with an average weight 
gain of one pound per week, leading to obesity and a variety 
of adverse health consequences (Smith et al., 2013). Similarly, 
pain management needs may be influenced by higher levels of 
depression. Women’s substance abuse treatment needs also 
differ from men’s and treatment often must address their his-
tories of trauma and abuse. Women are more likely to request 
health care and mental health services than men, so staff levels 
in these areas may need to be higher than in facilities for men. 
Unfortunately, because they are fewer in number, incarcerated 
women are less visible than men and services may be less avail-
able. Because of gender socialization, women inmates may also 
be less able to articulate and advocate for themselves, leading 
to a need for population health nursing advocacy to assure that 
their health and social service needs are met.
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Men and women also respond differently to the experience 
of being incarcerated. Men have been found to be most dis-
tressed by the loss of freedom, social rejection and loss of social 
status, autonomy, and self-control. Women, on the other hand, 
have similar concerns, but consider separation from family 
to be the most difficult aspect of incarceration. Other areas of 
concern for women include the constant stress of living in close 
proximity to others and lack of privacy with respect to personal 
property, modesty, and invasion of personal space. Women, in 
particular, need support in dealing with family separation and 
in maintaining family relationships. Unfortunately, because of 
fewer numbers, women’s correctional facilities are less likely to 
be located close to their place of residence than men’s facilities.

Another issue related to gender in correctional settings is 
the presence of transgendered individuals in the population. 
Concerns around transgendered individuals include housing 
decisions, safety, mental health issues, and maintenance of hor-
mone therapy (NCCHC, 2009b). Decisions need to be made 
whether to place these inmates in male or female housing.  

It is recommended that they be housed in the general correc-
tional population if possible, with attention given to privacy 
for hygiene, appropriate clothing, and protection from assault 
by other inmates. These decisions will best be made in light of 
where the inmate is in the process of transition. Mental health 
services may also be needed to address issues of gender dys-
phoria or stigma. Because of the growth in this population, the 
NCCHC (2009b) has issued a policy statement on the care of 
transgendered individuals in correctional settings.

Members of racial and ethnic minority groups are dispro-
portionately represented in correctional settings. In 2009, for 
example, although the actual number of White inmates was 
more than twice that of Black inmates, rates of incarceration 
are higher among Blacks. The U.S. adult correctional popula-
tion was 49% White, 41% Black or African American, and 1.9% 
American Indian or Alaskan Native. Nearly 20% of the incar-
cerated population was Hispanic (U.S. Census Bureau, 2013a, 
2013f). A similar disproportionate rate of incarceration exists 
among racial and ethnic minority youth (Coalition for Juvenile 
Justice, n.d.).These and other similar figures have prompted 
concerns for inequities and prejudice within the justice sys-
tem. In addition, the ethnic and racial diversity of correctional 
populations may result in racial tensions and violence within 
facilities as well as the need for culturally sensitive health care. 
Population health nurses may need to actively advocate for 
correctional health care services that meet the needs of a cul-
turally and linguistically diverse population as well as advocate 
for fair treatment for all inmates regardless of race or ethnicity.

Physiologic health status. Assessment considerations related 
to physical health status in correctional populations include 
mortality, infectious and chronic illnesses, injury, and other 
conditions.Because of their lower numbers, the health needs of women in 

correctional settings are often overlooked. (Andreykr/Fotolia)

Members of ethnic and racial minority groups may be 
overrepresented in correctional populations due to discriminatory 
judicial processes. (CURAphotography/Fotolia)
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Mortality. Risk of mortality is higher among correctional pop-
ulations than in the general population, in large part because 
of poor access to health care and health-risk behaviors prior  
to incarceration. In a study of New York City jails from 2001 to  
2009, an average of 27 deaths occurred each year mostly due  
to chronic diseases or infections. Suicide and cardiovascular dis-
ease were the leading causes of death, and inmates experienced 
higher mortality than the general population for heart disease, 
HIV/AIDs, chronic liver disease, homicide, and suicide. On the 
other hand, lower rates were noted for cancer, influenza and 
pneumonia, and accidents. During that time period, annual 
mortality declined despite increases in the age of the popula-
tion, primarily due to a decrease in HIV mortality with the ad-
vent of highly active antiretroviral therapy (HAART) (Brittain, 
Axelrod, & Venters, 2013).

Members of the correctional population are at increased risk 
for mortality even after release. For example, a National Acad-
emies report noted that released prisoners were 13 times more 
likely to die in the 2 weeks after their release than members of 
the general population. In addition, they were 129 times more 
likely to die of substance overdoses due to decreased opioid 
 tolerance developed during incarceration (Smith et al., 2013). 
Another study found that this increased rate of mortality con-
tinued for the first few years after release (Zlodre &  Fazel, 2012).

Infectious diseases. Environmental conditions and behavioral 
patterns in correctional settings foster the spread of commu-
nicable diseases. Although many communicable diseases are 
found in this population, four are of particular concern: tu-
berculosis (TB), HIV infection and AIDS, hepatitis, and other 
sexually transmitted infections (STIs). Overcrowding and gen-
erally poor health status are two of the factors that promote the 
spread of TB in inmate populations. Moreover, co-infection 
with both TB and HIV is occurring in large segments of some 
correctional populations. Additional complicating factors in 
the problem of TB in correctional facilities are the prevalence 
of multi-drug-resistant (MDR) TB and the tendency of inmates 
not to complete a full course of treatment.

The large portion of inmates with TB in correctional facili-
ties makes them ideal settings for minimizing the spread of TB 
in the general population. Population health nurses working in 
correctional settings should assess inmates for signs of TB as well 
as provide routine screenings for TB according to agency policy. 
Tuberculin skin test screening in jails may be inappropriate for 
many inmates who stay only one or two days, so the nurse should 
ask about TB symptomatology and history of exposure during 
the intake assessment to isolate potentially infectious inmates.

HIV infection and confirmed cases of AIDS are another 
growing problem in correctional facilities. Many inmates 
are at increased risk of infection because of injection drug 
use, and the potential for exposure during incarceration 
via continued drug use and homosexual activity is high. 
 Confirmed AIDS prevalence in U.S. correctional facilities is 
approximately 2.4 times that in the general population, and 
an estimated one in seven persons with HIV infection will 

pass through correctional facilities (Division of HIV/AIDS 
 Prevention, 2014).

Rates of HIV infection and AIDS diagnoses vary from one 
area of the country to another, and nurses should be aware 
of the overall prevalence of infection in their jurisdictions. 
 Correctional nurses should assess all inmates for a history of 
HIV infection, high-risk behaviors, and a history or symp-
toms of possible opportunistic infections. In addition, popula-
tion health nurses should advocate for effective treatment for 
 HIV-infected inmates during incarceration and following their 
release into the community.

Drug use behaviors contribute to the increased incidence 
of TB and HIV infection in inmates. Such behaviors also place 
inmates at risk for other STIs and hepatitis B (HBV) and C 
(HCV). In addition to drug use, sexual activity and tattooing 
are other risk factors for HBV and HCV common in correc-
tional populations. In assessing individual inmates for health 
problems, the nurse should ask about a history of STIs and 
hepatitis B and C and should be alert to the presence of physi-
cal signs and symptoms of these diseases.

Other communicable diseases are also prevalent in cor-
rectional populations. For example, methicillin-resistant 
 Staphylococcus aureus (MRSA) is a common occurrence in 
institutional settings, including jails and prisons. For example, 
MRSA was colonized in 16% of Los Angeles County jail in-
mates (Malek et al., 2011). Similarly, Chlamydia trachomatis 
infection has been found in roughly 15% of girls and 7% of boys 
admitted to juvenile detention facilities, and gonococcal infec-
tion was found in 4% of girls and 10% of boys. Similarly, 7% of 
adult women and 7% of men screened positive for  Chlamydia, 
while gonorrhea was found in slightly less than 2% of women 
and just over 1% of men (Miller, 2011).

Outbreaks of other infectious diseases, such as influenza and 
mumps, also occur in correctional facilities (Ringsdorf, Heerema, 
Ruiz, & Sanchez, 2010). During the 2009 H1N1 influenza pan-
demic, for example, high rates of infection occurred in correctional 
settings. Unfortunately, 55% of U.S. jails did not receive supplies of 
influenza vaccine, and only 11% of state prisons and 14% of federal 
facilities had vaccine available (Lee et al., 2012).

The problem of infectious diseases in correctional settings 
is one of international, as well as national, concern.  Prevalence 
rates for HIV infection in the correctional populations 
throughout the world range from 6 to 50 times those of the 
non-incarcerated population. These high rates are accounted 
for primarily by drug use, commercial sex work, tattooing, and 
men who have sex with men (United Nations Office on Drugs 
and Crime [UNODC], n.d.).

Chronic conditions. The prevalence of chronic illness in cor-
rectional populations is approximately four times that of the 
general population. Chronic illnesses of particular concern in 
correctional settings include diabetes, hypertension, heart dis-
ease, and chronic lung conditions such as asthma. Other com-
mon physical health problems include incontinence, sensory 
impairments, arthritis, limited mobility, and cancer.  Seizure 
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disorders are also common, and inmates may also exhibit 
 seizure activity during withdrawal from drugs and alcohol. 
Diabetes may be particularly difficult to control given the rigid 
structure of the correctional routine and the need to time hy-
poglycemic medications, meals, and exercise periods appro-
priately. The availability of vending machines and the use of 
commissary privileges as a reward may also complicate dietary 
control for inmates with diabetes.

Many inmates with chronic conditions, particularly those 
with substance abuse problems, enter the correctional facil-
ity after prolonged periods without medications or may not 
know what medications they have been taking. In many in-
stances, the nurse has to exert considerable ingenuity to obtain 
an accurate health history from clients, family members, and 
health care providers in the community. Because of poor over-
all health status, inmates may also be especially susceptible to 
exacerbations of chronic conditions. The nurse should assess 
individual inmates for existing chronic conditions and should 
also identify problems with high incidence and prevalence in 
the correctional population with whom he or she works.

Incontinence may also be a problem in the correctional 
population, and population health nurses should assess for 
problems with incontinence during intake assessments. In one 
study, for example, 43% of women prisoners reported urinary 
symptoms that may be difficult to address in a correctional 
setting (Drennan, Goodman, Norton, & Wells, 2010). Other 
problems that complicate life for prisoners include sensory im-
pairments and functional incapacity. All of these are issues that 
population health nurses working in correctional settings can 
help to address.

Members of the correctional population may also experi-
ence terminal illness. A workshop sponsored by the Institute 
of Medicine identified the need for long-term treatment facili-
ties and palliative care for inmates with serious illnesses, as well 
as policies for compassionate release for nonviolent offenders 
with terminal illnesses (Smith, et al., 2013). In addition, the 
growing prevalence of terminal illness in this population has 
led to a growing trend toward hospice care within correctional 
facilities (Hufft, 2013).

Injury. Injury is another area of physiologic function that 
should be assessed by the nurse. Injury may result from activi-
ties preceding arrest, from actions taken by arresting officers, 
or from accidents or assaults occurring during incarceration. 
The nurse should be aware of the potential for internal as well 
as visible injuries and should assess inmates for signs of trau-
ma. In a survey of inmates of state correctional facilities, 31% 
reported an injury since admission. Accidental injuries were 
more common than those resulting from violence. The inci-
dence rate for injuries related to violence was 50% higher than 
that for the general public, and the accidental injury rate was 
more than twice as high as in the general population (Sung, 
2010). Slightly different results were noted in a study of inju-
ries occurring in New York City jails over a 4-month period in 
2010. Two thirds of those injuries were the result of violence 

and only one third were unintentional. Nearly two thirds of  
the incidents resulted in detectable injuries that required medi-
cal attention, and 39% required outside referral for treatment 
(Ludwig et al., 2012).

Violence resulting in injuries in correctional settings may 
be associated with traumatic brain injury in the perpetrators. 
In a meta-analysis, for example, 60% of prisoners were found 
to have traumatic brain injury, decreasing impulse control and 
making management of their behavior more difficult (Shiroma, 
Ferguson, & Pickelsimer, 2010).

Self-injury may also be a problem in correctional settings 
and accounted for 8% of injuries reported in New York City jails 
(Ludwig et al., 2012). Self-injury may also be referred to as self-
harm or deliberate self-harm, parasuicide, or self- mutilation. 
Self-injurious behavior may be defined as purposeful behavior 
resulting in mild to moderate injury to self that is not intended 
to result in death and does not arise from psychosis or intellec-
tual impairment (Fagan, Cox, Helfand, & Aufderheide, 2010).
Self-injury may occur in the context of other mental disorders 
such as depression or among transgender individuals who  
are prevented from engaging in desired sexual transitions  
(National Commission on Correctional Health Care, 2009b).

Other conditions. Dental health problems are also common 
among inmates. One particular problem that nurses in cor-
rection settings may encounter is a condition called “meth 
mouth.” Meth mouth is characterized by severe erosion and 
decay of teeth and usually requires emergency dental services. 
Meth mouth results from several factors associated with meth-
amphetamine use, including gnashing of the teeth, poor oral 
hygiene, and dry mouth, which increases the acidic effects of 
methamphetamine. Methamphetamine use also leads to crav-
ings for high-calorie, high-sugar soft drinks that further con-
tribute to tooth decay (American Dental Association, 2013).

Pregnancy is the final biophysical consideration in assess-
ing the health of correctional populations. As noted earlier, the 
number of female inmates increases annually. Because of prior 
drug use and poor health care, pregnant women in correctional 
settings may be at higher risk for poor pregnancy outcomes 
than women in the general population. Conversely, incarcera-
tion may improve pregnancy outcomes because it interrupts 
drug use and provides access to prenatal care that the women 
might not otherwise receive. Care of pregnant women in cor-
rectional settings, however, is often hampered by lack of special 
diets to support pregnancy, lack of exercise, and inappropriate 
work assignments. Fetal health may also be compromised by 
problems encountered in drug and alcohol withdrawal in the 
correctional setting. Finally, the timely transfer of women in 
labor to obstetrical facilities is often hampered by the security 
constraints of the correctional facility.

In assessing female inmates, the nurse should ask about 
the last menstrual period and solicit any symptoms of pos-
sible pregnancy. Because drug use can interfere with menses, 
menstrual history is not always reliable for indicating preg-
nancy or for suggesting length of gestation when  pregnancy is 
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 confirmed. The nurse should also ask about high-risk  behavior 
that may affect the fetus, such as smoking, drug and alco-
hol use, and so on. The pregnant inmate’s nutritional status 
should also be assessed. Other physical problems common in 
this population that may affect pregnancy outcomes include 
urinary tract infections and STIs, and the nurse should assess 
for symptoms of these conditions. Depression and anxiety are 
also common phenomena among these women. Advocacy 
may be required to assure adequate prenatal and perinatal care 
for pregnant inmates. For example, population health nurses 
may need to convince correctional personnel of the necessity 
of keeping outside appointments for high-risk pregnancy care, 
even when these require pulling security personnel away from 
the correctional facility.

PSyCHOLOGICAL DeTeRMINANTS. Psychological fac-
tors can have a profound influence on health in correctional 
settings. The presence of mental illness in the correctional 
population is one of the major psychological factors influenc-
ing the health of this population. The level of mental illness 
in correctional facilities has tripled in the last 30 years, with a 
current estimate of 16% of the population affected. In addition, 
an estimated 40% of mentally ill persons will be incarcerated at 
some time in their lives (Torrey, Kennard, Eslinger, Lamb, & 
Pavle, 2010). A 2010 study by the Treatment Advocacy Cen-
ter found three times more severely mentally ill persons in jails 
and prisons than under treatment in hospitals (Stettin, Frese, 
& Lamb, 2013). The authors of the study concluded that U.S. 
correctional facilities have replaced hospitals as a place of con-
tainment for the mentally ill and described the increasing trend 
toward incarceration as a return to the conditions of the 1840s 
(Torrey et al., 2010). Mental illness is also frequently criminal-
ized in the rest of the world.

Mentally ill inmates are often significantly disabled by their 
conditions and have a more difficult time adjusting to prison 
life than other inmates. Overcrowding and isolation units in 
correctional facilities may contribute to poor mental health 
even among those without psychiatric diagnoses (Smith et al., 
2013). Incarceration itself is stressful and can lead to psycho-
logical effects, including depression and suicide. Incarceration 
also exacerbates existing mental illness. Correctional nurses 
should be alert to signs of depression and other mental or emo-
tional distress in inmates, and assessment of suicide potential 
is a critical part of every intake interview. Suicide is the leading 
cause of death in jails and “lockups,” and is the cause of nearly 
100% of deaths among incarcerated juveniles. A lockup is a 
temporary holding facility in which inmates are placed prior 
to transportation to a jail or other facility or to being freed on 
bail. Detention in a lockup is generally for less than 48 hours 
(Hufft, 2013).

Attempted suicide is a particularly prevalent problem 
among incarcerated individuals. In the United States, suicide 
rates in correctional populations are eight times those of the 
general population, and are five times higher in England and 
Wales (Zlodre & Fazel, 2012). Jails tend to have higher rates of 

successful suicides than prisons (43 per 100,000 inmates ver-
sus 16 per 100,000 in prisons), with smaller jails having higher 
rates yet.

Most adult suicides occur within the first 24 to 48 hours of 
incarceration, while juvenile suicides are more evenly spaced 
over 12 months, with a large number still occurring within the 
first 72 hours. Adolescent suicides shortly after incarceration 
are often related to intoxication. Adult inmate suicides tend to 
occur at night when there is less intensive supervision, but ju-
venile suicides occur primarily in the daytime, particularly in 
the early evening and are often associated with room confine-
ment (Robbins, 2008). General risk factors for suicide include a 
prior attempt, mental illness (particularly depression or bipolar 
disorder), dual diagnosis of mental illness and substance abuse 
disorders, a family history of suicide, hopelessness, impulsive-
ness or aggressiveness, and experiencing barriers to mental 
health treatment. Additional risk factors include recent loss, 
physical illness, easy access to lethal methods, unwillingness to 
seek help due to stigma, the influence of significant others who 
have committed suicide, cultural or religious beliefs, and feel-
ings of isolation (Fagan et al., 2010). Population health nurses 
should identify inmates at risk for suicide and initiate immedi-
ate interventions as well as referral for long-term treatment of 
underlying factors.

Another group of young offenders may be developmen-
tally disabled, and an additional segment of this population 
may experience learning disabilities and other developmental 
disorders. Developmentally disabled individuals, particularly 
youth, may be persuaded to participate in group crimes in or-
der to be accepted by their peers without fully realizing the 
consequences of their actions. They may display deficits in 
both cognitive/intellectual function and adaptive capabilities, 
leading to greater difficulty adjusting to life in a correctional 
facility. Because of their diminished mental capabilities, this 
group of inmates may have difficulty understanding instruc-
tions and display impulsivity and low frustration tolerance, 

Isolation increases the risk for depression and suicide in 
correctional populations. (BortN66/Fotolia)
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earning them frequent punishment for infractions in the cor-
rectional setting. This group of individuals may require par-
ticular advocacy on the part of population health nurses to 
assist them in their adjustment, help correctional personnel 
recognize their limitations, and prevent their victimization by 
other inmates.

Another mental health issue that correctional health nurses 
may encounter is acute psychotic delirium, which may result 
from many causes. Drug overdose, traumatic head injuries, 
poisoning, and a variety of medical conditions, such as acidosis, 
insulin reaction, or infection, may all contribute to delirium. 
The typical reaction to a delirious inmate is to restrain him or 
her, but that may result in oxygen deprivation worsening delir-
ium or resulting in sudden death (Mathis, 2010). Correctional 
nurses should be alert to the signs of delirium and take appro-
priate actions to determine and deal with the cause. They may 
also need to educate correctional staff on this condition and on 
appropriate interventions for controlling dangerous behaviors 
to protect both the inmate and others.

By law, inmates are entitled to mental health services as well 
as medical treatment. Mental health services, however, may 
be lacking in some correctional systems, or the need for these 
services may go unrecognized. This is particularly true among 
women inmates, the elderly, and youth.

Another subgroup within the inmate population with signif-
icant mental health needs includes persons under a sentence of 
death. In the United States in 2009, more than 3,000 prisoners 
had been sentenced to be executed. This figure was 4.6 times 
higher than in 1980 (U.S. Census Bureau, 2013k).  Being given a 
sentence of death does not always result in  execution. The num-
ber of actual executions was at its highest in the United States 
in the 1930s, and declined precipitously due to a moratorium 
on executions during the 1970s. Since that time, some states 
have reinstituted the death penalty, but from 1973 to 2009, 
less than 15% of death sentences issued resulted in execution 
( Nagin & Pepper, 2012). Despite these figures, however, per-
sons under a sentence of death live with constant  uncertainty 
and may develop a variety of mental health problems. Cor-
rectional nurses working in systems with  “death-row” inmates 
should assess them for evidence of psychological  problems and 
refer them for counseling as appropriate.

Mental health challenges in dealing with correctional 
 populations are many and varied. Some of these challenges in-
clude determining who has mental health problems and how 
they should be treated, managing behavior and symptoms as-
sociated with psychiatric illness, and recognizing and dealing 
with the negative mental health effects of incarceration. Other 
challenges include understanding the difficulty in adjusting to 
incarceration that might be experienced by inmates with mental 
illness and determining the need for and providing specialized 
services. For example, few correctional settings deal effec-
tively with the mental health needs of older inmates.  Similarly, 
women and youth exposed to psychological trauma need ther-
apy to deal with issues of abuse as well as co-occurring sub-
stance abuse. Population health nurses in correctional  settings 

can engage in advocacy to assure that appropriate services are 
provided to these vulnerable population groups.

eNvIRONMeNTAL DeTeRMINANTS. Factors in the 
physical environment also influence the health of correctional 
populations. The physical environment of the correctional set-
ting is constrained by the need for security. Inmates may be rel-
egated to specific spaces at specific times of the day. Because of 
the tremendous growth in the incarcerated population, jails and 
prisons are extremely overcrowded and few jurisdictions are 
not in violation of space standards for inmates. Overcrowding 
is often due to delayed court processes and the large numbers 
of people awaiting trial.

Other physical environmental problems common in cor-
rectional settings include poor ventilation, lack of temperature 
control, and unsanitary conditions. Lack of funds for main-
tenance may lead to buildings in poor repair, creating safety 
hazards for both inmates and staff. In New York City jails, for 
example, 17% of inmate injuries resulted from slips and falls 
(Ludwig et al., 2012). Other areas that should be assessed by the 
nurse include the safety of recreational areas, fire protection, 
lighting, plumbing, solid waste disposal, and safety of the water 
supply. Additional environmental considerations that may af-
fect health in correctional populations include vermin control, 
noise control, and lack of privacy (Smith et al., 2013).

Because correctional facilities are often situated in areas 
away from the general population, they may be located in sites 
with disaster potential such as flooding, earthquake, and so on. 
The nurse should assess the potential for such disasters as well 
as the adequacy of the facility’s disaster response plan. Disaster 
potential may also arise from prison industries. For example, 
prisoners in work programs may be employed in production 
industries using processes or materials that create the poten-
tial for fires or explosions. Inmate occupations may also pres-
ent other physical hazards for individual clients that need to be 
assessed.

Overcrowding and lack of privacy contribute to the stress of 
incarceration. (Intoit/Shutterstock)
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SOCIOCuLTuRAL DeTeRMINANTS. A wide variety of 
sociocultural factors influence the health status of correctional 
populations. An estimated 80% of law enforcement activity 
addresses social problems, yet police personnel are often ill-
equipped to deal with them because of lack of understanding 
of the underlying dynamics of social problems. Like health care 
providers in correctional settings, law enforcement personnel 
may experience conflict between their law enforcement role 
and a role in resolving social problems. In addition, social prob-
lems that lead to criminal activity are given low priority at the 
societal level. Particular elements of the sociocultural dimen-
sion that influence health in correctional settings include socio-
economic and cultural influences, political and legal influences, 
the potential for violence in the setting, the needs of special 
populations, and the social consequences of incarceration. The 
subculture of the correctional setting itself is another sociocul-
tural factor that may influence the health of inmates and staff.

Socioeconomic and cultural influences. To a large extent, 
correctional populations tend to be at the low end of economic 
and educational spectrums. Women offenders, in particular, of-
ten come from poverty-stricken neighborhoods with low levels 
of social capital. Lower socioeconomic status is also associated 
with worse health status among inmates.

Housing is another socioeconomic issue that may contrib-
ute to incarceration. As we saw in Chapter 21 , many activi-
ties performed by homeless individuals to ensure their survival 
have been criminalized, with the result that they are often ar-
rested for activities that would be tolerated in other members 
of society. The homeless are overrepresented in correctional 
populations, and recently released prisoners often become 
homeless due to poor reentry planning. Incarceration may also 
lead to homelessness due to the disruption of family and com-
munity ties and decreased employment and housing opportu-
nities associated with the stigma of incarceration.

As we saw earlier, correctional populations include many 
ethnic minority group members who are frequently culturally 
and linguistically, as well as economically and educationally, 
disadvantaged. In addition, many more inmates are being in-
carcerated as a result of immigration offenses than in the past.

Political and legal influences. Historically, jails and prisons 
have served five distinct purposes and the focus of incarcera-
tion has shifted back and forth among these purposes since the 
inception of correctional institutions. The five purposes are 
(a) retribution or punishment for crimes, (b) deterrence from 
crime, (c) incapacitation or rendering people incapable of fur-
ther crime, (d) rehabilitation or correcting deviant behavior, 
and (e) to render restorative justice or repair social injuries 
resulting from crime (Hufft, 2013). The ability of incarcera-
tion to address any of these purposes effectively is question-
able. For example, a study by the National Research Council of 
the  National  Academies of Science determined that research 
on capital  punishment does not provide a clear indication of 
the deterrent effects on violent crime (Nagin & Pepper, 2012). 

Similarly,  recidivism and re-incarceration rates argue against 
the effectiveness of jail and prison sentences in rehabilitating 
offenders.

Correctional policy is in flux and the purpose of incarcera-
tion is not always clear. For example, as we saw earlier, jails 
and prisons have reverted to being settings in which the men-
tally ill or substance abusers can be removed from society. For 
example, in 2012, ten times more severely mentally ill people 
were in U.S. jails and prisons than in state psychiatric hospitals 
(Treatment Advocacy Center & National Sheriff’s Association, 
2014) The lack of psychiatric beds in public hospitals and clo-
sure of public mental hospitals have greatly contributed to this 
shift of the mentally ill to correctional facilities. For example, 
from 2005 to 2010 there was a 14% decrease in state psychiat-
ric beds throughout the nation, with the per capita number of 
beds reduced to 1850 levels. Nationwide, bed availability only 
met an estimated 28% of the treatment need. These figures re-
sult in a significant negative impact on correctional systems 
and hospital emergency departments. In addition, relation-
ships have been shown between psychiatric bed availability 
and the incidence of violent crime and arrest-related deaths 
 (Treatment Advocacy Center, 2012). A joint report by the 
Treatment  Advocacy Center and the National Sheriff’s Asso-
ciation (2014) recommended the following changes in public 
policy:

•	 Prevention	of	incarceration	by	eliminating	barriers	to	treat-
ment for mental illness

•	 Legislation	to	promote	effective	treatment	for	mentally	ill	
inmates

•	 Development	and	implementation	of	jail	diversion	programs
•	 Use	of	court-ordered	outpatient	treatment	programs	for	

mentally ill offenders
•	 Research	on	the	costs	of	incarceration	to	those	of	treatment	

for people with serious mentally illnesses
•	 Careful	screening	of	mentally	ill	inmates	to	determine	medi-

cation, suicide prevention, and other needs
•	 Mandatory	release	planning	and	community	support	to	fa-

cilitate recovery (Treatment Advocacy Center & National 
Sheriff ’s Association, 2014).

The U.S. response to drug abuse also involves inappropriate 
criminal sanctions, with drug-related incarcerations increasing 
from 41,000 in 1980 to half a million in 2010, 40% of which 
were for possession of illegal substances. This increase has re-
sulted in an annual cost of $22,000 per incarcerated inmate, far 
above the cost of treatment (Fiscella, 2010).

Recently, however, there has been more of a trend to divert-
ing individuals with mental illness and substance abuse out 
of the correctional system and into treatment (Stettin et al., 
2013). More and more law enforcement agencies are attempt-
ing to identify individuals whose crimes arise from mental  
illness and divert them to psychiatric treatment settings.  
Diversion is a group of practices, including parole and proba-
tion, designed to prevent reincarceration by linking mentally 
ill offenders to mandated community-based treatment services 
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(Stettin et al., 2013). Diversion is intended to decriminalize 
mental illness.  Diversion relies on intersectoral collaboration 
between legal and mental health care systems to address fac-
tors that contribute to  recidivism (rearrest, re-incarceration, or 
frequent rehospitalization) among mentally ill and substance-
abusing inmates.

There are two general approaches to diversion: crisis in-
tervention team policing (CIT) and specialized mental health 
courts. Crisis intervention teams (CITs) are specialized units 
of police officers trained as mental health specialists who are 
able to determine if diversion, rather than arrest, is an appro-
priate option. These officers are knowledgeable about local 
resources and often get to know local mentally ill offenders 
quite well and can take them to hospitals for evaluation or to 
outpatient treatment facilities or initiate court proceedings for 
assisted outpatient treatment. Assisted outpatient treatment 
(AOT) is the application of coercion through threats of hos-
pitalization for noncompliance with mental illness treatment 
(Stettin et al., 2013).

The second approach to diversion is the establishment of 
specialized mental illness courts. Mental illness courts are one 
of several types of specialized courts including domestic vio-
lence courts, drug courts, and so on. These specialized courts 
seek to work with nonviolent offenders to address the under-
lying causes of criminal behavior, mental illness in the case 
of mental illness courts. Like assisted outpatient treatment, 
mental health courts attempt to foster compliance with mental 
health treatment through threats of incarceration (Stettin et al., 
2013). Similar approaches are used to divert substance abusers 
into treatment programs.  Unfortunately, less than half of the 
U.S. population lives in jurisdictions that have CITs or men-
tal health courts available, and availability varies significantly 
from state to state from 100% in Washington, DC (which has a 
single criminal justice agency), to 0% in Rhode Island. In only 
four states are these diversion options available to more than 
60% of the population (Stettin et al., 2013).

A similar approach may be taken to drug-related criminal 
activity. For example, California’s Substance Abuse and Crime 
Prevention Act of 2002 marked a major shift in criminal jus-
tice policy. Under this legislation, nonviolent adult offenders 
can be sentenced to probation with substance abuse treatment. 
Similar provisions affect drug offenders on parole or proba-
tion, and offenders are allowed up to three chances to re-enter 
treatment without penalty. In the first 5 years of operation, 
this approach cost $120 million, mostly for substance abuse 
treatment services, but resulted in incarceration cost savings 
of $2,137 per person served (Anglin, Nosyk, Jaffe, Urada, & 
Evans, 2013).

For young people, zero tolerance policies in schools have 
led to more school dropouts and greater justice system in-
volvement. Healthy psychological development at this age 
requires effective and concerned adult role models, opportuni-
ties to interact with peers who value and model academic suc-
cess and prosocial behavior, and involvement in activities that 
promote critical thinking and autonomous decision making. 

Unfortunately, the current juvenile justice system focuses on 
confinement and control, removing youth from positive in-
fluences on behavior and promoting further criminal activity 
(Bonnie et al., 2012).

Some efforts have been made to change these negative poli-
cies related to youth and criminal justice. For example, the 
 Juvenile Justice and Delinquency Prevention Act (JJDPA) 
funds a variety of programs designed to prevent youth crimi-
nal justice involvement. Core requirements for program fund-
ing include a focus on deinstitutionalization of status offenders, 
removal of juvenile offenders from adult correctional facilities 
or sight and sound separation from adult inmates, and efforts 
to reduce the disproportionate number of minority youth in 
contact with the juvenile justice system (Coalition for Juvenile 
Justice, n.d.). The act, originally passed in 1974, was reautho-
rized in 2002.  Unfortunately, reauthorization failed in 2008 
and again in 2009, and the legislation was due to expire in 2013 
(Coalition for  Juvenile Justice, 2013). Reauthorization legisla-
tion was reintroduced in 2013 and contains new provisions for 
evidence-based assessment of at-risk youth, greater community 
and family  support, and funding for mental and behavioral 
health services. Other provisions address prevention of bullying 
and gang  activity, substance abuse and mental health screen-
ing and treatment, and reentry assistance for juvenile offend-
ers. Congress authorized additional funds for programs under 
JJDPA for fiscal year 2014 (Coalition for Juvenile Justice, 2014), 
but the act itself had not been reauthorized as of February 2014  
(Jenkins, 2014).

The Affordable Care Act (ACA) is another policy ini-
tiative that has implications for correctional populations. 
 Incarcerated individuals are not allowed to receive govern-
ment supported health insurance. According to the ACA, 
inmates cannot enroll in insurance exchanges if they are in-
carcerated at the time of enrollment, but because of a lack of 
clear definition of incarceration, pretrial detainees and per-
sons on parole or probation may be eligible to enroll. In some 
states, insurance may be terminated during incarceration, but 
the Centers for Medicare and Medicaid Services (CMS) is rec-
ommending suspension of coverage rather than termination. 
Under the law, persons with mental illness or substance abuse 
disorders will be eligible for coverage regardless of incarcera-
tion status, and correctional facilities have been urged to es-
tablish linkages with Medicare, Medicaid, and other health 
plans to offset the cost of care for these inmates. Such linkages 
will necessitate the development of billing and accounting sys-
tems and electronic medical records in correctional facilities. 
Meeting constitutional standards of care with independent 
oversight of services and appropriate “through care,” includ-
ing continuity of care and effective discharge planning to meet 
health care needs on release, will also be essential (Blair & Gre-
ifinger, 2011).

Violence. Violence within correctional settings is another so-
ciocultural factor that influences the health of the incarcerated 
population. For example, 40% of injuries in New York City jails 
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were found to be related to inmate violence (Ludwig et al., 2012). 
Similarly, one in ten state prison inmates have been injured in 
fights (Smith et al., 2013). Transgender individuals and youth, 
particularly GLBT youth, are at particular risk for physical and 
emotional victimization and violence (Coalition for Juvenile 
Justice, 2013; NCCHC, 2009b). Approximately 12% of youth 
have been sexually abused in correctional facilities by other in-
mates or by staff (Greifinger, 2010), and nearly 10% of state and 
federal prison inmates report sexual abuse (Smith et al., 2013). 
Cross-gender pat down searches can be particularly traumatic 
for women who have been sexually abused. Correctional staff 
may also exercise inappropriate levels of physical force in deal-
ing with inmates (Smith et al., 2013).

Special correctional populations. The special needs of youth, 
the elderly, pregnant women, and transgender individuals in 
correctional settings have already been addressed. Another 
population that may have special needs is former members of 
the military. Approximately 140,000 veterans are in prisons. 
 Veterans tend to be older than the rest of the correctional popu-
lation (12 years on average) and are more likely to be incarcerat-
ed for violent crimes, particularly against women and children. 
One in four sex offenders is a military veteran. Most veterans 
who are incarcerated have served in wartime, but combat ser-
vice has not been linked to mental illness in this segment of the 
correctional population. Veterans tend to be better educated 
than other inmates and are less likely to use drugs (National 
Coalition for Homeless Veterans, n.d.).

Social consequences of incarceration. Incarceration also has 
a variety of social consequences including its effects on families, 
societal costs, and effects on suffrage and future socioeconomic 
status.

Family effects. Incarceration disrupts families significantly. 
An estimated 2.7 million U.S. children have a parent who has 
been incarcerated (Osborne Association, n.d.). Children of in-
carcerated parents often have behavior problems and exhibit 
poor academic performance and high levels of psychological 
distress. Incarceration also decreases relationship commitments 
on the part of the incarcerated individual as well as his or her 
spouse or partner. Furthermore, incarceration may lead to fam-
ily stress and inability to cope with the loss of the incarcerated 
member. Conversely, for some families, incarceration may de-
crease family stress related to prior illegal behavior, mental ill-
ness, or substance abuse (Dyer, Pleck, & McBride, 2012).

Family members may be the only support available to in-
mates on release, and weakening of family ties makes reentry 
that much more difficult. Maintenance of family relationships 
can be achieved by strategies that help families interact posi-
tively. This may include visitation by entire families, includ-
ing children, eating meals with the incarcerated member, and 
maintaining family rituals (Dyer et al., 2012).

Concerns for children may be a source of stress for some 
inmates, particularly women. Because of fewer female 

detention facilities, women may be incarcerated at a distance 
from  families, making it difficult to maintain contact.

Women’s facilities may be more likely than men’s insti-
tutions to provide parenting education, but most such pro-
grams are provided without children present, prohibiting 
inmates from modeling learned skills with their own children. 
 Problems caused by separation of children from their mothers 
have led some correctional facilities to allow young children, 
particularly newborns, to remain with their mothers in cus-
tody. Areas for concern in these types of programs that need 
to be addressed by correctional nurses and other correctional 
personnel include the security of children, liability issues, 
costs and mechanisms for providing health care and other 
services for children, and the effects of incarceration on child 
development.

Societal costs of incarceration. Incarceration is a costly, and 
largely unsuccessful, approach to containing crime. In 2008, 
federal, state, and local governments spent $75 billion on cor-
rectional activities, most of it for incarceration, and correction-
al spending is only exceeded by Medicaid expenditures in terms 
of government costs (Welsh & Farrington, 2011). Incarceration 
also diverts state and local funds from other needed services 
and programs. For example, nearly half of the $15.5 million 
federal budget allocation for substance abuse in 2011 went to 
law enforcement activities, compared to $1.7 billion for preven-
tion programs and $3.9 billion for substance abuse treatment 
(Anglin et al., 2013).

Incarceration has other social consequences as well. For ex-
ample, laws in 48 states prohibit persons convicted of felonies 
from voting even after serving their sentences. This inability to 
vote has a disproportionate effect on racial and ethnic minority 
populations who may already lack a voice in the body politic. 
Approximately 1 in 45 people (5.3 million Americans) are dis-
enfranchised by this restriction on voting. Some jurisdictions 
have processes by which released felons can have their voting 
rights reinstated, but these vary from state to state and are of-
ten cumbersome and difficulty to negotiate (Purtie, 2013).

Incarceration also damages opportunities for work, educa-
tion, and housing. Some former inmates, for example those 
convicted of sexual crimes, are restricted from living in certain 
communities. Persons on probation and parole are also re-
stricted from travel outside the area, which may put them at a 
disadvantage in areas with few employment opportunities.

The correctional subculture. The primary purpose of cor-
rectional institutions is custody and punishment, not health 
care. This custodial culture may pose considerable challenges 
to health care providers who must balance their health care and 
advocacy roles against security concerns.

Security concerns may also hamper provision of health care. 
In some institutions, nurses do not have immediate access to 
inmates unless security personnel are present. In other in-
stances, transportation of inmates for outside services may be 
postponed if there are insufficient security personnel available 
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to accompany them. There is also the potential for violence 
against health care providers and their use as hostages.

The nurse should be alert to the use of excessive force or 
punitive conditions to which inmates may be subjected. 
 Correctional nurses will also assess the extent of social support 
available to inmates. Social support may arise from interactions 
and programs available within the correctional system or from 
continued interactions with persons or agencies outside the 
system (e.g., family). Development of social support systems 
may be particularly important for clients about to be released 
from the facility.

Some correctional facilities have programs that promote re-
habilitation and permit inmates to earn some money. In some 
states, there are even provisions for inmates to work to repay 
the victims of their crimes. Such opportunities are less readily 
available to women inmates than men and are rarely adequate 
to meet the rehabilitation needs of all inmates. The presence of 
occupational opportunities, however, may contribute to a va-
riety of occupational risks to health that should be assessed by 
nurses in correctional facilities. Occupational hazards for cor-
rectional facility staff, as well as those for inmates, should be 
considered. Corrections personnel, for example, are at higher 
risk for infectious disease exposure. Physical and psychological 
safety considerations also present the need for constant vigi-
lance among health care and other personnel in correctional 
settings.

There is also a subculture within the inmate population that 
members must adhere to. This subculture has its own rules 
and norms for behavior among inmates. Five common ele-
ments in such subcultures include (a) not interfering with the 
interests of other inmates, particularly not informing on oth-
ers, (b) maintaining a low profile and not getting involved in 
others’ issues, (c) not exploiting other inmates, stealing from 
them, or lying to them, (d) not whining, and (e) not trusting 
correctional personnel (Hufft, 2013). Some of these elements 
may make it difficult for correctional health care personnel to 
develop trusting relationships with clients or to obtain accurate 
health-related information.

BeHAvIORAL DeTeRMINANTS. Behavioral factors that 
influence the health of inmates and staff in correctional settings 
include diet, substance abuse, smoking, opportunities for exer-
cise and recreation, and sexual activity.

Nutrition. Some subpopulations in correctional settings have 
unique dietary needs that have already been addressed, but all 
inmates need adequate nutritional intake. Unfortunately, a re-
port of an Institute of Medicine study found that prison diets 
are often calorie dense and high in fats (Smith et al., 2013), and 
prisoners worldwide often have inadequate diets. In addition, 
cuts in food budgets may limit offerings. Conversely, some cor-
rectional systems have found that budget cuts have permitted 
them to eliminate empty calories (e.g., coffee and sugar, marga-
rine), provide healthier alternatives (e.g., fresh fruits in place of 
baked goods, use of skim or powdered milk), and offer nutrient 

dense foods. Such changes can also be accompanied by educat-
ing inmates on nutritious diets.

Drug, alcohol, and tobacco use. Inmates are three to four 
times more likely than the general public to smoke. With little to 
occupy their time, inmates may find themselves smoking more 
after incarceration than before. In addition, there are often lim-
ited options for smoking cessation. Smoking coupled with over-
crowding, lack of exercise, and inadequate diet may increase in-
mates’ risk of both communicable and chronic diseases. Access 
to tobacco is also a traditional reward for compliant behavior in 
correctional settings. Approximately 70% to 80% of all inmates 
and 46% of juveniles smoke and only a few correctional facilities 
have or enforce smoking bans or promote smoke-free environ-
ments (Cropsey et al., 2010). In addition, health care providers 
may see other addictive behaviors as having higher priority than 
smoking cessation.

Alcohol and other substance abuse are also common 
among correctional populations. Approximately 80% of cor-
rectional populations have a history of illicit drug use or abuse 
 (Spaulding et al., 2010), and half of the correctional population 
in the United States meet the criteria for abuse or dependence 
disorders. Of the 1.5 million arrestees with drug abuse disor-
ders, only 55,000 receive treatment (Fiscella, 2010).

Alcohol misuse is also common among correctional popula-
tions, even during incarceration. In fact, inmates may make an 
illicit alcoholic beverage known as “pruno” from fruit, water, 
and sugar. This concoction may also incorporate other foods, 
such as root vegetables, left over from meals. In one correc-
tional setting, pruno consumption caused botulism poisoning 
in several inmates (Thurston et al., 2012).

The correctional nurse should assess substance use and 
abuse in individual clients as well as in the inmate population 
as a whole. The nurse should also assess nutritional status and 
particular dietary needs for individual inmates (e.g., those with 
diabetes). Nurses may need to advocate for special diets to ac-
commodate medical or religious needs. Types of diets that may 
be needed include kosher diets, low-salt diets, diabetic diets, 
consistency-modified diets, allergy diets, bland diets, and diets 
to address specific renal problems or gastric reflux.

Rest and physical activity. Rigid schedules may constrain in-
mates’ abilities to get adequate rest or exercise. Inmates may 
complain of difficulty sleeping due to medical conditions, stress, 
poor sleep hygiene, noise and other environmental factors, 
or shift work. Other causes of sleep disturbances may include 
medical conditions, medication side effects, or rebound from 
use of sleep aids. Nurses need to carefully assess and address 
root causes of sleep difficulties rather than relying on pharma-
cologic sleep aids.

Some inmates may engage in vigorous physical activity as 
a way to pass time, and the nurse needs to be alert to the po-
tential for overuse and muscle injury. Conversely, other in-
mates may become physically inactive, contributing to risks 
for cardiovascular disease and other obesity-related conditions. 
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Physical activity may be particularly important for incarcerated 
women engaged in smoking cessation which has been linked to 
significant weight gain (Cropsey et al., 2010). Potential safety 
hazards posed by exercise and recreation activities should also 
be assessed.

Sexual risk behaviors. Sexual behaviors prior to and during 
incarceration can also influence inmate health status. Early ini-
tiation of sexual activity is common among inmate populations, 
and the incidence of sexually transmitted diseases is high in 
this population. Among incarcerated youth, 90% of juveniles in 
one study engaged in more than three HIV risk behaviors, and 
65% engaged in more than ten risk behaviors, many of them for 
more than 3 years (Teplin et al., 2013).

Sexual activity also occurs within the correctional setting. 
Such behavior may be consensual or nonconsensual, and high-
risk behaviors such as anal intercourse are common. As many 
as 45% of state and federal prisoners and 3.2% of local jail in-
mates may be sexually assaulted while incarcerated (Greifinger, 
2010). Lack of access to condoms and the prevalence of STIs in 
correctional populations promote the spread of disease to oth-
ers in the setting. The nurse should assess the extent of sexual 
activity among the correctional population and the availability 
and use of condoms within correctional systems. Nurses may 
also need to advocate for provision of condoms to sexually ac-
tive inmates.

HeALTH SySTeM DeTeRMINANTS. Factors related to 
the correctional health system also influence the health status 
of correctional populations. Correctional facilities are the only 
settings in which people have a constitutional right to health 
care (Muse, 2011). Because many inmates enter the correctional 
setting with multiple health problems, the adequacy of the cor-
rectional health care system has a significant influence on the 
health status of the population. Depending on several factors, 
including size and financial capabilities, correctional facilities 
may take one of two approaches to the provision of health care 
services for inmates. Services may be provided in-house by staff 
employed by the facility, or the agency may contract with other 
provider agencies for needed services. In many institutions, a 
combination of both approaches is used.

Specific areas to be addressed in the correctional health care 
system include health promotion and illness prevention ser-
vices, medical and dental services, mental health services, and 
emergency response capabilities. Health promotion services 
will be discussed in more detail later in this chapter. Minimum 
medical services should include screening, diagnostic, treat-
ment, and follow-up services.

The correctional health care system should also make ad-
equate provision for diagnostic and treatment services with 
access to health personnel evaluation in a timely fashion. In 
some situations, this may mean curtailing the discretion of cor-
rections personnel in determining whether an inmate should 
be brought to the attention of health care providers. If needed 

diagnostic and treatment services are not available within the 
facility, arrangements should be in place for securing these 
 services elsewhere. The need for diagnostic and treatment ser-
vices extends to dental health and mental health needs as well 
as to physical health problems.

Correctional health services tend to be chronically under-
funded, and some correctional systems have instituted copay-
ments for medical and dental services provided. The intent of 
this practice is to decrease service utilization rates and generate 
funds. The courts have upheld the initiation of small fees for 
care. In a 2004 survey, less than 20% of correctional systems 
surveyed did not require some form of copayment from in-
mates. In one setting, institution of copayments decreased trips 
from emergency departments from 65 per month to fewer than 
15 (Su, 2009).

Copayments may deter inmates from obtaining needed 
health care (Smith et al., 2013) and contribute to the spread 
of communicable diseases as well as increased costs for care of 
chronic conditions allowed to deteriorate. Correctional nurses 
may need to be actively involved in evaluating the effect of co-
payment systems on the health of inmates and the implications 
for the health of the general public if legitimate needs for ser-
vices are not being addressed. They may also need to advocate 
for elimination of copayments if they are found to impede ac-
cess to care.

The extent of emergency response capabilities (including 
suicide prevention programs) is another important aspect of 
the correctional health system. Emergencies may be inmate-
specific or general. Examples of inmate-specific emergencies 
are medical emergencies (e.g., heart attack), psychiatric emer-
gencies (e.g., suicide attempt), or traumatic injury.  System-wide 
emergencies could include inmate-generated emergencies (e.g., 
riots) or natural or human-caused disasters affecting the cor-
rectional setting. Population health nurses should advocate for 
and be involved in disaster planning for correctional settings. 
Disaster planning may include plans for evacuation of inmates 
as well as staff. In addition to plans for safe evacuation and pro-
vision for the health and survival needs of inmates and staff, 
correctional disaster plans must address public safety issues 
and prevent escape during evacuation. Disaster planning will 
be dealt with in more detail in Chapter 25 .

The health care system within a correctional setting should 
also make adequate provision for efforts to control commu-
nicable diseases. This means screening programs, isolation of 
infectious inmates, and follow-up on contacts both within and 
outside the correctional system.

For health care services to be adequate to meet clients’ 
needs, health care personnel must be available in adequate 
numbers and with adequate preparation for practice in correc-
tional settings.

Another consideration related to health system determi-
nants is inmates’ use of health care services prior to their incar-
ceration. For example, the nurse might ask the female inmate 
when she had her last pap smear or mammogram. The nurse 
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would also want to explore prior interactions with health care 
providers related to existing health problems. For example, 
was the client being seen for hypertension or other health 
problems? Or has the client not been taking antihypertensive 
medications because he or she did not have the prescription 
renewed?

Correctional health nursing. Nurses are a crucial element of 
the correctional health care system. Correctional or “forensic” 
nursing is a specialized area of population health nursing with 
a special target population. Correctional nursing is defined as 
nursing care designed to promote health and prevent or treat ill-
ness or injury in populations involved with the criminal justice 
system (American Nurses Association [ANA], 2013).  Forensic 
nursing, on the other hand, is nursing practice directed to-
ward investigation of injury or death resulting from violence, 
criminal activity, or accident. Forensic nursing also addresses 
issues of liability (International Association of Forensic Nurses 
& ANA, 2009). Advanced practice correctional nursing involves 
the performance of traditional and advanced practice nursing 
roles within jails and prisons (Hufft, 2013). Population health 
nurses working in correctional settings are more often focused 
on correctional nursing or advanced practice correctional nurs-
ing than forensic nursing. Correctional nursing roles include 
screening and evaluation, specific health screening, direct care, 
teaching, counseling, and providing linkages to  continued care 
on release (Muse, 2009).

Work in correctional settings requires nurses to function 
within specific security parameters and to understand both 
the legal and public health implications of care in this setting. 
 Correctional settings place constraints on how nurses may care 
for clients, and nurses must often balance custodial and care 
functions. Correctional nurses are actively involved in advo-
cacy and may need to take professional risks within the set-
ting to meet inmates’ needs or initiate changes in the system. 
Nursing in correctional settings also requires superlative inter-
personal skills and skills in collaborating with corrections per-
sonnel who often have a philosophical perspective far different 
from that of the nurse. Certification for correctional nurses is 
available from NCCHC (2014a) and the American  Correctional 
 Association (n.d.). For further information about certification 
requirements and processes, see the External  Resources section 
of the student resources site. Certification provides recognition 
of the specialized expertise required for nursing practice in cor-
rectional settings (Schoenly, 2011).

Standards and guidelines for correctional health care. Stan-
dards have been established for both correctional health care 
systems and for nursing practice within those systems. As not-
ed earlier, NCCHC has developed sets of standards for health 
care systems in jails, prisons, and juvenile facilities, as well as  
for  mental health services and opioid treatment programs for 
correctional populations (NCCHC, 2014b). For further infor-
mation about specific standards, see the External Resources 

 section of the student resources site. In addition, NCCHC ac-
credits correctional health systems.  Accreditation is based on 
adherence to the relevant sets of standards.

Standards for nursing practice in correctional settings have 
been developed by the American Nurses Association and were 
last revised in 2013. The set of 16 standards address use of the 
nursing process in correctional settings as well as professional 
performance of nurses practicing in such settings (ANA, 2013). 
The revised standards also address a new standard related to the 
nurse’s environmental health capabilities, focusing on knowl-
edge of environmental concepts, and the use of strategies to 
reduce environmental health risks (Knox, 2013). For more in-
formation on correctional nursing standards, see the External 
Resources section of the student resources site.

Ethical concerns in correctional nursing. There are several 
ethical considerations that are particularly relevant to nursing 
in a correctional facility. The right to health care is an ethical 
as well as legal issue that has already been addressed. Other 
ethical issues include confidentiality and appropriate use of 
health care personnel, refusal of care, abuse of prisoners, and 
advocacy. Many of these issues are addressed in the various 
sets of standards discussed above, and readers should review 
NCCHC (2014b) documents for information with respect to 
these issues. Confidentiality issues may be a source of conflict 
in correctional settings when health care providers have ac-
cess to information that may be of use in criminal proceedings 
against inmates. Health professionals in correctional institu-
tions may be pressured to divulge client information or to as-
sist with procedures designed to provide evidence for criminal 
proceedings (e.g., body cavity searches, blood alcohol levels) 
(Olsen, 2013). When these procedures need to be performed by 
trained personnel (e.g., venipuncture), they should be the task 
of personnel hired specifically for these types of responsibili-
ties to prevent conflict of interest for health care providers and 
to avoid jeopardizing a relationship of trust between provider 
and client. Similarly, health care professionals should not be 
called on to engage in security measures or to participate in 
disciplinary decisions or in execution by lethal injection. As-
suring appropriate use of personnel in the correctional setting 
may also mean making sure that nonprofessionals (including 
inmates) are not allowed to perform medical tasks or dispense 
medications.

Confidentiality, particularly with respect to HIV status, may 
be more difficult to achieve in a correctional environment. The 
intensive nature of treatment and the need for multiple doses 
of medication may serve to label inmates as infected, even 
when official confirmation of disease is not provided. This po-
tential for lack of confidentiality may act as a deterrent to HIV 
testing and noncompliance with treatment in infected indi-
viduals. Another potential conflict related to confidentiality is 
the question of whether security personnel should be alerted to 
inmates’ HIV-infection status to ensure their use of universal 
precautions.
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In addition to maintaining confidentiality, nurses may be 
called on to support an inmate’s refusal of care, including forc-
ible administration of psychotherapeutic medications. Inmates 
have the right to refuse care unless they are determined to be 
legally incompetent to make that decision. Inmates’ right to re-
fuse care, however, must be balanced against community safety 
(Muse, 2011; Olsen, 2013). Decisions regarding abrogation of 
the right to refuse treatment should be based on facts in the 
individual situation, including the inmate’s medical condition, 
prognosis, benefits and burdens of treatment, and the impact 
of refusal on other inmates. Refusal of care should be carefully 
documented, including the nature of the care refused, the in-
mate’s stated reason for refusal, the date and time of refusal, 
provision of education on the possible consequences of refusal, 
and the inmate’s signature or initials.

Aggressive or potentially suicidal inmates may be subjected 
to physical restraint if they are deemed a danger to themselves 
or to others. This includes the use of medical isolation when 
clients suspected of infectious diseases refuse screening proce-
dures or treatment. Medical isolation may also be legitimately 
employed to protect inmates with symptomatic AIDS from 
opportunistic infection. Although the U.S. Supreme Court 
has upheld segregation of HIV-infected inmates, segregation 
breaches confidentiality and denies segregated inmates access 
to programs, such as work release and other programs avail-
able to other inmates. In addition, segregation may contribute 
to exacerbation of psychoses or depression.

Because of the imbalance of power inherent in a correc-
tional setting, there is always the potential for abuse of inmates 
in the name of punishment. Preventing this and other forms of 
abuse of inmates (e.g., denial of health care services) is another 
ethical aspect of nursing in correctional settings. Finally, nurse 
advocacy may be needed in the correctional setting. Advocacy 
may be required at the level of the individual client to ensure 
that rights are upheld and that appropriate health care services 
are received or at the aggregate level to assure adequate health 
care delivery systems in correctional institutions.

NCCHC (2012) has delineated three guiding ethical prin-
ciples for health care in correctional settings. These principles 
include the following:

•	 Medical	autonomy:	The	health	professional	acts	first	in	pro-
moting the patient’s interest and judgments should be based 
on patient needs not legal issues.

•	 Non-maleficence:	Health	care	providers	should	not	engage	
in any actions that would lead to patient harm.

•	 Medical	neutrality:	Providers	should	provide	care	to	all	in-
mates regardless of background, status, reason for incarcera-
tion, and so on.

Furthermore, an NCCHC position statement on health pro-
fessionals’ responsibility in the event of witnessing harm to in-
mates indicates that they (a) should not participate in any form 
of interrogation or abuse, including not providing consultation 
on such activities; (b) should not gather forensic information 

or share confidential information with authorities for use in 
abuse; (c) should not authorize or approve any physical pun-
ishment; (d) should promote policies that protect correctional 
employees who report abuse; and (e) should support training 
for staff to prevent abuse (NCCHC, 2012).

Features of the correctional setting that influence health are 
assessed by the population health nurse and then used to derive 
nursing diagnoses. Assessment tips for use with correctional 
populations are provided on the next page. In addition, a com-
prehensive tool for assessing the health status of correctional 
populations is provided on the student resources site.

Diagnostic Reasoning and Care  
of Correctional Populations
Based on information obtained in assessing the determinants 
of health, the nurse in the correctional setting formulates nurs-
ing diagnoses. Diagnoses should be validated with the client, 
significant others, or other health care providers when possi-
ble. Population health nurses working in correctional settings 
determine nursing diagnoses for individual clients as well as 
diagnoses related to the health needs of the total population of 
inmates and staff. For example, an individual diagnosis might 
be “uncontrolled diabetes mellitus due to substance abuse.” A 
diagnosis related to the population group might be “increased 
potential for violence due to racial tensions and unrest.” This 
second diagnosis would affect facility personnel as well as in-
mates since all might be involved in any violence that occurs.

Planning and Implementing Health  
Care for Correctional Populations
Planning to meet identified health problems in correctional 
settings may be accomplished independently by the nurse or 
in conjunction with other personnel within and outside the in-
stitution. Interventions may take place at any of the four levels 
of health care: health promotion, injury and illness prevention, 
resolution of existing health problems, and health restoration.

HeALTH PROMOTION. Health promotion in correctional 
settings involves provision of adequate nutrition, rest and ex-
ercise, health education, prenatal care, and contraceptive ser-
vices. Health promotion in correctional settings differs from 
that in other settings in a number of ways. First, the general 
purpose of health promotion in correctional settings is to pro-
tect the health of others rather than to enhance the health of 
the particular inmate. Second, group health promotion efforts 
may be hampered by the compulsory nature of inmates’ pres-
ence in the institution. For example, inmates may be resistant 
to health education because they perceive themselves as a “cap-
tive audience” with little option regarding participation. Third, 
the great majority of offenders are men who tend not to be as 
highly motivated with respect to health promotion as women. 
Health promotion in correctional settings often needs to focus 
less on information transmission than on attitude development 
or change, and behavioral change may not be as easy within the 

M24_MARY9591_06_SE_C24.indd   680 06/09/14   7:36 PM



chaPter 24 care of correctional Populations  681

FOCuSeD ASSeSSMeNT Assessing Health and Illness  
in Correctional Settings

•	 What	is	the	extent	of	mobility	in	the	population?

•	 Are	inmates	employed	in	the	correctional	setting?	Are	they	
employed	outside?	What	health	hazards,	if	any,	are	posed	by	
the	type	of	work	done?

•	 How	do	security	concerns	affect	the	ability	of	health	care	
personnel	to	provide	services?

•	 What	are	the	elements	of	the	correctional	subculture?	 
How	do	they	affect	the	health	of	the	correctional	 
population?

Behavioral Determinants

•	 Are	there	inmates	with	special	nutritional	needs?	How	well	
are	these	needs	being	met?	What	is	the	nutritional	quality	of	
food	served	in	the	correctional	setting?

•	 What	are	the	health-related	behaviors	of	the	correctional	
population?	How	do	they	affect	health?

•	 What	is	the	prevalence	of	tobacco	use	in	the	population?

•	 What	is	the	prevalence	of	alcohol	or	drug	abuse	in	the	
population?

•	 Do	inmates	have	access	to	illegal	drugs	or	alcohol	within	the	
correctional	setting?

•	 How	are	medications	dispensed	in	the	correctional	setting?	
Are there procedures in place to prevent inmates from selling 
medications or accumulating them for use in a suicide 
attempt?

•	 Do	conditions	in	the	correctional	setting	support	adequate	
rest?

•	 Do	conditions	in	the	correctional	setting	promote	physical	
activity?

•	 What	is	the	extent	of	sexual	activity	in	the	correctional	
setting?	To	what	extent	do	inmates	engage	in	unsafe	sexual	
practices?	What	is	the	availability	of	condoms?

Health System Determinants

•	 What	health	services	are	offered	in	the	correctional	setting?	
Are	they	adequate	to	meet	needs?

•	 Are	there	isolation	procedures	in	place	for	inmates	with	
communicable	diseases?	Are	these	procedures	followed?

•	 How	are	health	care	services	funded?	Is	funding	adequate	to	
meet	health	needs?	Are	inmates	charged	a	fee	for	health	care	
services?

•	 What	is	the	quality	of	interaction	between	internal	and	
external	health	care	services?

•	 What	is	the	extent	of	emergency	response	capability	of	the	
correctional facility (e.g., to myocardial infarction, stab 
wound)?

•	 What	provisions	are	made	for	continuity	of	care	after	release	
from	the	correctional	facility?

Biological Determinants

•	 What	is	the	age,	gender,	and	ethnic	composition	of	the	
correctional	population	(inmates	and	staff)?

•	 What	communicable	and	chronic	health	problems	are	
prevalent	among	inmates?	Among	staff?

•	 What	is	the	extent	of	injury	in	the	population?	What	factors	
contribute	to	injuries?

•	 What	is	the	prevalence	of	pregnancy	among	inmates?

•	 What	are	the	immunization	levels	in	the	population?

Psychological Determinants

•	 What	procedures	are	in	place	for	dealing	with	suicidal	
ideation	or	attempts?	Are	these	procedures	followed?

•	 What	is	the	psychological	effect	of	incarceration?	Does	the	
individual	inmate	exhibit	signs	of	depression?	Does	the	
inmate	express	thoughts	of	suicide?

•	 What	is	the	extent	of	sexual	assault	among	inmates?	What	
are	the	psychological	effects	of	assault?

•	 Are	there	inmates	in	the	setting	under	sentence	of	death?	
If	so,	what	psychological	effects	does	this	have?	Are	there	
terminally	ill	inmates	in	the	population?

•	 What	is	the	prevalence	of	mental	illness	among	inmates?

Environmental Determinants

•	 Are	there	health	or	safety	hazards	present	in	the	correctional	
facility?

•	 Is	there	potential	for	disaster	in	the	area?	Is	there	a	disaster	
plan?

Sociocultural Determinants

•	 What	political/legal	issues	influence	the	health	of	the	
correctional	population?

•	 What	is	the	socioeconomic	status	of	members	of	the	
correctional	population?	What	is	the	general	educational	
level?

•	 What	ethnic/cultural	groups	are	represented	in	the	
correctional	population?	How	does	this	influence	the	health	
status	or	risks	of	the	population?

•	 What	are	the	attitudes	of	health	and	correctional	personnel	
toward	inmates?

•	 What	is	the	attitude	of	the	surrounding	community	to	the	
correctional	facility	and	to	the	inmates?

•	 Are	there	intergroup	conflicts	within	the	population?	Do	
these	conflicts	result	in	violence?

•	 What	is	the	extent	of	violence	in	the	correctional	population?	
What	factors	contribute	to	violence?

•	 What	family	concerns	influence	the	health	of	inmates?	What	
is	the	effect	of	incarceration	on	the	families	of	inmates?
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constraints of the correctional setting as in the outside world. In 
addition, the correctional emphasis on punishment for crimes 
may result in political interference with health promotion ef-
forts. Finally, given the extensive health problems encountered 
in this population, there may be little time or few resources 
available for health promotion efforts, which may receive lower 
priority than curative activities.

Nutritional intake in correctional settings may be far from 
adequate. NCCHC recommendations include the initiation of 
heart-healthy diets as a routine aspect of correctional settings 
(Wakeen, 2008). The nurse in this setting may need to monitor 
the diet of inmates and may need to influence administrative 
decisions regarding the nutritive value of meals served. There 
may also be a need to suggest changes in food served to facility 
personnel if meals are provided for them as well. In addition, 
the nurse may need to make arrangements to meet the special 
dietary needs of specific inmates based on their health status. 
Examples include a diabetic diet or a liquid diet for an inmate 
recuperating from a broken jaw. Juveniles, in particular, have 
special dietary needs, including the need for increased calories, 
calcium, phosphorus, and iron.

Juvenile facilities may participate in the U.S. Department of 
Agriculture’s Child Nutrition National School Lunch  Programs 
or School Breakfast programs, and population health nurses 
can encourage facility participation in these programs. Such 
participation involves meeting specific nutritional require-
ments and limitations on nonnutritive foods. Juveniles in adult 
facilities may be given adult meals with additional milk, fruits, 
and snacks (Robbins, 2009a). Women also have special nutri-
tional needs, particularly pregnant women. As noted earlier, 
women have a tendency to gain weight during incarceration, so 
attention should be given to lower calorie foods.

Attention should also be given to provisions for adequate 
rest and physical activity by inmates. Nurses may need to ad-
vocate for adequate space and facilities for sleeping in inmate 
housing units. In addition, the nurse should work to assure 
that time and facilities are provided for inmates to engage in 
physical activity. In some instances, this may mean curtailing 
certain activities that place inmates at risk because of existing 
health problems. Nurses can also educate both inmates and 
staff on the benefits of activity and suggest forms of physical 
activity congruent with health status and available opportuni-
ties. Physical activity is particularly important for women who 
are engaged in smoking cessation programs as they have been 
shown to experience significant weight gain (Cropsey et al., 
2010).

Both inmates and facility staff may be in need of a variety 
of health education efforts. Areas of importance include the 
elimination of risk factors for disease. Education programs 
that may be planned and implemented by nurses may include 
smoking cessation campaigns or stress management classes. 
Nurses can also advocate for access to smoking cessation as-
sistance and aids such as nicotine patches. Education regarding 
problem solving and positive coping strategies may also benefit 
both staff and inmates.

Prenatal care is a significant health promotion activity for 
pregnant female inmates. NCCHC recommendations include 
provision of pregnancy screening for all women inmates and 
further screening of pregnant women for HIV and other STIs. 
Areas to be addressed in prenatal care include adequate nutri-
tion, the effects of smoking and other substances on the fetus, 
parenting skills, discomforts of pregnancy, and planning for 
childcare if the child is delivered while the client is still in cus-
tody. Contraceptive education may benefit both pregnant and 
nonpregnant inmates. Health promotion strategies for correc-
tional populations are summarized in Table 24-1•.

PReveNTION. Three aspects of prevention are pertinent to 
correctional health care. These include preventing incarcera-
tion as well as injury and illness prevention.

Preventing incarceration. As we saw earlier, CITs and special 
drug and mental illness courts are aimed at preventing incarcer-
ation of persons whose crimes are the result of substance abuse 
or mental illness. Similarly, programs funded by the Juvenile 
Justice and Delinquency Prevention Act are designed to prevent 
gang activity and other avenues of contact with the juvenile jus-
tice system. Other social programs may also serve to prevent 
youth involvement in criminal activity. For example, the Perry 
Preschool Project was credited with decreasing arrests, prevent-
ing school dropouts, and promoting education and employ-
ment among at-risk children. The program involved a daily 
preschool program with weekly home visits to address family 
problems over a 2-year period. Cost estimates indicate that $17 
were saved for every dollar invested in the program, primarily 
in reduced criminal activity and better educational attainment 
(Welsh & Farrington, 2011). Population health nurses can advo-
cate for and help initiate similar programs in low-income, high-
risk communities.

Preventing illness. Preventing the spread of communicable 
diseases in correctional settings is an important primary pre-
vention activity.

Possible approaches to infectious disease prevention include 
the use of universal precautions in the handling of blood and 
body fluids (National Institute for Occupational Safety and 
Health [NIOSH], 2011), isolation of infected persons when 
appropriate, immunization, and education on hygiene and 

TABLe 24-1  Health Promotion Strategies 
for Correctional Populations

•	Provision	of	adequate	nutrition
•	Provision	of	opportunities	for	adequate	rest	and	exercise
•	Health	education	for	self-care,	risk	factor	elimination,	stress	reduc-

tion, etc.
•	Prenatal	care	for	pregnant	inmates
•	Contraceptive	education
•	Advocacy	for	available	health	promotion	services	in	correctional	

settings
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condom use during sexual encounters. Isolation is appropriate 
for diseases spread by airborne transmission such as measles 
and influenza. Isolation of HIV-infected individuals is not 
generally recommended. During community- or facility-based 
influenza outbreaks, isolation of infected inmates, removal of 
infected staff from duty, and prohibiting visitors with recent 
symptoms also help to prevent the spread of disease (NCCHC, 
2009a).

Immunization is particularly recommended for HBV 
(Malek et al., 2011), but other immunizing agents may be 
needed as well, depending on the incidence of specific dis-
eases in the general community. For example, measles immu-
nizations may be warranted for all inmates and staff during a 
measles outbreak in the community, and hepatitis A vaccine is 
recommended for inmates at risk for hepatitis A (e.g., inmates 
who engage in oral–anal intercourse). Corrections staff, partic-
ularly health care personnel, should also receive HBV immuni-
zation. Condom use and substance abuse education on harm 
reduction strategies (e.g., use of clean needles and syringes for 
injection drug use) can also help to prevent the spread of hepa-
titis B and C in correctional populations.

Because correctional settings house a large proportion of in-
mates who are infected with or at risk for hepatitis,  provision 
of HBV vaccine is a good way to minimize disease prevalence 
within correctional settings and in the larger community. 
 Similarly, seasonal influenza immunization is recommended 
for correctional populations (Malek et al., 2011). As noted 
earlier, many correctional facilities do not receive  adequate 
supplies of influenza vaccine, and states and local jurisdic-
tions may need to re-evaluate vaccine allocation policies to ad-
dress the needs of this vulnerable population (Lee et al., 2012). 
 Population health nurses in correctional settings may be ac-
tively involved in providing immunizations and advocating 
vaccine availability to inmates.

Periodic outbreaks of other infectious diseases may also 
necessitate immunization programs to prevent the spread of 
disease. For example, several recent mumps outbreaks have 
been reported in correctional facilities. In addition to im-
munization, isolation of infected inmates and quarantine of 

exposed inmates or staff are warranted. If infected inmates are 
 scheduled for release, immunization of household members 
may also be indicated (Ringsdorf et al., 2010).

Recommended TB control measures in correctional settings 
include screening of all inmates for infection, isolation of sus-
pected and confirmed cases, and treatment of persons with ac-
tive or latent TB infection. Preventing the spread of TB may 
also employ engineering controls related to adequate ventila-
tion systems, air filtration, and irradiation of areas where in-
fected persons are housed. TB prophylaxis is the treatment 
of persons with reactive tuberculin skin tests but without evi-
dence of active TB (in other words, those with latent infection), 
to prevent their development of disease. TB prophylaxis is also 
recommended for persons with HIV infection even in the ab-
sence of evidence of latent TB. Corrections personnel with pos-
itive skin tests should also receive prophylaxis. In addition, all 
inmates and personnel should be educated on infection control 
procedures and universal precautions, and health care provid-
ers should use appropriate protective barriers to prevent infec-
tion (e.g., gloves, aprons, face shields, goggles, and gowns, as 
needed) (NIOSH, 2011). Population health nurses are often 
responsible for providing directly observed TB therapy and in 
monitoring its effectiveness. They also monitor clients receiv-
ing therapy for potential adverse reactions to medication.

HIV prevention education is another area of importance 
among incarcerated women (and men) who are often at high 
risk for infection. Population health nurses may need to ad-
vocate for the availability of condoms for use by inmates who 
are sexually active. There is considerable debate on provid-
ing condoms for incarcerated inmates, but a recent study in 
 California’s state prison system indicated that condom avail-
ability in prisons would minimize the spread of HIV infec-
tion and other STIs and significantly reduce treatment costs 
 (California HIV/AIDS Policy Research Centers, 2013).

Other more mundane avenues for preventing communicable 
diseases include routine skin screening for infectious lesions and 
effective wound infection control procedures. Promotion of in-
mate hygiene, use of alcohol-based hand rubs for hand washing, 
and effective laundry procedures can also prevent the spread 

evidence-Based Practice

Preventing Incarceration
A significant body of research suggests that prevention of delin-
quency and later criminal activity is much more effective than 
	incarceration	 of	 offenders.	 In	 2007,	 for	 example,	 Washington	
State allocated $48 million to evidence-based crime prevention 
and intervention programs. Although this was a political decision, 
unlike many such decisions, it was based on research findings 
related to effective interventions. A series of research studies 
conducted	by	 the	Washington	State	 Institute	 for	Public	Policy	

explored the effects and cost-effectiveness of several adult and 
juvenile intervention programs. Based on their analysis of 571 
evaluations of crime prevention and criminal justice programs, 
the institute was able to project the potential benefits and costs 
of certain intervention approaches. The evidence suggests that 
alternatives to prison can achieve cost savings to the public 
as	well	 as	 some	 reduction	 in	crime	 rates	 (Welsh	&	Farrington,	
2011).
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of infections, particularly methicillin-resistant  staphylococcus 
aureus (MRSA) infections. Pregnancy prevention using emer-
gency contraception may also be warranted, particularly for 
young girls in juvenile detention facilities (Robbins, 2009b).

Illness prevention efforts may also be required for chronic 
conditions. For example smoking cessation, obesity reduc-
tion, and promotion of physical activity may serve to prevent 
a variety of chronic illnesses. Specific prevention strategies for 
chronic illness are similar to those discussed in Chapter 27 .

Preventing injury. Injury prevention is also needed in cor-
rectional settings. For example, population health nurses may 
identify environmental hazards or occupational hazards in the 
correctional setting that present injury risks and can advocate 
for their removal or modification. Nurses may also provide safe-
ty education for inmates and staff. Specific injury prevention 
strategies may also be warranted for certain at-risk populations 
in the setting. For instance, the nurse may need to advocate for 
a lower bunk for an inmate with limited mobility or ensure the 
availability of assistive devices such as walkers or canes. Nurses 
may also identify chemical hazards or rodent infestations that 
need to be addressed.

Other avenues for injury prevention include suicide preven-
tion and prevention of violence. The primary mode of suicide 
prevention is identification of inmates at risk for suicide. Those 
at risk for suicide should be closely monitored and receive 
timely referrals for psychiatric services. Suicide assessment in-
volves obtaining information regarding past personal or family 
history of suicide attempts, the extent of life stress and social 
support, presence of suicidal ideation, and presence of mental 
illness.

Components of an effective suicide prevention plan in-
clude initial screening and ongoing identification of inmates 
at risk, staff training, inmate assessment by qualified men-
tal health professionals, appropriate housing, and referral to 
needed mental health services. Other elements of effective 
plans include adequate communication between corrections 
and health care staff, immediate intervention for a suicide 
attempt or suicide in progress, and availability of needed 
equipment and supplies (e.g., resuscitation breathing masks, 
gloves, defibrillators, and tools for opening jammed cell doors 
and cutting down a hanging inmate). Suicide prevention may 
also involve judicious and carefully supervised use of suicide 
prevention cells (Suicide Prevention Resource Center, 2014). 
Additional guidelines and resources for suicide prevention 
in correctional settings have been compiled by the Jail Sui-
cide Task Force of the American Association of Suicidology 
(Kennedy & McKeon, n.d.). For more information about the 
guidelines, see the External Resources section of the student 
resources site.

Violence prevention activities may need to be directed to 
both inmates and corrections staff. The purpose of such ac-
tivities is to teach alternative behavioral responses to violence 
(Sung, 2010). Recommended components of violence preven-
tion programs in correctional settings include incorporation of 

violence assessment (including prior exposure to violence) as 
part of intake screening, referral of inmates with a history of 
personal violence or violence exposure for counseling, educa-
tion on alternative responses to potentially violent situations 
for both inmates and corrections staff, and referral of inmates 
for continued counseling on release. Prevention emphases in 
correctional health care are summarized in Table 24-2•.

ReSOLvING exISTING HeALTH PROBLeMS. Strate-
gies for addressing existing health problems in correctional set-
tings focus on screening and diagnostic and treatment activities.

Screening. Standards related to screening have been described 
as some of the more important standards for correctional 
health care. Screening has a threefold purpose: identifying and 
 addressing the health needs of inmates, promoting early iden-
tification of key problems prior to more comprehensive assess-
ments, and identifying and isolating potentially communicable 
inmates.

Screening begins with medical clearance or a determina-
tion that a specific inmate is well enough to be admitted to 
the facility. Medical clearance is intended to ensure that 
emergent health needs are met. Based on NCCHC standards, 
medical clearance screening is followed within 2 to 4 hours 
of admission by receiving screening. Receiving screening is 
the  collection of health-related information to identify newly 
 arrived inmates who pose a health threat to themselves or 
the general facility population. The goal of receiving screen-
ing is to identify needs for care and continued treatment of 
existing conditions. Receiving screening includes a compre-
hensive health history; observation of appearance, behavior, 
ease of movement, breathing, and skin integrity; and pres-
ence of suicidal  ideation (Kistler & Chavez, 2011a). Receiving 
screening also includes an initial assessment for mental health 
 issues that may be conducted by correctional staff, but mental 
health screening, required within 14 days of admission, must 
be conducted by qualified mental health professionals (Kistler 
& Chavez, 2011b). Receiving screening should also include 
 assessment for substance abuse and signs of intoxication or 
withdrawal  (NCCHC, 2010b).

Screening may also include specific tests for infectious dis-
eases. For example, tuberculin skin testing is recommended for 
inmates who will be incarcerated long enough for the results 
to be read. The Centers for Disease Control and  Prevention 
(CDC) has also recommended routine screening for  sexually 
transmitted diseases in correctional populations, particu-
larly among adolescent and young females (Miller, 2011). 
 Recommendations have also been made for routine screening 
for sexual abuse or for risk of being abusive (Greifinger, 2010) 
and for evidence of dementia (Wilson & Barboza, 2010).

Routine screening for infectious diseases may be conducted 
on either an opt-in or opt-out basis. In opt-in screening, 
screening is conducted for inmates who agree to it. In opt-out 
screening, the screening test is performed unless the inmate 
specifically refuses it. CDC specifically recommends opt-out 
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screening for HIV infection. Opt-out screening tends to be 
more effective, achieving a 90% screening rate, compared to a 
72% rate for opt-in screening, and only 5% when screening is 
provided on the basis of inmate request (Strick, MacGowan, & 
Belcher, 2011). Opt-out screening has the potential for identi-
fying inmates with hepatitis B and C, TB, syphilis, gonorrhea, 
and chlamydia, in addition to HIV infection, thereby promot-
ing early treatment and preventing the spread of disease in the 
facility (Malek et al., 2011). Offering routine HIV screening 
at intake resulted in the diagnosis of 52 new cases in one cor-
rectional setting (Spaulding et al., 2013). In large volume set-
tings in which universal screening of all inmates is impractical, 
screening targeted to specific arrest charges (e.g., drug charges, 
sex charges, parole violation) has been suggested, but evidence 
for the effectiveness of this approach is limited (Harawa et al., 
2009).

Subsequent assessments may take one of two approaches: 
full population assessment or individual assessment. In the full 
population approach, every inmate receives a comprehensive 
assessment after intake screening. The individual approach 
provides comprehensive assessment when clinically indicated 
for an individual inmate. Both approaches include a review 
of screening information, a comprehensive health history, 

further inquiry into problem areas, a physical examination, 
and routine diagnostic and laboratory tests. Assessments result 
in treatment plans tailored to the needs of particular inmates 
(Kistler, 2008).

Screening for mental health problems is another important 
element in resolving existing health problems. Mental health 
screening is needed to identify inmates at risk for harm to 
themselves or others, determine inmates’ functional capabili-
ties, identify the need to transfer inmates to a specific mental 
health unit, and determine the inmate’s potential to benefit 
from treatment. There is also a need for ongoing assessment 
for suicide risk, particularly among inmates that may engage in 
self-injury (Fagan et al., 2010).

Suggested elements of mental health assessment in correc-
tional settings include an inmate’s psychiatric history, current 
use of psychotropic medications, presence of suicidal ideation, 
and a history of suicide attempt. Other relevant screening in-
formation includes drug and alcohol use, history of violence or 
victimization, history of special education placement, and his-
tory of traumatic brain injury. Assessment also includes evalu-
ation of the inmate’s response to incarceration and evidence of 
developmental disability. Population health nurses may also 
assess inmates’ readiness and motivation for treatment.

TABLe 24-2 Prevention Foci and Related Strategies for Correctional Populations

Focus Strategies

Preventing incarceration
•	Community	support	programs	for	high-risk	families
•	Delinquency	prevention	programs	for	youth
•	Advocacy	for	CITs,	mental	health	courts,	and	substance	abuse	courts

Preventing infectious diseases 

•	Immunization
•	Isolation	of	persons	with	infectious	diseases
•	Quarantine	of	exposed	persons
•	Restriction	of	infected	staff	from	work
•	Restriction	of	visitors	with	symptoms	of	disease
•	Use	of	universal	precautions	for	blood	and	body	fluids
•	TB	prophylaxis
•	Education	for	safe	sex
•	Advocacy	for	condom	availability
•	Hygiene	education

Pregnancy prevention •	Provision	of	emergency	contraception

Preventing chronic conditions
•	Risk	factor	modification
•	Smoking	cessation
•	Obesity	reduction

Preventing injury
•	Modification	of	environmental	safety	hazards
•	Safety	education

Preventing suicide

•	Identification	of	high-risk	inmates
•	Referral	for	mental	health	services
•	Staff	education	for	recognition	of	risk	and	response	to	attempted	suicide
•	Effective	communication	with	correctional	personnel	regarding	inmate	risk	status
•	Advocacy	for	emergency	response	equipment	and	supplies
•	Judicious	use	and	careful	supervision	of	isolated	inmates
•	Immediate	response	and	first	aid	for	suicide	attempt

Preventing violence

•	Violence	risk	assessment
•	Referral	for	mental	health	services
•	Anger	management	counseling
•	Education	on	conflict	management	strategies
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Population health nurses may also be involved in other 
screening activities with inmates. For example, they may be 
involved in screenings for work clearance or periodic screen-
ing for work-related conditions or prior to transfer to another 
facility or court. In addition, they may be called upon to screen 
for harm following a use-of-force incident or when an inmate 
is restrained (Knox, 2013). In addition, they may screen for in-
fectious diseases or chronic conditions based on risk factors or 
inmate health histories.

Nurses in correctional settings are also involved in triage 
during sick call activities. Inmates with health complaints can 
ask to be seen during sick call. At this time, the nurse deter-
mines the need for treatment of specific conditions under spe-
cific protocols, advice for self-care, or referral for a higher level 
of care (Knox, 2013). Protocols would cover, at a minimum, a 
problem definition and etiology, subjective and objective infor-
mation to be collected, relevant nursing diagnoses with possible 
differential diagnoses, interventions to be considered, patient 
education, and disposition and follow-up care (Smith, 2009).

Diagnosis and treatment. Diagnosis and treatment may be 
required for medical conditions, mental illness, or substance 
abuse. Correctional nurses may be actively involved in the di-
agnosis and treatment of existing medical conditions. Many mi-
nor illnesses are handled exclusively by nurses working under 
medical protocols as noted earlier. In other instances, nurses are 
responsible for implementing medical treatment plans initiated 
by physicians or nurse practitioners. This may involve giving 
medications or carrying out treatment procedures. Treatment 
procedures would be handled in much the same way as in any 
health care facility. Dispensing medications in a correctional 
setting, however, requires that the nurse directly observe the 
client taking the medication, and often only a single dose is dis-
pensed at a time rather than giving the client several doses of 
medication to be taken at prescribed times. This precaution is 
necessary because of the potential for inmates to sell medica-
tions to other inmates or to stockpile certain medications for 
use in a suicide attempt. In some instances (e.g., epidemics of 
communicable diseases), mass treatment of the entire correc-
tional population or subpopulation in a given setting may be 
warranted.

Treatment for TB and HIV infection in correctional set-
tings is complicated by the long-term nature of the therapies. 
Inmates with TB (except those also infected with HIV) should 
be placed in respiratory isolation in negative-pressure rooms 
until they are no longer contagious. If negative- pressure 
rooms are not available in the correctional facility, arrange-
ments should be made to transport the inmate to a local hos-
pital with such facilities. Respiratory isolation should also be 
instituted for all inmates with respiratory symptoms suspi-
cious of TB disease. Treatment should involve a multi-drug 
regimen, particularly when exposure to MDR infection is sus-
pected. Drug susceptibility testing should be carried out on all 
inmates with active TB, and treatment should rely on directly 
observed therapy (DOT).

HIV/AIDS therapy is also difficult in correctional settings 
because of the number of factors that promote noncompliance. 
As noted earlier, having to receive multiple doses of medication 
each day may “tag” inmates as infected and leave them open 
to discrimination and assault. Security practices such as lock-
downs and search and seizure may interfere with dispensing of 
medications or attendance at support group or education pro-
grams. A lockdown occurs when inmates are locked in their 
cells at times when they would ordinarily have greater freedom 
to come and go throughout the facility, usually in response to 
a security incident or to permit a search for contraband items 
(drugs, alcohol, weapons) or a search and  seizure procedure. 
During search and seizure, all medications are taken away, so 
clients in some facilities where self-medication is permitted 
may have their medications removed and be unable to take 
doses as directed.

Strategies that can increase compliance with TB treatment 
regimens include simplifying the regimen to include fewer 
doses or combining medications into a single pill, protecting 
confidentiality, using medications with fewer side effects, and 
dealing with those side effects that occur. DOT has also been 
found to be effective in promoting compliance with highly ac-
tive antiretroviral therapy (HAART) for inmates with HIV/
AIDS. Treatment is also more effective if provided by health 
care professionals who have expertise with HIV/AIDS. In 
larger systems, inmates with HIV infection may be moved to 
facilities with this expertise or where this expertise is available 
in the community.

Treatment may also be needed for a variety of chronic 
health problems experienced by correctional populations. 
Again, population health nurses working in correctional set-
tings may provide treatment and monitor treatment effective-
ness under approved protocols. They may also be responsible 
for making referrals for specialty services to outside health care 
agencies. This may require particular advocacy on the part of 
population health nurses to assure that outside appointments 
are kept when they are jeopardized by security concerns or lack 
of security personnel to escort inmates to community facilities.

Treatment should also be available for substance abuse and 
mental health problems. There are a number of sound reasons 
for mental health care in correctional settings. These include 
the need to reduce the disabling effects of mental illness and to 
maximize the ability of inmates to participate in rehabilitation 
programs. A second reason is to minimize the suffering of the 
inmates themselves. Finally, treatment of inmates with men-
tal illness and substance abuse problems promotes the safety 
of all, both within the correctional setting and in the commu-
nity when the inmate is released. Unfortunately, many inmates 
with mental illness or substance abuse disorders do not receive 
treatment, or medications being prescribed for treatment are 
discontinued on incarceration despite evidence that medi-
cation-assisted treatment and cognitive behavioral therapy 
have been shown to be effective in addressing these problems 
 (NCCHC, 2010b). In one large longitudinal study of incarcer-
ated youth, for example, only 15% of juvenile offenders with 
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major psychiatric disorders were treated when  incarcerated 
and only 8% received treatment on release (Teplin et al., 2013). 
Population health nurses may need to advocate for the avail-
ability of treatment for mental illness and substance abuse 
disorders in correctional settings. They may also need to cam-
paign at state legislative levels for authorization and funding of 
diversion programs to promote treatment options rather than 
incarceration (Stettin et al., 2013).

Methadone maintenance is a special area of consideration 
in treatment for substance abuse. For many opiate abusers, 
methadone may be an important step in treatment for addic-
tion. Although a significant proportion of persons in metha-
done treatment programs get arrested during their enrollment, 
few correctional settings make provision for continuing meth-
adone treatment except for pregnant inmates. Involuntary ces-
sation of methadone leads to painful withdrawal symptoms and 
risk of death, as well as relapse to opiate use and subsequent 
rearrest. NCCHC standards require mental health services for 
all inmates in need of them that include both individual and 
group counseling (Kistler & Chavez, 2010). Provision of men-
tal health services in correctional settings is often hampered 
by variables related to correctional systems, personnel, and in-
mates. System-level variables include limited fiscal allocations 
for services and privatization of correctional facilities, the in-
stitutional climate, and limitations in access to care posed by 
inmate classification systems. Privatization of correctional set-
tings (government contracting with private corporations for 
operation of correctional facilities) often leads to cost cutting 
to remain competitive, and cost cutting may eliminate services, 
such as mental health services, that are considered “nonessen-
tial.” In addition to entire correctional systems run by private 
for-profit companies under contract to government agencies, 
health care services in correctional settings may also be priva-
tized. For example, a county sheriff’s department may con-
tract with a private firm for health care personnel and services 
within the correctional setting rather than hiring health care 
personnel as county employees. Government service contracts 
are usually given to the lowest bidder, providing an incentive to 
decrease the quality or frequency of services in the interests of 
cost containment. In addition, privatization may lead to less of-
ficial oversight of correctional facilities and the quality of care 
provided. On the other hand, privatization has the advantage 
of services provided by people who have a health care perspec-
tive rather than a custodial focus.

The institutional climate is frequently one of punishment 
rather than treatment, so inmates may not receive needed men-
tal health services. Finally, classification of inmates as security 
risks may put them at risk for isolation, exacerbation of mental 
health problems, and lack of access to many services available 
to other inmates.

Personnel variables that affect mental health treatment ser-
vices in correctional settings include staff attitudes to men-
tally ill inmates and training of correctional and health care 
 personnel relative to mental health needs. Cultural diversity 
and differences between correctional personnel and inmates 

may also make identification of mental health problems more 
difficult. Cultural factors related to mental health and illness 
are discussed in more detail in Chapters 5  and 28 .

Inmate-related variables include mental health treatment 
history, a slower response to medication among inmates than 
in the general population due to the prevalence of substance 
abuse, and peer pressure within the setting to not appear weak 
or vulnerable. In addition, the nuisance side effects associated 
with psychotropic medications may lead many inmates to be 
noncompliant with treatment plans.

Issues that need to be addressed, in addition to mental 
health or substance abuse treatment needs, include continuity 
of public assistance, housing support, and the need for social 
service referrals and treatment of other medical conditions.

Research has indicated that treatment of substance abuse 
while an inmate is in prison reduces the likelihood of rearrest 
and reduces the return to previous drug use patterns. For exam-
ple, treatment mandated by drug courts has successfully reduced 
crime rates and rearrests by 11% to 14% (Anglin et al., 2013). 
Promoting self-care for mental illness and using educational, be-
havioral, and motivational strategies have also been effective in 
minimizing the effects of mental illness  (Shelton et al., 2010).

Treatment may also be needed for a variety of chronic con-
ditions. Treatment would be similar to that provided to the 
general population, but may need to be modified to fit the cor-
rectional setting. For example, self-medication may be con-
strained by facility regulation, as in the case of inmates giving 
themselves insulin. Foci for chronic disease management in 
correctional settings are similar to those in community settings 
and include self-care when possible, development of inmate 
support groups, patient education, assistance in dealing with 
medication side effects, and reinforcing compliance to achieve 
treatment goals.

There may also be a need to arrange for physical and psy-
chological treatment of sexual abuse (Greifinger, 2010) and 
treatment of acute psychosis as mentioned earlier (Mathis, 
2010). Other areas of concern in treating existing problems 
are sleep disorders, dealing with violent and agitated inmates, 
and addressing dementia in the correctional population. Treat-
ment for sleep disturbances usually focuses on promoting 
sleep hygiene (e.g., regular sleep–wake patterns, avoidance of 
stimulants, environmental modifications to minimize noise 
and light, etc.) and life changes, such as a healthier diet, stress 
management, and daily exercise (Anderson, 2010). Pharmaco-
logic sleep aids, medical conditions, and medications that af-
fect sleep may also need to be addressed.

Four basic approaches can be used to deal with aggres-
sive and agitated inmates: de-escalation, seclusion,  physical 
restraint, and pharmacologic restraint (Savage, 2010). De- 
escalation involves talking to the inmate to calm him or her, 
and involves listening with empathy, giving a context to the 
agitation, providing options, confirming non-cooperation, and 
more definitive action. Seclusion should be used only for im-
mediate protection of the inmate or others, not for punishment, 
and the inmate should be carefully observed. Physical restraint 
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may be necessary, but may have serious health  consequences 
and should be minimized, and pharmacologic restraint has the 
potential for drug side effects. Nurses need to keep in mind 
that agitation may be the result of physical illness. They may 
also need to advocate for judicious use of restraints and moni-
tor the health status of inmates under physical or pharmaco-
logic restraint (Savage, 2010). Restraint of pregnant women 
poses particular risks for both the women and the fetus, and 
should be accomplished in the least restrictive manner possible 
with consultation from medical staff. Wrist restraints, in par-
ticular, should be applied, if necessary, in such a way as to allow 
the women to protect herself in the event of a fall (NCCHC, 
2010a).

Treatment for inmates with dementia involves  planning 
ahead for a possible influx of patients as time goes by. 
 Management includes informing inmates of their diagnosis, 
structuring the environment to minimize confusion, and de-
veloping and using nonpharmacologic interventions such as 
praise for positive behaviors, relaxation training, support of re-
maining skills and abilities, and promoting exercise and group 
interaction. Effective management also involves training staff 
to communicate effectively with inmates with dementia, pro-
moting client choices, repeating introductions, using  strategies 
for getting clients’ attention, using gestures, giving simple in-
structions, and giving clients time to process their thoughts 
and responses (Wilson & Barboza, 2010).

When physical or mental health services needed by inmates 
are not available within the correctional health care setting, 
correctional health nurses are often responsible for arranging 
appointments with outside consultants or providers. In addi-
tion to arranging for appointments, correctional nurses usually 
have to arrange transportation and security supervision. This 
often means that scheduling of appointments can be extremely 
complicated. Once inmates have been seen by outside provid-
ers, correctional nurses also need to follow through on recom-
mendations for treatment. Because many outside providers do 
not understand the constraints of correctional systems, nurses 
may need to be creative in promoting treatment compliance. 
For example, in some small rural jails, there are no facilities for 
warm soaks to injuries, and special diets may also be difficult 
to arrange. Other recommendations that pose security hazards 
may not be able to be fulfilled (e.g., metal braces that can be 
converted to weapons). Population health nurses may need to 
advocate for treatments that are not typically used in the set-
ting, or may need to explain to outside providers why a par-
ticular treatment option is not feasible in a correctional setting.

Nurses will also be involved in emergency response to life-
threatening situations. Emergency situations likely to be en-
countered include seizures, cardiac arrest, diabetic coma or 
insulin reaction, attempted suicide, and traumatic injury due to 
inmate violence. The nurse would respond to these situations 
with actions designed to relieve the threat to life and stabilize 
the client’s condition prior to transportation to a hospital facil-
ity either within or outside the correctional system.  Correctional 
nurses may also find themselves involved in emergency care of 

large numbers of persons injured in human-caused or  natural 
disasters involving the correctional facility (Kistler, 2009). 
 Major foci in resolving existing health problems in correctional 
settings are summarized in Table 24-3•.

HeALTH ReSTORATION AND eND-OF-LIFe CARe.  
Health restoration in correctional settings focuses on areas 
similar to that in any setting, preventing or dealing with com-
plications of disease and preventing problem recurrence when 
possible. Intervention directed toward preventing complica-
tions of existing health problems depends on the conditions 
experienced by inmates. For example, health restoration for the 
inmate with diabetes will be directed toward preventing circu-
latory changes, diabetic ketoacidosis, and hypoglycemia. For 
the client with arthritis, restoration will focus on pain manage-
ment and prevention of mobility limitations.

Population health nurses may also help inmates deal with 
the long-term consequences of chronic conditions. An ex-
ample might be providing a walker to an inmate with mobility 
limitations. Health restoration activities may also be directed 
toward preventing the recurrence of problems once they have 
been resolved. For example, the nurse may educate an inmate 
who has been treated for gonorrhea on the use of condoms to 
prevent reinfection.

In addition, there are three special considerations in health 
restoration in correctional settings: long-term care planning, 
reentry planning, and end-of-life care. Each of these major foci 
will be addressed briefly.

Long-term care planning. With the aging of the correction-
al population and longer sentences without option for parole, 
there is a need to engage in long-term care planning for el-
derly inmates and those with chronic conditions. Correctional 
systems have taken a variety of approaches to long-term care 
planning for these subpopulations. Older inmates or those with 
disabilities related to chronic illness may be transferred to ap-
propriate facilities or housing conditions separate from the gen-
eral inmate population. Usually such facilities have an infirmary 
where exacerbations of chronic conditions requiring hospital-
ization can be addressed in-house. In other instances, inmates 
may be transferred to assisted living facilities that provide as-
sistance with the activities of daily living. Terminally ill inmates 
may be transferred to specialized hospice units or to communi-
ty hospices (Hufft, 2013). Alternatively, hospice services can be 
provided to inmates housed in the general population, at least 
until inmates become severely debilitated.

When inmates with chronic illnesses or disability are 
housed in the general population, correctional systems may 
provide “home care” services and case management to address 
their long-term care needs. In such systems, nurses might go 
to inmate housing units to provide care in the same way that 
they would provide home care in community settings. Another 
alternative is to have other inmates function as “personal care 
attendants” for disabled inmates, assisting them with certain 
activities of daily living (e.g., bathing).
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Other health restoration activities related to long-term care 
include providing assistive devices, monitoring the status of 
chronic conditions and treatment compliance, monitoring for 
adverse effects of treatment, and providing support in dealing 
with the emotional and physical consequences of long-term 
physical or mental illness. Population health nurses may be in-
volved in providing these interventions or in advocating their 
availability in the correctional setting. They may also need 
to advocate for access to these kinds of services for specific 
inmates.

Reentry planning. Approximately 95% of the 2 million state 
and federal and 10–12 million jail inmates will eventually be 
released back into the community (Bureau of Justice Assistance, 
2013). In 2009, for example, 729,295 state and federal prison-
ers were released back into the community, and many more 
were released from local jails. Many of these inmates re-enter 
the larger society as probationers or parolees. A probationer is 
an adult offender who has been remanded to community-based 
supervision, often as an alternative to incarceration. Probation-
ers usually are held in correctional facilities for only a short time 
until their case has been tried in court. A parolee is an adult 
released from a correctional facility to community supervision 
after serving all or part of his or her sentence. Both probationers 

and parolees are subject to re-incarceration if they violate the 
terms of probation or parole. In 2009, there were 4.2 million 
U.S. men and women under federal, state, or local probation 
and 819,308 on parole (U.S. Census Bureau, 2013i).

The dual process of incarceration and reentry has been cited 
as a public health opportunity. Reentry provides opportunities 
for addressing health care and other issues and preventing re-
incarceration. Unfortunately, little planning may be initiated 
toward meeting inmates’ reentry needs. The Second Chance 
Act, enacted in 2008, was designed to assist released inmates 
in the transition from jail or prison into the community and 
to prevent rearrest and incarceration. The act provides fund-
ing at federal, state, and local levels for a variety of reentry pro-
grams as well as research on reentry needs and strategies that 
support successful reentry (Bureau of Justice Assistance, 2013). 
 Unfortunately, organized reentry programs are few and may 
not be available to the majority of inmates released from jails 
or prisons. A National Academies report found that less than 
10% of released prisoners receive reentry planning services 
(Smith et al., 2013).

Reentry, in the correctional context, is the process of leav-
ing jail or prison and being reintegrated into the larger society. 
Two challenges inherent in reentry are protecting the public 
and promoting effective reintegration into the community. 

TABLe 24-3  Foci and Related Strategies for Resolving existing Health Problems in 
Correctional Populations

Focus Related Strategies

Screening

•	Screening	for	communicable	diseases
•	Tuberculosis
•	HIV	infection
•	Hepatitis	B
•	Sexually	transmitted	diseases

•	Routine	screening	for	chronic	conditions
•	Asthma,	hypertension,	obesity,	seizure	disorder
•	Mammography
•	Papanicolaou	smear
•	Colorectal	cancer

•	Provision	of	specialized	screening	services	for	inmates	at	risk	(e.g.,	diabetes)
•	Screening	for	suicide	risk
•	Screening	for	pregnancy
•	Screening	for	mental	illness	and	substance	abuse
•	Screening	for	treatment	motivation
•	Advocacy	for	availability	of	routine	and	specialized	screening	services

Diagnosis and treatment

•	Provision	of	diagnostic	services	relevant	to	inmate	needs
•	Treatment	of	existing	acute	and	chronic	conditions
•	Education	for	self-management	of	chronic	conditions
•	Treatment	of	mental	illness	and	substance	abuse
•	Methadone	maintenance	for	opiate	users
•	Emergency	care	for	accidental	and	intentional	injuries
•	Treatment	of	sleep	disorders
•	Treatment	of	violent	and	agitated	inmates
•	Treatment	of	inmates	with	dementia
•	Care	for	psychiatric	emergencies
•	Emergency	care	in	the	event	of	a	disaster
•	Advocacy	for	effective	and	available	diagnostic	and	treatment	services	in	correctional	settings
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Reentry also poses risks for the spread of communicable 
 diseases within the general population if infected inmates have 
not been effectively treated.

Released inmates often have limited job skills and social 
support networks, so many of them have difficulty reintegrat-
ing into the larger community. For example, half of released 
inmates lack a high school diploma, and more than half have 
been fired from a prior job. Prior to incarceration, many sup-
ported themselves with income from illegal activities (Urban 
Institute, 2014). For these reasons, released inmates may have 
difficulty finding employment and housing due to the stigma 
attached to incarceration (Bonnie et al., 2012). At the same 
time, the social capital or infrastructure of communities that 
reabsorb large numbers of released inmates are often stretched 
beyond their capacity (Underwood, 2011). Given the lack of 
support services, resources, and opportunities for legitimate 
employment, many released inmates return to criminal ac-
tivities. An estimated two thirds of inmates released in any 
given year will be rearrested within 3 years of release (Bureau 
of Justice Assistance, 2013). Effective reentry planning and 
support following release can help to prevent rearrest and 
incarceration.

Reentry planning begins with the development of systematic 
discharge protocols to be used with all inmates to be released 
from a correctional setting. Such protocols should be devel-
oped with input from the communities to which inmates will 
be released. Population health nurses can be active advocates 
for reentry planning for all inmates. They can also advocate 
community involvement in the development of reentry plan-
ning protocols and in designing community infrastructures to 
support reentry.

Planning considerations related to individual inmates are 
based on an individualized needs assessment and include is-
sues related to health care and social and financial needs. As 
many as 80% of persons released from correctional facilities 
have ongoing physical or mental health conditions that require 
long-term management (Wang et al., 2012). These clients need 
copies of their medical records, a sufficient supply of medica-
tions, referrals (and possibly actual appointments) for physical 
and mental health services in the community, and assistance 
with health insurance coverage. This may mean advocacy on 
the part of population health nurses to get Medicaid, Medicare, 
or Veteran’s Administration benefits reinstated, or assisting 
inmates to find low-cost health care services. Advocacy may 
also be required to ensure that inmates have a sufficient sup-
ply of necessary medications until they can find employment 
and purchase medications on their own. This is particularly 
important for inmates who are receiving long-term therapy for 
HIV/AIDS or TB. Population health nurses may also need to 
advocate for continuing therapy for mental illness or substance 
abuse or for hormonal therapy for transgender individuals 
(NCCHC, 2009b). Released women prisoners may also need 
contraceptive assistance, particularly former narcotics abus-
ers for whom cessation of use may result in increased fertility 
(Smith et al., 2013).

There is a particular need for effective communication 
 between the correctional system and community health agen-
cies. Too often, inmates are discharged with ongoing health 
needs (e.g., HIV/AIDS or TB treatment) without local health 
authorities being notified. In addition to making referrals and 
links to community services, population health nurses in cor-
rectional settings should also develop systems for monitoring 
service continuation and its effects on inmate health status.

Reentry planning should also address a variety of social and 
financial needs of released inmates. For example, many in-
mates have alienated family members and may not be able to 
find shelter with their families. In this case, population health 
nurses may need to assist in arranging housing for former in-
mates. Referrals may also be needed for employment assistance 
or job training. Unfortunately, federal spending on employ-
ment training in correctional settings has been drastically re-
duced in recent years, and a third of inmates in one large study 
would have liked to receive programs that were not available 
to them in correctional facilities. However, in-prison job train-
ing, holding a job while incarcerated, and earning a GED while 
incarcerated have been linked with successful employment on 
release (Urban Institute, 2014). Population health nurses may 
need to advocate at the societal level for job training programs 
for inmates and others with low levels of employability. They 
may also need to advocate for relaxation of restrictions on fi-
nancial and other assistance benefits for people who have been 
incarcerated.

For some inmates, reentry planning may entail assistance 
with family reintegration. Population health nurses may assist 
families to deal with concerns about bringing a released inmate 
back into the family constellation, particularly if the inmate 
was incarcerated for a crime involving family violence. There 
are also some instances in which inmates should not return to 
families if their presence may put family members at risk of 
harm.

Specific programs have been found to promote effective 
reentry and prevent recidivism. For example, reentry housing 
units help ease the transition to the community for juvenile 
offenders. They have also been found to forestall attempts by 
other inmates to prevent early release by involving soon-to-be  
released adolescents in fights or other infractions. Such pro-
grams, which involve moving to special housing units 4 to  
6 weeks prior to release, allow adolescents to develop healthy 
relationships with adult staff, address anxiety about release, 
and engage in prerelease employment activities (Maynard 
& Alston, 2011). Similarly, a holistic aftercare program for 
women drug abusers has been successful in preventing relapse, 
with participants being significantly less likely to return to jail 
within a year after release (Matheson et al., 2011).

End-of-life care. End-of-life care for inmates with terminal ill-
nesses may be similar to that on the outside. For example, popu-
lation health nurses may need to discuss advance directives with 
inmates and help those who wish to execute advance direc-
tives. Nurses may also need to advocate adherence to  advance 
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 directives when they have been executed by an inmate. In 
 addition to discussing advance directives with inmates, correc-
tional health care personnel need to develop policies  regarding 
the timing of advance directives, communicating information 
about advance directives when inmates are transferred to out-
side hospitals or hospice settings, and addressing effective pain 
control for seriously ill inmates.

Just as in the general population, referral for hospice care 
may be appropriate for terminally ill inmates. Some correc-
tional facilities have in-house hospice units, and others may 
transfer inmates to community hospices when there is no se-
curity risk to the public. Whether in a hospice setting, in an 
infirmary, or in the general correctional population, terminally 
ill inmates are likely to need assistance in setting their affairs in 
order. For some inmates, there may also be a need to reconcile 
with family members. Population health nurses can be instru-
mental in facilitating these end-of-life activities. For example, 
they may advocate with family members for reconciliation or 
assist inmates to obtain legal assistance in settling any assets 
the inmates may have on their heirs. Symptom control and pal-
liative care are also important aspects of end-of-life care in cor-
rectional settings.

There are also two unique aspects to end-of-life care that 
need to be addressed in correctional settings. The first is the 
concept of “compassionate release” or “medical parole.” 

Compassionate release is the release of a seriously ill or 
 disabled inmate back into the community to receive needed 
health care services from community agencies and, often, to 
permit time with family members. Compassionate release is 
most often used for terminally ill inmates; however, the Federal 
Bureau of Prisons also makes provisions for compassionate 
release for elderly inmates, death or incapacitation of a fam-
ily caregiver of an inmate’s child, or incapacitation of a spouse 
or registered partner of an inmate. In all instances, inmates 
granted compassionate release should be judged as not pos-
ing a threat to the safety of the community (U.S. Department 
of Justice, 2013). Similar provisions may exist in state and lo-
cal jurisdictions as well. As noted in Table 24-4•, population 
health nursing advocacy may be required to initiate or support 
a compassionate release decision. In addition to advocating for 
compassionate release when appropriate, community health 
nurses will assist with arranging for follow-up care after release.

The second unique aspect of end-of-life care in correctional 
settings relates to inmates who have been sentenced to death. 
These inmates have the same needs for psychological end-of-
life care as those with terminal illnesses, but their care is often 
complicated by feelings of hopelessness and attendant security 
measures (e.g., the use of handcuffs and shackles and constant 
supervision). Aspects of health restoration and end-of-life care 
in correctional settings are summarized in Table 24-4.

TABLe 24-4 Health Restoration and end-of-life Strategies for Correctional Populations

Focus Related Activities

Long-term care planning

•	Transfer	to	appropriate	facility	as	needed
•	Provision	of	“home	care”	in	general	population
•	Use	of	assistive	devices	as	needed
•	Continued	monitoring	of	the	status	of	chronic	conditions
•	Monitoring	treatment	compliance
•	Monitoring	for	adverse	effects	of	treatment
•	Provision	of	support	in	dealing	with	long-term	consequences	of	chronic	illness
•	Advocacy	for	effective	long-term	care	service	availability

Reentry

•	Development	of	systematic	discharge	protocols
•	Development	of	individual	discharge	plans
•	Provision	for	continuity	of	health	care
•	Arrangement	for	a	supply	of	necessary	medications	on	discharge
•	Arrangement	for	health	insurance	coverage
•	Provision	for	housing	and	financial	assistance	needs
•	Assistance	with	job	training	and	employment	as	needed
•	Assistance	with	family	reintegration	as	needed
•	Coordination	of	community	health	care	and	correctional	activities
•	Advocacy	for	effective	prerelease	planning	for	all	inmates
•	Advocacy	for	development	of	community	infrastructure	to	support	reentry
•	Advocacy	for	civil	rights	of	released	inmates

End-of-life care

•	Development	of	advance	directives	as	desired	by	inmates
•	Symptom	control	and	palliative	care
•	Advocacy	for	compassionate	release	and	arrangement	for	follow-up	care
•	Advocacy	for	adherence	to	advance	directives	by	personnel
•	Provision	of	emotional	and	spiritual	support	to	inmates	and	significant	others
•	Referral	to	hospice	care
•	Assistance	with	setting	life	in	order
•	Assistance	with	family	reconciliation	as	needed
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Evaluating Health Care for 
Correctional Populations
The principles that guide the evaluation of health care in 
 correctional settings are the same as those applied in other set-
tings. The nurse evaluates the outcomes of care for individual 

clients in light of identified goals. Correctional nurses may 
also be involved in evaluating health outcomes for groups of 
inmates or for the entire facility population, including staff. 
In addition, the nurse examines processes of care and makes 
recommendations for improvements in terms of quality, effi-
ciency, and cost-effectiveness.

Correctional facilities present a useful setting in which popu-
lation health nurses can engage in health-promotive and 
 illness-preventive activities with clients who may have little 
knowledge of these activities. Clients in correctional settings 
may be less motivated than those in other settings, but can  realize 

substantial health benefits through the efforts of population 
health nurses during incarceration and in promoting follow-up 
on release. Population health nursing efforts in correctional set-
tings also help to prevent the flow of health problems back into 
the larger population, thereby benefiting society as a whole.

CHAPTeR ReCAP

You are the correctional nurse responsible for sick call. So far 
today you have seen eight inmates with fever and severe up-
per respiratory symptoms; your diagnosis is influenza infection 
which has been prevalent in the surrounding community for the 
last several weeks. Several of the inmates seen describe other in-
mates housed in their cell block with similar symptoms. Further 
checking reveals that three guards from the affected cell blocks 
came to work earlier in the week with symptoms of influenza, 
but all three went home sick when their symptoms worsened.

The affected inmates are from two cell blocks that house 
30 inmates each. The inmates from these two cell blocks share a 
communal dining facility not used by other cell blocks. Inmates 
at high risk for complications of influenza received influenza 

vaccine, but other inmates in the facility did not due to a lack 
of available vaccine. One of the infected inmates was recently 
transferred from another facility and is severely immunocom-
promised due to HIV infection. He did not receive immuni-
zation at a prior facility despite his health status. The facility 
infirmary is staffed round the clock, but only has a capacity of 
four beds.
1. What are the biological, psychological, environmental, so-

ciocultural, behavioral, and health system factors operating 
in this situation?

2. What actions would you take related to illness prevention, 
resolution of health problems, and health restoration in this 
situation? Why?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe ways in which disaster events may vary.

 2. Describe the elements of a disaster.

 3. Describe two aspects of disaster-related assessment.

 4. Identify biological, psychological, environmental, sociocultural, behavioral, and health system 
considerations to be assessed in relation to a disaster.

 5. Describe two aspects of health promotion related to disasters.

 6. Discuss foci in prevention related to disaster events.

 7. Identify the component elements of an effective disaster response plan.

 8. Analyze the role of community health nurses with respect to health promotion, prevention, 
response, and health restoration or recovery related to disaster situations.

Care of Populations Affected  
by Disaster25
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Responding to the San Francisco Earthquake

Early on an April morning in 1906, San Francisco experienced an 8.25-magnitude earthquake 
that caused massive fires. More than 3,000 people died, and 28,000 buildings burned. Half of 
the city’s population was homeless, and more than 225,000 people were injured. Because the 
 Central Emergency Hospital had been destroyed, nurses hastened to tent hospitals, which were 
being established all over the city including in Golden Gate Park, Ft. Mason, and the grounds of 
the  Presidio. At one point, one of the makeshift hospitals was threatened by uncontrolled fires and 
more than 350 patients were evacuated to safer locations. Later, one of those locations was threat-
ened by fire, but the fire was diverted before it reached the site.

Physicians who had been attending the California Medical Convention in the city also volun-
teered their services. Personal accounts described volunteers raiding local pharmacies for needed 
supplies. Some of the health care volunteers worked 7 days and nights with little rest. Although 
later accounts by nurses indicated a relatively well-organized response, particularly in the light of 
the lack of advance planning, they also described the tendency of “charity workers” to “pauper-
ize a self-respecting community” treating displaced citizens as if they were dependent paupers. 
Chinese survivors were also badly treated by outside volunteers and local citizens. Despite these 
blots on the record, the nurses engaged in heroic work. As one of them later noted, if “continuity 
of life is dependent upon adaptability to the environment, we possessed that qualification in a high 
degree” (Lucy Fisher, as quoted in Wall & Kelly, 2011, p. 51).
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ow Promoting Disaster Preparedness

Disaster preparedness can save lives as well as minimize physical damage. Each year, the  American 
Public Health Association (APHA) sponsors a “Get Ready Day” when local chapters engage in 
advocacy activities to promote emergency preparedness in their own communities.  Preparedness 
initiatives range from development of personal/family readiness kits including the “big six” items 
identified by the American Red Cross (bottled water, nonperishable food, a battery-operated or 
hand-cranked radio, flashlights with extra batteries, medications and first aid supplies, and impor-
tant documents) (Kukaswadia, 2013) to holding preparedness fairs in schools or other community 
sites to working with grocers to promote stockpiling of nonperishable foods among their customers. 
Less labor-intensive initiatives include sharing “Get Ready Day” information with others on your 
Facebook or Twitter page or with people at school or work (APHA, 2014). For information on plan-
ning “Get Ready” activities for your community, see the External Resources section of the student 
resources site.

Every day, a disaster occurs somewhere in the world 
(Baack & Alfred, 2013). In the last two decades, 
worldwide disasters cost $629 billion (Bosher & 
Dainty, 2011), and from 2000 to 2012, disasters af-

fected 2.9 billion people and caused 1.2 million deaths through-
out the world. In 2012 alone, disaster damage costs were more 
$138 billion (United Nations Office for Disaster Risk Reduction 
[UNODRR], 2013). In the United States, an average of 50 feder-
ally declared disasters occurred each year from 1980 to 2011 with 
a peak of 99 disasters in 1999 alone (Veenema & Woolsey, 2013).

Defining and Categorizing 
Disasters
A disaster is a destructive event that interferes with normal 
everyday function, the consequences of which cannot be ef-
fectively managed by the population experiencing it (Veenema 
& Woolsey, 2013). This definition highlights the difference be-
tween an emergency and a disaster. An emergency is a sud-
den event with serious adverse consequences that requires an 
immediate response but lies within the capabilities of those 
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affected. A house fire, for example, is an emergency. A disaster, 
on the other hand, cannot be addressed with usual procedures 
and requires assistance beyond the ordinary. The wildfire that 
destroyed more than 300 homes and caused 16 deaths in San 
Diego in 2003 is an example of a fire-related disaster.

The Center for Research on the Epidemiology of Disasters 
(CRED) maintains a database of disasters that occur through-
out the world. Four criteria are used to define disasters for in-
clusion in the database. These criteria include: (a) more than 
10 deaths, (b) more than 100 people affected, (c) declaration of 
a state of emergency, and (d) a call for international assistance 
(CRED, 2009b). Based on the final criteria, the majority of U.S. 
disasters would not meet the definition since the bulk of them 
are handled without assistance from abroad.

Disasters are classified into two broad categories: natural 
and man-made or human-generated. Natural disasters are 
destructive events arising from natural forces, such as severe 
weather patterns; epidemics of human, plant, or animal dis-
eases; or insect infestations (Baack & Alfred, 2013). Human-
generated disasters, on the other hand, are catastrophic events 
arising from human actions, either intentional or uninten-
tional, that cause significant damage to people, the environ-
ment, or property (Baack & Alfred, 2013). Both categories can 
result in a health care disaster, which is an event that over-
whelms health care resources (Veenema & Woolsey, 2013).

These general categories can be further classified into several 
subcategories. For example, human-generated disasters may be 
complex emergencies, technological disasters, or synergistic disas-
ters. Complex emergencies are situations that cause  numerous 
casualties and numerous other adverse events (e.g., starvation, 
displacement) and populations exposed to war, political con-
flict or civil unrest (Veenema & Woolsey, 2013). Technological 
disasters are events caused by major transportation accidents, 
industrial accidents, unplanned nuclear energy release, fires, ex-
plosions, or releases of hazardous substances that have direct or 
indirect adverse effects on large numbers of people (Veenema & 
Woolsey, 2013). Synergistic disasters, also called NA-TECH di-
sasters, are a combination of natural and technological disasters.

The Centers for Disease Control and Prevention (CDC, 
2014c) categorizes disasters as (a) natural disasters and severe 
weather, (b) bioterrorism, (c) chemical emergencies, (d) mass 
casualties, and (e) radiation emergencies. Natural disasters and 
severe weather are definitely not human-generated, whereas 
bioterrorism results from intentional human actions. Chemical 
and radiation emergencies and mass casualty events (e.g., the 
collapse of a building or an explosion) may be either intention-
ally caused or unintentional.

Natural disasters can be further broken down into geo-
physical, meteorological, hydrological, climatological, and 
biological disasters (CRED, 2009a). Geophysical disasters are 
those resulting from movements within the earth and include 
earthquakes and resultant tsunamis, volcanic eruptions, rock 
falls, avalanches, landslides, and subsidence. Meteorological 
disasters include severe winter weather, severe thunderstorms, 

hurricanes, tornadoes, cyclones, severe sandstorms, and tropi-
cal storms. Hydrological disasters include floods and wet land 
mass movements, such as mud slides. Climatologic disas-
ters include extreme temperatures due to heat or cold waves, 
drought, and wildfires. Finally, biological disasters result from 
epidemics of disease in people, plants, or animals (CDC, 2014d, 
CRED, 2009a). Epidemics that affect major segments of the 
world are called pandemics. 

CDC distinguishes among a number of different types of 
chemical emergencies including biotoxins, blister agents, blood 
agents, caustics, choking/lung/pulmonary agents, incapacitat-
ing agents, long-acting anticoagulants, and metals.  Additional 
chemical agents include nerve agents, organic solvents, riot 
control agents, toxic alcohols, and vomiting agents (CDC, 
2014b). Table 25-1• summarizes the various types of natural 
and chemical disasters.

War and civil conflict and terrorism are specific forms of 
human-generated disasters that occur with increasing fre-
quency throughout the world. War and civil conflict are usu-
ally long-term events that have a singular capacity to destroy 
societal infrastructures leading to significant suffering among 
those affected (Burkle, 2013). War is defined as widespread 
conflict between groups of people, often motivated by religious 
or political differences or socioeconomic factors.

War and civil conflict result in a number of adverse effects 
for populations in addition to the numbers of people killed and 
injured. Some of these effects include destruction of a popu-
lation’s economic structure, food and water systems,  electrical 
power sources, and transportation and communication sys-
tems. Other effects include famine, poor health, and violation 
of human rights. In large part, these effects are due to the diver-
sion of resources from meeting population needs to supporting 
a war effort (Klare, Levy, & Sidel, 2011). A further significant 
effect lies in the displacement of large numbers of people. Dis-
placed persons may include those who move from one area of 

Some parts of the world experience frequent earthquakes that 
result in widespread devastation. (lapas77/Fotolia)
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a country to another to avoid the effects of civil unrest. These 
people are known as internally displaced persons (IDPs). Ref-
ugees are another category of displaced persons. A refugee was 
defined by the 1951 United Nations Convention Relating to the 
Status of Refugees as a person who “owing to a well-founded 
fear of being persecuted for reasons of race, religion, national-
ity, membership of a particular social group, or political opin-
ion, is outside the country of his nationality and is unable to, 
or owing to such fear, is unwilling to avail himself of the pro-
tection of that country” (quoted in United Nations High Com-
missioner for Refugees [UNHCR], 2012, p. 4).

Other categories of displaced persons include asylum seek-
ers and stateless people. Asylum seekers consider themselves 
refugees fleeing persecution, but their claim has not yet been 
accepted by the country in which they are seeking asylum. 
Stateless people are those who are not considered to be na-
tionals of any country or who may be outside the protection 
of their country of residence (UNHCR, 2012). In 2012, 14 
 million refugees, 15.4 million IDPs, more than 850,000 asylum 
seekers, and 3.4 million stateless people were of concern to the 
UNHCR with respect to protection of human safety and rights. 
An  additional 3.7 million people who had returned to their 

homelands were also of concern. The plight of these displaced 
populations is more challenging than ever because of restricted 
access to countries of relocation following the  September 
11, 2001, bombing of the World Trade Center and the U.S. 
 Pentagon (UNHCR, 2012).

War and civil conflict can have devastating consequences 
for those affected. For example, Iraq, which has experienced 
almost continuous periods of war from 1980 to the present 
has suffered worker shortages and skill-set imbalances, unre-
liable supply distribution, unstable leadership, and land deg-
radation. Other effects have included destruction of much of 
the water supply system and industrial contamination of the 
Tigres and Euphrates rivers with consequent increases in wa-
terborne diseases and toxic chemical exposures. Sanctions 
resulting from the Gulf war have led to decreased food impor-
tation and availability (Zolnikov, 2013). A March 2013 news 
report estimated that the war in Iraq resulted in an estimated 
116,900 civilian fatalities as well the deaths of 4,487 U.S. and 
197 British troops (Blair, 2013). Similarly, Somali refugees flee-
ing to Kenya experienced high mortality rates prior to depar-
ture (primarily due to malnutrition), during their journey to 
safety, and after arrival in Kenyan refugee camps (Spiegel et al., 

TAbLE 25-1 Types and Examples of Natural Disasters and Chemical Emergencies

Types of Natural Disasters Examples

Biological: Disasters caused by exposure of living organisms to  
pathogenic microorganisms

Epidemics of human, animal, or plant diseases

Climatological: Disasters resulting from extreme changes in climate Heat wave, cold wave, drought, wildfire
Geophysical: Disaster events originating from solid earth movements Earthquake, tsunami, volcanic eruption, rock fall, avalanche, landslide, 

subsidence
Hydrological: Disasters related to deviations in the normal water  
cycle or overflow of bodies of water

Floods, mudslides

Meteorological: Disasters due to severe weather conditions Severe winter storms, blizzards, severe thunderstorms, sandstorms, 
 hurricanes, tornados, cyclones, tropical storms

Types of Chemical Emergencies Examples

Biotoxins Digitalis, nicotine, ricin
Blister agents/vesicants Mustards, chlorasine
Blood agents Arsine, carbon monoxide, cyanide
Caustics (acids) Hydrofluoric acid, hydrogen chloride
Choking/lung/pulmonary agents Ammonia, bromine, chlorine, phosphine
Incapacitating agents Fentanyls and other opioids
Long-acting anticoagulants Super warfarin
Metals Arsenic, mercury, thallium
Nerve agents Sarin
Organic solvents Benzene
Riot control agents Tear gas
Toxic alcohols Ethylene glycol
Vomiting agents Adamsite

Data from: Centers for Disease Control and Prevention. (2014b). Chemical categories. Retrieved from http://emergency.cdc.gov/agent/agentlistchem-category.asp; Centers 
for Disease Control and Prevention. (2014d). Natural disasters and severe weather. Retrieved from http://emergency.cdc.gov/disasters/
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2011). In addition, repeated civil wars in Sudan have resulted 
in hundreds of deaths. Even after South Sudan declared its in-
dependence from Sudan, hundreds of thousands have fled the 
country or become internally displaced due to continued fight-
ing (South Sudan Profile, 2014). Among Sudanese refugees in 
one camp, crowded living conditions and lack of sanitation re-
sulted in more than 5,000 cases of hepatitis E with high case 
fatality rates, particularly among pregnant women (Thomson 
et al., 2012).

Terrorism is a growing concern and source of disasters 
throughout the world. Although there is no commonly ac-
cepted definition of terrorism, most definitions include the 
targeting of civilian populations and the intention of creating 
fear and social disruption. Some definitions also include a pur-
pose of achieving change in policies or practices. The People’s 
Health Movement, Medact, and Global Equity Gauge Alliance 
(2008) indicated a need for a comprehensive definition of ter-
rorism that encompasses four elements:

•	 Actual	or	threatened	violence,	particularly	targeted	at	civil-
ians, to create fear

•	 Perpetration	by	state	or	non-state	individuals	or	organizations
•	 Occurrence	within	or	across	national	boundaries
•	 Perpetration	during	war,	peace,	and	periods	of	internal	or	

civil conflict

The following definition has been recommended: “politi-
cally motivated violence or the threat of violence particularly 
against civilians, with the intent to instil (sic) fear, whether con-
ducted by nation-states, individuals, or sub-national groups” 
(People’s Health Movement et al., 2008, p. 114).

Terrorism is defined in the U.S. Code of Federal  Regulations 
as “the unlawful use of force and violence against persons or 
property to intimidate or coerce a government, the civilian 
population, or any segment thereof, in the furtherance of politi-
cal or social objectives” (Federal Bureau of Investigation, 2005). 
Bioterrorism is “the intentional release of viruses, bacteria, or 
other germs that can sicken or kill people, livestock, or crops” 
(CDC, 2014a). Potential agents for bioterrorism are classified 
as category A, B, or C on the basis of the ease of spread of dis-
ease and the anticipated severity of effects. Category A includes 
organisms or toxins that pose the greatest risk to public health 
and national security based on their ease of transmission, high 
death rates and potential for major public health impact, abil-
ity to cause panic and social disruption, and requirements for 
specific public health preparedness activity. Examples of cat-
egory A agents include anthrax, botulism, plague, smallpox, 
tularemia, viral hemorrhagic fevers (e.g., Ebola and Marburg 
viruses), and arenaviruses (CDC, n.d.).

Category B agents are moderately easily spread, result in 
moderate illness and low death rates, and may require spe-
cific enhancement of laboratory and disease surveillance and 
monitoring systems. Examples include brucellosis; food safety 
threats, such as salmonella, E. coli, and shigella species; psit-
tacosis; Q fever; ricin toxin; staphylococcal enterotoxin B; 
 typhus fever; viral encephalitis; and water safety threats, such 

as  cholera and cryptosporidium. Category C agents include 
emerging pathogens that could be engineered for mass dis-
semination in the future due to their easy availability, ease of 
production and transmission, and the potential for high mor-
bidity and mortality and severe health impact. Examples might 
include nipah virus and hantavirus (CDC, n.d.).

Disaster Trends
Disasters seem to be occurring with greater frequency than 
ever before. In part, this may be due to more extensive news 
coverage of catastrophic events around the world. It is clear, 
however, that disasters are having more horrendous effects 
than in the past. For example, between 2000 and 2012, di-
sasters affected 2.9 billion people, caused 1.2 million deaths, 
and resulted in $1.7 trillion in damage (UNODRR, 2013). In 
2012 alone, natural disasters resulted in $1 trillion in damage 
in Asia, $800 billion in the Americas, more than $200 billion 
in Europe, and significantly less in Africa. Most damage in 
the Americas was due to storms, with earthquakes causing 
the most damage in Asia. The 2011 earthquake in  Honshu, 
 Japan, for example, was the most expensive disaster in 
terms of damages since 1975 followed by hurricane Katrina 
in 2005, the Wenchuan earthquake in China in 2008, and 
the 1995 Kobe earthquake in  Japan (CRED, 2014a). Africa 
 suffered minimal physical damage because the built environ-
ment is considerably less well developed than in other parts 
of the world.

Mortality due to disasters decreased significantly for bio-
logical disasters from 1900 to 2012, primarily due to the advent 
of antimicrobial therapies. Deaths from other types of natural 
disasters have generally declined in the same period, with pe-
riodic peaks. The exception is geophysical disasters for which 
mortality has increased due to increased population density 
in areas subject to such events. Conversely, the numbers of 
people affected by disasters from 1900 to 2012 has increased 

Hydrological disasters may result in severe flooding and 
population displacement. (Fotonazario/Fotolia)
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for all types of natural disasters except for biological disasters, 
with the greatest number affected by hydrological disasters, 
again because of increased population density in areas prone to 
flooding (CRED, 2014a). 

With respect to technological disasters from 1900 to 2012, 
the number of disasters peaked at more than 350 events in 
2000 and then again in 2006, with approximately 160 techno-
logical disasters occurring in 2012. The greatest extent of dam-
ages occurred in the Americas ($25 billion), primarily due to 
fires, with the second-highest damages seen in Europe ($13.5 
 billion), mostly related to flooding. Two major oil spills caused 
significant damage in 2010 and 2012. Transportation inci-
dents comprised a significant portion of technological disas-
ters and their frequency has been increasing over the last two 
decades. Overall deaths due to technological disasters, on the 
other hand, have declined from more than 12,000 in 2002 to 
about 6,000 in 2012. Unlike other parts of the world, however, 
deaths related to technological disasters show increasing trends 
in Africa and Asia, possibly due to lack of effective building 

codes and other regulatory measures. Similarly, the number of 
people affected by disasters has declined from a peak of more 
than 1 million in 1981 to somewhat over 3,000 in 2012 (CRED, 
2014b). 

In the United States, from 2003 to 2013, CDC’s Emergency 
Operations Center (EOC) implemented a full Emergency 
 Management Plan 55 times in response to disease outbreaks, 
natural disasters, national security events, and man-made di-
sasters. Another 109 events required CDC support but did not 
necessitate full EOC activation (Leidel, Groseclose, Burney, 
Navin, & Wooster, 2013).

Worldwide, terrorist activities have declined somewhat in 
the last few years. U.S. Department of State statistics include 
10,283 incidents of terrorism in 2011, down slightly from 
14,415 in 2007. Declines in attacks resulting in at least one 
death, injury, or kidnapping have decreased even further drop-
ping from 11,085 incidents in 2007 to 7,453 in 2011, and the 
number of attacks resulting in the death of 10 or more people 
declined from 353 to 193 in the same time period.  Overall, 
the number of people killed as a result of terrorist activity 
has decreased by almost half from 22,720 to 12,533 (National 
 Counterterrorism Center, 2012).

Although terrorist attacks occurred in more than 70 coun-
tries, approximately three fourths of them took place in the 
Near East and South Asia. Approximately two thirds (64%) 
of all attacks occurred in three countries, Afghanistan, Iraq, 
and Pakistan. Terrorist attacks increased by nearly 40% from 
2010 to 2011, mostly related to the activities of the Revolution-
ary Armed Forces of Columbia. The majority of attacks (80%) 
in 2011 involved armed attacks and bombings, with suicide 
bombings accounting for 21% of terrorism-related deaths. 
Half of those deaths occurred among civilians (National 
 Counterterrorism Center, 2012). Table 25-2• provides infor-
mation on some recent disaster events.

The increasing severity of disaster effects is due to a num-
ber of societal changes. Human populations are more densely 
concentrated and increasingly found in areas with high disaster 
potential (Landesman, 2011). Global climate changes are also 
altering weather patterns, creating more severe storms with re-
sulting damage. In addition, technological advances increase 
the potential for human-generated disasters such as toxic leaks, 
transportation disasters, and massive electrical power outages. 
Finally, recent events have demonstrated the willingness of 
some radical groups to engineer massive disasters to achieve 
their political goals through terrorism.

Characteristics of Disasters
Disasters vary with respect to a number of characteristics, in-
cluding their frequency, predictability, preventability, immi-
nence, and duration. Disasters also vary in terms of the extent 
of their effects. Some disasters occur relatively frequently in 
certain parts of the world. Consequently, people in those areas 
have some knowledge of what to expect and what can be done 
to minimize the effects of the event. For example, earthquakes 

Wildfires can spread rapidly resulting in extensive property 
damage and loss of life. (Gemenacom/Fotolia) 
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occur periodically in California, and residents in earthquake-
prone areas are encouraged to be prepared in the event of a 
large quake. Similarly, hurricanes and other severe storms are 
frequently experienced during certain seasons in other parts of 
the country.

Some disaster events are predictable. In general, the prob-
ability of destructive tornadoes increases from April through 
June in the United States. Similarly, many rivers are known to 
flood periodically with heavy spring rains. Severe blizzards can 
also be predicted, allowing people to stockpile food supplies, 
medications, or fuel for heating in case they are isolated by the 
storm. Other events, such as a plane crash, a fire in a chemical 
plant, or a terrorist attack are not predictable. 

Some types of disasters are more easily prevented than 
others. For example, periodic flooding can be prevented by 
rerouting waterways or by building dams. Others, such as 
earthquakes and severe winter storms, cannot be controlled 
or prevented. Increased security measures are one attempt to 
prevent disasters resulting from terrorist activities, but their 
 effectiveness remains to be seen.

Disasters also vary with respect to their imminence in terms 
of their speed of onset and may have a period of forewarning 
before striking. Some disasters provide evidence of their im-
minent occurrence and allow time for preparation prior to 
impact. For example, blizzards, hurricanes, and other severe 
storms can be tracked and their probable path determined. 

People along that path usually have sufficient warning to take 
preventive actions that minimize the potential for death and 
destruction. Other disasters such as fires and explosions occur 
instantaneously, with no prior warning. Catastrophic disasters 
tend to have a rapid onset, whereas pervasive disasters, such 
as drought or famine have a more gradual onset (Institute of 
Medicine, 2013). In some cases, the disaster event itself is of 

TAbLE 25-2 Recent Disaster Events

Date Event/Locale Category Effects

January, 2010 Earthquake in Haiti Natural: Geophysical 222,570 deaths
300,000 injuries

July–August, 2010 Flooding in Pakistan Natural: Hydrological 18 million people affected, 1,700 
deaths, 1.9 million homes dam-
aged or destroyed, 10 million 
people without shelter

October, 2010 Cholera epidemic in Haiti and the 
Dominican Republic

Natural: Biological 121,518 cases, 63,711 hospital-
izations, 2,491 deaths

April, 2011 351 tornadoes in Alabama, 
 Arkansas, Georgia, Mississippi, 
and Tennessee

Natural: Meteorological 338 deaths

May, 2011 Tornado in Joplin, Missouri Natural: Meteorological 159 deaths, 1,000 injuries, fatal 
fungal infections due to soft tissue 
injuries

October, 2012 Hurricane Sandy, eastern United 
States

Natural: Meteorological 117 deaths, 7 to 8 million people 
without power, 20,000 people in 
shelters

April, 2013 Boston marathon bombing Terrorism 3 deaths, 260 injured

Data from: Benedict, K., Adebanjo, T., Harris, J., Lockhart, S., Peterson, J., McClinton, S., . . . Lo, Y.-C. (2011). Fatal fungal soft-tissue infections after a tornado—
Joplin, Missouri, 2011. Morbidity and Mortality Weekly Report, 60, 992; Casey-Lockyer, M., Donald, C. M., Moulder, J., Aderhold, D. Harris, D., Woodall, G., . . . Chin, 
C. (2013). Tornado-related fatalities—Five states, southeastern United States, April 25–28, 2011. Morbidity and Mortality Weekly Report, 62, 529–533; Casey-Lockyer, 
M., Heick., R. J., Mertzlufft, C. E., Yard, E. E., Wolkin, A. F., Noe, R. S., . . . Murti, M. (2013). Deaths associated with hurricane Sandy—October–November 2012. 
Morbidity and Mortality Weekly Report, 62, 393–397; Hotz, G., Ginzburg, E., Wurm, G., DeGennaro, V., Andrews, D., Basaravaju, S., . . . Selent, M. (2011). Post-
earthquake injuries treated at a field hospital—Haiti, 2010. Morbidity and Mortality Weekly Report, 59, 1673–1677; Jenkins, P. H., Montejano, H. J., Broward, M.S., 
Abbassi, M. J., Crowley, M. S., O’Brien, M. G., . . . Merlo, E. (2010). Update on cholera—Haiti, Dominican Republic, and Florida, 2010. Morbidity and Mortality Weekly 
Report, 59, 1637–1641; Ray, M. (2013). Boston Marathon bombing of 2013. Retrieved from http://www.britannica.com/EBchecked/topic/1924021/Boston-Marathon-
bombing-of-2013; Sabatinelli, G., Kakar, S. R., Malik, M., Kazi, B. M., Khan, M. R., Aurakzai, J. K., . . . Shapar, C. (2012). Early warning disease surveillance after a 
flood emergency—Pakistan, 2010. Morbidity and Mortality Weekly Report, 61, 1002–1007.

Tornadoes are somewhat more predictable than other types of 
disasters allowing more time for preparation or evacuation.  
(Michael Ballard/Fotolia)
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short duration (Veenema & Woolsey, 2013), as in the case of 
an earthquake or a transportation disaster. At other times, the 
disaster event lasts some time. Examples of prolonged disasters 
are epidemics, famine, and war. Disasters such as hurricanes 
and blizzards have an intermediate duration.

Finally, disasters vary in terms of their impact and their de-
structive potential. Some disasters are fairly limited in scope, 
affecting a small geographic area or a relatively small number 
of people. For example, the effects of a mine cave-in are gener-
ally restricted to the area where the mine is located. The effects 
of war or famine, on the other hand, may be more far-reaching. 
For a particular organization, the extent of a disaster may be 
conceptualized as internal or external. External disasters do not 
affect the organization directly but tax its resources. For exam-
ple, an explosion at an industrial plant probably does not affect 
a local hospital directly, but caring for the injured will tax the 
hospitals resources. Internal disasters, on the other hand, result 
in disruption of organizational function due to loss of person-
nel or damage to the facility (Veenema & Woolsey, 2013). The 
extent of disaster effects will be discussed in more detail later in 
this chapter.

The Disaster Role of the Public 
Health System
Disasters are events that have significant effects on the health 
of the public. It is not surprising, then, that the public health 
system should play a major role in planning for and respond-
ing to a wide variety of disaster occurrences. Disaster-related 
public health responsibilities include the following:

•	 Preventing	and	responding	to	epidemics	and	the	spread	of	
disease

•	 Protecting	the	public	from	environmental	hazards
•	 Preventing	injury
•	 Promoting	healthy	behavior	and	mental	health
•	 Responding	to	actual	disaster	events	and	assisting	in	com-

munity recovery
•	 Ensuring	access	to	quality	health	services	in	the	event	of	a	

disaster (Reed, Veenema, & Rains, 2013)

These responsibilities might be executed in activities before, 
during, and after a disaster event. Before a disaster, members 
of the public health care system should be involved in identi-
fying disaster risks and particularly vulnerable populations. 
They should then educate those populations regarding di-
saster prevention and preparedness. In addition, they should 
cooperate with other agencies to develop plans to prevent di-
sasters when possible and to limit effects of disasters that can-
not be prevented. They can also assist in the identification of 
resources available for disaster response. This may include the 
recruitment and training of volunteer health professionals to 
deal with the potential health effects of a disaster. Finally, pub-
lic health professionals, including population health nurses, 
can advocate for and help develop public policies that reduce 

the potential for and effects of disasters (Landesman, 2011). 
For example, they might advocate for building codes that cre-
ate structures that will withstand major earthquakes, or brush 
removal ordinances in fire-prone areas.

During a disaster event, public health professionals will as-
sess and communicate information regarding health-related 
effects to relevant government agencies. They will also coor-
dinate the provision of needed emergency and routine health 
care immediately after the disaster. Other activities include ad-
vising and assisting in the prevention of injury and promotion 
of food and water safety, vector control, and control of com-
municable diseases. They may also be involved in inspecting 
shelter sites for health risks (Landesman, 2011).

Following a disaster, public health professionals would be 
involved in assuring that follow-up care is available to disas-
ter victims with continuing needs. They would also partici-
pate in a collaborative evaluation of the disaster response and 
subsequent redrafting of response plans for future disasters 
 (Landesman, 2011).

The public health system also has a similar role in respond-
ing to the health consequences of terrorist activities. Public 
health activities to prevent terrorism may include reducing 
access to biological agents. In addition, public health profes-
sionals should assure that a balance is maintained between ter-
rorism preparedness and addressing other public health issues 
and between preventing terrorism and protecting individual 
civil rights. Both of these latter responsibilities may require 
concerted advocacy initiatives on the part of public health pro-
fessionals, particularly population health nurses. Preparedness 
and prevention should not lead to inappropriate responses that 
infringe on civil rights or that draw resources from other im-
portant public health initiatives.

Elements of a Disaster Event
Disaster literature typically addresses three main elements of a 
disaster occurrence: the temporal element, the spatial element, 
and the role element. In this chapter, we will also address a 
fourth element, the effects element.

The Temporal Element:  
Stages of Disaster Response
Disaster experts characterize disasters as cyclic phenomena un-
folding in five stages: (a) the nondisaster or interdisaster stage, 
(b) the predisaster stage, (c) the impact stage, (d) the emer-
gency stage, and (e) the recovery stage. Other classifications 
of the stages of a disaster focus on the preimpact, impact, and 
postimpact stages (Veenema & Woolsey, 2013).

THE NONDiSASTER STAgE. The nondisaster stage, also 
referred to as the interdisaster phase, is the period of time be-
fore the threat of a disaster materializes. This period should be 
a time of planning and preparation. During this stage, commu-
nities should engage in such activities as identifying potential 
disaster risks and mapping their locations in the community. 
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Vulnerability assessment and capability inventory are other 
features of this stage in which the community assesses the 
potential consequences of disasters likely to occur within the 
community and its ability to cope with these consequences. 
Vulnerability analysis involves predisaster determination of 
groups most likely to be adversely affected, property most likely 
to be damaged, and community capacity to deal with the effects 
of a disaster (CRED, 2009c; Veenema & Woolsey, 2013). Loss 
may be conceptualized in terms of death or injury, damage to 
or destruction of homes, or economic losses. Elderly persons, 
those with disabilities, and members of ethnic minority groups 
are examples of highly vulnerable populations. The extent and 
location of vulnerable populations should be determined and 
plans made for meeting their unique needs in the event of a 
disaster. Capability inventory involves determination of the 
adaptive capacity of the community through inventory of re-
sources that are likely to be needed in the event of specific types 
of disasters and their availability in the community.

During the nondisaster stage, the community should also 
engage in prevention, preparedness, and mitigation activities. 
As we saw in Chapter 22 , mitigation is action taken to prevent 
or reduce the harmful effects of a disaster on human health or 
property (Federal Emergency Management Agency [FEMA], 
2013c). Mitigation may be either structural or nonstructural. 
Structural mitigation involves construction or alteration of the 
built environment to withstand the effects of disasters. Non-
structural mitigation is reflected in measures to protect criti-
cal supplies, systems, and functions (Davis, Hansen, Kushma, 
Peek, & Phillips, 2013). Retrofitting or reinforcing major high-
way overpasses is an example of hard mitigation being used in 
California to prevent the collapse of highways and bridges in 
the event of an earthquake. Examples of nonstructural mitiga-
tion include stockpiling vaccines in the event of an epidemic, 
and creating backup communication systems and early warn-
ing systems. Other examples related to mitigation include en-
forcing strict building codes for new construction and repair 
of existing structures; adapting zoning ordinances to minimize 
building in disaster-prone areas; relocating structures in dan-
ger areas; and building community shelters and safe rooms in 
schools, homes, and other locations (FEMA, 2013a).

Some of the major foci in mitigation activities include de-
veloping cost-effective strategies agreed upon by major stake-
holders and the public for reducing risks, focusing resources 
on the greatest risks and vulnerabilities, and building partner-
ships and collaborations. Additional mitigation foci include 
increasing public risk awareness, communicating priorities 
to state and federal officials, and aligning risk reduction with 
other community goals (FEMA, 2013b).

The final area of activity in the nondisaster planning period 
is the education of both professionals and the public regard-
ing disaster prevention and preparation. Unfortunately, many 
communities deny the need for disaster planning when they 
are not faced with the direct threat of a disaster. Even when di-
saster planning occurs, if the plan is not widely disseminated, 
disaster response can be impeded.

THE PREDiSASTER STAgE. The predisaster stage occurs 
when a disaster event is imminent but has not yet occurred. 
This stage may also be referred to as the warning or threat 
stage. Major activities during this stage are warning, preim-
pact mobilization, and, in some cases, evacuation. Warning 
 involves apprising members of the community of the immi-
nence of a  disaster event and of the actions that should be tak-
en to minimize its consequences. For example, storm warnings 
are  broadcast in many areas when there is potential for a severe 
storm, but people do not immediately go to a storm cellar or 
leave the area because the possibility remains that the storm 
will bypass the area.

The U.S. federal government has developed the Integrated 
Public Alert and Warning System (IPAWS) to “enable rapid 
dissemination of authenticated alert information over as many 
communication pathways as possible” (FEMA, 2012b, para 1). 
The system allows authenticated local, state, tribal, territorial, 
or federal authorities to create location-specific messages re-
garding emergency situations for specific populations at risk. 
The resulting messages are broadcast by existing communica-
tion systems including the Emergency Alert System through ra-
dio and television stations, National Oceanic and  Atmospheric 
Administration Weather Radio, and other national weather 
service systems. In addition, the Commercial Mobile Alert 
System sends alerts to cell phones and other mobile devices in 
specified locales. Alerts may also be sent to giant voice sirens or 
digital road signs increasing the warning capacity of the system 
(FEMA, 2012b).

Just as communities may accept or deny the need for disaster 
planning, members of the community may respond positively 
or negatively to warnings of possible disasters. Several factors 
can influence a person’s response, including the source, con-
tent, and mechanism for warning, and individual perceptions 
and beliefs. Warning messages that are clear, practical, and rel-
evant or that originate from credible sources are more likely 
to be acted on than vague or impractical warnings. Warnings 
need to specify the exact nature of the threat and provide spe-
cific recommendations for action. For example, vague warn-
ings of the potential for additional terrorist activities following 
the September 11, 2001, attacks provided little direction for ac-
tion. Specific guidelines on how to handle mail potentially con-
taminated with anthrax spores, on the other hand, were more 
effective in promoting action. Warnings should also contain 
sufficient information to allow people to decide on an appro-
priate course of action. It is sometimes erroneously believed 
that detailed information about a disaster will cause panic. In 
effect, failure to provide information usually leads to failure to 
act on warnings; providing information does not seem to con-
tribute to panic among individual citizens.

Response to a warning is also affected by each individual’s 
perceptions about the possibility of disaster. These perceptions 
arise from past experiences with disaster, psychological traits, 
and sociocultural factors. For example, if people have previ-
ously been only on the fringes of a hurricane path, they may 
not perceive a hurricane as a very frightening event, and they 
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may ignore storm warnings. Similarly, if the individual has a 
fatalistic attitude that one’s own actions will not make much 
difference in the outcome of an event, he or she might not act 
in response to warnings. Such an attitude may be the result of 
an individual personality trait or a sociocultural norm in the 
group. 

Warning confirmation also influences the way people re-
spond. Warnings tend to be believed if the source of the warn-
ing is official, if the probability of the event is increasing, and 
if one is in close geographic proximity to the area where the 
disaster is likely to occur. For example, people who live on a 
recognized geological fault line are more likely to take warn-
ings about potential earthquakes seriously than those who do 
not live on a fault line.

Belief also influences action with respect to warnings. Again, 
belief in the potential for disaster is enhanced if the source of 

the warning is an official agency and if that agency has cred-
ibility. For example, if there have been numerous false alarms 
in the past, people are less likely to pay attention to warnings. 
 Belief is also enhanced if the medium of the warning is personal 
rather than impersonal. People are more likely to evacuate their 
homes if they receive a targeted telephone message than if they 
hear a warning on the radio. Previous experience also influences 
the likelihood of belief. If one has experienced the full force of a 
hurricane before, one is more likely to believe and act on a hur-
ricane warning than would otherwise be the case.

The frequency with which the warning is received also in-
fluences belief, as do observable changes in the situation. For 
example, if people see evidence of flames on a nearby hill, they 
are more likely to believe in the imminence of danger posed 
by a wildfire. Perceived behavior of others can influence belief 
either positively or negatively. When others act in response to 
the warning, belief is enhanced. If others appear to be ignoring 
the warning, however, belief is less likely. Factors influencing 
responses to disaster warnings are summarized in Table 25-3•.

Preimpact mobilization involves initiation of activities de-
signed to avert an imminent disaster or minimize its effects. 
Activities involved in this stage might include efforts to pre-
vent the disaster or its effects, seeking shelter from the effects 
of the disaster, evacuating people from areas threatened by the 
disaster, and implementing plans to deal with the effects of a 
disaster. For example, in the threat of a flood, people may sand-
bag riverbanks to divert floodwaters from a town, or board up 
windows and tie down equipment when a hurricane is fore-
cast. People may seek shelter from tornadoes or other storms 
by moving to a basement, a storm cellar, or an interior room 
of a house. Preimpact mobilization might also involve evacuat-
ing people from an area threatened by fire, radiation, or chemi-
cal leakage. Finally, the initial phases of a disaster response 
plan may be implemented. For example, off-duty health care 

Because of the lack of imminence, tsunami warnings following 
distant earthquakes may be ignored. (Zacarias da Mata/Fotolia)

TAbLE 25-3 Factors influencing Response to Disaster Warnings

Warning Feature influencing Factors

Warning message •	Clarity
•	Practicality
•	Relevance
•	Informativeness

Individual perceptions •	Past	experience	with	disasters
•	Psychological	traits
•	Sociocultural	attitudes

Warning confirmation •	Official	source
•	Increasing	evidence	and	probability	of	disaster
•	Geographic	proximity	to	the	expected	disaster	location

Beliefs •	Credibility	of	warning	sources
•	Personal	rather	than	impersonal	contact
•	Previous	experience	of	disaster
•	Observable	changes	in	the	situation
•	Frequency	of	warning
•	Belief	and	action	by	others
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personnel may be recalled to health facilities in preparation for 
treating anticipated casualties.

THE imPACT STAgE. In the impact stage of a disaster, the 
disaster event has occurred and its immediate effects are expe-
rienced by the community. One major activity in this stage is 
the assessment of the impact of the disaster with an inventory 
of the immediate needs of the community. Inventory is a rapid 
assessment of the damage to buildings and the type and extent 
of injuries suffered. This information is used to determine ac-
tions needed in carrying out the efforts of the emergency stage.

THE EmERgENCy STAgE. The focus of the emergency 
stage of a disaster is on saving lives through rescue efforts, first 
aid, and emergency treatment (Landesman, 2011). The emer-
gency response to a disaster usually begins with community 
members because there has not been time for assistance to ar-
rive from outside sources. If the community is geographically 
isolated or access to the community is impeded by the disaster, 
this isolation period will be prolonged. Later, relief assistance is 
provided from sources outside of the area affected by the disas-
ter. The activities performed are essentially the same, although 
performed by different agents in the two phases, and include 
search and rescue operations, first aid, emergency medical as-
sistance, establishment or restoration of modes of communica-
tion and transportation, surveillance for public health effects of 
the disaster (e.g., infectious diseases, mental health problems), 
and, in some cases, evacuation of community members from 
affected areas.

THE RECOvERy STAgE. In the recovery stage, the focus is 
on returning the community to equilibrium. This stage can be 
divided into substages of restoration and actual reconstruction 
and ends in reconstitution. Mitigation may also occur in the 
recovery stage with efforts to prevent a recurrence of a disaster 
or to enhance preparedness and response capabilities.

Restoration is the reestablishment of a basic way of life fol-
lowing a disaster, usually occurring within the first 6 months. 
Activities of this stage include returning to homes or seeking 
alternative shelter, removing debris, and replacing lost or dam-
aged property. At the community level, restoration involves re-
establishing community services that may have been disrupted 
by the disaster (Landesman, 2011). After a flood, for example, 
people may return to their homes, clean up the mud, and re-
place water-damaged furniture. Schools reopen and residents 
return to work. If a prominent community official was killed in 
the flood, someone is appointed to fill that post until an elec-
tion can be held.

Reconstruction involves the rebuilding and reordering 
of the physical and social environments following a disaster 
(Landesman, 2011). Homes, schools, businesses, and other 
structures may need to be rebuilt. Dams or levees may be 
constructed to prevent future flooding. Reconstruction may 
also entail alterations in the social environment. For exam-
ple, terrorist activity has led to enhanced security provisions 
in airports, at international borders, and even in educational 

institutions, which are now required to more closely account 
for the activities of foreign students.

Reunification is a special instance of reconstruction for ref-
ugee families who may have been separated during their travels 
in search of safety. Immigration restrictions in permanent host 
countries may result in lengthy separations of family members 
as portions of families migrate in sequence. Refugee literature 
has identified three stages of separation and reunification for 
families—before the separation, during separation, and after-
wards—each of which creates an imbalance in family function 
and challenges families’ abilities to function effectively.

Reconstitution is a state of affairs that occurs when the life 
of the community has returned, as far as possible, to normal 
after a disaster. This return to normal may take several months 
to several years, depending on the degree of damage sustained 
in the disaster. It may take several years after a flood, for ex-
ample, to restore the landscape of the community to its former 
state or to replenish the city treasury after disaster costs have 
depleted it. It may also take some time for individuals to adjust 
to the loss of loved ones or for the community government to 
be reconstituted. In extreme disasters, full reconstitution may 
never occur. For example, many people believe that life in the 
United States was completely changed by the terrorist attacks 
on September 11, 2001, and the full effects of that disaster are 
not yet known.

The final stage of recovery after a disaster is mitigation, 
which involves future-oriented activities to prevent subsequent 
disasters or to minimize their effects. For example, a commu-
nity that has experienced a flood may take engineering action 
to prevent the likelihood of subsequent floods, or a commu-
nity that was unprepared for disaster may develop a disaster 
response plan. Increased security measures are another exam-
ple of efforts aimed at preventing subsequent terrorist activi-
ties and their effects. These activities cycle the community back 
into the nondisaster stage. Stages and related activities in the 
development of and response to a disaster are summarized in 
Table 25-4•.

The Spatial Element
The spatial elements of a disaster refer to the extent of its ef-
fects on specific geographic regions. These regions include 
the area of total impact, the area of partial impact, and outside 
 areas (Figure 25-1•).

The area of total impact is the zone where the most severe 
effects of the disaster are found. In an earthquake, for example, 
this would include the area where the greatest damage to build-
ings has occurred and where the greatest number of injuries 
was sustained.

In the area of partial impact, evidence of the disaster can be 
seen but the effects are not of the magnitude of those in the 
total impact area. Using the earthquake example, windows may 
be broken or objects shaken from shelves in the partial impact 
area, but buildings are intact. Injuries, if any, are infrequent 
and relatively minor, or only telephone and electrical services 
might be disrupted in the partial impact area.
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TAbLE 25-4 Stages and Activities in Disaster Occurrence and Response

Disaster Stage Related Activities

Nondisaster/interdisaster stage •	Identification	of	potential	disaster	risks
•	Vulnerability	analysis
•	Capability	inventory
•	Prevention	and	mitigation
•	Response	planning	and	plan	dissemination
•	Stockpiling	necessary	supplies
•	Public	and	professional	education

Predisaster stage •	Warning
•	Preimpact	mobilization
•	Evacuation

Impact stage •	Damage	inventory
•	Injury	assessment

Emergency stage •	Search	and	rescue
•	First	aid
•	Emergency	medical	assistance
•	Restoration	of	communication	and	transportation
•	Public	health	surveillance
•	Further	evacuation,	as	needed

Recovery stage •	Restoration	of	functional	capabilities
•	Reconstruction	of	physical	and	social	environments
•	Reunification	of	families
•	Reconstitution
•	Mitigation	of	future	disaster	events

FIgure 25-1 Areas of Disaster Impact
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The outside area is not directly affected but may be a source 
of assistance in response to the disaster. Areas immediately 
adjacent to the disaster area are called on first to provide as-
sistance, with further outlying areas being involved later as 
needed. In a major disaster, the federal government may be 
called on to provide assistance. This occurs once the area af-
fected has been declared an official disaster area. Figure 25-2• 
depicts the process by which a presidential declaration of a 
major disaster or emergency is initiated and federal assistance 
is provided. As indicated in the figure, when a disaster occurs, 
local emergency personnel respond and assess the magnitude of 
the disaster. They inform local government officials of the ex-
tent of the problem and the need for outside assistance.  Local 
officials request assistance from the state governor. The gover-
nor executes the state emergency plan. If it is determined that 
dealing with the disaster and its effects is beyond available state 

and local resources, the governor may initiate a request for fed-
eral assistance through the regional FEMA office. In initiating 
such a request, the governor certifies that the magnitude of the 
disaster falls outside the ability of state resources and that fed-
eral assistance is needed. The governor must also certify adher-
ence to cost sharing requirements for assistance. A preliminary 
damage assessment (PDA) is conducted by FEMA and state of-
ficials. Regional and national FEMA offices review the PDA and 
the governor’s request and make a recommendation for a presi-
dential emergency disaster declaration. Once the President of 
the United States has made the official declaration, elements of 
the federal response plan are implemented and federal disaster 
assistance is provided to the local jurisdiction (FEMA, 2012a, 
2012c).

Spatial elements of a disaster vary greatly from event to 
event. For example, the total and partial impact areas affected 

FIgure 25-2 The Federal Process of Disaster Declaration

Disaster
occurs

Local of�cials
notify governor

Disaster
assistance
becomes
available

President
declares disaster

FEMA initiates federal
response plan

First responders
assess situation

First responders alert
local of�cials

FEMA and state
authorities conduct PDA

FEMA regional
and national staff
review request and 
make recommendation

Governor requests federal
disaster declaration through
regional FEMA of�ce and
af�rms cost-sharing

Governor activates state
emergency plan and reports
need for additional assistance
to FEMA Regional Of�ce

M25_MARY9591_06_SE_C25.indd   708 06/09/14   7:43 PM



chaPter 25 care of Populations affected by Disaster  709

by a nuclear accident would be far larger than those affected 
by a fire at an industrial chemicals plant. The area from which 
assistance might be requested would also be larger given the 
greater magnitude of the problem, the number of victims in-
volved, and the damage sustained.

Spatial elements of a potential disaster can also be explored 
prior to a disaster event. Creation of hazard maps to identify 
and locate potential disaster hazards in a country, state, or local 
area has been suggested. At the community level, community 
risk maps and community resource maps are used to help delin-
eate spatial dimensions in disaster planning.  Community risk 

maps are geographic representations pinpointing the  locations 
of  disaster risks within a community. Risk maps also delineate 
probable areas of effect for different types of  disasters.  Figure 25-
3• is an example of a community risk map. Two  primary disas-
ter risks are identified in the community risk map in the figure: 
a dam and reservoir that could result in flooding and a chemi-
cal manufacturing plant on the south side of the river. In ad-
dition, this community is in an area that experiences periodic 
tornadoes. The community risk map delineates the areas of 
the community likely to be affected by a flood (along the river) 
and a fire or explosion at the chemical plant. The area affected 

FIgure 25-3 Sample Community risk Map
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by a tornado would depend on where the tornado touched 
down. The map also indicates several pockets of  particularly 
 vulnerable populations in areas likely to be affected by disasters. 
These include residents of a nursing home, prison inmates, and 
schoolchildren in the vicinity of the chemical plant. These same 
groups, along with patients at the hospital at F and North River 
Streets and children in the school just north of the river, would 
be at risk in the event of a flood on the river.

Community resource maps are maps indicating the loca-
tions of resources likely to be needed in the event of each of 
the types of disasters for which a particular community is at 
risk. Notations on a community resource map include, for 
example, potential shelter locations, designated command 

headquarters (and alternates if advisable), storage places for 
supplies,  areas where heavy equipment is available, health care 
facilities, and proposed emergency morgue areas for the dead. 
Resource maps also indicate primary and alternate evacuation 
and transportation routes. Figure 25-4• is a sample resource 
map related to the community risks identified in Figure 25-3. 
 Looking at Figure 25-4, we see that city hall is adjacent to the 
river and likely to be affected by a flood. Therefore, the com-
mand headquarters has been situated at the television station in 
the northern part of town. It was believed that placement at the 
station would facilitate communication because of the equip-
ment available there. A southern command post has also been 
established in the event that both bridges are impassable and 

FIgure 25-4 Sample Community resource Map
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response operations on the two sides of the river cannot be co-
ordinated. Because of the potential for splitting the community 
and lack of access across the river, potential shelter sites have 
been established and supplies have been stored on both sides of 
the river. Health services are also available on both sides even 
if the hospital at F and North River Streets has to be evacu-
ated due to flooding. Rescue operations for people stranded 
along the river would have to be handled from the north side 
of the river because that is where the boat docks are located. 
 Personnel and supplies can be brought in from other towns 
in several different directions and could be brought directly 
to tent shelter sites if necessary. Only the road from Phildon 
is likely to be impassable if flooding reaches that far from the 
reservoir. Both the community risk and resource maps allow 
disaster planners to visualize what is likely to occur in a disaster 
event and to plan the most effective response to a disaster.

The Role Element
The third element of a disaster is its role element. Two basic 
roles for people involved in a disaster are victim and helper roles.

One of the ways in which the role aspect of a disaster in-
fluences disaster response lies in the actions taken by those af-
fected. As we will see later, disaster planning needs to take into 
consideration the likely response of people to the occurrence of 
a disaster. Disaster planning can be completely ineffective if it 
fails to account for public response. People affected by a disas-
ter are likely to take whatever actions seem best to them at the 
moment. When people are not educated regarding appropri-
ate disaster response, those actions may not actually be in their 
own best interests or those of the community at large.

The second aspect of the role element of a disaster involves 
persons that play helper roles. Helpers include designated res-
cue and recovery personnel as well as community members 
who help provide care or who assist in the provision of necessi-
ties such as food, shelter, and clothing. Victim and helper roles 
may overlap, and rescue and recovery personnel or other com-
munity helpers may themselves have suffered injury or loss as a 
result of the disaster.

Both victims and helpers are under stress as a result of the 
disaster. Stressors for victims may be quite obvious and in-
clude injury and the loss of loved ones or property. Additional 
stressors for helpers during the rescue and recovery periods 
include encounters with multiple deaths that are frequently 
of a shocking nature, experiencing the suffering of others, 
and role stress. Frequently, the overwhelming nature of role 
demands or needs for assistance by victims leads to feelings 
of helplessness and depression. Other sources of role stress 
include communication difficulties, inadequacies in terms of 
resources or staff, lack of access to people needing assistance 
or resources to help them, bureaucratic difficulties, exhaus-
tion, uncertainties regarding role or authority, and intragroup 
or intergroup conflicts. Stress may also arise from conflicts 
between the demands of the helper’s family members and the 
needs of victims, and between the demands of one’s regular 
job and one’s disaster role.

The Effects Element
The final element of a disaster is the effects element. We have 
already discussed the geographic distribution of disaster effects 
in the spatial element of a disaster, but there are also various 
categories of effects that may result from disasters.

Many experts distinguish between direct or primary and 
indirect or secondary and tertiary effects of disasters (Nelson, 
2013). Primary disaster effects are the immediate effects of the 
disaster event itself, such as the extent of death, injury, and de-
struction of property. Rapid-onset natural disasters, such as 
earthquakes, often have severe primary effects. Secondary di-
saster effects are those that occur indirectly as a result of the 
 disaster. Examples include homelessness resulting from damage 
to residences or flooding due to the collapse of a dam as a result 
of an earthquake. Tertiary effects are long-term effects of the 
disaster, such as increased rates of post-traumatic stress disor-
der (PTSD), malnutrition due to disruption of food supplies, or 
the disruption of the local economy. Disaster effects may also 
be tangible or intangible. Tangible effects are usually those that 
can be measured in economic costs. Intangible effects are those 
that cannot be measured in terms of monetary losses, such as 
death and suffering.

Disasters also vary in terms of the severity of their effects. 
Some disasters cause moderate loss of life or property and re-
sult in only temporary inability to function, whereas others are 
devastating. The destructive potential of a nuclear explosion, 
for example, is far greater than that of a single plane crash.

Another way of categorizing the effects of disasters is into 
physical and mental health effects, economic effects, struc-
tural effects, and social effects. Physical health effects may arise 
as a direct result of the disaster itself (e.g., deaths or injuries) 
or as secondary effects (e.g., an epidemic of diarrheal disease 
among shelter residents). Mental health effects may be seen 
immediately after a disaster or surface days, weeks, or months 
later. Structural effects include homes, roads, and other struc-
tures destroyed by the disaster, and economic effects include 
the cost of rebuilding these structures as well as the economic 
costs of lost productivity, lost income, and care for disaster 
victims. Finally, social effects may occur that are either posi-
tive or negative. An example of a positive social effect might 
be an increased sense of community cohesion, whereas distrust 
and scapegoating of persons believed responsible for a disas-
ter would be a negative effect. Change in the health care de-
livery system is another example of a social effect of a disaster. 
Each of these categories of disaster effects will be addressed in 
more detail in the discussion of disaster assessment later in this 
chapter.

Population Health Nursing and 
Disaster Care
As public health professionals, population health nurses have 
a significant role to play in both disaster preparedness and re-
sponse. Effective disaster response by population health nurses 
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and other health professionals rests on development of certain 
competencies. The Columbia University School of Nursing has 
developed a set of competencies for health care professionals 
involved in disaster response. These competencies include an 
understanding of their role in a disaster; abilities to recognize 
possible disaster-related health effects, use effective infection 
control and decontamination practices, and accurately report 
cases of disease; expertise in referral; use of reliable informa-
tion sources, abilities to communicate effectively with others 
and to educate the public on risks and appropriate actions; 
and abilities to assist others with stress management and deal-
ing with psychological effects of a disaster (American Nurses 
 Association, 2008).

In addition, the Association of Community Health Nurse 
Educators has identified competencies in disaster assessment, 
planning, intervention, and process and outcome evaluation 
as core components of population health nursing education 
(Kuntz, Frable, Qureshi, & Strong, 2008). For more information 
about the competencies, see the External Resources section of 
the student resources site.

Further responsibilities of population health nurses in 
 disaster preparedness and response include assessing com-
munity needs and disaster risk, surveillance for adverse ef-
fects, communication to promote accurate dissemination of 
information, management of points of supply distribution or 
mass countermeasure centers (e.g., mass immunization cam-
paigns for disease outbreaks), on-site triage, and education of 
families and community groups to foster disaster prepared-
ness (Spencer & Spellman, 2013). Finally, the International 
Council of Nursing has identified several disaster-related 
roles for nurses in two categories: (a) prevention, mitigation, 
and preparedness and (b) relief response. Responsibilities 
related to prevention, mitigation, and preparedness include 
developing awareness of disaster potential and human be-
havior, lobbying for disaster preparedness at multiple levels, 
participating in disaster planning and implementation, de-
velopment of chain of command policies, training nurses for 
disaster response, and networking with other health care pro-
fessionals. Response-related responsibilities include mobiliz-
ing resources, helping with emergency care, advocating for 
and addressing the needs of vulnerable groups, assisting with 
recovery, and caring for responders (Speraw & Persell, 2013). 
Execution of these responsibilities occurs in the context of the 
nursing process.

Disaster-related Assessment
The assessment activities of population health nurses with 
 respect to disaster care have two major aspects: the types of as-
sessment conducted and specific assessment considerations.

TyPES OF ASSESSmENT. Assessment with respect to di-
saster preparation and response occurs in two stages: before 
and after a disaster occurs. Population health nursing involve-
ment in predisaster assessment involves assessing the potential 

for disaster and response capabilities within a specific commu-
nity. Assessment during a disaster focuses on identification of 
disaster effects and related health needs.

Assessing disaster risk and capacity. Earlier we discussed the 
need to create community risk and resource maps. Because of 
familiarity with communities and their physical and social fea-
tures, population health nurses are often in a prime position 
to identify potential disaster risks in a community. Not only 
are they aware of the types of industries in a community that 
may pose disaster hazards, but they may also recognize early 
signs of pending civil unrest among segments of the popula-
tion that they serve. Identifying the potential for disaster in a 
particular community involves forecasting the types of disas-
ters possible and the likelihood of their occurrence (Gebbie 
& Qureshi, 2013). The possible types of disasters, of course, 
vary from community to community. Disaster potential and 
the probable effects can be systematically assessed by examin-
ing factors related to each of the six categories of determinants 
of health. The determinants-of-health perspective can also be 
used to assess the effects of an actual disaster. Both of these 
aspects of disaster assessment are discussed in the section on 
assessment considerations.

Assessment of response capability is another aspect of pre-
disaster assessment. This is closely tied to an assessment of the 
degree of disaster preparedness in the community and commu-
nity attitudes to disaster planning. The population health nurse 
should assess the attitudes of community members toward 
disaster preparedness. Some of the questions to be addressed 
might include the following:

•	 To	what	extent	are	individuals	and	families	in	the	area	pre-
pared for potential disasters?

•	 Have	families	in	an	earthquake-prone	region,	for	example,	
gathered supplies that will be needed in the event of an 
earthquake and placed them in an accessible location?

•	 Have	emergency	escape	routes	from	homes,	schools,	and	
other buildings been identified?

•	 Have	families	discussed	an	emergency	contact	person	who	
can relay messages for and about family members separated 
in a disaster?

•	 Or	are	these	types	of	preparation	largely	ignored?

Population health nurses also have knowledge of resources 
that might be brought to bear in a disaster situation. For exam-
ple, they may be aware of community residents who should be 
involved in disaster response planning, or they may have a better 
grasp of potential public response to proposed disaster response 
initiatives than others involved in disaster planning. Again, spe-
cific categories of response capability are addressed in the dis-
cussion of the determinants of health later in this chapter.

Postdisaster assessment. Postdisaster assessment includes 
both rapid assessment and surveillance. Following the occur-
rence of an actual disaster event, population health nurses 
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will be actively involved in rapid assessment of disaster ef-
fects.  Rapid assessment involves determination of the extent of 
damage caused by the disaster as well as the number of deaths, 
 injuries, and/or illnesses resulting from the disaster. Population 
health nurses may be involved in identifying and reporting the 
extent of health-related disaster effects.

Surveillance is intended to provide early warning of severe 
consequences of a disaster. Most disaster plans make provision 
for early warning systems based on surveillance data. Disease 
early warning systems (DEWS), for instance, are intended to 
foster early identification of and response to epidemic-prone 
diseases. As an example, DEWS in Afghanistan were intended 
to provide early warning of disease outbreaks. Due to report-
ing problems, however, only 130 outbreaks were reported after 
flooding in 2010. Following improvements in the system, more 
than 5,000 outbreaks were captured by the system after similar 
flooding in 2011 (Sabatinelli et al., 2012).

The World Health Organization (WHO) has developed 
guidelines for what it terms Early Warning and Response 
 Network or EWARN systems (early warning systems for epi-
demic diseases). These include focusing data collection on 
information that would trigger a major response rather than 
normal surveillance data, monitoring suspicious symptom syn-
dromes (e.g., fever and diarrhea) rather than confirmed disease 
diagnoses, which may take time, providing for immediate alerts 
as well as weekly reporting, and focusing on clusters of deaths 
rather than overall mortality. Additional recommendations in-
clude collecting data from all available sources using standard-
ized reporting forms, aggregation and analysis of data at local 
levels to promote immediate action, inclusion of threshold in-
dicators for action, and inclusion of information on outbreak 
preparedness and response (WHO, 2011).  Population health 
nurses will be actively involved in recognition of symptom 
clusters and may have major responsibility for the collection 
and reporting of surveillance data.

ASSESSmENT CONSiDERATiONS. Both risk and capac-
ity assessment and assessment of the health-related effects of 
an actual disaster can be framed in terms of the determinants of 
health as they influence a disaster situation.

Biological determinants. One determinant in forecasting 
 potential disasters is that of human biology. Certain groups of 
people are more likely than others to be affected by a disaster. 
For example, if the anticipated disaster is an epidemic of in-
fluenza, those most likely to be severely affected are the very 
young and the elderly; however, there also will be illness among 
the health care workforce that may impede efforts to halt the 
spread of disease. On the other hand, if there is potential for an 
explosion in a local chemical plant, those affected are likely to 
be company employees and persons in surrounding buildings. 
Again, this might include children if there is a school nearby. In 
disasters requiring evacuation, the elderly and disabled are at 
particular risk because of potential mobility limitations (Davis 

et al., 2013). The elderly and disabled are also the most likely 
groups to have necessary health care services disrupted and 
quality of life diminished by a disaster.

Human biology is also a factor in predicting the types of ef-
fects expected as a result of the disaster. In the case of an influenza 
epidemic, illness potentially accompanied by dehydration and 
electrolyte imbalance may be expected. In an earthquake, many 
deaths result from injuries due to falling debris. After the earth-
quake in Haiti, for example, 42% of hospitalizations were due to 
injuries including fractures, dislocations, wound infections, and 
head, face, and neck injuries, and 28% were earthquake-related 
(Hotz et al., 2011). In the classic 1906 San Francisco earthquake, 
on the other hand, the majority of damage was caused by the en-
suing fires and rupture of city water mains. Similarly, soft tissue 
injuries incurred during tornados in Joplin, Missouri resulted in 
13 cases of a rare fungal infection causing five deaths (Benedict 
et al., 2011). Floods result primarily in drownings, but the flood-
waters in New Orleans after hurricane Katrina also led to clus-
ters of diarrheal disease, wound infections, and skin infestations 
from working in contaminated water. Terrorist dissemination 
of anthrax spores, on the other hand, may result in cutaneous, 
inhalation, or intestinal forms of disease with related symptoms 
and complications (CDC, 2014a). War and other civil unrest can 
contribute to a variety of biological effects. For example, large 
numbers of Bhutanese refugees admitted to the United States 
suffer from hematologic and neurological disorders stemming 
from vitamin B12 deficiencies after two decades of poor nutri-
tion (Walker et al., 2011).

The overall health status of the community also influences 
disaster planning requirements. For example, if hypertension 
is prevalent in the community, provisions need to be made in 
a disaster plan for ongoing treatment of hypertension or other 
prevalent diseases, particularly communicable diseases such as 
tuberculosis (TB) and HIV infection. For example, nearly 1,900 
people in the areas most affected by hurricane Sandy were be-
ing treated for TB at the time of the disaster and special initia-
tives were needed to maintain treatment continuity (Burzynski 
et al., 2013).

It has been suggested that people with disabilities and other 
complex chronic conditions establish “go packs” that can be 
ready in case of the need for evacuation. Go packs should con-
tain essential medication for at least 7 days, easily accessible as-
sistive devices (e.g., canes), food and water for guide animals, 
and emergency health information. People with chronic condi-
tions should also know where to evacuate so their own particu-
lar needs can be met (Landesman, 2011).

In the event of a disaster, the population health nurse as-
sesses the physiologic effects of the event on human biology. 
The most catastrophic effect of disasters is, of course, death. 
Disaster-related deaths may be of three types: direct deaths, 
indirect deaths, and disaster-related natural deaths. Direct 
deaths are those caused by the disaster itself. For example, 
fires directly cause death through burns and smoke inhalation. 
 Indirect deaths are due to circumstances caused by the disaster. 
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For example, starvation is indirectly attributable to drought 
and famine. Disaster-related natural deaths are the result of 
 existing conditions that are exacerbated by the disaster. For ex-
ample, a death due to myocardial infarction during a hurricane 
would most likely be a disaster-related naturally caused death. 
The terrorist attacks of September 11, 2001, actually led to de-
velopment of a new category of mortality and morbidity in 
both the WHO International Classification of Diseases, Tenth 
Revision (ICD-10) and clinical modification to classify deaths 
and injuries related to terrorist activities in the U.S. ICD-10 
(Centers for Medicare and Medicaid Services [CMS], 2010).

The nurse appraises the extent of injuries incurred by vic-
tims and relief workers and may also assess other needs for 
health care. For example, the nurse might need to assess the 
health status of a disaster relief worker with diabetes or of 
a child with a fever. The nurse assists in assessing the health 
status of groups of people including both victims and rescue 
workers. Other people not immediately affected by the disaster 
may also develop disaster-related illnesses. For example, wors-
ening asthma is frequently noted by many people following 
wildfires and volcanic eruptions. Possible biological effects of 
several types of disasters are presented in Table 25-5•.

Psychological determinants. Psychological determinants can 
profoundly influence the effects of a disaster on health.

Many people who experience disasters, either as victims 
or helpers or both, will experience some level of psychological 
distress as a result. An estimated 54% to 60% of those affected 
will develop immediate psychiatric symptoms. The proportion 
of those affected drops to about 41% within 10 weeks or so, but 
approximately 22% will have continuing psychological problems 
after a year. Depression is the most common long-term result, 
affecting about 41% of people, PTSD may be experienced by 22% 
to 59% of people, generalized anxiety disorder by 10%, and sub-
stance abuse disorder by 14% to 22% (Plum & Meeker, 2013).

Suicide is another relative common psychological effect. For 
example, the suicide rate among Bhutanese refugees settled in 
the United States (21.5 per 100,000 people) is far higher than 
the rate for the general U.S. population (12.4/100,000) or the 
international rate of 16 per 100,000. In addition, nearly one 
third of the refugees knew someone who had committed sui-
cide. Other psychological problems noted in this group were 
anxiety, depression, and PTSD. Contributing factors included 
lack of nationality, sudden flight, lack of freedom of movement, 
language difficulties, and concerns about family members left 

TAbLE 25-5 Potential biological Effects of Selected Disasters

Type of Disaster Potential biological Effects

All disasters Greater loss of life and injury among the elderly, young children, and chronically ill and disabled persons
Avalanches Asphyxiation; frostbite and other exposures to cold; fractures or other forms of trauma
Bioterrorism Widespread communicable disease, death, and disability
Chemical spills or chemical terrorism Chemical burns of the skin, respiratory irritation and illness; poisoning with a variety of symptoms 

 depending on the chemical involved; eye irritation
Earthquakes Crushing injuries and fractures from falling bricks, masonry, and other objects; may also cause 

 crushing syndrome

Burns suffered in fires and explosions due to ruptured natural gas mains
Waterborne diseases because of ruptured water mains and lack of safe drinking water

Electrocutions from fallen power lines
Epidemics Communicable diseases with a variety of symptoms depending on the diseases involved
Explosions Burns due to associated fires; fractures or crushing injuries die to explosion impact or falling bricks, 

masonry, and other debris
Famine Developmental delay in young children; failure to thrive in nursing infants due to inadequate lactation 

by mothers; protein-energy malnutrition and other nutritional deficiencies
Fire Minor to severe burns; secondary infections; respiratory problems due to inhalation of smoke and 

 hazardous fumes from burning objects
Floods Waterborne and insect-borne diseases from contaminated water supplies and insect  

breeding grounds; drownings
Nuclear attacks or radiation leakage Radiation burns or radiation sickness; later cancer; later infertility, spontaneous abortion, or fetal 

defects
Storms Crushing injuries due to windblown objects and debris; minor to severe lacerations due to flying glass 

from broken windows
Transportation disasters Crushing injuries and other trauma; burns from associated vehicle fires; drowning or asphyxiation if 

disaster occurs over water or in a tunnel; exposure to the elements if disaster occurs in a remote area

Volcanic eruptions Toxic gas or radiation exposure; respiratory or eye irritations
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in Bhutan. In addition, 36% reported experiencing four to 
seven presettlement trauma events (Cochran et al., 2013).

A number of factors have been identified that influence the 
psychological response of individuals to disaster. These include 
traumatic bereavement or loss of loved ones, being injured or 
hospitalized as a result of the disaster, loss of one’s home or 
employment, and disruption of one’s life. People with existing 
mental illness and disaster workers who handle severely in-
jured victims or the dead are also at greater risk for long-term 
psychological effects of disasters. Psychological effects may 
manifest as emotional, behavioral, cognitive, or somatic symp-
toms of psychological distress (Plum & Meeker, 2013).

Similar factors influence the prevalence of psychologi-
cal distress in communities recovering from a disaster. These 
factors include a high incidence of deaths and traumatic inju-
ries, severe widespread property damage in the area affected, 
and ongoing economic problems in the community. Generally 
speaking, communities and individuals with good coping skills 
usually respond more effectively in a disaster situation than 
those who have poor coping skills.

As noted earlier, both victims and relief workers may expe-
rience stress related to a disaster, and the nurse should be alert 
to signs of emotional distress in both groups.

Types of immediate psychological responses to disasters 
range along a continuum from calm, collected action to confu-
sion and hysteria. Plans should be made for services to address 
each level of response. Health care providers should also keep 
in mind that psychological responses may change with time 
and with the progression of the disaster event. Psychological 
recovery occurs for most people within 6 to 12 months of the 
disaster, but a small segment of the population may exhibit on-
going problems and require therapy.

Population health nurses working in disaster situations 
can assess the extent and severity of psychological reaction in 
individual clients (victims, rescue personnel, and others) and 
population groups. They can use this information to make ap-
propriate referrals for individual assistance and to help in the 
development of services to address identified mental health 
needs in the population.

Environmental determinants. Many disasters arise out of fea-
tures of the physical environment. For example, the presence of 
a river near the community and the likelihood of heavy rain-
fall both contribute to the potential for flooding, as does the 
construction of homes and businesses on floodplains. In fact, 
the number of people in the United States at risk for flooding is 
expected to double from 1 to 2 million before 2050 (Bosher & 
Dainty, 2011). A geological fault, a nuclear reactor, and a chemi-
cal plant are other examples of factors in the physical environ-
ment that may increase the potential for a disaster. Similarly, the 
potential effects of climate change may give rise to increased 
frequency, duration, and intensity of tropical storms as well as 
emergence and reemergence of tropical diseases (Yumul, Cruz, 
Servando, & Dimalanta, 2011).

Elements of the physical environment can either help or 
hinder efforts to control the effects of a disaster. For example, 
limited traffic access to the part of town where an explosives 
plant is located could hinder movement of emergency vehicles 
in the event of a fire or explosion. Similarly, the physical isola-
tion of a mountain community may impede rescue efforts in 
the event of a forest fire or flood. On the other hand, such iso-
lation might spare the community from the effects of an epi-
demic in the surrounding area.

In conducting a community assessment, the population 
health nurse identifies physical environmental factors that 
might contribute to the occurrence of a disaster. The nurse also 
determines whether the community is prepared for potential di-
sasters. When the community is not prepared, the nurse would 
advocate the planning activities described later in this chapter.

The nurse also identifies factors that might impede the com-
munity’s response in the event of a disaster. The nurse can then 
share these observations with others involved in disaster plan-
ning, and interventions to modify or circumvent these factors 
can be incorporated into the community’s disaster response 
plan.

Disasters may also contribute to a wide variety of envi-
ronmental health hazards. For example, hurricane Katrina 
gave rise to many wound infections with methicillin-resistant 
Staphylococcus aureus and other pathogens due to exposure 
to floodwaters. Flooding may also contaminate drinking wa-
ter supplies, whereas fires and explosions result in exposure 
to smoke and other air pollutants. Mosquito infestations are 
another potential result of extensive flooding. Population 
health nurses can be actively involved in educating the pub-
lic to prevent health effects of environmental hazards arising 
from disasters.

Crowding and congregate living in shelters, as well as lack 
of access to adequate sanitary facilities and facilities for bath-
ing, washing clothes and bedding, and washing dishes, may 
also contribute to health problems for disaster survivors. 
 Population health nurses can identify poor shelter conditions 
and assist in planning to improve environmental conditions in 
shelters and refugee camps.

Finally, community responses to disaster conditions may 
give rise to environmental conditions that imperil health. For 
example, hurricane Sandy, for instance, resulted in 263 reports 
of carbon monoxide poisoning mostly due to improper place-
ment of generators and indoor use of charcoal grills after power 
failures (Clower et al., 2012). Population health nurses can ad-
vocate for safe use of such equipment and help educate resi-
dents on the hazards of portable generators and their safe use 
based on the client education tips provided on the next page.

Environmental factors may also promote effective response 
and disaster recovery. For example, public parks may serve as 
settings for congregate shelters. In addition, they may foster 
physical activity and stress reduction among affected popu-
lations as well as serving as a social outlet (Rung, Broyles, 
Mowen, Gustat, & Sothern, 2011).
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Sociocultural determinants. In assessing disaster poten-
tial, the population health nurse identifies social factors that 
might influence the way people respond to a disaster or even 
give rise to one. For example, the presence of racial tensions 
could trigger outbreaks of violence in some communities. 
War is another disaster arising out of social environmental 
conditions.

Terrorism, like war, arises out of sociocultural factors. 
 Terrorist activity is fueled by perceptions of the United States 
as being arrogant, decadent, and indifferent to the plight of 
others. Similarly, terrorism is often a strategy used by those 
who lack political or military power to address what they per-
ceive as social wrongs. Poverty is another sociocultural factor 
that motivates terrorist activity, particularly in the face of af-
fluence in other segments of society. Environmental justice is-
sues, such as loss of biodiversity or perceived highjacking of 
natural resources without consideration for others who de-
pend on them for their livelihood, also fuel terrorist initiatives. 
Many politically motivated terrorists are generally motivated 
by a single issue, which if effectively addressed may defuse ter-
rorist activity.

Terrorism also has roots in religious beliefs and may surface 
in conflicts between religious groups at the national or inter-
national level. Concepts of national honor and shame may also 
motivate terrorist activity—for example, in response to percep-
tions that adoption of Western values is corrupting women 
or youth. Ethnic/nationalist conflicts may have a religious 

component to them, but there is often a long history of intol-
erance of social and cultural differences outside of religious 
beliefs.

Sociocultural factors may also contribute to the ability of 
terrorists to achieve their goals. Media attention to terrorist 
attacks, for example, provides perpetrators with the public at-
tention to their position that they need. Some authors have 
described terrorism as a Western phenomenon dependent on 
a free press. Media coverage can be controlled in countries 
without a free press, thereby denying terrorists the show-
case for their political ideology that is one of the major in-
tents of terrorism. The same may be true of media coverage 
of other disasters designed to promote giving or to highlight 
specific political perspectives. For example, media coverage 
of  hurricane Katrina tended to portray minority victims as 
passive individuals with little expertise, overreported crime, 
and underreported acts of kindness and heroism. It has also 
been suggested that media treatment of the disaster may have 
delayed outside responses due to fear for personal safety of 
volunteers (People’s Health Movement et al., 2008). Treat-
ing disaster victims as individuals with dignity rather than 
as hopeless objects is one of the tenets of the Code of Con-
duct for the International  Federation of Red Cross and Red 
 Crescent Societies (n.d.).

Other aspects of society may lend themselves to terrorism. 
For example, dependence on mass-produced foods makes the 
United States more vulnerable to agroterrorism. Widespread 
destruction of food crops or animals would have significant 
effects on the health of the population as well as on national 
economics. Similarly, disruptions in electrical power or tele-
communications could bring much of everyday life to a halt. 
Access to the Internet and other technological advances also 
make information on weapons that can be used for terrorist ac-
tivity readily available to the general public. For example, from 
2003 to 2011, 134 reports of homemade chemical bombs were 
received in the United States, more than four times the number 
reported between 1996 and 2003 (Strain et al., 2013).

Elements of the sociocultural dimension also may increase 
or limit the effects of a disaster on a community. For exam-
ple, the economic status of community members and of the 
community at large may limit the ability of people to prepare 
for potential disasters or to recover after a disaster event. 
Language barriers may hamper evacuation or rescue efforts. 
Strong social networks in the community that can be tied into 
disaster planning aid in effective disaster response; intragroup 
friction hampers response effectiveness. The nurse identifies 
social and cultural factors present within the community that 
may decrease the effectiveness of the community’s response to 
a disaster and participates in planning efforts to modify these 
factors.

Community resilience is an important factor that assists 
communities to recover from disasters. Community resil-
ience is the ability of a community to recover from an adverse 
event or situation (Chandra et al., 2011). Components of com-
munity resilience include social and economic well-being;  

CLiENT EDuCATiON

Poisoning
•	 Do	not	use	portable	generators	or	other	gasoline-

powered tools indoors.
•	 Place	gasoline-powered	equipment	away	from	doors,	

windows, and air intakes.
•	 Do	not	use	gasoline-powered	equipment	in	enclosed	

spaces (e.g., garage, basement, carport).
•	 Do	not	heat	homes	with	gas	oven	or	charcoal.
•	 Properly	vent	space	heaters	and	use	in	well-ventilated	

spaces.
•	 Install	carbon	monoxide	detectors	in	home.
•	 Open	windows	and	fans	are	not	enough	to	prevent	CO	

buildup.
•	 Leave	the	area	and	seek	medical	help	if	CO	alarm	

sounds or if symptoms of CO poisoning are noted 
(headache, fatigue, dizziness, nausea, vomiting, loss of 
consciousness).

Data from: Clower, J., Henretig, R., Trella, J., Hoffman, R., Wheeler, K., 
Maxted, A., . . . Schier, J. G. (2012). Carbon monoxide exposures reported to 
poison control centers and related to hurricane Sandy—Northeastern United 
States, 2012. Morbidity and Mortality Weekly Report, 61, 905.

Preventing Carbon monoxide (CO) 
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the physical and psychological health of the population; ef-
fective risk communication; integration and involvement of 
government and nongovernmental organizations in planning, 
response and recovery; social connectedness; community en-
gagement; and development of community self-sufficiency 
(Chandra et al., 2013).  Community resilience includes pre-
paredness at the individual-citizen level as well as a support-
ive social context (Plough et al., 2013).  Population health 
nurses can assist communities to develop the components of 
resilience.

Community engagement is a related sociocultural determi-
nant that influences community disaster preparation. There is a 
need for community engagement in disaster planning and pre-
paredness. Unfortunately, although most people recognize the 
need for preparation, few actually are prepared for a disaster. 
In one study, for example, less than 31% of people responded 
that they were prepared for disasters, 26% indicated that they 
did not have time to engage in preparation, and 22% reported 
that they did not know what to do to be prepared (Miller, 
Adame, & Moore, 2013). Behavioral Risk  Factor  Surveillance 
System (BRFSS) data for 14 states from 2006 to 2010 also indi-
cated differing levels of household preparedness. For example, 
although 94% of households had working battery-operated 
flashlights and 90% of people had at least a 3-day supply of 
necessary medications, only 83% had stored a 3-day food sup-
ply, 78% had a working-battery-operated radio, and 54% had 
a 3-day supply of water for family members. In addition, only 
21% had developed a written evacuation plan (DeBastiani & 
Strine, 2012).

This lack of engagement in disaster preparedness extends 
beyond the individual or family household level. In a study by 
the Trust for America’s Health (2012), most states were not 
adequately prepared for disaster events, epidemics, or bioter-
rorism. For example, only two states had met the target for 
90% immunization rates of children. Similarly, 35 states and 
the District of Columbia did not have plans to address extreme 
weather events, and 20 states did not mandate all-hazard re-
sponse evacuation plans for child care facilities. In addition, 
29 states had cut public health funding that supports disaster 
preparedness, 16 of them for the second year in a row, and 13 
state public health laboratories did not have the capacity to ad-
dress infectious disease outbreaks. The study scored states for 
their level of preparedness on a scale of 1 to 10; no state re-
ceived a score greater than 8, and only 6 states received a score 
that high. Two states received scores of 2 (Trust for America’s 
Health, 2012).

Based on study findings, the organization recommended re-
authorization of the Pandemic and All-hazards Preparedness 
Act and assurance of sufficient funds for public health pre-
paredness. Other recommendations included providing ongo-
ing support for community-level preparedness; modernization 
of biosurveillance systems; efforts to address continually devel-
oping antimicrobial resistance; increased readiness for extreme 
weather conditions; updating the nation’s food safety system; 
and facilitating research, development, and manufacture of 

medical countermeasures for disease (Trust for America’s 
Health, 2012).

The Institute of Medicine (2013) has recommended actively 
involving community members in disaster planning. Five tenets 
for community engagement were put forth in the  Institute’s re-
port, “Engaging the Public in Critical Disaster Planning and 
Decision Making.” These included (a) acknowledging that en-
gagement may be sought for a variety of reasons (e.g., fostering 
public awareness of the need for preparedness, incorporation 
of community values and priorities, and promoting adherence 
to plan elements), (b) recognizing that  engagement requires re-
sources that promote community input, (c) the need for inclu-
sion of widespread participation in planning, (d) the need for 
meaningful support of opportunities for input, and (e) the need 
for transparency regarding how community input will be used 
in disaster planning. An earlier IOM publication,  “Crisis Stan-
dards of Care” (Hanfling, Altevogt, Viswanathan, &  Gastin,  
2012), identified essential principles of public engagement. 
These principles include the following:

•	 Policy	makers	are	committed	to	considering	public	input.
•	 Participants	represent	community	diversity.
•	 Participants	receive	information	and	meaningful	opportuni-

ties to engage in discussion.
•	 Deliberation	is	a	goal	in	and	of	itself.
•	 Public	input	is	considered	in	decision	making	processes.
•	 Top-down	support	and	sufficient	resources	are	available	to	

promote meaningful input. (Hanfling et al., 2012)

Economic capacity is another sociocultural factor that in-
fluences community response to a disaster. Economic capacity 
includes local resources as well as the availability of outside as-
sistance. Obviously, a more affluent community would be able 
to better withstand the effects of a major disaster than a pov-
erty-stricken one. However, the nurse would need to assess the 
extent to which the economic foundation of the community is 
affected by the disaster. For example, if a disaster event dam-
ages a large portion of local industry, jobs are lost, tax revenues 
decrease, and even affluent communities may have diminished 
recovery capabilities. Even more simple economic effects may 
be felt by a community following a disaster. For example, ac-
cess to supermarkets declined by 42% in New Orleans follow-
ing hurricane Katrina and still had not returned to predisaster 
levels by 2009, making access to healthy foods difficult in the 
areas most affected (Rose, Bodor, Rice, Swalm, & Hutchinson, 
2011).

External economic assistance is also a factor in community 
recovery from disasters. Humanitarian aid may be available 
from a variety of sources, but it is usually short-term funding 
and may not assist in rebuilding of community infrastructures 
damaged by a disaster. In addition, aid resources may not ef-
fectively prioritize recovery needs, misallocating resources. 
 Provision of aid may be restricted by perceptions of respon-
sibility for a disaster or other political considerations. For ex-
ample, foreign policy considerations may weigh more heavily 
in aid decisions than humanitarian needs. In addition, with 
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the exception of assistance by the International Red Cross, for-
eign aid requires a request for assistance from the host coun-
try that, again, may not be forthcoming for political reasons 
(People’s Health Movement et al., 2008). Funding streams 
for global disaster response identified by the People’s Health 
Movement include government funding; private foundations 
(e.g., the Gates, Ford, and Rockefeller foundations, Wellcome 
Trust); other private organizations (e.g., individuals and cor-
porate social responsibility programs); multilateral funding 
agencies, such as the World Bank; bilateral programs, such as 
PEPFAR and  USAID; global health funding agencies, such as 
the Global Fund and GAVI; and United Nations agencies like 
WHO, UNICEF, and UNAIDS. In the United States, disaster 
relief and recovery assistance is often provided by a variety of 
governmental and humanitarian organizations, making coor-
dination of efforts difficult and resulting in gaps and overlaps 
in services.

Economic endeavors may also contribute to disaster occur-
rence. For example, there is some concern that human-induced 
seismic activity may contribute to earthquakes. Such activities 
usually involve either extraction of substances from the earth 
or injection of wastewater into the earth. A recent IOM report 
by the Committee on Induced Seismicity Potential in Energy 
Technologies and others (2013) found that fracturing or frack-
ing, a process of injecting water and sand into the earth under 
high pressure to create fractures allowing release of oil and gas, 
is not a major contributor to seismic activity, and that injec-
tion of wastewater from oil and gas production poses minimal 
risk. Carbon capture and storage, another process that involves 
injection of large volumes of fluid into the earth, may have 
considerable potential for seismic activity although the risk is 
less if a balance is maintained between extraction and injec-
tion of substances. The report concluded that further research 
is needed to determine the risk posed by these newer energy 
technologies.

The population health nurse assists in identifying social 
factors that enhance or impede the community’s ability to re-
spond effectively in the event of a disaster. Planning groups 
could then capitalize on positive factors in designing an effec-
tive disaster plan. For example, well-established cooperative 
relationships between groups and agencies in the community 
are an asset in designing and implementing a disaster plan, 
whereas the presence of relatively isolated cultural groups may 
impede planning and response efforts.

Occupational factors are another element of the sociocul-
tural dimension that contribute to the potential for disaster in a 
community and should be assessed by the nurse.  Occupational 
disasters are events related to a particular business or industry 
in which more than five deaths occur. The population health 
nurse should be aware of industries in the area that pose haz-
ards related to fire or explosion. The potential for radiation ex-
posure or leakage of toxic chemicals in the community should 
also be determined. The nurse may also want to appraise the 
extent to which local industries adhere to safety regulations 
related to hazardous conditions. Population health nurses 

working in industrial settings would be particularly likely 
to have access to this type of information. Other population 
health nurses may need to advocate for regular inspection of 
industrial conditions by the appropriate authorities.

The population health nurse also identifies occupational 
factors that may enhance a community’s abilities to respond 
effectively in the event of a disaster. The nurse and others in-
volved in disaster planning would explore the adequacy of res-
cue services and personnel for dealing with potential disasters. 
Is the number of firefighters in the community, for example, 
adequate to deal with an explosion and fire in a local chemi-
cal plant? Do firefighting units possess the equipment needed 
to deal with such an event? Planners also assess the existence 
of other occupational groups that may assist with disaster re-
sponse. For example, are there construction companies in the 
community that could supply heavy equipment that might be 
needed for rescue operations?

In the event of an actual disaster, the nurse might also as-
sess sociocultural factors influencing the community’s disaster 
response. For example, the nurse might identify growing in-
tergroup tensions in shelters for disaster victims or disorgani-
zation in efforts to reunite families separated by the disaster. 
Other areas for consideration include the degree of coopera-
tion among groups providing disaster relief and, following the 
disaster, the availability of recovery assistance to individuals 
and families. Failure of government agencies and other organi-
zations to interact effectively may be a sociocultural factor that 
hampers adequate disaster response. For example, lack of coor-
dination between local, state, and federal agencies delayed con-
trol of the San Diego wildfires in 2003, resulting in increased 
loss of life and extensive property damage. Steps have been 
taken since to improve coordination and collaboration.

Another social response to disasters, particularly those 
caused by terrorist activities, may include anger and hostility 
toward groups deemed responsible for the disaster. These emo-
tions may be demonstrated in prejudice, discrimination, and 
attacks on innocent parties believed to be related to the perpe-
trators. Population health nurses may need to be involved in 
advocacy to prevent discrimination and violence against such 
groups. Anger may also be directed at public officials. Other 
related social responses may include loss of faith in social insti-
tutions, demoralization, and social isolation (Plum & Meeker, 
2013). Even well-intentioned social responses to disaster may 
have adverse effects. For example, food aid provided to coun-
tries experiencing famine may do as much harm as good. 
 Potential negative effects of food aid include undermining the 
local economy and promoting black market sales of food goods. 
Other effects may include promoting rural to urban migration 
of people seeking relief assistance. Foreign aid may also create 
national dependency rather than promoting self- sufficiency. 
Misuse of supplies is also a problem. In addition, the costs 
and problems of shipping, storage, and dissemination of food 
supplies exhaust funds that could be used more effectively to 
promote local economies and infrastructures that prevent di-
saster. A balance of food and economic aid is recommended 
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to promote the ability of developing countries to address their 
own needs while meeting the current survival needs.

One particular social group that needs to be considered in 
disaster response planning is jail and prison inmates. Evacua-
tion of these populations poses special considerations related 
to public safety and security. Correctional officials may need to 
be able to safely relocate major inmate populations to multiple 
locations.

Finally, assessment of sociocultural determinants in a disas-
ter setting includes exploration of the availability and adequacy 
of basic social services. Areas to be addressed include the avail-
ability of shelter, transportation, financial assistance, commu-
nication networks, and other goods and services. Population 
health nurses can help in the rapid assessment of postdisaster 
conditions, making referrals for assistance, and planning to 
 assure that assistance is available to those in need.

Behavioral determinants. Behavioral factors related to con-
sumption patterns and even leisure pursuits can influence the 
occurrence of disasters and their effects on the health of com-
munity members. Consumption patterns such as smoking, 
drinking, and drug use can contribute to disasters. Smoking, 
for example, is often the cause of residential fires and wildfires 
that result in loss of life as well as extensive property damage. 
Drinking and drug abuse have both been known to contrib-
ute to transportation disasters, and they may also contribute 
to industrial disasters when the abuser is working in a setting 
with disaster potential. For example, if a person responsible for 
monitoring the safety of a nuclear reactor is intoxicated, he or 
she is unlikely to recognize or respond appropriately to signs 
of danger. The population health nurse assesses the extent of 
smoking and substance abuse in the community in relation to 
the potential for disaster. The nurse may also want to assess (or 
encourage others to assess) the effectiveness of substance abuse 
policies in transportation services and industries where there is 
potential for disaster. Another area for assessment is the extent 
of safety education with regard to smoking (e.g., not smoking in 
bed) that occurs in the community. Population health nursing 
advocacy may be needed to assure attention to these concerns.

Consumption patterns may also intensify the effects of a 
disaster on the health of a population. A community whose 
members are poorly nourished, for example, is at greater risk 
for consequences of disaster such as communicable diseases. 
Substance abuse may limit one’s potential for appropriate be-
havior in an emergency and lead to injury and even death due 
to failure to respond appropriately. For example, intoxication 
may prevent someone from fleeing a burning building.

Consumption patterns and their effects are particularly 
relevant in disasters involving famine and large displaced or 
refugee populations. Famine is a population-wide condition 
 involving substantial mortality from malnutrition.  Common 
nutritional effects of famine among refugee populations in-
clude protein-energy malnutrition (PEM), a severe state of 
undernutrition that may be either acute or chronic, and de-
ficiencies of specific micronutrients such as vitamin A, iron, 

vitamin C, niacin, and thiamine. In some cases, famine is less a 
function of lack of food than of the inability of some segments 
of the population to afford what food is available.

Lack of exercise in the population can limit the ability to en-
gage in strenuous labor that might be demanded in a disaster 
situation. Unaccustomed activity may result in exhaustion or 
heart attack. The nurse assesses the levels of exercise engaged 
in by the general population. Population health nurses in oc-
cupational settings may also be responsible for determining the 
physical fitness of personnel who would be involved in rescue 
operations in the event of a disaster (e.g., firefighters).

The leisure pursuits of community members may, on occa-
sion, contribute to the occurrence of a disaster event.  Careless 
campers, for example, could ignite a forest fire, or skiers might 
trigger an avalanche. Fires can be started by sparks from rec-
reational vehicles. The population health nurse and others 
involved in disaster planning assess the extent of such leisure 
pursuits in the community, the existence of safety regulations 
related to these pursuits, and the degree of adherence to safety 
regulations. Advocacy may also be required for the develop-
ment or enforcement of such regulations.

Leisure pursuits can also enhance the community’s re-
sponse to a disaster event, and the nurse assesses the presence 
of leisure pursuits that may have this effect. For example, the 
existence of a group with an interest in wilderness survival may 
be an advantage in the event of an avalanche or a plane crash 
in a remote area. Social groups within the community may also 
serve as a vehicle for preparedness education.

Finally, disasters may affect consumption patterns other 
than dietary intake. For example, smoking, alcohol consump-
tion, and drug use may increase as means of coping with the 
negative psychological effects of a disaster.

Health system determinants. The adequacy of the health care 
system’s response capability in the event of a disaster influenc-
es the extent to which a disaster affects a community and the 
health of its members. Assessing the ability of the health care 
system to respond to a disaster includes examining facilities and 
personnel as well as the organizational framework in which they 
operate. A community that has a variety of health care facilities 
joined in a cooperative network can respond more effectively 
to the health care demands of a disaster situation than can a 
community with limited facilities or no existing system for co-
ordinating efforts.

The nurse and other disaster response planners identify the 
types of health care facilities available in the community and 
the number and type of health care personnel that could be 
called on in the event of a disaster. Planners might also deter-
mine the existence and adequacy of disaster plans developed 
by health care facilities. For example, has a local hospital de-
veloped a plan for evacuating patients if the hospital is affected 
by the disaster? Is there a plan for handling mass casualties of 
various types in the event of a disaster?

Large populations affected by a disaster increase the de-
mand for services by health systems and hospitals. These 
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effects can be mitigated by widespread preparedness in the 
population. Health care systems need to assess the likelihood of 
specific disasters in the area and prepare accordingly. The IOM 
has recommended that health care and other organizations 
identify indicators and triggers for initiating specific actions 
in response to disaster events. Indicators are measures, events, 
or other data that predict a change in demand for services or 
the availability of resources. Indicators may be either action-
able or predictive. Actionable indicators are those that can be 
influenced by action taken within the organization or as an 
element of the emergency response system. An example of an 
actionable indicator might be an increasing number of cases of 
a particular communicable disease in the dormitories of your 
school. A predictive indicator is one that cannot be influenced 
by action, such as notification of isolation of H1N1 cases in the 
local community (Hanfling, Hick, & Stroud, 2013).

Triggers are decision points that require a change in activity 
based on information about available resources. For example, a 
specific number of disaster-related traumatic injuries needing 
surgical intervention might trigger a hospital decision to cancel 
all elective surgeries, reserving surgical resources for disaster 
victims. Crisis care triggers mark the point at which the scar-
city of resources requires movement from routine care to cri-
sis care. Cancellation of elective surgeries is an action taken in 
response to a crisis care trigger; a decision to call in additional 
personnel to address increased needs would be an example of a 
noncrisis care trigger. Triggers may be either scripted or non-
scripted (Hanfling et al., 2013). Scripted triggers are predeter-
mined points at which action is to be taken. For example, when 
the number of cases of disease in the dormitories reaches a cer-
tain predetermined level, classes may be canceled. Nonscripted 
triggers are not predetermined. For example, a countywide 
power outage in San Diego resulted in cancellation of all uni-
versity classes for several days.

Indicators and triggers lead to tactics or actions to be taken 
to address the issue of concern. Tactics may also be scripted 
or unscripted. Scripted tactics are predetermined actions to be 
taken in the event of the occurrence of certain specified indi-
cators or triggers (e.g., establishing mass immunization sites 
when the incidence of a particular disease reaches a predeter-
mined level). Nonscripted tactics vary based on the situation 
and what seems to be the most effective approach to solving 
an identified problem (Hanfling et al., 2013). The IOM has de-
veloped a toolkit to assist organizations, agencies, and jurisdic-
tions in identifying indicators, triggers, and tactics for disaster 
response. For further information about the toolkit, see the 
 External Resources section of the student resources site.

Specific public health preparation for disasters should also 
be assessed. Preparation includes:

•	 Establishing	close	working	relationships	and	mutual-aid	
agreements with other health and emergency agencies

•	 Participating	in	vulnerability	and	risk	assessment
•	 Conducting	system	capacity	assessments

•	 Acquiring	resources	and	surge	capacity	needed	to	continue	
basic services

•	 Developing	plans,	procedures,	and	guidelines	congruent	
with those of other response agencies

•	 Developing	operational	objectives	for	public	health	emer-
gency response

•	 Developing	basic	surveillance	systems	for	morbidity,	mor-
tality, syndromic, and mental health issues

•	 Developing	guidelines	and	procedures	for	risk	communication
•	 Engaging	in	resource	typing	and	credentialing	of	personnel,	

resources, and assets
•	 Ensuring	training	and	certification	of	agency	personnel	re-

garding safety and health practices and use of personal pro-
tective equipment

•	 Providing	orientation	and	training	to	response	personnel,	
including volunteers

•	 Participating	in	planning	and	implementing	preparedness	
exercises

•	 Participating	in	after-action	performance	reviews	(CDC,	2011)

Population health nurses and others assessing disaster pre-
paredness should determine the extent to which state and large 
local public health agencies (e.g., those in large metropolitan 
areas) are capable of carrying out these responsibilities.

In the event of an actual disaster, there is also a need to as-
sess the effects of the disaster on the health care system and its 
ability to respond effectively. For example, are facilities badly 
damaged or unusable for other reasons? In some instances, 
health care facilities have collapsed in earthquakes or become 
inaccessible due to floodwaters or highway damage. Damage to 
the health system, as well as other elements of the community 
infrastructure that permit access to health care services (e.g., 
roads, electricity, communication networks), can have negative 
consequences for the population’s health.

Questions for assessing disaster potential and the health-
related effects of a disaster are included in the Focused Assess-
ment on pages 723–724. Two assessment tools are included on 
the student resources site. One is the “Community Disaster 
 Preparedness Checklist” a tool for rapid assessment of the level 
of community disaster preparedness. The other tool is the more 
detailed “Disaster Assessment and Planning Guide” designed to 
assist with assessment of disaster potential and planning to deal 
with disaster occurrences.

Diagnostic Reasoning and Care of 
Populations in Disaster Settings
Based on the assessment of biological, psychological, en-
vironmental, sociocultural, behavioral, and health system 
 determinants of health, the nurse derives nursing diagnoses re-
lated to disaster care. These diagnoses may reflect the potential 
for disaster occurrence, the adequacy of disaster preparation, 
or the extent of effects in an actual disaster. A diagnosis re-
lated to disaster forecasting is “potential for major earthquake 
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FOCuSED ASSESSmENT Disaster-related Assessment 
Considerations

•	 What	is	the	level	of	community	resilience?	What	factors	
contribute	to	or	impede	resilience?

•	 How	cohesive	is	the	community?	Are	community	members	
able	to	work	together	for	disaster	planning?	What	level	of	
priority	is	given	to	disaster	planning	by	official	agencies?	
By private	organizations	and	individuals?

•	 What	provisions	have	been	made	for	reuniting	families	
separated	by	disaster?

•	 What	is	the	extent	of	social	support	available	to	disaster	
victims?

•	 What	is	the	extent	of	collaborative	interaction	among	relief	
agencies	involved	in	the	disaster?

•	 Has	the	community	disaster	plan	been	communicated	
to	residents?	How	are	disaster	warnings	communicated	
to	residents?	Are	there	language	barriers	that	impede	
communication	in	the	disaster	setting?	What	is	the	effect	of	
disaster	on	normal	channels	of	communication?

•	 What	community	groups	are	responsible	for	disaster	
planning?	Who	is	available	to	provide	leadership	in	
responding	to	the	disaster?	What	is	the	level	of	credibility	of	
leaders	among	those	affected	by	the	disaster?

•	 What	community	industries	pose	disaster	hazards?	What	
types	of	hazards	are	present?	To	what	extent	do	local	
industries adhere to safety procedures that would prevent a 
disaster?	Is	adherence	monitored	by	regulatory	bodies?

•	 What	occupational	groups	in	the	community	are	available	to	
respond	to	the	disaster?

•	 What	is	the	extent	of	property	damage	and	loss	resulting	
from	the	disaster?

•	 What	is	the	economic	status	of	those	affected	by	disaster?	
Do	they	have	economic	resources	available	to	them?	What	is	
the	effect	of	the	disaster	on	the	local	economy?

•	 What	external	sources	of	economic	assistance	are	 
available?

•	 What	is	the	effect	of	the	disaster	on	transportation?

•	 What	is	the	effect	of	the	disaster	on	community	services?	
What community services are available to assist with 
recovery?

•	 Is	equipment	needed	to	deal	with	the	disaster	available	and	
in	good	repair?

Behavioral Determinants

•	 To	what	extent	do	consumption	patterns	(e.g.,	drugs	or	
alcohol)	create	the	potential	for	disaster	in	the	community?

•	 Do	community	members	engage	in	leisure	pursuits	that	pose	
a	disaster	hazard?	To	what	extent	do	community	members	
engage in recreational safety practices that can prevent 
disasters?	What	leisure	pursuits	by	community	members	
could	enhance	the	community’s	disaster	response?

Biological Determinants

•	 What	is	the	age,	gender,	and	ethnic	composition	of	the	
population	involved	in	the	disaster?	Are	the	effects	of	the	
disaster likely to be worse for some subgroups than others 
(e.g.,	the	disabled,	elderly)?

•	 What	is	the	extent	of	injury	or	disease	resulting	from	the	
disaster?

•	 What	existing	health	problems	are	prevalent	among	those	
involved	in	the	disaster?

•	 Are	there	pregnant	women	involved	in	the	disaster?

Psychological Determinants

•	 How	does	the	population	respond	to	disaster	warnings?	What	
is	the	public’s	attitude	to	disaster	preparedness?

•	 What	is	the	extent	of	community/individual	ability	to	cope	
with	the	disaster?

•	 What	is	the	extent	of	existing	mental	illness	among	those	
involved	in	the	disaster?

•	 What	is	the	extent	of	damage	or	loss	of	life	involved	in	the	
disaster?

•	 Does	the	disaster	present	the	potential	for	continuing	
damage	or	loss	of	life?

•	 What	is	the	effect	of	the	disaster	on	rescue	workers?	On	
victims?	What	are	the	long-term	psychological	effects	of	the	
disaster	on	the	community?

Environmental Determinants

•	 What	physical	features	of	the	community	create	the	potential	
for	disaster?	What	types	of	disasters	are	likely	to	occur?

•	 What	structures	are	likely	to	be	threatened	by	a	disaster?	To	
what	extent	are	vital	structures	likely	to	withstand	a	disaster?

•	 What	structures	could	be	used	as	emergency	shelters?

•	 Will	weather	conditions	influence	the	effects	of	the	disaster?

•	 Are	there	elements	of	the	physical	environment	that	will	
hinder	response	to	the	disaster	(e.g.,	blockage	of	roads)?

•	 Have	buildings	been	structurally	damaged?	Is	there	potential	
for	additional	structural	damage?	Does	structural	damage	
pose	further	risk	to	victims?	To	rescuers?

•	 Is	there	a	need	for	sources	of	shelter	for	persons	displaced	
by	the	disaster?

•	 Is	there	a	safe	water	source	available	to	victims	of	the	
disaster?

•	 To	what	extent	are	animals	involved	in	the	disaster?	What	
health	effects	might	this	have?

Sociocultural Determinants

•	 Do	relationships	in	the	community	have	the	potential	to	
create	a	disaster	(e.g.,	civil	strife,	war)?

(Continued)
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damage and injury due to community location on a  geological 
fault.” A diagnosis of “inadequate disaster planning due to 
fragmentation of planning efforts among community agencies” 
is a possible nursing diagnosis related to disaster preparedness. 
A diagnosis derived from information about the effects of an 
actual disaster is “need for additional shelter sites due to de-
struction of planned shelters by fire.”

In the event of an actual disaster, nursing diagnoses might 
relate to individual clients as well as to the status of the over-
all community. Examples of individual level diagnoses include 
“grief due to loss of husband” and “pain due to leg fracture 
suffered in building collapse.” Nurses may derive diagnoses 
related to disaster helpers as well as victims, such as “role over-
load due to need to rescue disaster victims and care for own 
family” and “stress related to constant exposure to death.”

Planning: Disaster Preparedness
Activities related to disaster preparedness and response oc-
cur at all four levels of health care, but the terminology used is 
somewhat different.

HEALTH PROmOTiON. General health promotion activi-
ties such as good nutrition, physical activity, and development 
of effective coping skills assist individuals and  communities in 
withstanding the effects of disasters. In addition, specific activi-
ties designed to enhance community resilience are an element 
of health promotion related to disaster care. The  Committee 
on Increasing National Resilience to Hazards and Disasters, 
 Committee on Science, Engineering, and Public Policy, and The 
National Academies (2012) have identified several  universal 
steps in fostering community resilience. These include engaging 
the whole community in policy making and planning, linking 
public and private performance and interests to  resilience goals, 
improving public and private infrastructure and essential ser-
vices, and promoting a culture of resilience by  communicating 

risks and connecting community networks. Other steps  include 
organizing communities, neighborhoods, and communities to 
prepare for disasters.

In the event of a disaster, actions that promote overall phys-
ical and mental health within the population will assist in di-
saster recovery. Goals of health promotion in a disaster include 
meeting basic survival needs for food, water, shelter, and secu-
rity, ensuring access to goods and services, empowering sur-
vivors to advocate for themselves and promoting the highest 
achievable level of health in the population affected (Reed et al., 
2013). Table 25-6• presents health promotion foci and popula-
tion health nursing strategies related to disasters.

PREvENTiON. Prevention, in the context of disaster, has 
two main foci: preventing disasters from occurring and mini-
mizing their effects. Disaster prevention relies on risk analysis 
and hazard identification with subsequent activities to reduce 
risks.

Preventing disasters. Population health nurses may be in-
volved in identifying and eliminating factors that may contrib-
ute to disasters to the extent that they identify these factors and 
report their existence to the appropriate authorities. For ex-
ample, the population health nurse working in an occupational 
setting may note that an employee who is responsible for moni-
toring pressure levels in a boiler may be drinking heavily. This 
employee’s drinking problem may lead to lack of attention to 
rising pressures and an explosion and fire in the plant. In such 
a case, the nurse would call the employee’s drinking behavior to 
the attention of a supervisor.

Population health nurses may also become politically active 
to ensure that risk factors for potential disasters present in the 
community are eliminated or modified. For example, the nurse 
might campaign for stricter building codes or serve as a me-
diator in an attempt to defuse social unrest in the community. 

•	 What	is	the	availability	of	food	and	water	to	disaster	victims?	
To	rescuers?	Are	there	special	dietary	needs	among	those	
affected	by	the	disaster?	What	provisions	have	been	made	to	
meet	these	needs?

•	 To	what	extent	have	psychological	effects	of	the	disaster	
increased	the	incidence	or	prevalence	of	substance	abuse?

Health System Determinants

•	 How	well	prepared	are	health	service	agencies	to	respond	to	
a	disaster?

•	 What	health	care	facilities	are	available	to	care	for	disaster	
victims?	What	are	their	capabilities?	What	health	care	

FOCuSED ASSESSmENT (Continued)

personnel	are	available	to	meet	health	needs	in	a	disaster?	
How	can	they	best	be	mobilized?

•	 What	is	the	extent	of	basic	first	aid	and	other	health-related	
knowledge	in	the	community?

•	 What	is	the	effect	of	a	disaster	on	health	care	facilities?	On	
health	care	services?

•	 What	physical	and	mental	health	care	services	are	needed	as	
a	result	of	disaster?	Are	available	services	adequate	to	meet	
the	need?
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Population health nurses can also advocate for maintenance 
and repairs of structures to promote disaster resistance or the 
creation of surveillance systems to identify covert biological or 
chemical terrorism. There may also be a need for advocacy re-
garding identification of potential terrorist targets or for strat-
egies to minimize terrorist resources. For example, there may 
need to be stricter controls on access to agents that can be used 
for biological or chemical terrorism. Safeguards should be de-
veloped related to production, storage, transport, and use of 
such substances. International treaties and national regulation 
of the sale of weapons and the production, distribution, storage, 
and use of biological, chemical, and nuclear agents may also be 
of some help in preventing international terrorist activities.

Prevention of resource wars may also reduce the risk of 
complex emergencies. Such preventive efforts might include 
promoting and conserving renewable energy, documenting the 
impact of such wars and advocating for peaceful resolution of 

disputes, and protecting the rights of noncombatants (Klare 
et al., 2011).

Immunization is another preventive measure for epidemics 
of communicable disease that might occur naturally or result 
from biological terrorism. Population health nurses can edu-
cate the public regarding routine immunization as well as im-
munization for selected bioterrorism agents.

Population health nurses are often involved in educating the 
public about major disaster risks, how to prevent disasters, and 
minimize their consequences. This may involve planning edu-
cation for individuals, families, or groups of clients on home 
safety practices to prevent fires and explosions, how to prepare 
for a possible community disaster, and what to do in the event 
of a disaster situation. 

The nurse would plan to acquaint clients with whom he or 
she works with the types of disasters possible in their com-
munity and actions they can take to minimize the conse-
quences should an emergency arise. The nurse can also guide 
clients to resources that help them prepare for the possibility 
of a disaster. A variety of government agencies publish litera-
ture containing guidelines for emergency preparation by indi-
vidual citizens. For example, the San Diego County Office of 
 Emergency  Services (n.d.) has developed a Family Disaster Plan 
and Personal  Survival Guide. Similarly, the American Red Cross 
has prepared a series of toolkits to promote home and family, 
school, and workplace preparedness. For further information 
about the toolkits, see the External Resources section of the stu-
dent resources site. Potential topics for family disaster educa-
tion are presented on the next page.

Minimizing disaster effects. As we saw earlier, mitigation ef-
forts may be undertaken prior to a disaster with the intent of 
minimizing the adverse effects on a population. In addition, 
population health nurses can be involved in activities to mini-
mize effects after occurrence of a disaster event. For example, 
they can educate clients on immediate safety measures, such 

TAbLE 25-6  Health Promotion Foci and Strategies Related to Disasters

Focus Strategies

General community health promotion •	Educate	community	members	for	good	nutrition
•	Advocate	for	availability	of	nutritious	foods
•	Educate	community	members	for	physical	activity
•	Promote effective individual coping

Promotion of community resilience •	Engage	the	whole	community	in	policy	making	and	planning
•	Link	public	and	private	performance	and	interests	to	resilience	goals
•	Improve	public	and	private	infrastructure	and	essential	services
•	Promote	a	culture	of	resilience	by	communicating	risks	and	connecting	community	

networks
•	Organize	communities,	neighborhoods,	and	communities	to	prepare	for	disasters

Promotion following a disaster event •	Meet	basic	survival	needs	for	food,	water,	shelter,	and	security
•	Ensure	access	to	goods	and	services
•	Empower	survivors	to	advocate	for	themselves
•	Promote	the	highest	achievable	level	of	health	in	the	population	affected

Disaster planning by families contributes to more effective 
community disaster response. (alphabetMN/Fotolia)
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CLiENT EDuCATiON Family Disaster Planning

Important Information

•	 Provide	each	family	member	with	emergency	contact	
information (name, phone number, location) for someone 
out of the immediate area

•	 Develop	and	inform	family	members	of	the	family	disaster	
plan, including:
0 Where and how to safely shut off utilities (electrical 

circuit breaker, main water valve, gas valve, location of 
a wrench, manual garage door override, other utilities)

0 Floor plan with marked window and door exits, utility 
shutoffs, first aid and emergency supplies (also inform 
babysitters and guests of this information)

0 Avenues of escape from the home or other buildings
0 Two possible reunion locations: immediately outside the home 

and away from home if family members cannot get home.
0 Alternative evacuation routes out of the neighborhood

•	 Obtain	information	on	school	and	employment	disaster	
policies (keeping children to be picked up, etc.)

•	 Record	medication	information	for	each	family	member
•	 Obtain	and	post	utility	phone	numbers,	police,	medical,	

contact information
•	 Obtain	information	on	local	emergency	plans,	shelter	

locations, and evacuation plans
•	 Obtain	information	on	community	disaster	warning	

signals and their meaning
•	 Assign	activities	related	to	evacuation	(e.g.,	designate	the	

person responsible for taking the baby or family pets)
•	 Know	the	general	plan	and	designated	routes	for	

evacuating the community
•	 Know	what	actions	should	be	taken	when	warning	is	given
•	 Know	where	to	seek	additional	information

Important Papers

•	 Medical	consents	for	children
•	 Insurance	papers,	bank	account	numbers
•	 Identification	papers
•	 Emergency	release	permissions	provided	to	children’s	

schools
•	 Pet	immunization	records
•	 Significant	medical	information
•	 Cash

Important Skills

•	 Utility	shut	off
•	 First	aid/CPR	as	age	appropriate
•	 Personal	protection	in	case	of	storms,	fire,	earthquake,	

toxic fumes

Home Inspection and Risk Reduction

•	 Install	and	maintain	smoke	detectors	in	homes
•	 Identify	potential	risks	and	evacuation	routes

•	 Secure	water	heater	and	heavy	furniture	to	wall	studs
•	 Move	heavy	items	to	lower	shelves
•	 Remove	or	isolate	and	secure	flammable	materials
•	 Install	locking	devices	on	cabinet	doors
•	 Install	and	support	flexible	connections	on	gas	 

appliances
•	 Install	fire	escape	ladders	as	needed	at	upper	 

windows
•	 Keep	stairways	and	doors	free	of	obstacles	to	permit	an	

easy way out

Disaster Supplies

•	 Medications,	glasses,	and	first	aid	supplies
•	 Flashlights,	radio,	and	extra	batteries	and	bulbs
•	 Food	and	water	sufficient	for	72	hours

0 Water (one gallon per person per day)
0 Nonelectric can opener
0 Canned, dehydrated, or precooked food requiring 

minimum heat or water
0 Special dietary needs (baby formula, pets)

•	 Blankets	and	extra	clothing	(at	least	one	complete	change	
of clothes per person), outer wear

•	 Other:	fire	extinguisher,	first	aid	kit	and	book,	watch	or	
nonelectric clock

•	 Sanitation	supplies:	powdered	chlorinated	lime	(to	add	
to sewage), large plastic bags, pre-moistened towelettes, 
sealable bags, newspapers, hand soap/liquid detergent, 
shampoo, toothpaste and toothbrushes, dentures, 
feminine supplies, infant supplies, toilet paper, paper 
towels, deodorant

•	 Safety	items:	heavy	shoes,	gloves,	candles	and	waterproof	
matches, garden hose, knife or razor blades, tools, 
household bleach

•	 Cooking	items:	sealable	plastic	bags,	paper	plates,	
utensils, paper towels, cooking pots, barbecue or gas grill, 
charcoal and lighter or propane

•	 Tent	or	other	type	of	shelter

Immediate Response

•	 Get	to	a	safe	location
•	 Seek	shelter	from	hurricanes	or	tornadoes	in	basements	

or inner rooms without windows
•	 Seek	high	ground	in	the	event	of	a	flood
•	 Assist	family	members	with	mobility	limitations	and	

functional needs
•	 Check	for	injuries	and	provide	first	aid	as	needed
•	 Check	for	fires	and	hazards
•	 Turn	off	utilities	(only	turn	off	gas	in	the	event	of	a	

suspected leak)
•	 Check	on	neighbors
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as seeking shelter from severe storms, moving to safer parts of 
the house in the event of an earthquake, or turning off utili-
ties and safe use of portable generators, and can encourage the 
placement of CO monitors in all homes. Public education with 
respect to response to nuclear or radiological attacks would 
include staying indoors, limiting consumption of milk and lo-
cally produced food, and use of potassium iodide prophylaxis 
following exposure. Population health nurses may need to ad-
vocate for the availability of prophylactic antidotes for a variety 
of potentially hazardous substances depending on the disaster 
potential in the community.

Postdisaster prevention may also involve use of personal 
protective equipment (PPE) for those working in disaster- 
affected areas. For example, those working in floodwaters 
should wear heavy boots and other protective gear to avoid 
wound exposure to contaminated water. PPE (e.g., respirators) 
should also be used in disasters such as fires and the collapse of 
buildings in which smoke and lingering particulate matter pose 
health hazards for rescue and clean-up workers. PPE should be 
standardized across agencies when possible, and all respond-
ers, including volunteers, should be adequately trained in its 
use. Similarly, work to identify the dead poses risks for morgue 
personnel, who should use PPE during examinations and ar-
range for appropriate disposal of bodies and autopsy fluids and 
samples.

Postdisaster immunization campaigns (e.g., for hepatitis A,  
influenza, varicella) may be warranted in shelter settings de-
pending on conditions such as crowding, poor sanitation, or 
contamination of food and water. Vaccination may also be 
needed for autopsy workers and mortuary personnel and their 
families in the event of disease outbreaks with multiple deaths. 
Population health nurses may be involved in the design and 
implementation of immunization campaigns and in educating 
the public about the need for immunization.

Prevention of mental health problems resulting from di-
saster may involve preventing group panic by providing reli-
able risk communication focusing on specific actions that can 

be taken to promote safety. Health officials should also avoid 
“knee-jerk” responses to circumstances (e.g., imposing mass 
quarantine regulations for disease outbreaks). Prevention of 
mental health effects can also be fostered by assisting people 
to manage fear and anger and restoring them to a useful social 
role. Provision of respite may also be warranted for rescue and 
other personnel and other people with significant care burdens 
(e.g., single women with children, caretakers of persons with 
disabling conditions) (Plum & Meeker, 2013). Table 25-7•  
presents some of the specific activities of population health 
nurses related to prevention in disaster settings.

RESOLviNg PRObLEmS: RESPONSE PLANNiNg. Re-
solving problems arising from a disaster involves implementing 
the disaster response plan. Prior to implementation, however, 
the plan needs to be developed. Disaster response is based on 
disaster planning that occurs in the nondisaster stage. In dis-
cussing disaster response, we will address purposes and princi-
ples and challenges in disaster planning, general considerations 
in planning, and specific elements of a disaster response plan.

Disaster response planning should be a collaborative effort 
that incorporates members of the community in plan develop-
ment, dissemination, and implementation. Planning activities 
should encourage personal and community responsibility for 
preparedness rather than relying on the actions of governmen-
tal bodies (Chandra et al., 2011).

Purposes of disaster planning. Emergency or disaster pre-
paredness involves the development of knowledge, skills, and 
plans for action needed to prepare for or respond to a disaster 
(Baack & Alfred, 2013). The general intent of disaster prepared-
ness is to limit the morbidity and mortality resulting from a di-
saster and to decrease the population’s vulnerability to the effects 
of a disaster. A second general purpose of disaster planning is to 
ensure that resources are available for effective response in the 
event of a disaster. This aspect of planning involves determining 
procedures that will be employed in response to a disaster event 

CLiENT EDuCATiON (Continued)

•	 Stay	apprised	of	events	with	a	battery-powered	radio
•	 Do	not	touch	downed	power	lines
•	 Clean	up	or	avoid	potentially	harmful	materials
•	 Check	for	damage	if	safe	to	do	so
•	 Do	not	use	the	telephone	except	in	emergency
•	 For	updated	information	and	shelter	information	call	the	

Red Cross
•	 Open	doors	carefully
•	 Cooperate	with	safety	officials
•	 Be	prepared	to	evacuate	if	necessary

•	 Purify	water	if	needed	by	boiling,	adding	¼	tsp	household	
bleach/gallon of clear water (2½ tsp/gallon for cloudy 
water) or water purification tablets

•	 Engage	in	safe	use	of	electric	generators
•	 Do	not	use	charcoal	grills	or	other	carbon	monoxide–

producing fuels indoors

Other

•	 Practice	implementing	the	plan
•	 Replace	stored	food,	water,	and	medications	periodically
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and obtaining material and personnel that will be required to 
implement the disaster plan.

Principles and challenges of disaster planning. Effective di-
saster planning is based on several principles that include the 
following:

•	 Planning	must	be	based	on	a	scientific	understanding	of	
 human behavior.

•	 Planning	should	incorporate	findings	from	current	research.
•	 Preparedness	must	go	beyond	routine	response	to	everyday	

emergencies.
•	 Planning	should	be	based	on	regularly	updated	community	

assessment information.
•	 Planning	needs	to	incorporate	establishment	of	a	chain	of	

command prior to a disaster event.
•	 Disaster	response	plans	should	incorporate	measures	to	mo-

bilize local resources during the first 24 to 48 hours after a 
disaster.

•	 Planning	needs	to	be	based	on	identification	of	the	needs	of	
vulnerable populations and address those needs.

•	 Planning	should	incorporate	development	of	mutual	aid	
agreements with state and federal organizations and include 
knowledge of what assistance can be expected.

•	 Plans	also	need	to	be	flexible.
•	 Plans	need	to	consider	the	training	and	resource	needs	of	

response personnel.
•	 Plans	need	to	incorporate	mechanisms	for	early	damage	

assessment of the overall magnitude of the disaster, health 

effects, integrity of health system function, specific health 
care needs of survivors, disruption of public services needed 
for survival, and the extent of local response (Veenema & 
Woolsey, 2013).

Disaster preparedness, particularly as it relates to responses 
to bioterrorist threats, poses several challenges. These include 
preventing disaster (e.g., the spread of disease) without unduly 
infringing on individual freedom, supporting economic stabil-
ity in the face of security controls that may disrupt commerce, 
supporting and restoring social bonds in the face of suspicion 
and uncertainty, and alerting the public to the occurrence of 
a crisis without creating fear and panic. Additional challenges 
include earning public confidence and support regarding the 
use of resources in responding to the disaster, maintaining 
credibility in situations in which information on which to 
base sound decisions is lacking, and promoting collaboration 
among multiple social sectors to promote effective response.

Population health nurses should be actively involved in di-
saster response planning and can help to assure that principles 
of effective planning are incorporated and that the challenges 
are met. For example, population health nurses might advocate 
for collection of community perspectives prior to developing 
a response plan or might help to assure that civil liberties are 
protected as much as possible. Similarly, population health 
nurses might advocate for a response plan that meets the needs 
of diverse segments of the community (e.g., non-English-
speaking residents or those who cannot afford recommended 
disaster preparation activities).

TAbLE 25-7 Prevention Foci and Strategies Related to Disasters

Focus Strategies

Disaster prevention •	Assist	in	the	identification	of	disaster	risks
•	Advocate	for	the	elimination	or	modification	of	disaster	risks
•	Advocate	for	appropriate	controls	on	the	production,	transport,	storage,	and	use	of	hazardous	

materials
•	Advocate	for	measures	to	promote	human	dignity	and	prevent	civil	unrest
•	Advocate	for	effective	building	codes,	maintenance,	and	security
•	Advocate	for	adoption	of	sound	land	use	planning	practices
•	Provide	immunization	services	and	educate	the	public	on	the	needs	for	immunization
•	Educate	the	public	regarding	disaster	preparedness

Minimizing disaster effects •	Assist	in	communicating	community	disaster	response	plans	to	the	public
•	Educate	the	public	about	major	disaster	risks,	how	to	prevent	disasters,	and	how	to	minimize	their	

consequences
•	Advocate	for	the	availability	and	use	of	PPE	by	disaster	responders
•	Educate	responders	on	the	use	of	PPE
•	Initiate	postdisaster	immunization	campaigns	and	educate	the	public	regarding	the	need	for	

immunization
Preventing psychological effects •	Prevent	group	panic	through	timely	and	honest	risk	information	and	direction	for	action	to	foster	

safety
•	Provide	reassurance	and	assistance	in	dealing	with	anxiety
•	Advocate	avoidance	of	knee-jerk	responses
•	Assist	with	the	management	of	fear	and	anger
•	Provide	people	with	useful	social	roles
•	Provide	respite	as	needed
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General considerations in disaster response planning. Gen-
eral considerations in planning the response to a disaster 
event include designating authority, developing communica-
tion mechanisms, providing transportation, and developing a 
 record-keeping system.

Authority. An effective disaster response plan designates a 
central authority and delineates the responsibilities that are 
delegated to specific persons and organizations. For example, 
if it is clear that evacuation decisions are made by the mayor 
and implemented by members of a local military installation, 
while police have the responsibility for keeping roads open, 
there will be less confusion, and evacuation efforts will be car-
ried out more smoothly. Central authority may be assigned to 
several people in a hierarchical order so that in the absence of 
the first person designated, the second person has authority to 
implement the plan. In this individual’s absence, a third person 
would assume that authority, and so on.

Authority for on-the-spot decisions should be delegated, 
whenever possible, to persons at the scene of a disaster to avoid 
time-consuming delays in response to an emergency situation. 
At the same time, there needs to be a balance between imme-
diate response and overall coordination of activities. Areas in 
which authority will be needed should be identified and re-
sponsibility designated. Gaps in authority should be prevented 
since this results in inability to engage in timely response. For 
example, one of the policies that prevented effective response 
to the San Diego wildfires in 2003 was the routine grounding 
of U.S. Forest Service helicopters half an hour before sundown. 
There was no one with local authority to invalidate this policy 
and allow at least one flight with fire retardant chemicals that 
could have helped contain the fires. Pilots of one helicopter 
that was already en route had to return to base even though 
they believed they could safely drop their load of chemicals be-
fore flight conditions became too dangerous.

Communication. Communication is critical to the effective 
implementation of a disaster response plan. Effective com-
munication serves a number of purposes. First, it increases the 
likelihood of appropriate action by responders and the general 
public. Second, it reduces anxiety and unnecessary action by 
segments of the population that are not threatened by the di-
saster. Third, and most important, effective communication 
facilitates relief efforts.

Modes of communication should be established and disas-
ter personnel and the general public should be familiarized 
with them. Specific considerations in this area include how 
warnings of an imminent disaster will be communicated, how 
communication between various emergency teams and facili-
ties will be handled, and how communication with the outside 
world will be facilitated. It is important to remember that nor-
mal means of communication may be disrupted during an 
emergency, and that there is a need for “redundant communi-
cation systems” using multiple modes of communication from 
and to multiple locations (Davis et al., 2013).

Some consideration should also be given to facilitating com-
munication among members of the community. For example, 
there may be a central bulletin board where messages can be 
left or a specific agency that is responsible for handling per-
sonal communications that permit family members separated 
by a disaster to locate each other. There should also be two-way 
communication between authorities and the public so disaster 
response best meets community needs. This may be facilitated 
by emergency information systems that collect data about di-
saster effects during impact, response, and recovery phases 
(Landesman, 2011).

Disaster-related communication should be factual, posi-
tive, and reassuring whenever possible. CDC has adopted 
the acronym STARCC to reflect the characteristics of ef-
fective disaster communication: Simple, Timely, Accurate, 
 Relevant, Credible, and Consistent. Trust and credibility may 
be fostered by expressing empathy and caring, competence 
and expertise, honesty and openness, and commitment and 
dedication. Additional communication tips include avoid-
ing over reassurance, acknowledging uncertainty, explaining 
the processes to be used to find answers, acknowledging peo-
ples’ fears, providing direction for specific action, and asking 
people to share risk. In addition, risk communication mes-
sages and information “hot lines” should be updated regularly 
and coordinated with other responding organizations (CDC, 
2011).

Communication mechanisms and messages may need to be 
targeted to specific audiences, which may necessitate develop-
ing ongoing relationships with public media prior to a disas-
ter. Media representatives may need to be educated regarding 
their potential role in disaster communications (Chandra 
et al., 2011). Ethnic radio and television stations can broadcast 
warnings and instructions in a variety of languages, but spe-
cific contacts should be established before a disaster event oc-
curs. Development of media dissemination plans will  support 
 disaster-related communication with the public. Specific 
messages should be developed based on communication and 
 behavioral theory to promote positive responses, and mes-
sages should be accurate, clear, consistent, and timely in their 
 delivery.  Another consideration is the need for interoperable 
communication systems between response agencies that inter-
face well. In addition, plans should be made to accommodate 
communication between and among fixed and mobile loca-
tions. There is also a need for emergency alert systems that will 
be easily understood by the general public (e.g., the air raid si-
rens designed to warn of enemy attack in the 1940s and 1950s). 
Other aspects of communication include designating reporting 
sites for rescue and health care personnel and mechanisms for 
identifying who these people are. For example, color-coded 
vests might be used to distinguish health care providers from 
rescue workers. Several prepared public service announce-
ments (PSAs) and podcasts are available from CDC to inform 
residents of emergency preparedness and appropriate actions. 
For further information about these media messages, see the 
External Resources section of the student resources site.

M25_MARY9591_06_SE_C25.indd   727 06/09/14   7:43 PM



728  Unit 4 nursing care of Special Populations

Communication-related components of a disaster response 
plan should consider three possible scenarios and develop con-
tingency plans for each. In the first scenario, normal commu-
nication channels remain intact and can be used for disaster 
response purposes. In the second scenario, some normal chan-
nels are intact, but others have been incapacitated. In the third 
scenario, there is little intact communications technology and 
other means of communication need to be employed.

Communication considerations in disaster response plan-
ning must also include dissemination of the plan to the general 
public, the scientific and professional community, and other 
stakeholders to permit them to take appropriate action regard-
ing their own preparation for and response to a disaster. Again, 
these communications should be targeted to specific audiences 
and be delivered by trusted spokespersons. Population health 
nurses can help identify appropriate mechanisms for commu-
nicating with particular segments of the community and draft 
meaningful messages.

A final, highly specialized consideration with respect to di-
saster communication is how notification regarding the death 
of a family member will be handled. Protocols should be devel-
oped regarding how significant others will be notified of deaths 
and may necessitate coordination with mental health person-
nel (Landesman, 2011).

Transportation. General plans for the provision of necessary 
transportation must also be considered in disaster response 
planning. There will be a need to transport personnel and equip-
ment to the disaster site as well as to transport victims away 
from the site. There will also be a need to move personnel to 
areas where they are most needed. Another consideration with 
respect to transportation is keeping access roads open so that 
emergency vehicles can pass. There is also a need to provide 
alternate transportation routes, especially for evacuating people 
from a high-risk area, in case first-choice routes are blocked.

Records. Records are needed prior to a disaster regarding the 
availability of supplies and equipment and areas where they are 
stored. This information should be updated on a regular ba-
sis, and a systematic process for its updating should be estab-
lished. Local institutions such as schools and businesses should 
be encouraged to keep records of all those present at any given 
time so that everyone can be accounted for and those miss-
ing can be identified as early as possible. Institutional records 
may also include emergency contact and health-related infor-
mation that will facilitate reunification of families or meeting 
ongoing health needs. One of the disaster plan elements that 
facilitated continued TB treatment for infected individuals fol-
lowing hurricane Sandy was the maintenance of duplicate re-
cords and emergency contact information for patients. All of 
the 1,899 people under treatment for TB in the most affected 
areas were located and their care continued without interrup-
tion  (Burzynski et al., 2013).

During the disaster itself, a variety of other types of records 
are needed. Victims must be identified and their condition 

and treatment documented. Deaths should also be recorded. 
 Records are also needed of the use of supplies and equip-
ment so that additional materials can be obtained if required. 
 Records of the deployment of rescue personnel are needed to 
ensure the most effective use of personnel. It would be difficult 
to develop systematic record-keeping systems during an actual 
disaster, so it is important that such systems be in place before 
a disaster occurs.

Elements of a disaster response plan. A comprehensive disas-
ter plan should address notification, warning, control, coordi-
nation, evacuation, and rescue. Additional elements of the plan 
should specify protocols for immediate care, supportive care, 
recovery, and evaluation. These last two elements will be dis-
cussed under health restoration or recovery, and the others will 
be briefly examined here.

Notification. An effective disaster response plan specifies in a 
systematic fashion the means of notifying the person or per-
sons who can set the plan in motion. Persons who might be 
in a position to have advance warning of a disaster (e.g., local 
weather service personnel) should have a clear understanding 
of who should be apprised of the potential for disaster. There 
must also be specific plans for notifying personnel and organi-
zations involved in the disaster response. Notification should 
always include the fact of occurrence of a disaster, the type of 
disaster involved, and the extent of damage as far as it is known 
at the time. Notification should also convey any other relevant 
information that is known about the situation.

Warning. The disaster plan should also spell out the proce-
dures for disseminating disaster warnings to the general public. 
Procedures should specify the content of warnings, who will is-
sue the warnings, and the manner in which warnings will be 
communicated. For example, the plan might specify that warn-
ings include the type of disaster involved, the area affected, and 
specific directions on actions to be taken by community mem-
bers. Warnings may be issued by local radio and TV stations 
and by police vehicles with loudspeakers. Sirens may be used 
to alert people if they have been informed beforehand of the 
meaning of the siren and where to turn for more information. If 
warnings are to be communicated by media personnel, the plan 
should specify contact persons at radio and TV stations. Recent 
technological developments have allowed information to be 
disseminated in a variety of other ways, for example, through 
social media or by means of mobile telephones (FEMA, 2012b).

There is also a need to consider mechanisms to provide 
warning for certain particularly vulnerable segments of the 
population. For example, sign language or closed caption mes-
sages may accompany audio messages on television stations or 
vibrating alarms may be used. Use of other high-tech mecha-
nisms for warning messages may miss low-income households, 
and the tendency to provide media messages in English does 
not meet the needs of non-English-speaking segments of the 
population (DeBastiani & Strine, 2012).
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Control. A disaster plan also specifies how the effects of a 
 disaster are to be controlled. Different control efforts are re-
quired for different types of disasters, and a community should 
be prepared to implement a variety of control activities. In the 
case of an earthquake, for example, control measures are direct-
ed at preventing and extinguishing fires before further dam-
age is caused. Again, the procedures, materials, and personnel 
needed to carry out control measures must be specified in the 
plan. Disaster response plans frequently include measures to 
prevent looting of evacuated homes; however, research has in-
dicated that looting is not generally a widespread problem and 
such measures may siphon off protective services personnel 
who could be better used in other capacities.

Logistical coordination. Another element of a community 
disaster plan deals with logistical coordination. Logistical 
 coordination is the coordination of attempts to procure, main-
tain, transport, and disburse needed materials in a disaster. The 
disaster plan specifies where and how supplies and equipment 
will be obtained, where these will be stored, and how they will 
be transported to the disaster site.

Traffic control is another aspect of logistical coordination. 
The disaster plan should specify personnel and procedures for 
controlling access to the disaster site. Traffic control proce-
dures should also specify means by which access to the disaster 
site is ensured for rescue vehicles and vehicles carrying person-
nel, supplies, and equipment.

Evacuation. An effective disaster plan also specifies evacu-
ation procedures. The plan should indicate how those to be 
evacuated will be notified, what they can take with them, and 
how the evacuation will be accomplished. The plan may need to 
specify several contingency evacuation procedures, depending 
on the type of disaster.

The disaster response plan also provides for the logistics of 
evacuation, including the personnel needed to carry out the 
evacuation, how they are to be recruited and assigned, and how 
they will be notified. The plan also specifies the forms of trans-
portation to be used during evacuation, where appropriate 
 vehicles can be obtained, and how they will be refueled.

Rescue. The response plan should specify the process to be 
used to assess rescue needs and who is responsible for car-
rying out the assessment. Once the assessment is made, 
procedures should be in place for obtaining the appropriate 
personnel and equipment. For example, in the event of an 
earthquake, heavy construction equipment and operators are 
needed, whereas fire department personnel are needed in a 
fire-related disaster.

The rescue operation should focus on removing victims 
from hazardous conditions and providing first aid as needed. 
Rescue chains are the logistical component of emergency 
health services including plans for moving injured persons to 
appropriate health care facilities. Rescue personnel should re-
frain from providing other forms of care as much as possible. 

This care can be provided by others, thus freeing rescue per-
sonnel to carry out the rescue operation.

Immediate care. Provision of immediate care is another con-
sideration detailed in a disaster response plan. Immediate care 
is health care required on the spot to ensure a disaster victim’s 
survival or a disaster worker’s continued ability to function. 
Plans for providing immediate care in four areas in the vicinity 
of the disaster site should be detailed in the disaster response 
plan (Figure 25-5•). Immediate care begins at the actual site of 
the disaster, with a rapid initial assessment of all victims by the 
first health care provider on the scene. This phase of immediate 
care is geared to correcting any life-threatening problems.

The second area of immediate care is the triage area.  Triage 
is the process of sorting disaster casualties on the basis of ur-
gency and their potential for survival to determine priorities 
for treatment, evacuation, and transportation. Triage decisions 
are intended to maximize the number of survivors of a disaster 
event without consuming excessive resources (Romig, 2013). 
When victims are easily accessible, triage can take place at the 
site of the disaster. Victims are then removed to treatment 
 areas based on their triage priority. In a disaster occurring in an 
enclosed environment (e.g., in a mine or in a building), victims 
may not be easily accessible and will probably need to be re-
moved to a more distant triage area as they are found. Triage in 
the event of exposure to hazardous materials may occur in hot, 
warm, and cold zones. Hot zones are those immediately adja-
cent to the exposure area and triage and treatment in this area 
are minimal. Warm zones are located at least 300 feet from the 
exposure area; triage here addresses essential stabilization prior 
to transportation to other area. In the cold zone, victims who 
have undergone decontamination are retriaged and directed 
to appropriate treatment areas based on their conditions and 
prognosis (Romig, 2013).

The triage process usually involves placing color-coded tags 
on victims. Typically, black tags are attached to victims who are 
already dead and those for whom death is imminent without 
heroic measures or extensive resource utilization. Red tags in-
dicate top priority and are attached to victims who have life-
threatening injuries but who can be stabilized without undue 
resource utilization and who have a high probability of sur-
vival (Romig, 2013). Priority is automatically given to injured 
rescue workers, their family members, hysterical persons, and 
children. Yellow tags, indicating second priority, are assigned 
to victims who have injuries with systemic complications that 
are not yet life threatening and who are able to withstand a wait 
of 45 to 60 minutes for medical attention, but whose condition 
could deteriorate with significant delay. Green tags indicate 
victims with local injuries without immediate systemic compli-
cations who can wait several hours for treatment without risk 
of deterioration in their conditions (Romig, 2013).

Triage in an epidemic setting is designed to prevent sec-
ondary spread of disease. Those at least risk are persons who 
have been immunized or are receiving prophylactic medi-
cation. Persons who are “removed” are those who are no 
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longer considered infectious or who have died. The next level 
is persons who are infectious, followed by those who have been 
 exposed, but do not yet exhibit symptoms, and finally by per-
sons who are susceptible, but unexposed (Romig, 2013).

The third area of immediate care at the disaster site is the 
treatment area to which victims are removed after triage. In 
this area, medical stabilization, temporary care, and emergency 
surgical stabilization are provided as needed. There may also 
be a need for psychological first aid at this point. The final area 
at the site of the disaster is the staging area. It is here that im-
mediate care operations are coordinated and vehicles and per-
sonnel are directed to areas of greatest need. The disaster plan 
should specify the procedures for setting up and operating each 
of the four areas of immediate care. The plan should also ad-
dress the supplies, equipment, and personnel needed in each 
area, how they will be obtained, and how they will be trans-
ported to the area.

Another aspect of immediate care that should be addressed 
in the disaster plan is care of the dead. Plans should be in-
cluded for procedures to identify bodies and transport them 
to a morgue of some sort. Records of deaths should be kept, 
and procedures for rapid disposal of bodies should be speci-
fied should contagion be a problem. Plans should also include 
where and how body bags and identification tags will be 
obtained.

Plans should be made for casualty distribution and transport 
of persons with specific types of health problems to specific 
facilities (Veenema & Woolsey, 2013). Casualty distribution 

plans prevent overloading health care facilities closest to the 
 disaster, and may be based on the specific capabilities of certain 
health care facilities. For example, victims with severe burns 
may be sent directly to a facility with a burn unit, whereas 
physical trauma patients may be taken to other facilities.

Supportive care. Supportive care is another component of an 
effective disaster response plan. Supportive care includes pro-
viding food, water, and shelter for victims and disaster relief 
workers. Other considerations in this area are sanitation and 
waste disposal, providing medications and routine health care, 
and reuniting families separated by the disaster.

Shelter is required for those who are evacuated from their 
homes or whose homes are damaged in the disaster. The disaster 
response plan should specify which community buildings can be 
used to shelter victims and how victims are to be transported to 
shelters. There may also be a need to use the homes of private 
citizens to shelter victims if public shelters are insufficient. When 
such is the case, the plan should specify how to notify concerned 
citizens of the need to place victims in their homes and how 
placement is to be handled. It is helpful to have a list of people 
willing to provide shelter to others should a disaster occur. In the 
case of large groups of displaced persons, refugee camps may be 
set up. Potential camp sites should be carefully selected in rela-
tion to possible physical hazards or water runoff.

Within the shelter, there is a need for supplies to sustain 
daily living (Chandra et al., 2011). Shelters should have ade-
quate sanitation and sleeping facilities. There should be plans 

FIgure 25-5 Areas of Operation in Immediate Care

Disaster site:
immediate survival scan

Triage area Treatment area Staging area
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for heating shelters and cooking food if area gas and electrical 
power systems are disrupted. Shelters should also meet acces-
sibility standards for disabled individuals and provide separate 
space, if possible, for families with children or persons with de-
mentia. Additional considerations include privacy for breast-
feeding women, durable medical equipment (e.g., wheelchairs, 
walkers) for those in need, auxiliary power supplies for persons 
on oxygen or respirators, and private examination and counsel-
ing areas (Davis et al., 2013). Mechanisms should also be speci-
fied for governance and security within the shelter, particularly 
if the shelter will be in use for some time. Shelter leaders can 
be appointed or elected, and persons within the shelter should 
have a means of providing input into governance in long-term 
shelter situations.

Food supplies should be planned and obtained prior to a di-
saster. There should also be a mechanism for obtaining more 
food and other supplies from outside the community in the 
event of damage to stores and stockpiled supplies. A source 
of clean water is needed, and the disaster plan should identify 
how and where water will be supplied. Equipment and sup-
plies for water purification should be stored in case of need. 
Considerations that need to be addressed in planning to feed 
large groups, in addition to the availability of food supplies, 
include toilet and hand- and dishwashing facilities, waste stor-
age and removal (both liquid and solid), cooking and refrigera-
tion facilities, serving dishes and utensils, and food preparation 
personnel and equipment. Rodent control and food safety in-
formation for preparers are other elements of this part of the 
disaster response plan (Landesman, 2011).

Victims may have other health care needs unrelated to the 
disaster that need to be met, so plans for providing basic health 
care in shelters should also be specified. These plans should 
include stores of medications most likely to be needed by the 
general public and critical to survival. For example, diabetics 
will continue to need insulin or oral hypoglycemics, whereas 
individuals with heart conditions may need a variety of medi-
cations. Priority should be given to medications required for 
serious illnesses rather than for minor conditions. Because 
communicable diseases spread more rapidly in a debilitated 
population following a disaster, antibiotics and vaccines should 
be stored in case of need.

Actions to meet population health needs after a disaster are 
dependent on identification of those needs. Such identification 
can occur through early warning systems or syndromic surveil-
lance. Early warning systems are planned surveillance systems 
designed to alert health care personnel of potential large-scale 
health problems resulting from a disaster. For example, an ef-
fective early warning system would identify early cases of com-
municable disease in a refugee camp, permitting immunization 
or other control measures to prevent an epidemic. Local sur-
veillance for cases of anthrax or smallpox is another example 
of an early warning system. The success of early warning sys-
tems is dependent on timely reporting and investigation of case 
reports of specific conditions, pattern recognition, and moni-
toring of new types of data that can suggest disease outbreaks 

(Sabatinelli et al., 2012). As we saw earlier, WHO (2011) has 
developed guidelines for effective early warning systems.

Syndromic surveillance is a special form of early warning 
system in which data are collected regarding specific clusters 
of symptoms or syndromes from a variety of sources (WHO, 
2011). Surveillance activities in the case of chemical releases or 
nuclear attacks may include environmental sampling as well as 
evidence of disease.

Specific screening activities may also be needed in a postdi-
saster situation. For example, TB screening may be warranted 
in extended shelter situations such as refugee camps. Similarly, 
screening for scabies or other infestations might be needed 
when outbreaks occur in sheltered populations. Screening may 
also be undertaken to identify people with mental health prob-
lems arising from the disaster.

Health care providers may need to be educated to recognize 
covert releases of biological or chemical agents. Covert releases are 
often difficult to recognize because initial symptoms of exposure 
might be mild or nonexistent or might be similar to those of other 
conditions. In addition, health care providers may not be famil-
iar with symptoms of diseases or chemical exposures that are not 
often seen in their practice. Finally, cases of diseases may occur 
over a long period of time in various locations, making it difficult 
to identify any particular patterns. Epidemiologic cues that sug-
gest covert chemical releases include an increase in the number 
of people presenting specific symptoms, unexplained deaths in 
healthy young people, clients emitting unusual odors, and clusters 
of illness in people that display common characteristics. Other po-
tential signs of covert release include rapid onset of symptoms fol-
lowing exposure to potentially contaminated media (e.g., food or 
water supplies), unexplained wildlife deaths, and symptoms sug-
gestive of syndromes associated with chemical exposures.

Resolving existing health problems in a disaster situation 
will also include treatment for conditions identified. As noted 
earlier, antidotes for potential chemical and radiological agents 
should be readily available and providers should know how to 
administer them. Treatments for chemical exposures should be 
based on syndrome categories (e.g., respiratory effects) rather 
than on specific agents to minimize time spent in identifying 
specific agents. Appropriate treatment should also be provided 
for diseases caused by biological agents as well as for existing 
illness in the population affected by the disaster (e.g., hyperten-
sion, diabetes, HIV/AIDS, TB).

Supportive care also includes psychological counseling 
for those who are not coping adequately with the situation. 
 Counseling may be required by both victims and disaster work-
ers, and plans should be made to provide crisis intervention 
services during the response stage of the disaster. General prin-
ciples of psychological disaster response include the following:

•	 Interventions	generally	need	to	be	taken	to	survivors	who	
will often not seek help on their own.

•	 Survivors	and	bereaved	members	of	the	affected	population	
are sensitive to perceived voyeurism so assessment for men-
tal health problems should not be intrusive.
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•	 Children	should	not	be	separated	from	family	members	un-
less unavoidable.

•	 Exposure	of	survivors	and	helpers	to	dead	and	mutilated	
bodies should be minimized as much as possible.

•	 Those	 affected	 should	 be	 given	 accurate	 and	 truthful	
information.

•	 Victims’	privacy	should	be	protected	and	exposure	to	the	
media limited.

•	 Use	naturally	occurring	support	systems	whenever	possible.
•	 Avoid	medicalizing	reactions	and	assure	victims	of	the	nor-

malcy of their responses.
•	 Minimize	retraumatization	of	victims	(e.g.,	through	inter-

views with police) and do not force them to recount details 
of their experiences.

•	 Do	not	mandate	psychological	debriefing	of	rescue	work-
ers, but provide assistance as needed. (Meeker, Plum, & 
 Veenema, 2013)

Interventions for psychological effects include reducing 
 distress and providing for immediate needs, promoting adap-
tive functioning, crisis intervention as needed, social sup-
port, psychological triage, referral for mental health services if 
needed, and attention to the needs of disaster workers as well 
as victims and survivors (Meeker et al., 2013).

Elements of psychological intervention that should be in-
corporated into disaster response planning include mental 
health triage, emergency psychological first aid and crisis inter-
vention, provisions for meeting physical health needs, and es-
tablishment of a calm, stable environment that provides a sense 
of safety and protection. Disaster victims may require goal 
orientation and guidance, and they can be directed to perform 
specific tasks that help them achieve a sense of control.  Support 
is needed for those who must identify loved ones among the 
dead. Expression of feelings should be fostered, and victims 
should be encouraged to make use of available support net-
works. Immediate referral to mental health personnel may be 
required in some instances. Structuring the environment and 
regularizing schedules, particularly in shelters, can also help to 
reestablish a sense of security.

Some relief from psychological stress can frequently be ob-
tained if victims can be assured that family members are safe. 
Disaster plans should therefore include mechanisms for locat-
ing people and reuniting families. Names of persons admit-
ted to shelters or health care facilities should be recorded and 
communicated to a central location where others can check for 
word of loved ones. Deaths should also be reported if the dead 
can be identified, and information should be kept on the as-
signment of disaster workers to specific areas. It is helpful if 
institutions, such as schools and businesses, compile the names 
of those who were present prior to a disaster so that they can be 
accounted for afterward.

Aside from advocacy for and participation in the de-
velopment of disaster response plans, population health 
nursing involvement in resolution of existing problems in di-
saster response lies primarily in the areas of immediate care 

and supportive care. Population health nurses may be involved 
in triage activities and immediate first aid for disaster victims 
or rescue workers. Population health nurses may also be re-
sponsible for shelter supervision and action to meet the sup-
portive care needs of the population after a disaster. They will 
most likely be involved in assessing health care needs in shel-
ters and addressing those needs directly or making referrals to 
needed physical and psychological health services.  Population 
health nurses can also advocate for participation in shelter 
governance by those housed there and help to address areas of 
conflict among shelter residents.

Population health nurses will also be involved in surveil-
lance activities, and, because of their interactions with disaster 
victims, may be among the first to recognize signs of disease 
outbreaks. They may also identify symptoms in the general 
population suggestive of covert biological or chemical terror-
ism. If specific screening activities are warranted in shelter 
situations, population health nurses will probably be involved 
in developing and implementing screening programs. Finally, 
population health nurses may be involved in educating the 
public and other health care providers regarding recognition 
and treatment of health conditions related to the disaster. Areas 
of emphasis and related population health nursing strategies to 
resolve health problems in disaster situations are presented in 
Table 25-8•.

HEALTH RESTORATiON: RECOvERy. Health restora-
tion is referred to as recovery in a disaster context. Recovery 
has two major goals. The first is recovery of the community and 
its members from the effects of the disaster and return to nor-
mal. The second aspect of recovery is preventing a recurrence 
of the disaster. Recovery issues include physical rebuilding, 
restoration of livelihoods, provision of permanent shelter, and 
coordination of humanitarian aid. One other issue has been re-
ferred to as “disaster diplomacy” or sensitivity to the needs of 
victims and efforts to empower them and reduce dependence 
on external sources of assistance (Veenema, 2013). During the 
recovery period, there may be a need to reestablish medical care 
and other services in the community.

Population health nurses have responsibilities in both 
community recovery and prevention of subsequent disasters. 
Nurses may be called on to provide sustained care to both vic-
tims and disaster workers following the disaster. They may also 
be involved in identifying health and psychosocial problems 
that require further assistance. Population health nurses should 
plan to provide counseling or referral for persons with psycho-
logical problems stemming from their experiences during the 
disaster. There may also be a need to refer disaster victims to 
continuing sources of medical care. Population health nurses 
may also need to plan referrals for clients in need of social and 
financial assistance. For example, disaster victims may require 
help in finding housing or in getting financial aid to rebuild 
homes or businesses.

Population health nurses may also provide input into inter-
ventions designed to prevent future disasters or to minimize 
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their effects. For example, if the disaster involved rioting by 
members of oppressed groups, the population health nurse 
might advocate measures to meet the needs of minority group 
members to prevent further rioting; or the nurse might cam-
paign for stronger building codes to prevent the collapse of 
buildings in subsequent earthquakes. Population health nurses 
can also help to educate the public on disaster preparedness 
to minimize the effects of subsequent disasters. A particular 
challenge following disasters resulting from terrorist activities 
involves protection of civil liberties while promoting national 

security. Health restoration/recovery foci in disaster settings 
and related population health nursing strategies are summa-
rized in Table 25-9•.

Implementing Disaster Care
Prior to the occurrence of a disaster, the population health 
nurse may be involved in activities preliminary to imple-
menting a disaster plan, particularly in disseminating the 
plan to others. Dissemination needs to occur among per-
sons and agencies that will have designated responsibilities 

TAbLE 25-8 Foci and Strategies for Resolving Health Problems in Disaster Settings

Focus Strategies

Immediate care Triage
•	Assess	disaster	victims	for	extent	of	injuries/illness
•	Determine	priority	for	treatment,	evacuation,	and	transportation
•	Place	appropriate	colored	tag	on	victim	depending	on	priority

Treatment of injuries
•	Render	first	aid	for	injuries
•	Provide	additional	treatment

Supportive care Shelter supervision
•	Coordinate	activities	of	shelter	workers
•	Oversee	records	of	those	admitted	and	discharged	from	shelters
•	Promote	effective	interpersonal	and	group	interactions	among	shelter	residents
•	Promote	independence	and	involvement	of	those	housed	in	the	shelter

Surveillance and screening
•	Participate	in	specific	surveillance	activities
•	Recognize	evidence	of	disaster-related	health	effects
•	Recognize	other	health	needs	in	the	disaster	population
•	Implement	screening	activities	as	needed
•	Educate	health	care	providers	and	others	regarding	recognition	and	treatment	of	disaster-related	health	effects

Treatment
•	Provide	treatment	as	needed	for	disease	and	injury	under	medically	approved	protocols
•	Refer	for	additional	medical	or	psychological	treatment	as	needed

TAbLE 25-9 Restoration/Recovery Foci and Related Strategies in Disaster Care

Focus Strategies

Follow-up care for injuries and illnesses •	Monitor	response	to	treatment
•	Provide	continued	care	for	people	injured	as	a	result	of	the	disaster	or	during	rescue	

operations
•	Provide	rehabilitative	care	for	injury	or	illness	or	make	referrals	for	care	as	needed
•	Monitor	disaster	effects	on	existing	chronic	health	problems	and	refer	for	assistance	as	

needed
Follow-up care for psychological problems resulting 
from the disaster

•	Provide	counseling	for	those	with	psychological	problems	resulting	from	the	disaster
•	Refer	clients	for	counseling	as	needed
•	Monitor	progress	in	resolving	psychological	problems

Recovery assistance •	Refer	clients	for	financial	assistance
•	Provide	assistance	in	finding	housing,	employment,	etc.

Prevention of future disasters and their 
consequences

•	Advocate	measures	to	prevent	future	disasters
•	Educate	the	public	about	disaster	preparation	to	minimize	the	effects	of	subsequent	

disasters
•	Advocate	for	protection	of	civil	liberties	while	promoting	national	security
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during a disaster. Population health nurses participating in 
disaster planning are responsible for communicating ele-
ments of the plan to members of their employing agency. 
They may also ensure that the plan is disseminated to nurs-
ing organizations in the area (e.g., to members of a district 
nurses’ association). The nurse who assumes this respon-
sibility should be sure that the general plan, as well as the 
specific part to be played by members of the agency or orga-
nization, is understood.

The essential features of the community’s disaster re-
sponse plan should also be communicated to the general 
public so residents will be prepared to follow the plan in the 
event of a disaster. The population health nurse may be in-
volved in helping to communicate the plan to the public by 
apprising clients with whom he or she works of relevant as-
pects of the plan. Population health nurses may also involve 
community advocacy groups in disseminating information 
to particularly vulnerable populations, such as members of 
ethnic minority groups, or recipients of home health care 
(Chandra et al., 2011). The public should be alerted to mech-
anisms that will be used to inform them of a disaster and 
where to go for additional information. Community mem-
bers should also know the general procedures to be followed 
in terms of caring for disaster victims and setting up shelters. 
They should also be informed of the locations of proposed 
shelters. Finally, community members should be told of spe-
cific disaster preparations that should be undertaken by indi-
viduals and families.

When a disaster occurs, population health nurses will be ac-
tively involved in implementing the disaster plan. Some of the 
activities involved in implementation were discussed earlier in 
the section on resolving health problems in a disaster setting or 
in promoting recovery.

Evaluating Disaster Preparedness 
and Response
The final responsibility of population health nurses with re-
spect to disaster care is evaluating that care. Nurses and others 

involved in the disaster participate in evaluative activities out-
lined in the disaster plan. Evaluation focuses on the adequacy 
of the plan for curtailing the disaster and meeting the needs of 
those affected by it.

In this effort, it may be helpful to examine the disaster re-
sponse in light of the six determinants of health. Did the plan 
adequately provide for the needs of the people affected and the 
kinds of health problems that resulted? Did environmental, 
psychological, or sociocultural determinants impede imple-
mentation of the plan or limit its effectiveness? What  influence 
did behavioral factors have on plan implementation, if any? 
Were health care services adequate to meet the health needs 
posed by the disaster itself as well as those encountered in the 
period after the disaster? Data obtained in the evaluative pro-
cess are used to assess the adequacy of the community  disaster 
plan and to guide revisions of the plan to better deal with  future 
disasters.

The effectiveness of care provided to individual disaster 
victims should also be assessed. Evaluation in this area fo-
cuses on the degree to which individual needs were met and 
the extent to which problems resulting from the disaster were 
resolved.

The Sphere Project’s (2011) Humanitarian Charter and 
Minimum Standards in Disaster Response provides a set of 
guidelines that may be used to evaluate the effectiveness of di-
saster response planning. The Sphere Project (2011), a group of 
humanitarian non-governmental agencies and Red Cross and 
Red Crescent Societies, has developed a handbook to address 
international disaster response. The handbook incorporates 
basic principles of protection, six core standards, and related 
actions and key indicators that can be used to evaluate the ef-
fectiveness of disaster response. Guidance notes and points 
to consider in applying the standards are also included. A de-
scription of the Sphere Project standards and related consid-
erations are included in the Global Perspectives feature on the 
next page. For further information about the standards, see the 
External Resources section of the student resources site. Popu-
lation health nurses would participate in using the standards 
to evaluate the response to a particular disaster. In addition, 

earliest CBPR research, although not given that label, occurred 
many years after the bombings of Hiroshima and Nagasaki, after 
health and reconstruction needs of the population had been ad-
dressed and trust in U.S. officials, including researchers, had 
been established. They emphasized the vulnerable status of 
those affected by disasters and stressed the need for special care 
to “address the immediate health needs of the community first, 
rather than the pressing needs to answer important scientific 
questions” (p. 77).

Evidence-based Practice

Community involvement in generating Evidence
Svendsen et al. (2010) have noted that epidemiologic research 
following disasters has often been imposed from outside re-
searchers and government agencies. This often leads to resent-
ment among community members who are trying to rebuild lives 
shattered by disaster and its short- and long-term effects. The 
authors proposed that a community-based participatory research 
(CBPR) strategy be used to address questions of particular inter-
est to those affected by the disaster to enable them to better 
prepare for future disaster events. They noted that some of the 
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population health nurses would advocate for the evaluation 
of disaster services from the perspective of service recipients. 
One further consideration in disaster evaluation is the cost of 
the disaster response and mechanisms to decrease the cost of 
future responses while maintaining quality of services to those 
affected (Landesman, 2011).

Healthy People 2020 also addresses four national objectives 
that can be used to evaluate some aspects of disaster prepara-
tion. Some of these objectives are developmental in nature, so 

there are as yet no data related to the achievement of most of 
them. Data are available for objectives PREP-3.2 dealing with 
the ability of Laboratory Response Network (LRN) chemical 
laboratories to meet professional competencies. Unfortunately, 
the objective is moving away from the 95% target, declin-
ing from 92% of laboratories in 2008 to 91% in 2011 (U.S.  
Department of Health and Human Services [USDHHS], 2014). 
The preparedness objectives may be viewed on the Healthy 
People 2020 website.

global Perspectives

The Sphere Project was established in 1997 by several non- 
governmental disaster relief organizations as a way to monitor 
and improve their performance in disaster response throughout 
the world. The result was the development of a handbook incor-
porating a set of minimum standards for humanitarian response 
to disaster based on three core beliefs: (a) that people affected 
by disasters have a right to lives with dignity, (b) that they have a 
right to humanitarian assistance, and (c) that they have a right to 
protection and security. In keeping with these principles, actions 
taken by humanitarian organizations should incorporate consul-
tation with and accountability to those affected.

These beliefs are reflected in four protection principles that 
include:

•	 Avoid	causing	further	harm	in	the	course	of	providing	assis-
tance

•	 Ensure	access	to	impartial	assistance
•	 Protect	people	 from	physical	 or	psychological	harm	due	 to	

violence or coercion
•	 Assist	 people	 with	 rights	 claims,	 access	 to	 remedies,	 and	

recovery from abuse

The handbook includes core standards in six key areas, as well 
as key actions to achieve the standard, indicators of accomplish-
ment, and guidance notes on addressing practical difficulties. 
The key areas addressed include the following:

•	 People-centered humanitarian response: Focuses on wide-
spread inclusion of those affected in decision making and 
evaluation related to assistance activities, support for local 
capacity, use of local labor and self-help initiatives when pos-
sible, cultural sensitivity, and provision of avenues for airing 
grievances.

•	 Coordination and collaboration: Addresses collaboration and 
coordination with governmental and other non-governmental 
organizations in the provision of assistance, intersectoral col-
laboration of activities (e.g., health-related and development 

activities), sharing of knowledge and progress information, 
strengthening overall advocacy among organizations to deal 
with shared concerns, and development of policies for inter-
action with non-humanitarian organizations (e.g., business or 
industrial concerns).

•	 Assessment: Addresses participation in interorganizational 
assessment, use of predisaster capacity data, rapid assess-
ment of needs, consideration of a wide variety of perspectives 
in assessment (particularly vulnerable populations), system-
atic collection of data, assessment of capacity of in-country 
systems and those affected, assessment of psychosocial as 
well as other aspects of well-being, and sharing of assess-
ment information.

•	 Design and response: Focuses on development of programs 
based on needs and capacity of those affected, filling gaps 
between local capacity and need; prioritization of urgent 
needs; addressing the needs of vulnerable populations; pro-
viding equitable access to assistance; minimizing negative 
effects of assistance (e.g., undermining local economies); 
promoting risk reduction and resilience to future disasters; 
modifying programs to maintain relevance and appropriate-
ness; and planning exit strategies.

•	 Performance, transparency, and learning: Focuses on con-
tinual monitoring of agency performance and effectiveness, 
adapting programs based on monitoring data, conducting 
final effectiveness evaluation and sharing results, and par-
ticipating in collaborative learning to inform future disaster 
responses.

•	 Aid worker performance: Addresses the adequacy of leader-
ship and management training of supervisors, appropriate 
worker recruitment and orientation, providing for the physi-
cal and psychological needs of workers, promoting respect-
ful interactions between workers and recipients of services, 
monitoring worker performance, developing worker safety, 
health, security, and evacuation guidelines, investigating and 
addressing complaints about worker performance.

The Sphere Project
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Although disasters occur infrequently in population health 
practice, population health nurses should be prepared to re-
spond effectively when they do occur. They should also be 
 instrumental in assuring that individual clients and families, 
as well as communities, are prepared to respond effectively in 
the event of a disaster. Preparation for a disaster event includes 
assessment of disaster potential as well as the effects of a disas-
ter from the perspective of the six categories of determinants 
of health. Activities at each level of health care are  relevant 

to disaster nursing. For example, basic health promotion and 
 promotion of community resilience can help to mitigate 
the effects of disasters and promote recovery after a disaster. 
 Prevention focuses on prevention of disaster events and pre-
vention or mitigation of their effects. Resolution of health prob-
lems resulting from a disaster are based on the type of disaster 
involved, but should be addressed by the basic elements of a 
community disaster plan. Finally, population health nurses also 
have a role in health restoration or recovery after a disaster.

CHAPTER RECAP

Two commuter trains have collided in a tunnel at rush hour. 
Both trains derailed and one of them struck the side of the tun-
nel, causing it to collapse on two of the derailed cars. There 
were approximately 300 passengers on the two trains, and 50 
or more people are trapped in the two buried cars. The accident 
occurred approximately one quarter mile from the west end of 
the tunnel and two miles from the east end. The largest portions 
of both trains lie on the west side of the collapsed portion of the 
tunnel.

One of the passengers is a population health nurse. The 
nurse was not injured in the accident and was able to get out of 

the wreckage to the west end of the tunnel, where most of the 
survivors are gathered.
1. What are the biological, psychological, environmental, so-

ciocultural, behavioral, and health system determinants that 
may influence this disaster situation?

2. What role functions might the population health nurse carry 
out in this situation?

3. What health promotion, prevention, resolution, and restora-
tion activities might be appropriate in this situation? Why?
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Key Terms

Learning Outcomes

After reading this chapter, you should be able to:

 1. Analyze major trends in the incidence of communicable diseases.

 2. Identify the modes of transmission for common communicable diseases.

 3. Describe the influence of biological, psychological, environmental, sociocultural, behavioral, and 
health system determinants on communicable disease incidence and prevalence.

 4. Analyze the role of population health nurses in controlling communicable diseases as it 
interfaces with those of other health professionals.

 5. Provide examples of health promotion strategies that minimize communicable disease incidence.

 6. Describe major considerations in prevention of communicable diseases.

 7. Discuss population health nursing strategies for resolving health problems related to 
communicable diseases.

 8. Identify health restoration strategies related to communicable diseases and possible population 
health nursing roles in each.

Communicable Diseases26
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Sled Dogs and Communicable Disease

In the winter of 1925, Nome, Alaska, experienced a diphtheria epidemic that threatened the entire 
population of the region. Lacking a supply of diphtheria antitoxin, the local physician sent dozens 
of telegrams requesting help. The closest large supply of antitoxin was more than 600 miles away 
in Anchorage. Sea ice around Nome prevented sea delivery of the antitoxin; there were no roads 
or rail lines and air service was unavailable. Mail delivery was by sled dogs and “mushers” (sled 
dog drivers). Traveling day and night over rugged terrain, through blizzards and in temperatures of  
50 degrees below zero, 20 teams of mushers and 150 dogs made the trip over the Iditarod Trail in 
5 days and 7 hours to deliver the needed supplies in a third to a quarter of the usual time (Centers 
for Disease Control and Prevention [CDC], 2013b).

This heroic feat required the cooperation of hundreds of people from across the nation. It cap-
tured the attention of the media and the general public and became a significant motivator for the 
use of diphtheria vaccine. The event is commemorated each year by the Iditarod Trail Sled Dog 
Race (CDC, 2013b).
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In 1952, Perry Como sang “One Little Candle” extolling the virtues of bearing light rather than 
stumbling in the dark. Sometimes when we reflect on the chapters of our lives, a song heard from 
the distant past makes more sense than when it was a pop tune on the radio.

In 1997, my son Jeremy worked at an internationally staffed YMCA Camp in the mountains of 
southern California, with counselors from all over the world—Holland, Germany, even Tanzania, 
East Africa. Those from far flung regions weren’t able to go home for weekends, so Jeremy invited 
Frank Manase, a counselor from Tanzania, to our house for the weekend.

Frankie nearly fell over when I called out a Swahili greeting: “Jambo, habari!” I only know a 
few Swahili words, learned when I spent part of a summer in a Seventh-Day Adventist mission 
compound in Kenya, Kendu Bay, at age 15. Frank’s musical laughter, gratitude, and loving heart 
made him an easy addition to our family. His skills in tracking animals, illustrating the mysteries of 
nature to the children at the camp, made him such a valued counselor that the YMCA extended his 
visa for a year. In that role, he continued to inspire children, not only with the beauties of nature, 
but with the goodness of getting along, working as a team, and enjoying the outdoors. At the end 
of the year, he had made so many friends and learned to love America so much that he wondered 
about the possibilities of staying and studying in the United States.

However, he had a place in medical school back in Tanzania, a rare privilege and a secure op-
portunity. After thinking it through I said, “Frankie, some people are tempted by drugs, some are 
tempted by alcohol, and some are tempted to stay in America. Your people need you.” So Frank 
went back to Tanzania. On a 2001 visit to meet our Tanzanian family and lecture at the university 
there, he laughingly introduced me as “my American mom, who made me come back to Africa!”

Five years later, as a new physician, Dr. Frank Manase was given the opportunity to study hos-
pice and palliative care through the international scholars program at San Diego Hospice. He then 
received a scholarship from the International Hospice & Palliative Care Association to study for 
his Master’s degree in Hospice and Palliative Care in South Africa. His work at Pastoral Activities 
and Services for people with AIDS Dar es Salaam Archdiocese (PASADA) enabled him, as medical 
director, to implement radical models of care that were family-centered and included the use of 
volunteers to facilitate care of patients. PASADA serves approximately 40,000 patients, 11,000 of 
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Human beings have been subject to illnesses caused 
by  pathogenic microorganisms throughout history. 
For example, testing of mummies has provided evi-
dence of tuberculosis (TB) in a mother and child 

who lived 9,000 years ago, and the earliest evidence of disease 
caused by the malaria parasite dates from 3,500 years ago. Simi-
larly, smallpox DNA has been recovered from a 300-year-old fro-
zen mummy from Siberia, and similar findings indicate that up 
to 80% of the population of medieval Britain may have suffered 
from sinusitis exacerbated by air pollution from local industries 
such as brewing, tanning, and lime burning (Williams, 2013).

Although these and other illnesses can be considered in-
fectious illnesses, not all of them are communicable dis-
eases.  Infectious diseases are those illnesses that result 

from the growth of pathogenic microorganisms in the body. 
 Communicable diseases, on the other hand, are diseases 
caused by pathogens that are transmitted directly or indirectly 
from one person to another. Bacterial otitis media and wound 
infections are infectious diseases. Measles, hepatitis A, and 
HIV infection are examples of diseases that can be transmitted 
from one person to another and are communicable diseases.

Historical events and human migrations have led to the 
spread of communicable diseases. For example, smallpox is 
thought to have originated in Africa and was possibly brought 
to Europe by Arab invaders. Similarly, there is no evidence that 
diseases such as measles and smallpox existed in the Western 
Hemisphere until after the advent of Europeans. Both Aztec and 
Incan rulers died of smallpox in the 1500s after the arrival of 

whom are children. Some of the highest risk children who have lost everything—family, property, 
their health—are also given the opportunity to participate in a year-long art or music/drama therapy 
program where they are able to express their grief as well as their resilience and joy through art and 
song. In a country where the typical antiretroviral (ARV) drug adherence rate is 30–40%, PASADA’s 
personal approach to caring for patients and families has dramatically increased adherence to 
ARVs to 89%, thereby promoting both length and quality of life for their patients.

Recently, 14 years after our relationship began, 10 years after my last visit to Tanzania, I was able 
to visit and witness Frank’s accomplishments. I asked him if, in 1998, I had given the right advice 
to go home, become a doctor, and help his people. His answer: “so much, Mom, so much.” As we 
stood with a gathering of HIV-infected children served through PASADA, the family-centered care staff 
lighting candles and remembering those affected by HIV/AIDS around the world, the power of light 
through God working in his people who are everywhere in this world burned brightly in my heart.

The following is a song written by the PASADA children’s choir that symbolizes their need for 
care and understanding.
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We are Full Orphaned, We are leFt alOne
Due to loss of both of our parents as a result of HIV and AIDS, we are left depressed with many of life’s uncertainties.
We do feel lonely. Some of us are living with relatives, good Samaritans, or family friends. As orphans, we have encountered 
a lot of practical life difficulties. These include: stigma and discrimination, lack of education, inadequate availability of food 
and shelter, lack of involvement in issues that touch our lives and legal limitations. It was not our choice to be orphaned, 
please listen to our cry.

Our message to the Tanzanians and the whole world is as follows:
There are so many orphaned children who live in the most risky environment here in Tanzania and over the world. Being 

a Tanzanian community member, you have valuable contribution to offer to this vulnerable group of people.
Many children wish to get a reasonable education and medical care but it has not been possible for them. Dear uncle, fa-

ther, mother, brother and sisters, government and non-government sector and all citizens, it is your turn to participate and 
provide support to these children so that they get education and quality medical care. By doing so, you will enable children to 
celebrate their childhood just like many other children.

Many children have experienced relatives taking their family belongings by force encountering many legal barriers when 
they try to recover. Many children are considered young and therefore less responsible. Our message to the community is, de-
spite our young age, we strongly believe we have legal rights of owning our late parents’ belongings. Will you please listen and 
attend to our expressed needs.

It was not our choice to be orphaned.
(Written by the PASADA children’s choir—Simba wa  Afrika Group—used with permission). Gail Reiner, DNP, RN
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Spanish conquistadors (Smallpox History, 2011).  Conversely, 
travel from the new world may have been responsible for the 
introduction of syphilis in Europe (Syphilis, 1494–1923, n.d.). 
Changes characteristic of syphilis have been identified in bones 
found in the area of the Dominican  Republic where  Columbus 
first landed. No similar changes have been identified in pre-
Columbian Europe, supporting the theory of transfer from the 
New World to the Old (Rothschild, 2005).  Similarly, it is be-
lieved that tuberculosis originated in East Africa and spread to 
Europe and Asia, and from Asia to the Americas prior to the 
arrival of the first European explorers (McDaniel, 2006).

In the last century-and-a-half, immunization has enabled 
control of a number of communicable diseases. Incidence of 
vaccine-preventable diseases has decreased significantly from 
peak incidence rates prior to vaccine availability. However, peri-
odic outbreaks continue to occur, and new diseases continue to 
emerge to challenge human ingenuity. In spite of the remarkable 
decline in mortality due to communicable diseases in the United 
States and other developed nations, these conditions continue to 
exact a toll in worldwide suffering, death, and economic costs.

General Concepts Related to 
Communicable Diseases
Several communicable disease concepts must be understood 
before control efforts can be undertaken. These include con-
cepts related to the “chain of infection,” such as modes of 
transmission and portals of entry and exit, and the concepts of 
incubation and prodromal periods.

Chain of Infection
In communicable diseases, epidemiologic factors related 
to biological, psychological, environmental, sociocultural, 
 behavioral, and health system determinants create what 
is  often called a chain of infection. A chain of infection is a 
 series of events or conditions that lead to the development of a 
p articular communicable disease. The “links” in the chain are 
the  infected person or source of the infectious agent, the reser-
voir, the agent itself, the mode of transmission of the disease, 
the agent’s portals of entry and exit, and a susceptible new host. 
The concepts of agent and host were introduced in Chapter 3 .  
This discussion focuses on the remaining links in the chain: 
reservoirs, modes of transmission, and portals of entry and exit.

Modes of Transmission
The mode of transmission of a particular disease is the means by 
which the infectious agent that causes the disease is transferred 
from an infected person or animal to an uninfected one. Infected 
people or animals are one type of reservoir, but there are other res-
ervoirs that do not have the infection or disease. A reservoir is an 
animal, person, plant, soil, or substance where an infectious mi-
croorganism lives and from which it is transmitted to a susceptible 
host (CDC, 2012b). People are the reservoir for illnesses like mea-
sles or varicella (chickenpox) that can be spread directly from one 

person to another. Animals may also serve as reservoirs or sources 
of infection for human  beings. For example, infected animals, like 
dogs, bats, raccoons, and so on, are reservoirs for rabies. In some 
instances, inanimate objects serve as reservoirs. For instance, soil 
is a  reservoir for tetanus bacilli.

Communicable diseases may be spread to a susceptible new 
host by any of several modes of transmission: airborne trans-
mission, fecal–oral (gastrointestinal) transmission, direct con-
tact, sexual contact, direct inoculation, insect or animal bite, 
or via inanimate objects or soil. Two general mechanisms for 
transmission of infectious agents are direct and indirect trans-
mission. In direct transmission, the microorganism passes di-
rectly from one person to another. In indirect transmission, the 
microorganism is transmitted by a living or nonliving entity. 
Contaminated food would be a nonliving means of indirect 
transmission of a disease-causing microorganism, also called 
a vehicle. A living means of indirect transmission of diseases, 
or vector, might be a mosquito that transmits West Nile virus 
(CDC, 2012b). The mosquito does not have the disease, but 
merely transmits it from one person that it bites to another.

AIRbORNe TRANSmISSION. Airborne transmission oc-
curs when the infectious organism is present in the air and is in-
spired (inhaled) by a susceptible host during respiration.  Diseases 
transmitted by the airborne route include the exanthems (dis-
eases characterized by a rash, such as measles and chickenpox), 
infections of the mouth and throat (such as streptococcal infec-
tions), and infections of the upper and lower respiratory system 
(such as tuberculosis, pneumonia, influenza, and the common 
cold). Certain systemic infections are also products of airborne 
transmission. Examples of these are meningococcal meningitis 
and pneumococcal pneumonias, hantavirus pulmonary infec-
tions, coccidioidomycosis, anthrax, and smallpox. In the case of 
anthrax and smallpox, disease may also be transmitted by aero-
solized dissemination of microorganisms.

FeCAL–ORAL TRANSmISSION. Fecal–oral transmission 
of an infectious agent may be either direct or indirect. Direct 
 transmission occurs when the hands or other objects (fomi-
tes) are contaminated with organisms from human feces and 
then put into the mouth. Indirect transmission occurs via con-
taminated food or water. For example, a person with hepatitis 
A may defecate, fail to wash his or her hands properly, and then 
prepare a sandwich for someone else. The second person would 
ingest the virus with the sandwich and, if susceptible, might de-
velop hepatitis A.   Additional examples include Salmonella- or 
 Shigella-caused  diarrheas.  Botulism is another disease in which 
the  causative organism is ingested with contaminated food or wa-
ter.  Contamination usually occurs by accident through  inadequate 
canning and preserving processes, but could potentially occur as a 
result of bioterrorist activity. Ingestion of anthrax may also result 
from the intentional introduction of spores into food supplies.

DIReCT CONTACT. Direct contact transmission involves 
skin-to-skin contact or direct contact with mucous membrane 
discharges between the infected person and another  person. 
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Diseases typically spread by this route include infectious mono-
nucleosis, impetigo, scabies, and lice. Smallpox may also be 
 transmitted by contact with the lesions of infected persons. 
 Scabies, lice, and other parasitic diseases also may be transmit-
ted through contact with clothing and other items containing the 
eggs of the parasites. Similarly, the cutaneous form of  anthrax 
is transmitted by handling contaminated objects (CDC, 2013a).

SexuAL TRANSmISSION. Transmission of diseases via 
sexual contact is a special instance of direct contact transmis-
sion. Diseases spread by this mode of transmission are usually 
referred to as sexually transmitted infections (STIs) or sexually 
transmitted diseases (STDs). Diseases spread during sexual in-
tercourse include (but are not limited to) HIV/AIDS, gonor-
rhea, syphilis, genital herpes, and hepatitis B, C, and D. These 
diseases may also be spread by other modes of transmission. 
For example, hepatitis B, C, and D and AIDS may be spread by 
direct inoculation.

TRANSmISSION by DIReCT INOCuLATION. Direct 
inoculation occurs when the infectious agent (a bloodborne 
pathogen) is introduced directly into the bloodstream of the 
new host. Direct inoculation can occur transplacentally from 
an infected mother to a fetus, via transfusion with infected 
blood or blood products, through the use of contaminated 
hypodermic equipment, or through a splash of contami-
nated body fluid to mucous membrane or nonintact skin. 
With the advent of several screening tests for blood donors, 
 transmission via transfusion has been significantly decreased. 
Health care workers are particularly at risk for several com-
municable diseases caused by bloodborne pathogens. Diseases 
commonly spread by direct inoculation include HIV/AIDS 
and hepatitis B, C, and D.

TRANSmISSION by INSeCT OR ANImAL bITe. In-
sect and animal bites can also transmit infectious agents. For 
example, the bite of the Anopheles mosquito is the mode of 
transmission for malaria, a disease that is widespread in much 
of the world. West Nile virus infection is another disease that 

is primarily transmitted by mosquitoes (Kelly et al., 2013). 
 Rabies frequently is transmitted via a bite from infected, warm-
blooded animals such as dogs, skunks, and raccoons. Incidence 
of diseases such as rabies is low in the United States, due to 
widespread immunization of pets. Approximately 90% of rabies 
cases occur as a result of the bite of a wild animal (Kellogg et al., 
2013). Rabies can also be transmitted from one person to an-
other, however, placing family contacts and health care person-
nel caring for someone with rabies at risk for infection. Lyme 
disease and Rocky Mountain spotted fever are transmitted by 
the bite of infected ticks, and plague can be transmitted by fleas 
on infected rodents. Human encroachment into wildlife areas 
is increasing the potential for exposure to diseases caused by 
insect and animal bites.

TRANSmISSION by OTHeR meANS. Some communicable 
diseases are transmitted through contact with spores present in the 
soil or with inanimate objects. For example, exposure to the bacil-
lus that causes tetanus frequently occurs through a dirty puncture 
wound. Modes of transmission and typical diseases most often 
transmitted by each mode are summarized in Table 26-1•.

Portals of Entry and Exit
Communicable diseases also differ in terms of the portals 
through which the infectious agent that causes the disease en-
ters and leaves an infected host. Portals of entry include the 
respiratory system, the gastrointestinal tract, and the skin and 
mucous membranes.

Portals of exit also differ among communicable diseases. 
 Infectious agents may leave an infected host through the respi-
ratory system or through feces passed from the gastrointestinal 
tract. Blood and other body fluids such as semen, vaginal se-
cretions, and saliva are the portals of exit for infectious agents 
causing diseases such as HIV/AIDS, gonorrhea, and hepatitis B.  
The skin acts as a portal of exit as well as a portal of entry for 
conditions such as impetigo, cutaneous anthrax, and syphilis. 
Portals of entry and exit and related modes of disease transmis-
sion are summarized in Table 26-2•.

TAbLe 26-1 modes of Disease Transmission and Typical Diseases

mode of Transmission Diseases Transmitted

Airborne Measles, mumps, rubella, poliomyelitis, Haemophilus influenzae type B (HiB) infection, tuberculosis, 
 influenza, scarlet fever, diphtheria, pertussis, hantavirus, respiratory anthrax, coccidioidomycosis, smallpox, 
plague (pneumonic form)

Fecal–oral/ingestion Hepatitis A and E, salmonellosis, shigellosis, typhoid, polio (in poor sanitary conditions), botulism, inges-
tion anthrax

Direct contact Impetigo, scabies, lice, smallpox, cutaneous anthrax
Sexual contact Chlamydia, gonorrhea, hepatitis B, C, and D, HIV infection, herpes simplex virus (HSV) infection, human 

papilloma virus (HPV), syphilis
Direct inoculation Syphilis, hepatitis A, B, C, and D, HIV infection
Insect or animal bite Malaria, rabies, Lyme disease, plague (bubonic form)
Other means of transmission Tetanus, hookworm
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Incubation and Prodromal Periods
The incubation period of a communicable disease is the inter-
val from exposure to an infectious organism to development 
of the symptoms of the disease (Gerstman, 2013). The length 
of the incubation period for a particular disease may influence 
the success of efforts to halt the spread of the disease. Some 
diseases, such as influenza and scarlet fever, have incubation 
periods of less than a week. Others typically require incubation 
periods of one to two weeks (gonorrhea, measles, pertussis, and 
polio), two to three weeks (rubella, chickenpox, and mumps), 
or months (viral hepatitis, syphilis). In some diseases, such as 
AIDS, the incubation period can be years.

The prodromal period of a communicable disease is the 
period between the first symptoms and the appearance of the 
symptoms that typify the disease. For example, prior to the 
appearance of the jaundice that is characteristic of viral hepa-
titis, the client may experience prodromal symptoms of nau-
sea, fatigue, and malaise. Similarly, a cough, runny nose, and 
watery eyes are prodromal symptoms for measles. In many 
diseases, the prodromal period is the time of greatest ability 
to infect others.

Immunity
Immunity is another concept of great importance in the con-
trol of communicable diseases. Immunity is a state of nonsus-
ceptibility to a disease or condition. Physiologic immunity is 
based on the presence of specific antibodies to disease and is 
described as passive or active depending on the role of the host 
in developing those antibodies. In active immunity, the host is 
exposed to antigens, substances related to the disease-causing 
microorganism, which prompt the host’s immune system to 
create antibodies that render the antigen harmless. Exposure 
to the antigen may occur as a result of having the disease or 
through immunization with active antigens (e.g., bacterial 
 toxins such as tetanus or diphtheria toxoid or portions of live 
viruses that cause diseases such as measles and mumps). Active 
immunity is relatively long lasting, waning over several years if 
at all. In passive immunity, externally produced antibodies are 
provided to the host by way of immunization (e.g., immune se-
rum globulin from someone who has had a specific disease and 
developed active immunity) or transfer (e.g., from a mother 
with active immunity to her fetus across the placenta).

Cross-immunity occurs when immunity to one microor-
ganism or disease also confers immunity to a related disease-
causing agent. Cross-immunity was the basis for the smallpox 
vaccine developed by Edward Jenner. Jenner inoculated people 
with material from cowpox lesions to prevent smallpox after 
noticing that milkmaids who developed cowpox from exposure 
to infected cows did not develop smallpox.

Herd immunity is another concept related to physiologic 
immunity that has particular relevance for population groups. 
Herd immunity is generalized resistance to a particular disease 
within the population that arises because the majority of peo-
ple have developed specific immunity to the condition. Herd 
immunity decreases the potential for exposure to the disease 
among those few people who do not have immunity.

Other Communicable Disease Concepts
Additional concepts related to communicable diseases reflect 
the extent of a particular disease within a specific population. 
An endemic disease is one that is constantly present in a par-
ticular geographic area (Gerstman, 2013). Prior to the advent 
of adequate sanitation, a wide variety of diarrheal diseases were 
endemic in the United States and remain endemic in many 
developing nations. Endemic diseases contrast with those that 
occur with epidemic frequency. An epidemic involves the oc-
currence of a great number of cases of a disease, beyond what 
would ordinarily be expected in a given population (Gerstman, 
2013). Earlier in U.S. history, for example, periodic epidemics 
of cholera swept the country. At that time, cholera was generally 
an endemic disease, with low incidence rates most of the time. 
Influenza epidemics continue to occur with some frequency in 
the United States, and there have also been periodic epidem-
ics of pertussis when incidence rates far exceed those normally 
seen in a given year. A disease  outbreak is an increased num-
ber of cases in the population that does not approach epidemic 
proportions. Disease outbreaks may be defined differently for 
different diseases depending on the usual number of cases of a 
disease typically encountered in the population. For example, 
a particular city might experience an outbreak of diarrheal 
 disease when drinking water has been  accidentally contami-
nated by sewage. As we saw in Chapter 25 , a pandemic is 
the simultaneous experience of extensive disease outbreaks or 
 epidemics in several parts of the world.

TAbLe 26-2 Portals of entry and exit for each mode of Disease Transmission

mode of Transmission Portal of entry Portal of exit

Airborne Respiratory system Respiratory system
Fecal–oral/ingestion Mouth Feces
Direct contact Skin, mucous membrane Skin, mucous membrane
Sexual contact Skin, mouth, urethra, rectum, vagina Skin lesions, vaginal or urethral secretions
Direct inoculation Across placenta, bloodstream Blood
Animal or insect bite Wound in skin Blood, saliva
Other means of transmission Wound in skin, intact skin Animal feces, soil
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Four other related concepts are important in the consider-
ation of communicable diseases: control, elimination, eradica-
tion, and extinction. Control refers to a reduction in disease 
incidence or prevalence or a decrease in its associated mor-
bidity and mortality to an acceptable level in a given locale 
as a result of deliberate intervention. Elimination, as noted in 
Chapter 8 , is the reduction of the incidence of a specific dis-
ease to zero in a defined geographic area, again as a result of 
deliberate efforts, while eradication involves worldwide reduc-
tion in disease incidence to zero. In extinction, on the other 
hand, the infectious agent that causes a specific disease no lon-
ger exists, either in nature or in the laboratory (CDC, 2014). To 
date, only one disease has been eradicated worldwide (small-
pox); measles and some other diseases have been eliminated in 
some areas; and no currently known microorganism is extinct.

Trends in Communicable 
Diseases
As noted above, overall mortality from communicable diseases 
has declined significantly in some parts of the world, but these 
trends are not universal. Because of the potential for rapid 
spread of disease throughout the world, population health 
nurses need to be aware of trends in communicable disease in-
cidence, prevalence, and mortality in their local areas as well 
as nationally and internationally. Communicable disease in-
cidence also varies among geographic areas within the United 
States and among ethnic groups. Generally speaking, most 
communicable diseases have higher incidence rates among eth-
nic minority groups than among Caucasians, due to a number 
of social conditions such as poverty and lack of access to care.

As noted above, one communicable disease, smallpox, has 
been completely eradicated from the world, although there is 
potential for its reintroduction through bioterrorism. The goal 
of the World Health Organization (WHO) is the elimination of 
several diseases, with their eventual eradication throughout the 
world. Information about elimination and eradication efforts for 
several communicable diseases is presented in the Global Per-
spectives feature on the next page. Trends related to common 
vaccine-preventable diseases, STIs, foodborne and waterborne 
diseases, bloodborne diseases, tuberculosis, hepatitis, arthropod-
borne diseases, and selected emerging diseases will be discussed.

Vaccine-preventable Diseases
A number of communicable diseases are preventable using 
vaccines. Such diseases include measles, mumps, rubella, per-
tussis, tetanus, diphtheria, varicella (chickenpox), influenza 
and pneumonia, poliomyelitis, Haemophilus influenzae type b, 
meningococcal disease, and rotavirus infection. Human pap-
illoma virus (HPV) infection is also vaccine preventable, but 
will be discussed with other STIs. Hepatitis A and B are also 
discussed separately with other forms of hepatitis. Vaccines are 
also available for other diseases, such as cholera, typhoid, and 
tuberculosis, but are not routinely used in the United States, 

except for certain populations (e.g., persons traveling to en-
demic areas).

Measles has been eliminated in the United States since 2000 
(defined as interruption of continuous transmission for at least 
12 months). Unfortunately, cases of measles continue to be im-
ported from other parts of the world. Approximately 20  million 
cases of measles still occur worldwide each year, and from 2001 
to 2012 a median of 60 imported cases occurred each year in 
the United States (Wallace et al. 2013).

Decline in immunization rates and failure to be vaccinated 
led to a resurgence of measles as well as other diseases (McLean, 
Fiebelkorn, Temte, & Wallace, 2013). For example, the number 
of measles cases reported in 2011 was the highest since 1996. 
The vast majority of cases (87%) occurred in persons who were 
not vaccinated or whose vaccination status was unknown, and 
36% of cases were known to have claimed a vaccine exemption 
(a waiver of the requirement for immunization for school en-
rollment) based on personal, religious, or philosophical beliefs. 
The WHO European region, which experienced more than 
30,000 cases of measles in 2011, was the source of 41% of im-
ported U.S. cases (Adams et al., 2013). During that year, mea-
sles outbreaks occurred in 36 of the 53 nations in the European 
region, accounting for 26,074 cases, mostly in unvaccinated 
older children and adults (Martin et al., 2011).

From January 1 to August 24, 2013, a total of eight outbreaks 
and 159 cases of measles were reported in the United States, 
82% in unvaccinated individuals. Details of one outbreak high-
light the potential for spread of the disease when cases are 
imported from endemic regions. In 2013, a measles outbreak 
occurred in a religious community in New York. The source 
of the outbreak was an intentionally unvaccinated adolescent 
exposed during a trip to London. The outbreak consisted of six 
generations of cases in 58 individuals in two neighborhoods. 
More than three fourths (79%) of the cases occurred in three 
extended families who declined immunization. The outbreak 
necessitated 3,500 contact investigations in health care, home, 
and school settings, school immunization audits, a mass im-
munization campaign using measles, mumps, and rubella 
(MMR) vaccine or immune globulin, and testing and vaccinat-
ing of several pregnant women (Arciuolo et al., 2013), which 
heavily burdened the local health jurisdiction.

U.S. mumps incidence in 2011 was 0.13 cases per 100,000 
population (National Center for Health Statistics [NCHS], 
2014). MMR vaccine effectiveness in preventing mumps is 
78% for one dose and 88% for two doses of vaccine. Although 
required as part of the routine immunization program in 
the United States, only 62% of countries worldwide include 
mumps in their national immunization programs, and vaccina-
tion rates in Europe have declined in response to vaccine safety 
concerns. These conditions have led to periodic outbreaks and 
importation of cases into the United States. For example, one 
mumps outbreak on a university campus resulted in 29 cases, 
mostly in unvaccinated students. Again, the source case was 
an unvaccinated student who had traveled to Europe prior to 
the start of the school year. Public colleges and universities 
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Global Perspectives

Complete eradication of a communicable disease has only, thus 
far, been achieved for smallpox. However, the World Health 
 Assembly has established targets for the elimination of several 
communicable diseases moving eventually to complete eradi-
cation. For example, measles has been eliminated in the WHO 
 Region of the Americas since 2002. In 2010, the World Health 
Assembly established three milestones for measles eradication to 
be achieved by 2015: (a) increasing to at least 90% the number 
of children who have had at least one dose of measles vaccine in 
all countries, (b) reducing annual measles incidence to less than 
five cases per million population, and (c) reducing measles mor-
tality by 95% from 2000 figures. Elimination of measles from 
four WHO regions is targeted for 2015 and five regions by 2020. 
By 2011, global vaccine coverage had increased to 84% of the 
world’s children; measles incidence had decreased to 52 cases 
per million population, and mortality decreased by 71%. During 
2010–2011, however, measles activity increased with several 
outbreaks reported (Perry et al., 2013). Work remains to be done 
to increase vaccine coverage and eradicate measles.

Malaria is another communicable disease that is being ad-
dressed worldwide as a significant source of morbidity and mor-
tality. In 2000, leaders of 44 African nations committed their 
countries to decreasing malaria deaths. The estimated costs of 
global malaria control are $5.1 billion per year. A combination of 
domestic and international funding provided less than half of the 
required amount in 2012 (WHO, 2013c).

Recommendations for malaria control include insecticide-
treated bed nets (ITNs), and by 2012, a total of 110 countries 
had adopted this recommendation, 88 of which provide the nets 
free of charge. Overall requirements to meet the need for protec-
tion in sub-Saharan Africa amounts to 150 million nets per year; 
an estimated 136 million nets were expected to be delivered in 
2013. The proportion of individuals with access to nets varies 
across countries from 7% to 84%, but 89% of persons with nets 
use them (WHO, 2013c).

Another recommendation is the use of indoor residual spray-
ing for mosquitoes in 88 high-malaria-risk countries. In 2012, 
only 4% of the population at risk lived in homes that were pro-
tected. In addition, a number of countries reported mosquito 
resistance to at least one commonly used insecticide (WHO, 
2012).

Intermittent preventive therapy (IPT) for malaria is also 
recommended for pregnant women and infants. In 2012, 37 
countries had national policies related to IPT for pregnant 
women, and a mean of 44% of pregnant women in high- burden 
countries received two doses of IPT. Only one country had ad-
opted IPT for infants and two had adopted a 2012 recom-
mendation for seasonal IPT for children aged 3 to 59 months 
(WHO, 2013c).

Overall, these interventions have prevented 274 million cases 
of malaria and more than 1.1 million deaths. Despite these 
achievements, malaria resulted in 219 million cases and an es-
timated 660,000 deaths in 2010 indicating the need for ad-
ditional concerted prevention and treatment initiatives (WHO, 
2013c).

Polio is a third disease with catastrophic global impact that 
has been slated for eradication. In 2012, the World Health 
 Assembly designated completion of polio eradication activities 
to be a public health emergency. To date, polio has been elimi-
nated from much of the world, but wild polio virus transmis-
sion remains endemic in three countries: Afghanistan, Nigeria, 
and Pakistan. Efforts to eliminate transmission have focused on 
increasing immunization levels among children. During 2012 
and 2013, for example, Nigeria engaged in an N-STOP program 
(National Stop Transmission of Polio), one focus of which was 
locating and vaccinating susceptible children. As part of this ini-
tiative, public health workers engaged in outreach activities to 
enumerate children in more than 40,000 remote settlements. 
Enumeration resulted in identification of 53,738 children who 
had never been immunized as well as detection of 211 cases of 
unreported polio. N-STOP is operated entirely by Nigerian citi-
zens, expanding public health capacity to deal with polio as well 
as other public health problems (Gidado et al., 2013). Outbreaks 
of imported wild poliovirus transmission have occurred in 21 
previously polio-free countries due to importation from endemic 
countries. Until WPV transmission is eliminated from all parts of 
the world there is a continued risk for importation in other coun-
tries (WHO, Regional Office for Africa, 2013).

Overall, significant strides have been made, however, in the 
effort to eradicate polio. For example, annual global polio in-
cidence decreased 99% from the launch of the Global Polio 
 Eradication Initiative (GPEI) in 1988 to 2012, and the number 
of new cases decreased by 66% from 2011 to 2012. Similarly, 
the number of imported cases in polio-free countries decreased 
from 309 in 12 countries to 6 in 2 countries. From January to 
March 2013, only 22 wild poliovirus cases had been reported 
worldwide, less than half of the number in the same time period 
in 2012 (Polio Eradication Department, WHO, 2013b).

Vaccination rates have also increased. By the end of 2011, ap-
proximately 84% of the world’s children had received the routine 
three doses of vaccine. In 2012, 2.05 billion doses of OPV were 
administered to 448 million people, most children under 5 years 
of age. Supplemental immunization activities (SIAs), including 
national and subnational immunization days, child health days, 
and mop-up rounds, were conducted in 46 countries, and no 
new wild poliovirus outbreaks had been reported in polio-free 
countries as of April 2013 (Polio Eradication  Department, WHO, 
2013b).

eliminating Communicable Diseases Worldwide
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in 22 states and the District of Columbia require two doses of 
mumps vaccine prior to enrollment to prevent such outbreaks, 
but many more campuses have no such requirement (Zipprich 
et al., 2012).

U.S. 2011 rubella incidence was zero cases per 100,000 pop-
ulation (NCHS, 2014), with similar rates for 2009 and 2010, 
exceeding the Healthy People 2020 target of 10 or fewer cases 
per year (U.S. Department of Health and Human Services 
 [USDHHS], 2014). Rubella has been targeted for elimination in 
the WHO region of the Americas by 2010 and in the  European 
region by 2015. In addition, accelerated control targets have 
been identified for the Western Pacific region, in part in re-
sponse to a 2013 epidemic in Japan that resulted in 5,442 cases 
and 10 infants with congenital rubella syndrome. More than 
three fourths (77%) of the Japanese cases occurred in adult men 
who typically not targeted by vaccination programs, which focus 
on children and childbearing women (Tanaka-Taya et al., 2013).

Like many other vaccine-preventable diseases, the incidence 
of pertussis declined sharply with the advent of an effective 
vaccine, dropping from 265,269 cases in 1934 to 1,010 cases in 
1976. Unfortunately, the number of cases increased to 25,827 
in 2004 and averaged slightly more than 18,000 cases per year 
from 2004 to 2008 (Pour et al., 2011). The 2009 incidence in 
the United States was 5.54 cases per 100,000 population, but 
climbed again to 8.9 per 100,000 in 2010 and dropped to 6.1 in 
2011 (Adams et al., 2013).

Periodic outbreaks of pertussis continue to occur. For ex-
ample, there was a 1,300% increase in the number of pertussis 
cases in Washington State between 2011 and 2012, primarily 
in infants and 10-year-old to adolescent children, suggest-
ing early waning of immunity (Tondella et al., 2012). In 2012, 
41,880 cases and 14 deaths in infants under a year of age were 
reported in the United States (Sawyer, Liang, Messonnier, & 
Clark, 2013).

The availability of vaccine has resulted in a 95% decrease 
in tetanus cases and a 99% reduction in mortality since 1947. 
From 2001 to 2008, only 233 cases occurred in the United 
States. Unfortunately, when cases do occur, fatality rates are 
relatively high at 13.2% of those affected. The average inci-
dence across all age groups is 0.1 per million persons, but 
increases to 0.23 per million for people over 65 years of age, 
primarily due to lack of immunization among older persons. 
Approximately 40% of older people in the United States have 
not been immunized. In addition, persons seen for wounds for 
whom treatment status was known did not receive adequate 
tetanus prophylaxis, putting them at risk for developing teta-
nus  (Tiwari, Clark, Messonnier, & Thomas, 2011).

No cases of diphtheria were reported in the United States in 
2011. Globally, however, an estimated 25,000 deaths occurred 
in the same year. During 2012, 4,489 cases were reported 
worldwide. Varicella or chickenpox, on the other hand, contin-
ues to occur in the United States, with an incidence of 8.3 per 
100,000 population in 2011. This figure represents a decrease 
of roughly 74% from 2006 and is the result of increasing vac-
cine coverage (Adams et al., 2013).

Poliomyelitis due to wild poliovirus (WPV) has been 
 eliminated in the United States, and the incidence in 2011 was 
zero cases per 100,000 population (NCHS, 2014). In 1988, the 
Global Polio Eradication Initiative (GPEI) established a part-
nership between WHO, Rotary International, CDC, and the 
United Nations Children’s Fund (UNICEF) to promote po-
lio immunization throughout the world. By 2012, the annual 
incidence of polio had decreased by 99% worldwide  (Polio 
Eradication Department, 2013a). The number of new cases 
decreased by 66% from 2011 to 2012 and only three countries 
(Afghanistan, Nigeria, and Pakistan) continued to experi-
ence endemic WPV transmission in 2013. From January to 
March, 2013, only 22 cases of WPV were reported compared 
to 48 cases in the same time period in 2012 (Polio Eradication 
 Department, 2013b). Imported cases of polio continue to oc-
cur in countries that have eliminated WPV, but only 223 cases 
were reported globally in 2012. In 2013, WPV was reintro-
duced in Somalia and Kenya and 50 cases had been reported 
by June of that year (WHO, Division of Global Migration and 
Quarantine, 2013a).

Two other diseases of young children that can be prevented 
by vaccines are Haemophilus influenzae type b (Hib) and 
 rotavirus. Since the advent of Hib vaccine in 1987, incidence of 
invasive disease in children under 5 years of age decreased by 
99% to less than one case per 100,000 children (Adams et al., 
2013). Rotavirus is the leading cause of diarrheal death in chil-
dren under 5 years of age resulting in an estimated 8,000 deaths 
per year in this age group. In 2007, WHO recommended the 
inclusion of rotavirus vaccine as part of routine national im-
munization programs in the Americas and Europe. This rec-
ommendation was expanded to all children under 32 months 
of age in 2009 (de Oliviera et al., 2011).

Meningococcal disease also affects young infants, but is also 
found among adolescents and young adults. Although cases 
are at a historic low since vaccine availability, cases continue 
to occur. In 2011, for example, a total of 257 vaccine prevent-
able invasive meningococcal infections occurred in the United 
States, with the highest rate among children under 1 year of 
age (0.34/100,000 population) and a second peak in the 15 
to 24 age group (0.10/100,000). Overall vaccine-preventable 
 invasive meningococcal disease incidence decreased from 0.10 
per 100,000 people in 2001 to 0.08 per 100,000 in 2011 (Adams 
et al., 2013).

Influenza and pneumococcal pneumonia are two other 
vaccine-preventable diseases. Influenza virus infection ex-
hibits different seasonal patterns in different areas of the 
world. For example, the disease tends to appear in early 
 August in Australia and New Zealand. In 2013, peak disease 
incidence in South Africa occurred in June and then again in 
August, while incidence in temperate areas of South  America 
peaked in June and declined through September (WHO 
 Collaborating Center for Surveillance, Epidemiology and 
Control of Influenza, 2013). The typical influenza season in 
the United States is from late fall to early spring (Grohskopf 
et al., 2013).
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Both influenza and pneumonia contribute to considerable 
morbidity and mortality. For example, influenza and pneumo-
nia are the eighth leading cause of death in the United States 
(American Lung Association, 2014). Similarly, influenza ac-
counted for anywhere from 55,000 to 431,000 hospitalizations 
each year from the 1976–1977 season to the 2002–2006 sea-
sons. The highest influenza complication rates occur among 
young children and those over 65 years of age (Grohskopf et al., 
2013). In 2001, 115 influenza deaths occurred among U.S. chil-
dren, 46% of them under 5 years of age (WHO  Collaborating 
Center, 2011).

U.S. pneumonia hospitalizations decreased by 20% overall 
from 2000 to 2010 with slightly larger decreases in older age 
groups (NCHS, 2012). Among children, introduction of the 
seven-valent pneumococcal conjugate vaccine resulted in a 77% 
decrease in invasive pneumococcal disease from 1998 to 2005, 
and 2008 rates had exceeded the Healthy People 2010 target 
(National Center for Immunization and Respiratory  Diseases, 
2008). Unfortunately, pneumonia continues to account for 20% 
of child deaths throughout the world (CDC, 2012d).

Sexually Transmitted Infections
A variety of diseases are transmitted by means of sexual contact 
and result in more than 20 million cases per year at a cost of 
$16 billion per year in direct medical costs alone (CDC, 2013g). 
Sexually transmitted diseases to be addressed here include 
Chlamydia trachomatis infection, gonorrhea, HIV infection 
and AIDS, syphilis, and HPV infection. Some forms of viral 
hepatitis can be transmitted sexually as well, but they will be 
discussed in the section on viral hepatitis.

Chlamydia and gonorrhea are the two most frequently 
reported infectious diseases in the United States (Rotblatt, 
 Montoya, Plant, Guerry, & Kerndt, 2013). Because many cases 
of both diseases are asymptomatic, their actual frequency is 
probably far underreported. Both diseases can result in sig-
nificant reproductive problems, including pelvic inflammatory 
disease, infertility, and chronic pelvic pain in women. An es-
timated 4 to 5 million cases of Chlamydia trachomatis occur 
each year in the United States (Singh, Fine, & Marrazzo, 2011). 
In 2011, 1.4 million cases were reported for an incidence rate of 
457.6 cases per 100,000 population. This figure represents an 
8% increase over the 2010 incidence rate (Adams et al., 2013).

Reported incidence of gonorrhea declined by 79% from 
1975 to 2009, but increased by 6% from 2009 to 2011 for an 
 incidence rate of 104 cases per 100,000 population ( Adams 
et  al., 2013). This translates to more than 300,000 cases 
 reported with many more that are undetected because of the 
frequently asymptomatic nature of the disease. In addition to 
the female reproductive consequences noted above, gonorrhea 
may  result in disseminated disease and neonatal conjunctivi-
tis and blindness. Gonorrhea also facilitates HIV transmission 
(Hook,  Shafer, Deal, Kirkcaldy, & Iskander, 2013).

Approximately 1.1 million people were living with HIV 
infection/AIDS in 2013 and 50,000 new infections occur 
each year (McCree et al., 2013). Worldwide more than 3.3 

million people are affected and 2 million deaths occur each 
year  (Talman, Bolton, & Walson, 2013). With the advent of 
antiretroviral therapy (ART), mortality rates due to AIDS have 
declined significantly in areas where ART is available. For ex-
ample, age-adjusted AIDS mortality among men in the United 
States declined from 16.2 per 100,000 population in 1995 to 2.6 
per 100,000 in 2010 (NCHS, 2014).

The incidence of primary and secondary syphilis, the two 
most infectious and treatable stages of the disease, decreased by 
90% from 1990 to 2000, but has recently begun to increase. In 
2011, the incidence of primary and secondary syphilis was 4.52 
per 100,000 population. Congenital syphilis, acquired through 
transplacental transmission from mother to fetus, declined 
from a high of 368.3 per 100,000 live births in 1950 to a low of 
7.7 in 1980, but rose again to 92.95 cases per 100,000 live births 
in 1990. In 2011, congenital syphilis incidence had decreased 
to 8.48 (NCHS, 2014), but remained above the Healthy People 
2010 target of one case per 100,000 births (U.S.  Department of 
Health and Human Services [USDHHS], 2013).

Unlike many STIs, HPV not only contributes to immediate 
conditions, such as genital warts, but is also a significant risk 
factor for several types of cancer. Several HPV serotypes have 
different effects. For example, types 16 and 18 cause approxi-
mately 70% of cervical cancers and most other HPV-related 
cancers (e.g., vulvar, vaginal, penile, or oropharyngeal cancers). 
Types 6 and 11, on the other hand, contribute to 90% of cases 
of genital warts. An estimated 26,200 new HPV-related cancers 
occur each year in the United States, with women accounting 
for nearly twice as many cases as men (Stokley et al., 2013). In 
2008, more than 529,000 cases of cervical cancer and 275,000 
deaths occurred worldwide. In the United States, more than 
12,000 new cervical cancer diagnoses and 4,000 deaths were 
anticipated in 2013 (Henry J. Kaiser Family Foundation, 2014).

Globally, 44% of the world’s population is infected by one or 
more types of HPV, most commonly young men and women 
under 25 years of age (Mah, Deber, Guttmann, McGeer, & 
Krahn, 2011). An estimated 79 million people in the United 
States are HPV infected, and approximately 14 million new 
cases occur each year (Stokley et al., 2013).

Viral Hepatitis
Viral hepatitis occurs in several different forms based on the 
causative organism: hepatitis A virus (HAV), hepatitis B virus 
(HBV), hepatitis C virus (HCV), hepatitis D virus (HDV), and 
hepatitis E virus (HEV). Hepatitis A and E are transmitted pri-
marily by the fecal oral route and usually produce acute infec-
tion, although sexual transmission of hepatitis A has occurred 
among men who have sex with men (MSM). Hepatitis B, C, 
and D are transmitted via infected blood (e.g., transfusions, 
injecting drug use, paraoccupational exposure, or perinatal 
transmission) and can cause both acute and chronic disease. 
Chronic hepatitis B and C are the leading causes of cirrhosis 
and liver cancer (Kirkey et al., 2013).

In 2011, U.S. HAV incidence was 0.45 cases per 100,000 
people, while HBV incidence was more than twice as high at 
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0.94 per 100,000 (NCHS, 2014). Hepatitis B occurs frequently 
throughout the world and has an estimated prevalence of more 
than 8% in the Western Pacific region of WHO, resulting in 
approximately 325,000 deaths per year due to cirrhosis and 
liver cancer (Xeuatvongsa et al., 2013).

HCV infection is the most common bloodborne infection 
in the United States. Approximately 70% of cases are mild or 
asymptomatic leading to under diagnosis and reporting. An 
estimated 75% to 85% of those affected develop chronic HCV 
infection, and of those 60% to 70% will develop active liver dis-
ease (Division of Viral Hepatitis, 2014). In the United States, 
an estimated 4.1 million people have ever been infected with 
HCV (Getchell et al., 2013), and approximately 3.2  million 
people are living with chronic HCV infection, 45% to 85% of 
whom are unaware of the infection (Mahajan, Liu, Klevens, & 
 Holmberg, 2013). In 2008, for example, 144,015 cases were re-
ported in the United States, but it is believed that figure repre-
sents only approximately half of the actual cases that occurred 
due to the largely asymptomatic nature of the disease, reporting 
failures, and insufficient follow-up to establish infection status 
(Hart-Malloy et al., 2013). HCV appears to be more common 
in persons born from 1945 to 1965, and this population has 
been specifically targeted for routine screening for the disease 
( Bornschlegel, Holtzman, Klevens, & Ward, 2013). WHO es-
timates that 130 to 170 million people are infected with HCV 
worldwide, with 10% of the population of countries like Egypt 
affected (El-Sayed et al., 2012).

HCV creates a significant societal burden. For example, 
HCV mortality now exceeds that of HIV infection in the 
United States (Iverson, Wand, Topp, Kaldor, & Maher, 2013). 
In addition, the estimated direct medical costs of HCV infec-
tion in the United States are expected to be $10.7 billion from 
2010 to 2019, with additional costs of $54.2 billion related to 
premature mortality and lost productivity, and $21.3 billion in 
disability costs (Klevens & Tohme, 2010).

HDV and HEV virus infections occur far less frequently in 
the United States than hepatitis A, B, or C. Hepatitis D occurs 
only in conjunction with hepatitis B as a co-infection or as a 
superinfection (CDC, 2013d). Co-infection means that the two 
diseases occur simultaneously, in the case of hepatitis B and D, 
usually as a result of injection drug use (IDU).  Superinfection 
occurs when one disease is superimposed on an existing dis-
ease; hepatitis D is superimposed on an existing HBV infection. 
HDV infection is uncommon in the United States and occurs 
primarily through percutaneous (e.g., IDU or needlestick) or 
mucous membrane exposure (CDC, 2013d).

Hepatitis E occurs primarily in areas of poor sanitation and, 
in the United States, is usually diagnosed in travelers return-
ing from endemic areas such as South Asia and North Africa. 
HEV infection is unusual in the United States, but approxi-
mately 20 million people become infected annually worldwide, 
resulting in 3.4 million cases of disease and 70,000 deaths. Case 
fatality rates are relatively high at 0.2% to 4% in the  general 
population and as high as 25% among pregnant women 
(Thomson et al., 2012).

Given the disease burden caused by viral hepatitis, particu-
larly hepatitis B and C, the USDHHS has developed a compre-
hensive viral hepatitis action plan for control of these diseases. 
Major foci of the plan include preventing health-care-associated 
viral hepatitis, reducing hepatitis incidence and prevalence 
among injecting drug users, and strengthening disease surveil-
lance systems (CDC, 2012c). Strategies related to these foci will 
be addressed later in this chapter.

Tuberculosis
TB is another communicable disease of interest to popula-
tion health nurses. TB occurs in two forms: active infection or 
TB disease, and a quiescent form, latent TB infection (LTBI). 
 Persons with active TB disease and positive sputum are capable 
of transmitting the disease by coughing, singing, or talking. 
Cases tend to be clustered based on their molecular character-
istics, suggesting a common source of infection (Feske, Teeter, 
Musser, & Graviss, 2013).

TB is spread by the airborne route, particularly in con-
gregate settings, such as long-term care facilities, homeless 
shelters, or correctional institutions (Bargman et al., 2013). 
Roughly one third of the earth’s population or 2 billion people 
are infected with tuberculosis, and 1.8 million deaths occur 
each year worldwide (Otrompke, 2009). In the United States, 
age-adjusted TB mortality declined 57% from 1999 to 2010, 
with a 2010 mortality rate of 0.3 per 100,000 population. CDC’s 
goal is to reduce TB incidence to less than one case per million 
people. In 2012, 9,951 new cases of TB were reported for an 
incidence rate of 3.2 per 100,000, a decrease of 6.1% from 2011. 
The TB incidence rate for foreign-born persons in the United 
States remains high, however, approximately 11.5 times the 
rate for U.S.-born persons (Miramontes, Pratt, Price, Navin, & 
Lo, 2013).

Food and Waterborne Diseases
A number of infectious diseases are transmitted through 
contaminated food and water. For example, approximately 
170 million cases of acute gastroenteritis (AGE) per year are 
transmitted by food or water. These diseases can also occur via 
person-to-person contact, and from 2009 to 2010, 2,259 person-
to-person outbreaks of AGE occurred resulting in 81,491 cases 
of illness, 1,339 hospitalizations, and 136 deaths (Wikswo &  
Hall, 2012).

The most common microorganisms implicated in food and 
waterborne disease outbreaks are norovirus, Salmonella, Shigella, 
Escherichia coli, and rotavirus. Different organisms tend to occur 
more commonly in some seasons than others. For example, nor-
ovirus infections tend to occur primarily in winter in the United 
States, and Shigella and other AGE infections are more common 
in spring and summer months (Wikswo & Hall, 2012). Many of 
these microorganisms include multiple disease-causing strains. 
For example, there are five genotypes of norovirus, more than  
34 genotypes, and new strains emerging every 2 to 3 years, often 
resulting in disease outbreaks (Barclay et al., 2013).
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The Foodborne Diseases Active Surveillance Network 
(FoodNet) identified 19,351 laboratory confirmed cases of 
foodborne infection in 2012 (Gilliss et al., 2013), and food-
borne outbreaks in 2009 and 2010 resulted in 29,444 cases of 
disease, 1,184 hospitalizations, and 23 deaths. Forty percent 
of the reported outbreaks were associated with norovirus and 
30% with Salmonella. Foods most often implicated included 
beef, dairy, fish, and poultry sources (Gould, Mundai, et al., 
2013). A number of other foods, however, can cause disease 
outbreaks, including crustaceans, mollusks, pork, grains and 
beans, oils and sugars, fruits and nuts, leafy vegetables, sprouts, 
and vine or stalk vegetables (Gould, Walsh, et al., 2013). For 
example, an outbreak of norovirus infection was associated 
with frozen raw oysters that were distributed internationally 
(Brucker et al., 2012). Similarly, raw milk produced from one 
dairy resulted in recurrent outbreaks of Campylobacter jejuni 
(Weltman et al., 2013). In another outbreak, 91 cases of Salmo-
nella infection were attributed to mobile lunch trucks selling 
products from one catering company that was using illegally 
sourced eggs (Honish et al., 2013). Salmonella outbreaks have 
also been associated with peanut butter and almond butter, as 
well as raw and roasted shelled and in-shell peanuts, produced 
by one company (MacDonald et al., 2013) and poultry from 
another producer (Grinnell et al., 2013).

Waterborne disease outbreaks may be associated with 
drinking water or water used for recreational or nondrinking 
purposes. From 2009 to 2010, 33 drinking water outbreaks were 
reported in the United States resulting in 1,040 cases of illness, 
85 hospitalizations, and 9 deaths. Most of these outbreaks were 
attributed to Legionella in plumbing systems, untreated ground 
water, and distribution system deficiencies (Hillborn et al., 
2013). Similarly, from 2007 to 2008, 134 disease outbreaks in 
the United States were attributed to recreational water (Hlavsa 
et al., 2011). A significant portion of recreational water-related 
outbreaks is related to Cryptosporidium, which is chlorine tol-
erant and may not be destroyed by common water treatment 
approaches (Adams et al., 2013).

Dracunculiasis, or guinea worm disease, is another water-
borne infection present in the developing world. The disease 
is spread by ingestion of the eggs of a parasitic worm in con-
taminated water. The worms hatch in the new host and bur-
row to the skin where they cause secondary infection, pain, 
and disability. The World Health Assembly has called for 
worldwide dracunculiasis elimination. As of 2013, the dis-
ease remained endemic in four countries (south Sudan, Chad, 
Mali, and  Ethiopia), with a total of 542 cases reported in 2012, 
83% of which occurred in south Sudan (Hopkins, Ruiz-Tiben, 
 Eberhard, & Roy, 2013).

Bloodborne Diseases
Bloodborne diseases are transmitted through infected blood. 
Transmission may occur via transfusion, injecting drug use, or 
cross-placental transmission from mother to fetus. Bloodborne 
infections may also occur in health care personnel as a result of 
needlesticks or other exposure to contaminated blood. In the 

United States, transmission of bloodborne diseases through 
transfusion is rare, due to screening of donors for major risk 
factors and testing of donated blood. For example, the risk of 
HIV transmission via transfusion is approximately one case in 
1.5 million transfusions (Laffoon et al., 2010). Transfusion re-
mains a major source of HIV infection in sub-Saharan Africa, 
however. One of the major foci of the President’s Emergency 
Plan for AIDS Relief (PEPFAR) is the provision of support 
for improved blood transfusion services in 14 countries in the 
 African region (Holmberg, Basavaraju, Reed, Drammeh, & 
Qualls, 2011). Another example of bloodborne transmission 
is transfusion-acquired West Nile Virus (WNV) infection. 
However, only 12 cases of transfusion-related WNV have been 
identified in the United States since the implementation of 
screening of blood supplies for WNV.

Arthropodborne (Arboviral) Diseases
Another group of infectious diseases are spread by the bite of 
arthropods, primarily mosquitoes and ticks. Common U.S. 
arboviral diseases include WNV infection, La Crosse virus in-
fection (LACV), Powassan virus infection (POWV), St. Louis 
encephalitis virus infection (SLEV), Eastern equine encephali-
tis virus infection (EEEV), and Jamestown Canyon virus (JCV). 
These diseases are commonly spread from infected vertebrate 
hosts, such as birds or small mammals, to people via mosquito 
or tick bites. In 2012, these viruses caused 5,780 cases of ill-
ness, 51% of which were neuroinvasive conditions  (Lindsey, 
Lehman, Staples, & Fischer, 2013). Rocky Mountain spotted 
fever is also spread by ticks. 

Two other arthropodborne diseases seen in other parts of 
the world include lymphatic filariasis (elephantiasis) and ma-
laria, both transmitted by mosquito bites (Mace et al., 2011; 
 Streit et al., 2013). Filariasis affects more than 120 million 
people worldwide, and WHO has called for the elimination 
of this disease by 2010 (Streit et al., 2013). Malaria has been 
targeted by WHO for eradication, and by 2010, 11 countries 
and the WHO African region had achieved a greater than 50% 

Ticks transmit a number of diseases from animals to humans.  
(Bildagentur Zoonar GmbH/Shutterstock)
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 reduction in malaria cases and deaths (CDC, 2011). Malaria in 
the United States occurs primarily due to travel to endemic ar-
eas of the world, with occasional cases related to infected blood 
products, congenital transmission, laboratory exposure, and, 
rarely, local mosquitoes. In 2011, 1,925 cases were reported in 
the United States, all but four of which were imported. This fig-
ure represented an increase of 14% from 2010 and the highest 
number of cases since 1971 (Cullen & Arguin, 2013).

Globally, half of the world’s population lives in malaria 
transmission areas, and 219 million cases and 660,000 deaths 
occurred in 2011. Pregnant women and young children are at 
risk for more severe disease than other groups. More than 40% 
of children under 10 years of age in central and western Africa 
are infected. One strain of the causative organism, Plasmodium 
falciparum, has a 15% to 20% fatality rate due to severe anemia, 
seizures, acute respiratory distress syndrome, and other organ 
failure (Mace et al., 2011). Two strains of plasmodium have a 
dormant stage in the human liver that can reactivate months or 
years later (Cullen & Arguin, 2013).

Emerging Diseases
The diseases discussed here are not the only communicable 
diseases to affect the health of populations. Each year, new 
emerging and reemerging diseases occur due to a variety of 
circumstances. One example of an emerging disease is Middle 
East Respiratory Syndrome Coronavirus (MERS-CoV) infec-
tion. This disease was first reported in humans in September 
of 2012 and has been designated as a “condition of serious 
concern.” Cases identified thus far have been linked to travel 
in or near the Arabian peninsula (WHO, Division of Global 
 Migration and Quarantine, 2013c). Reports of MERS-CoV 
cases in France, Italy, Tunisia, and the United Kingdom and 
instances of nosocomial transmission to health care personnel 
in some countries have raised concern about the potential for 
importation of the disease to other regions of the world (WHO, 
Division of Global Migration and Quarantine, 2013b).

New pathogens are being identified each year, many of 
which contribute to significant disease burden. In addition, dis-
eases once thought controlled are becoming more frequent and 
harder to treat due to development of antimicrobial- resistant 

strains of microorganisms. Resistance is discussed in more de-
tail in the section of this chapter devoted to treatment of com-
municable diseases.

Population Health Nursing and 
Communicable Disease Control
Control of communicable diseases in individuals and popula-
tion groups entails use of the nursing process. The population 
health nurse involved in communicable disease control as-
sesses determinants of health contributing to communicable 
disease, develops related population nursing diagnoses, and 
plans, implements, and evaluates strategies to prevent or con-
trol disease occurrence.

Assessing Determinants of Health  
in Communicable Disease
The development and effects of any communicable disease are 
influenced by factors related to each of the categories of de-
terminants of health in the population health nursing model. 
Population health nurses concerned with control of communi-
cable diseases should be familiar with factors in each category 
that influence disease development and control. Such knowl-
edge provides guidance for interventions to prevent the dis-
ease, deal with it when it occurs, and prevent further spread in 
the population.

bIOLOGICAL DeTeRmINANTS. Biological consider-
ations such as age, gender, race/ethnicity, and physiologic 
health status influence the development of many communi-
cable diseases. In the case of some diseases, age may influence 
susceptibility to a disease or its effects. For example, the U.S. 
incidence of cryptosporidiosis for 1- to 4-year-old  children in 
2011 was more than twice that of any other age group.  Similarly, 
measles incidence was twice as high for infants under a year 
of age as any other group. On the other hand, adolescents and 
young adults are at greater risk than other age groups for STIs 
due to sexual risk behaviors. For instance, the 2011 incidence 
rate for Chlamydia in 15- to 24-year-olds was four times  higher 
than for any other age group at 2,313.29 cases per 100,000 

evidence-based Practice

Preexposure Prophylaxis (PreP) for HIV Infection
In PrEP, persons who are uninfected take medication to prevent 
infection. This is not a new concept and has actually been used 
for years to prevent malaria in travelers to malaria-endemic re-
gions. It is a relatively new approach to HIV prevention, however, 
designed to add another preventive strategy to existing behavioral 
strategies such as safe sexual behaviors and harm-reduction strat-
egies in drug use. Several clinical trials have indicated the effi-
cacy of PrEP for HIV prevention in men who have sex with men 

as well as heterosexual men and women and injecting drug users 
(AIDS.gov, 2014). In 2013, CDC updated guidelines on the use of 
PrEP for these groups at high risk for HIV infection (Smith et al., 
2013). Some authors, however, caution that use of PrEP should 
be considered in light of its costs, the related costs of compliance 
counseling, potential for development of resistant viral strains, and 
lost opportunity costs in draining funding from other initiatives 
 (Leibowitz et al., 2011).
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 population compared to 559.93 per 100,000 for those aged 25 to 
39 years, the next highest group. Similarly, invasive disease due 
to Haemophilus influenzae occurred at a higher rate in adoles-
cents and young adults due to lack of immunity. Invasive vac-
cine preventable meningococcal disease incidence, on the other 
hand, was highest in infants (0.34/100,000) followed by those 
over 65 years of age (0.19/100,000), and pertussis incidence was 
more than three times higher in infants than in any other age 
group (Adams et al., 2013).

In 2011, TB incidence was higher in persons over 65 years of 
age than in other age groups. The elderly are also at the great-
est risk for tetanus in the United States because they are the 
least likely to have been immunized. For example, the 2011 
incidence rate for tetanus in persons over 65 years of age was 
three times higher than that of any other age group (Adams 
et al., 2013). In developing countries with unsafe delivery con-
ditions, neonates are at high risk for tetanus fatality. Neonates 
are also at risk for diseases that can be passed from mother to 
child perinatally. Such diseases include congenital rubella syn-
drome (CRS), HIV infection, syphilis, and hepatitis B and C. 
As we will see later, treatment of infected women during preg-
nancy can generally prevent transmission of these diseases to 
their infants.

Age may also affect the symptoms with which some com-
municable diseases present. For example, children with hepa-
titis A are often asymptomatic. Similarly, elderly persons with 
pneumococcal pneumonia may not present with classic symp-
toms of cough and fever, but may instead exhibit gastrointesti-
nal symptoms.

Age also influences one’s chances of exposure to some com-
municable diseases. For example, STIs and hepatitis B, C, and 
D occur more frequently in younger than older people because 
of their propensity to engage in high-risk sexual behaviors and 
injecting drug use. As we saw earlier, pertussis and mumps in-
cidence have increased in adolescents and young adults, largely 
because of waning immunity from initial immunizations.

Communicable disease incidence and prevalence also vary 
by gender and by race/ethnicity. In 2011, incidence rates for 
most communicable diseases were higher for males than for 
females. Exceptions included Chlamydia trachomatis infec-
tion with a rate of 651.51 cases per 100,000 women compared 
to 255.36 cases per 100,000 men, some diarrheal diseases, and 
invasive Haemophilus influenzae infection. The incidence of 
HIV infections was more than four times higher in men than 
women, and primary and secondary syphilis incidence was 
more than eight times higher for men than for women  (Adams 
et al., 2013). In addition, transgender females who engage in 
sex work to pay for hormone therapy or gender recognition 
surgery are at high risk for HIV-infection, contributing to a 
26% infection rate in this population in San Francisco (Rapues, 
Wilson, Packer, Colfax, & Raymond, 2013).

Racial and ethnic differences in communicable disease in-
cidence are more likely to be the result of differential levels 
of exposure and other behavioral and sociocultural factors 
than of differences in inherent susceptibility. For example, 

disparities in TB incidence, which is more than three times 
higher among Asians and Pacific Islanders (APIs) than among 
other racial groups, may reflect crowded living conditions. 
Similarly, increased incidence of other diseases in some ethnic 
minority populations (e.g., pertussis, which is highest among 
American Indians and Alaska Natives [AIAN]) may be a result 
of lack of access to health-promotive and illness-preventive 
knowledge and resources. Although disparities do not arise 
because of gender or ethnic minority group membership per 
se, population health nurses should be aware of gender and 
racial/ethnic differences in communicable disease incidence in 
order to be able to target intervention strategies to those most 
in need of them.

Racial disparities in STIs are particularly pronounced. 
In 2011, for example, Blacks had gonorrhea incidence rates 
14 times higher than Whites and nearly 5 times higher than 
AIANs. Similarly, incidence rates for HIV infection were six 
times higher among Blacks than for any other group, and 
rates for both primary and secondary and congenital syphilis 
were approximately five times higher. Conversely, Chlamydia 
trachomatis infection rates were highest in Whites; invasive 
Haemophilus influenzae infection rates were highest among 
AIANs; and TB incidence rates were more than three times 
higher in APIs than in other groups. Persons of Hispanic origin 
tended to have higher incidence rates for some diseases (e.g., 
Chlamydia trachomatis, hepatitis A, HIV infection, mumps, 
pertussis, salmonellosis and shigellosis, primary and second-
ary syphilis, and TB) and lower rates for other diseases (e.g., 
congenital syphilis, hepatitis B and C, measles, and invasive 
Haemophilus influenza infection) than non-Hispanics (Adams 
et al., 2013).

The presence of other physical health conditions may also 
influence one’s propensity to develop certain communicable 
diseases. For example, pregnant women are at higher risk for 
complications and death due to influenza (Newsome et al., 
2011) as well as mortality related to HEV infection (Thomson 
et al., 2012). Similarly, HIV infection increases one’s risk of a 
variety of opportunistic infections. Opportunistic  infections 
(OIs) are diseases caused by organisms that either do not usu-
ally cause illness in humans or that usually cause only mild 
disease. For example, HIV infection increases the incidence 
of TB as well as the rate of progression to active disease. HIV 
infection and TB form a syndemic in which both diseases act 
“synergistically” to cause morbidity and mortality beyond 
what would be expected of either disease alone. For example, 
the lifetime risk of developing TB disease is 5% to 10% in the 
general population, but is much higher in those with HIV in-
fection. HIV infection also makes it more difficult to diagnose 
TB because sputum smears and chest X-rays are less reliable 
indicators of disease. In addition, individuals with HIV infec-
tion are more likely than the general population to have extra-
pulmonary TB (Getahun et al., 2012).

Conversely, the presence of other STIs increases the poten-
tial for HIV infection. This is particularly true for STIs that 
cause lesions, such as secondary syphilis and herpes simplex 
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virus (HSV) infection, but also occurs with inflammatory STIs 
such as gonorrhea and Chlamydia infections. Syphilis infec-
tion may also speed progression from HIV infection to AIDS. 
The presence of several of these diseases also increases the in-
fectiousness of HIV due to the increased virus present in geni-
tal fluids, more so than in peripheral blood (Kalichman et al., 
2011). Diseases, such as hemophilia, or other conditions that 
require transfusions or organ transplantation (e.g., chronic 
kidney disease) may contribute to exposure to a variety of 
bloodborne infections, including HIV, hepatitis B, C, and D, 
WNV, and other communicable diseases.

Another biological consideration with respect to communi-
cable diseases relates to the effects of the diseases themselves. 
Most childhood diseases are relatively mild and self-limiting. 
On occasion, diseases such as measles, varicella, and mumps re-
sult in death. The overall case fatality rate for untreated tetanus 
in unimmunized individuals, however, is high as is mortality 
for HEV infection, particularly in pregnant women (Thomson 
et al., 2012). As noted in Chapter 3 , the case fatality rate is 
the number of persons who have a disease who will die as a 
result of it. Hepatitis B, C, and D often result in chronic liver 
disease with increased risk of death. As noted earlier, persons 
with hepatitis B and C are also at high risk of cirrhosis and liver 
cancer, and those with HDV superinfection have a greater risk 
of developing chronic liver disease than those with HBV alone.

Immunization levels within the population constitute a final 
biological consideration influencing communicable diseases 
and their control. Routine immunization recommendations for 
children and adults were addressed in Chapters 16  through 
19. Population health nurses would determine the extent of 
vaccine coverage for specific diseases for individuals as well as 
within the overall population.

Worldwide, vaccination coverage for children under 12 
months of age in 2012 ranged from a low of 11% for rotavirus 
infection to highs of 84% for polio and meningococcal vaccines, 
and 83% for diphtheria, pertussis, and tetanus immunization. 
Approximately 79% of the world’s infants had received three 
doses of HBV vaccine, and 45% received three doses of Hib 
vaccine, but immunization rates for pneumococcal conjugate 
vaccine (PCV) were only 19% (Department of Immunization, 
Vaccines, and Biologicals, 2013). As of 2012, 68% of WHO 
member nations had achieved greater than or equal to 90% 
coverage for three doses of DTP vaccine, and only six coun-
tries had DTP immunization levels below 50% (WHO, 2013b). 
In Latin America and the Caribbean, rotavirus vaccination, the 
most recently recommended vaccine, had been added to 44% of 
national immunization programs, and a median of 89% of chil-
dren under 1 year of age had been immunized across the region 
as of June 2011 (de Oliviera et al., 2011). Similarly, in Laos, 
where hepatitis B is endemic, 74% of babies born in health care 
facilities and 41% of those born at home had received the birth 
dose of HBV vaccine. Overall, HBV vaccine coverage increased 
from 3% in 2006 to 34% in 2011 (Xeuatvongsa et al., 2013). As 
these figures indicate, however, much remains to be done to 
increase international immunization levels.

Immunization levels also vary among populations and 
across vaccines in the United States. For example, in 2012, 
based on National Immunization Survey data, 68% of U.S. 
children 19 to 36 months of age had received all of the recom-
mended immunizations, and only 1% had received no immu-
nizations. Immunization levels were highest for the completed 
polio series (92.8%) and lowest for rotavirus (68.6%) (Black, 
Yankey, & Kolasa, 2013). Similarly, during the 2012–2013 
school year, most federally funded immunization programs 
were at or near the national goal of 95% coverage for all recom-
mended vaccines.

The mean exemption rate (children who have been ex-
empted from immunization requirements for health, reli-
gious, or philosophical reasons) across jurisdictions was 1.8% 
 (Seither, Shaw, Knighton, Greby, & Stokley, 2013). Unfortu-
nately, exemptions can cluster within communities, decreasing 
overall herd immunity and increasing the risk for the spread of 
disease outbreaks as we saw earlier.

Among adolescents 13 to 17 years of age, nearly 85% had 
received at least one dose of Tdap, 74% had received at least 
one dose of meningococcal conjugate vaccine, and nearly 95% 
had received at least one dose of varicella vaccine. In addition, 
nearly 21% of males and 54% of females had received at least 
one dose of HPV vaccine (Curtis et al., 2013). Although the 
percentage of girls receiving HPV vaccine increased from 25% 
to 54% from 2007 to 2012, only a third of adolescent girls had 
received all three recommended doses, and one fourth of par-
ents surveyed did not intend to have their daughters vaccinated 
against HPV (Stokley et al., 2013).

Annual influenza immunization rates also vary among 
groups. For example, the immunization rate among children 
6 months to 17 years of age during the 2011–2012 influenza 
season was roughly 57%; among adults over 18 years of age 
only 38% were immunized (Lu et al., 2013). As we saw in 
 Chapter 19 , the influenza immunization rate among people 
over 65 years of age in the 2009–2010 season was 72% (Serse 
et al., 2011). Influenza immunization also varies by economic 
status. For example, only 37.5% of the poor received influenza 
vaccine in 2010, compared to nearly 48% of the near poor, 51% 
of middle-income individuals, and 54% of high-income indi-
viduals. Despite universal recommendations for annual influ-
enza vaccination for health care personnel (HCPs), only 72% 
of HCPs were immunized during the 2012–2013 season, with 
only 58% of those working in long-term care facilities covered 
(Ball et al., 2013). Immunization levels among HCPs increase 
in organizations where it is required. For example, during the 
2011–2012 influenza season, immunization rates were above 
95% in hospitals where it was required, but only 68% if immu-
nization was not required (Ball et al., 2012).

The overall pneumococcal vaccination level in 2012 was 
19.8%, but ranged from 8.7% for people aged 18 to 64 years to 
nearly 60% for those over age 65. Less than 20% of people 18 to 
64 years of age at high risk for serious pneumococcal disease, 
however, had received the vaccine (NCHS, 2014). Slight in-
creases in coverage rates had been achieved by 2011 when 62% 
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of those over 65 years of age and 20% of younger adults at high 
risk were immunized (Williams et al., 2013).

Immunization levels for other diseases among adults also 
vary considerably. For example, in 2008, less than 6% of adults 
18 to 64 years of age had received Tdap (Miller, Ahmed, Lu, 
Euler, & Kretsinger, 2010). Similarly in 2011, the tetanus im-
munization rate was 64.5% for persons 19 to 49 years of age, 
and 63.9% for those over 65. Hepatitis B coverage was 12.5% 
among those 19 to 49 years of age, HPV coverage was 29.5% for 
those 19 to 26 years of age, and herpes zoster vaccine (HZV) 
coverage was roughly 16% in people over 60 years of age 
 (Williams et al., 2013). Possible questions for assessing biologi-
cal determinants contributing to communicable disease inci-
dence in the population are included in the Focused Assessment 
provided below.

PSyCHOLOGICAL DeTeRmINANTS. Psychological con-
siderations may play a part in the development of some com-
municable diseases. For example, stress has been shown to 
 contribute to the development of active TB disease in persons 
with latent infection. Psychological factors may lead to risk-
taking behaviors such as unprotected sexual activity or injecting 
drug use that increase the risk of STIs, HIV infection, and hepa-
titis B, C, and D. For example, the presence of post- traumatic 
stress disorder (PTSD) has been associated with high-risk sex-
ual behaviors in low-income inner-city women. Women with 
PTSD in one study had more sexual partners, were more likely 
to have sex with a partner at high-risk for STI, and were more 
likely to experience partner violence related to condom use than 
 women without PTSD (El-Bassel, Gilbert, Vinocur, Chang, & 
Wu, 2011).

Communicable diseases may also have psychological 
 consequences for those infected. This is particularly true for 
conditions that have long-term consequences (e.g., HSV infec-
tion, HIV infection, or chronic hepatitis C) or require changes 
in lifestyle and behavior. In addition, clients with HIV/AIDS 
may develop dementia, which alters behavior and makes 
them difficult to care for. Depression may also be a significant 

consequence of stigmatizing diseases such as HIV  infection 
or TB in some cultural groups. Failure to disclose one’s 
 HIV-positive status, for example, has been linked to a three-
fold increased risk for depression (Li et al., 2010). The Focused 
Assessment questions provided on the next page can assist the 
population health nurse to identify psychological factors re-
lated to communicable disease incidence in the population as 
well as in an individual client.

eNVIRONmeNTAL DeTeRmINANTS. Environmental 
factors play a part in the development of diseases spread by air-
borne transmission and those transmitted by fecal–oral means. 
Overcrowding contributes to the incidence of such diseases as 
measles, mumps, rubella, polio, diphtheria, pertussis, and vari-
cella. Crowded living conditions also enhance the spread of TB 
and influenza. For example, an outbreak of 28 cases of TB was 
associated with a homeless shelter and two neighboring bars 
frequented by shelter residents (Dobbins et al., 2012). Wind 
factors are an element of the physical environment that would 
influence the spread of aerosolized pathogens in the event of a 
terrorist attack.

Sanitation and disposal of both human and animal feces 
are other factors in the physical environmental dimension that 
 affect the development of communicable diseases, particularly 
hepatitis A, tetanus, and polio. The organism causing tetanus 
is found on a variety of surfaces and is more common in areas 
where there is animal excrement. In addition, home delivery 
and poor hygiene on the part of untrained midwives in devel-
oping countries contribute to the development of tetanus in 
neonates and, occasionally, in postpartum women.

In developing countries, poor environmental sanitation 
contributes to the incidence of diseases such as hepatitis 
A and E and poliomyelitis. Sanitation is a less likely factor 
in the development of these diseases in the United States; 
however, as we saw earlier, contaminated food and water 
supplies have been implicated in several disease outbreaks 
related to Escherichia coli, hepatitis A, botulism, and other 
enteric pathogens.

FOCuSeD ASSeSSmeNT Assessing biological Determinants 
Influencing Communicable Diseases

•	 What	are	the	signs	and	symptoms	of	the	disease?

•	 What	are	the	physiologic	effects	of	the	disease?	What	is	the	
effect	of	the	disease	in	pregnancy?

•	 What	is	the	mode	of	disease	transmission?	What	are	the	
physiologic	portals	of	entry	and	exit?

•	 Is	there	a	vaccine	available	for	the	disease?	If	so,	what	are	
the	immunization	levels	within	the	population?

•	 What	age	groups	are	most	likely	to	develop	the	disease?	Are	
there	differences	in	disease	effects	among	age	groups?

•	 Are	there	racial/ethnic	or	gender	differences	in	disease	
incidence?

•	 What	physiologic	conditions,	if	any,	increase	the	risk	of	
disease?

•	 Does	treatment	for	existing	physiologic	conditions	increase	
the	risk	of	disease?
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Exposure to tick-bearing animals such as white-tailed deer, 
elk, and wild rodents in recreational areas or during outdoor 
work increases the risk of tickborne diseases such as Rocky 
Mountain spotted fever. Household pets may also be in-
fested by ticks and pose a risk of exposure to humans. Lyme 
disease is another neurological disease transmitted by ticks. 
 Approximately 30,000 cases of Lyme disease occur each year in 
the United States in areas where the black-legged tick are com-
mon including the northeastern and mid-Atlantic states and 
in the west (CDC, 2013e). In 2012, the U.S. incidence rate for 
Lyme disease was 7 cases per 100,000 population (CDC, 2013f). 
Other species of ticks may also transmit a variety of diseases to 
humans.

Animals serve as a source of human infection for many dis-
eases. As we saw in Chapter 4 , zoonoses are diseases that can 
be transmitted from animals to human beings. Rabies and bu-
bonic plague are two examples of zoonoses. Human rabies is 
relatively rare in the United States, but can be transmitted by 
the bite of an infected wild or domestic animal. In one case, for 
example, a woman was infected with rabies from bats roost-
ing in her home. Prior to becoming ill, the woman had sought 
help for bat removal, but was not referred to the local health 
department or warned of the potential for rabies (Rupprecht 
et al., 2013). In other instances, E. coli and  Cryptosporidium 
outbreaks have occurred as a result of contact with infected 
animals in petting zoos, state fairs, and at summer camps that 
include care of livestock (Collier et al., 2011;  Griffin et al., 
2012). Similarly, MERS antibodies have been found in camels 
and bats in the Arabian peninsula suggesting possible trans-
mission to human beings (MERS Antibodies Detected in 
 Camels, 2013). Schistosomiasis or snail fever is another disease 
with environmental links. Humans are infected after skin con-
tact with water contaminated by parasitic worms that emerge 
from snails. The worms lay eggs throughout the body that 
cause extensive damage, particularly to the liver. Global climate 
changes and construction of dams have led to increases in in-
fected snail populations in some areas resulting in increased 
disease incidence (Fan, 2012). 

Recreational pursuits may increase the risk for expo-
sure to pathogens. For example, walking in brushy or heavily 
wooded areas may result in exposure to disease-bearing ticks. 

In California, an outbreak of hantavirus pulmonary syndrome 
occurred as a result of exposure to mouse droppings in cabins 
at Yosemite National Park (California Department of Public 
Health, 2012).

Prevention of infection in human beings often depends on 
disease control in animals. Population health nurses can help 
educate the public regarding zoonoses and actions that will 
prevent their spread to people. For example, routine vaccina-
tion of pets against rabies has led to marked decreases in the in-
cidence of human rabies. Population health nurses can educate 
people on the need to immunize their pets and to avoid wild 
animals that may have rabies. Similarly, nurses can educate 
the public about the danger of eating raw eggs, which are often 
contaminated by pathogens such as Salmonella.

Because of differences in physical environmental conditions 
by region and by season, there are geographic and seasonal 
differences in the incidence of some communicable diseases. 
As we saw earlier, there are seasonal differences in influenza 

FOCuSeD ASSeSSmeNT Assessing Psychological Determinants 
Influencing Communicable Diseases

•	 Is	past	trauma	or	PTSD	associated	with	the	risk	of	disease?

•	 Does	the	presence	of	mental	illness	(e.g.,	depression)	
increase	the	risk	of	disease?

•	 Does	the	disease	have	potential	psychological	consequences	
(e.g.,	suicide	risk)?

•	 Does	exposure	to	stress	increase	the	risk	of	disease?

•	 Do	psychological	factors	increase	the	risk	of	exposure	to	
disease?

•	 What	effect,	if	any,	do	psychological	factors	have	on	high-risk	
behaviors	that	contribute	to	disease?

Many animals transmit diseases to humans.  
(Hitdelight/Fotolia)
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incidence in different areas of the world. Similarly, urban and 
rural differences are noted in disease incidence. For example, 
the incidence of HCV is increasing in some rural communi-
ties that are less likely than urban areas to mount prevention 
initiatives (Stanley et al., 2012). Conversely, TB incidence is 
higher in urban than rural areas, with 48 large U.S. cities ac-
counting for 36% of all cases from 2000 to 2007. Contributing 
factors include the extent of homelessness, population density, 
and declining public health infrastructures for TB control. 
 Another factor is the fact that most immigrants from highly 
TB-endemic countries tend to settle in urban, rather than rural 
areas (Oren, Winston, Pratt, Robinson, & Narita, 2011).

Elements of the built environment beyond crowding may 
influence the development of communicable diseases. For ex-
ample, the only two cholera epidemics to occur in the  Americas 
in recent memory (Peru in 1991 and Haiti in 2010) both re-
sulted from deteriorating water supply infrastructure. In Peru, 
a water main collapsed creating a sink hole and allowing sew-
age to contaminate the local drinking water supply. Similar 
conditions occurred in Haiti after the 2010 earthquake. Both 
events reinforce the need for clean water and sanitation and the 
risks of neglecting upkeep to essential infrastructures (Cerdia 
& Lee, 2013).

Another example of built environment factors contributing 
to disease incidence is found in the underlying cause of out-
breaks of Legionellosis in Alcoi, Spain. After repeated outbreaks 
over a period of 4 years, an epidemiologic investigation deter-
mined that the source of infection was the water tank of a street 
paving machine. Whenever streets were repaved, microorgan-
isms were propelled into the air to result in increased disease 
in people living in the area (Coscollá, Fenollar, Escribano, & 
González-Candelas, 2010).

The relationship between environmental factors and com-
municable diseases can be extremely complex. For example, 
the relationship between the environment and HIV infection 

has been described as a syndemic one in which physical and 
social environmental factors interact with disease to worsen 
effects in all areas. Climate change increases migration among 
“climate refugees” (those leaving poor land conditions) and 
“conservation refugees” (those displaced from efforts to con-
serve protected environments). Migration tends to weaken the 
economy and diminish personal and societal resources to deal 
with illness and nutritional deficits, which, in turn, make the 
population more susceptible to HIV infection. Increased sus-
ceptibility may be the result of poor overall health or increased 
high-risk behavior (e.g., sex work) to support life. Conversely, 
HIV and AIDS decrease productivity among those affected and 
may lead to abandonment of the land, inability to grow crops 
due to reduced manpower, and use of natural resources to re-
place livelihoods (e.g., scavenging for edible foodstuffs or fuel), 
which depletes resources and leads to food shortages (Talman 
et al., 2013).

Multiple environmental determinants may contribute to the 
incidence and prevalence of communicable diseases in individ-
uals and populations. The Focused Assessment questions below 
can assist population health nurses to identify environmental 
factors influencing communicable disease incidence in a par-
ticular population.

SOCIOCuLTuRAL DeTeRmINANTS. A variety of social  
and cultural factors influence the development and course 
of communicable diseases. For example, congregating with 
large groups of people indoors during the winter facilitates 
the spread of airborne diseases, and poverty and poor nutri-
tion increase susceptibility to a variety of diseases, particularly 
TB.  Congregate living in institutional settings also contributes 
to the spread of disease. For example, TB outbreaks  frequently 
 occur in correctional settings, as we saw in Chapter 24 . 
 College  campuses and military installations experience  frequent 
outbreaks of measles, mumps, pertussis, and meningococcal 

FOCuSeD ASSeSSmeNT Assessing environmental Determinants 
Influencing Communicable Diseases

•	 Does	poor	sanitation	affect	disease	incidence?

•	 Are	there	seasonal	variations	in	disease	incidence?	If	so,	
when	is	the	disease	most	likely	to	occur?	What	environmental	
factors are present at that time that contribute to disease 
incidence?

•	 Do	environmental	factors	impede	access	to	diagnostic	or	
treatment	services?

•	 Are	there	rural/urban	differences	in	disease	incidence?	If	so,	
what	environmental	factors	contribute	to	those	differences?

•	 What	effects,	if	any,	does	the	disease	have	on	physical	or	
social	environments?

•	 What	effect,	if	any,	do	crowded	living	conditions	have	on	the	
incidence	of	the	disease?

•	 Do	elements	of	the	built	environment	serve	as	sources	of	
contamination and exposure to disease (e.g., contaminated 
ventilation	systems,	aging	sewer	or	water	supply	systems)?

•	 Can	the	disease	be	transmitted	to	humans	by	animals	or	
insects?

•	 What	environmental	factors	increase	the	risk	of	human	
exposure to animal or insect sources of disease (e.g., 
standing	water	where	mosquitoes	breed)?

•	 Is	the	disease	spread	by	contaminated	food	or	water?
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meningitis among young adults in close quarters who are not 
immunized or whose levels of immunity have declined over 
time. Outbreaks of communicable diseases are also common in 
conditions of civil unrest. For example, more than 5,000 people 
were affected in a Sudanese refugee camp due to poor sanita-
tion and personal hygiene and drinking water contamination 
(Thomson et al., 2012). Similarly, a cholera epidemic broke out 
in Haiti and the Dominican Republic after an earthquake dis-
rupted safe water supplies (Jenkins et al., 2010).

Poverty and unemployment, with consequent loss of health 
insurance, are social factors that may limit the ability of parents 
to have their children immunized or to provide prompt medi-
cal care when illness does occur, resulting in more serious con-
sequences of disease. Pregnant women with low incomes might 
not receive prenatal care and are thus denied the opportunity 
to obtain screening and counseling for syphilis, HIV, HBV, 
and HCV infection or susceptibility to rubella. HIV infection 
among heterosexual populations in high prevalence areas has 
been associated with low socioeconomic status, lower educa-
tion levels, unemployment, and poverty (Denning, DiNenno, &  
Wiegand, 2011). In one study, census tracts with high poverty 
levels and high population density accounted for three times 
more pediatric hospitalizations for influenza than low poverty/
low density areas (Yousely-Hindes & Hadler, 2011). Likewise, 
the racial disparities in STIs noted earlier have been associ-
ated with income disparities (Owusu-Edusei, Chesson, Leichli-
ter, Kent, & Aral, 2013). Population health nurses will need 
to function as political advocates to assure the availability of 
communicable disease prevention and treatment services for 
all segments of the population, particularly those of low socio-
economic status.

Policy and legal issues also influence communicable dis-
ease incidence and control. For example, in 2013, 63 countries 
criminalized HIV transmission (UNAIDS, 2013), and in the 
United States most states have laws criminalizing intentional 
failure to disclose HIV infection to prospective sexual part-
ners, but such laws have little effect. For example, in one study 
in New Jersey, 51% of HIV-positive respondents were aware 
of the law, but awareness was not associated with abstinence, 
condom use, or disclosure. The study found that, while such 
laws do not seem to increase stigma associated with HIV in-
fection, neither do they reduce disease transmission (Galletly, 
Glasman,  Pinkerton, & Di Franceisco, 2012).

Most states also have laws related to control of TB. CDC 
has suggested a set of standard provisions for state TB con-
trol laws that address general areas of case identification, case 
management, protection of individual rights, and interjuris-
dictional collaboration. Case identification provisions include 
mandated reporting of cases, screening, and investigation of 
both suspected cases and contacts. Case management provi-
sions focus on state authority to implement control measures 
related to investigation, treatment, isolation of infectious cases, 
emergency detention, social distancing measures, penalties, 
and costs of services as well as “grants of authority to take any 
necessary action to protect public health” (Thombley & Stier, 

2010, p. 53). Isolation or detention features of such laws permit 
state or  local health jurisdictions to isolate infectious patients 
who refuse treatment under home isolation orders or through 
incarceration. Provisions related to individual rights address 
provision of due process, religious exemptions, and confiden-
tiality of information (Thombley & Stier). Social distancing ac-
complishes the same goals, prevention of the spread of disease, 
but involves voluntarily staying away from others to avoid ex-
posing them (Kumar, Grefenstette, Galloway, Albert, & Burke, 
2013). For further information about the model law provisions, 
see the External Resources section of the student resources site.

Other examples of legal and policy issues that influence 
communicable disease incidence include mandatory immu-
nizations, police interference with needle exchange programs 
for IDUs, and school policies on the availability of condoms for 
use by adolescents. All states mandate specific immunizations 
for school enrollment, although the specific requirements may 
vary slightly from state to state. As noted earlier, there are pro-
visions for exemptions for medical, religious, or philosophical 
reasons. Population health nurses should be knowledgeable 
regarding immunization requirements in their areas. They 
should also be aware of the extent of exemption requests and 
reasons for them and help to educate parents regarding the 
need for mandated immunizations.

Mandatory HPV vaccination of children has been instituted 
in some jurisdictions, but has been resisted by some stakehold-
ers on the grounds that immunity to HPV does not protect 
the general public, but protects the individual from a potential 
future condition (cancer) and should, therefore, be an indi-
vidual decision rather than a legal mandate (Mah et al., 2011). 
During the 2009 H1N1 influenza epidemic, New York State 
mandated influenza vaccination for all HCPs. At the time, the 
mandate was resisted on grounds of violating civil liberties, but 
a significant case can be made for a moral and ethical impera-
tive for immunization of HCPs to protect vulnerable patients 
 (Ottenberg et al., 2011). Immunization of HCPs also helps to 
maintain the structural integrity of the health care system and 
its ability to respond to an epidemic.

Many jurisdictions have begun to authorize needle exchange 
programs and deregulation of syringe sales as a means of pre-
venting the spread of HIV infection and other bloodborne 
diseases, such as hepatitis B and C and syphilis among IDUs. 
Unfortunately, local police may interfere with such programs 
even when they are legal due to lack of legal knowledge, fear of 
needlestick injuries, and overestimation of occupational risk to 
themselves (Beletsky et al., 2011).

Finally policies that promote or impede condom access 
by sexually active adolescents can influence rates of STIs as 
well as unintended pregnancy rates. Unfortunately, only 5% 
of U.S. school districts make condoms available to sexually 
active adolescents (Guttmacher Institute, 2014). Policies 
that promote STI education in the school setting also influ-
ence STI incidence, and population health nurses can advo-
cate for both sexuality education and condom availability in 
schools.
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As noted earlier, travel may be a significant sociocultural 
factor in the spread of communicable diseases. For example, 
more than 950,000 travelers enter the United States every day, 
anyone of whom might have a communicable disease. Legal 
immigrants and refugees are screened for TB and other diseases 
prior to entry, but approximately 125 people enter the country 
each year with active TB disease. Incidence rates for TB are 12 
times higher in foreign-born persons than among U.S.-born 
residents (Kim et al., 2012). Each year, approximately 450,000 
legal immigrants and 75,000 refugees enter the United States. 
In addition to the preentry screening, a medical assessment 
is recommended for refugees within 30 days after arrival. In 
2009, the Electronic Disease Notification System notified state 
and local health departments of 21,319 refugees with a medi-
cal condition, 93% either had evidence of LTBI or X-ray evi-
dence of suspected TB diseases. Approximately one third of the 
notifications were sent to three states: California, Texas, and 
New York. Nearly three fourths of notifications resulted in TB 
 follow-up within 30 days of arrival (Lee et al., 2013).

When a report of communicable disease such as TB is re-
ceived for persons arriving in the United States, an investiga-
tion is initiated. Federal isolation orders are issued until the 
person can be shown to be noncommunicable and travel is re-
stricted. If the person arrived by air on a flight of 8 or more 
hours, contact investigation is initiated for passengers seated 
in the same row and two rows ahead and behind the source 
case (Kim et al., 2012). In an investigation of measles infec-
tion acquired during air travel, however, many of those who 
developed measles were seated more than two rows away from 
the source case, suggesting that exposure potential may extend 
beyond those limits. In addition, travelers may be exposed in 
jetways, departure terminals, or transit lounges (Hoskins et al., 
2011). Some countries have instituted border screening based 
on self-report of symptoms and temperature for international 
arrivals, but these measures have not been shown to be effective 
in decreasing disease transmission (Priest, Jennings,  Duncan, 
Brunton, & Baker, 2013).

Persons traveling from the United States to other countries 
may also become ill after exposures abroad. Approximately 8% 
of those traveling from developed to developing countries be-
come ill. Diseases related to international travel are monitored 
by the GeoSentinel Surveillance System. The most commonly 
acquired diseases include acute unspecified diarrheas, bacte-
rial diarrhea, febrile or systemic illness (approximately 19% of 
which is due to malaria), giardiasis, and dermatologic condi-
tions (Harvey et al., 2013).

The magnitude of the potential for disease spread through 
international travel is reflected in many such events. In one 
case, a traveler returning from India with measles resulted in an 
outbreak with an additional 22 cases, most of which occurred 
in a large unvaccinated religious community. The outbreak 
resulted in over 1,000 persons exposed in various settings and 
required 2,200 hours of control efforts including written quar-
antine orders for 81% of susceptible contacts who did not re-
ceive vaccine within 72 hours of exposure and oral quarantine 

orders of the remaining 18% at tremendous cost to the local 
health jurisdiction (Sullivan, Moore, & Fleischauer, 2013).

Language barriers, cultural beliefs and values, and lower ed-
ucation levels among some ethnic and socioeconomic groups 
may impede awareness of the need for immunization or other 
preventive measures for communicable diseases. In addition, 
the beliefs of some religious groups prohibit immunizations, 
thus increasing the size of the susceptible population among 
their members and in the community at large. Other factors 
related to religion may impede or promote communicable dis-
ease control. For example, a strong religious foundation among 
African Americans has been shown to be associated with an in-
crease in the stigma attached to HIV infection for Black MSM 
and to impede disclosure of HIV status to prospective partners 
(Bird & Voisin, 2013). Conversely, a faith-based HIV preven-
tion intervention for African American women has been as-
sociated with increased abstinence and safer sexual practices 
(Wingood et al., 2013).

In some cases, religious practices may actually contribute to 
the development of communicable diseases. For example, cases 
of amebic meningoencephalitis have been attributed to ritual 
nasal rinsing as part of ablution prior to prayer in some Islamic 
groups (Hunte et al., 2013).

Gender socialization may also play a part in risk factors that 
promote STIs, particularly among women. In one study of con-
dom negotiation among sexually active women, participants 
were found to rely on their male partners to initiate condom 
use. They cited unequal gender dynamics and beliefs that they 
were in a monogamous relationship. Even when faced with an 
STI diagnosis, the women did not feel able to engage in condom 
negotiation, highlighting the need to consider gender factors in 
programs to promote condom use (East, Jackson, O’Brien, & 
Peters, 2010). Socialization and peer group position have also 
been found to influence high-risk behaviors among runaway 
homeless youth. In one study, for example, the extent of risk be-
havior was associated with the strength of a particular youth’s 

Women can be assisted to develop skills for negotiating condom 
use with their partners. (Petro Feketa/Fotolia)
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connections to other youth engaged in high-risk behaviors 
(Rice, Barman-Adhukari, Milburn, & Monro, 2012). 

Occupational factors are another part of the sociocultural 
dimension that may contribute to communicable diseases. 
Work with animals or animal products, for example, may con-
tribute to transmission of zoonoses (Anderson et al., 2013) and 
sex work increases the potential for HIV infection and other 
STIs, as well as hepatitis B. Health care personnel and “first re-
sponders” (e.g., emergency personnel) are at increased risk for 
bloodborne diseases, and health care workers are frequently ex-
posed to a variety of other communicable diseases. HCPs have 
the potential for both exposure to and transmission of diseases 
such as influenza, yet as noted earlier, vaccine coverage among 
health care personnel is relative low. As another example, hep-
atitis B and hepatitis C infections occur in HCPs after occupa-
tional exposures. Both employees and children are at risk for 
hepatitis A when outbreaks occur in child care settings.  Certain 
occupations may contribute to the spread of disease as well as 
increased potential for exposure. For example, food service 
personnel may spread hepatitis A, and health care workers may 
expose clients to a number of communicable diseases.

Social stigma is another aspect of the sociocultural dimen-
sion that influences exposure to communicable diseases and at-
titudes to people who have them. Stigma may derive from fear of 
people who are different or from fear of exposure to disease, and 
affects people with communicable diseases in several ways. For 
example, stigma may increase the personal burden experienced 

by those with the disease or prevent them from seeking health 
care when stigmatized diseases are suspected. Stigma may also 
attach to professionals and community volunteers who provide 
services to those with certain communicable diseases.

Social norms that contribute to high-risk behaviors also fos-
ter the spread of some communicable diseases. For example, 
relaxed sexual mores have led to greater sexual promiscuity and 
increased risk of exposure to HIV infection, STIs, and some 
forms of hepatitis. Similarly, a social environment in which it is 
relatively easy to obtain drugs for injecting drug use promotes 
infection with HIV, syphilis, and hepatitis B, C, and D.

In addition to social factors that contribute to disease, 
communicable diseases may have social effects. For example, 
congenital rubella syndrome and congenital syphilis lead to 
long-term consequences in newborns that have extensive costs 
for society. Similarly, treatment of persons with chronic hepa-
titis or HIV infection imposes a costly burden on society, and 
care of children orphaned by parental death due to AIDS poses 
another social dilemma. On the other hand, social conditions 
may have positive effects on the incidence and prevalence of 
communicable diseases. For instance, raising the taxes on al-
cohol and increasing the age for legal consumption have been 
associated with lower incidence of gonorrhea. Alcohol lowers 
inhibitions to risky sexual behaviors, so control of alcohol use 
can minimize such behaviors. Sociocultural factors influencing 
communicable disease incidence in the community can be iden-
tified using the Focused Assessment questions provided below.

FOCuSeD ASSeSSmeNT Assessing Sociocultural Determinants 
Influencing Communicable Diseases

•	 Do	occupational	factors	influence	the	incidence	of	the	
disease?

•	 Does	socioeconomic	status	affect	risk	for	the	disease?	
Consequences	of	the	disease?

•	 Is	the	disease	more	common	in	the	homeless	population?

•	 What	effect,	if	any,	do	language	and	cultural	beliefs	and	
behaviors	have	on	the	incidence	of	the	disease?

•	 How,	if	at	all,	do	religious	beliefs	and	practices	influence	the	
disease?

•	 What	effect	does	education	level	have	on	disease	incidence?

•	 To	what	extent	does	gender	socialization	contribute	to	
disease	incidence?

•	 Is	the	disease	more	common	in	immigrant	populations?

•	 What	effects	do	war	and	social	unrest	have	on	disease	
incidence,	if	any?

•	 What	are	the	social	effects	of	having	the	disease	for	the	
individual or of increased incidence of the disease for the 
population?

•	 Does	the	disease	have	potential	for	use	as	a	biological	weapon?

•	 Does	society	condone	behaviors	that	increase	the	risk	of	
disease	(e.g.,	sexual	activity)?

•	 How	does	socioeconomic	status	influence	disease	incidence?

•	 Does	social	interaction	increase	the	risk	of	the	spread	of	
disease?

•	 Is	the	disease	spread	easily	in	congregate	living	situations?	
What factors in congregate living situations contribute to the 
spread	of	disease?

•	 What	are	societal	attitudes	to	the	disease?	Do	they	hamper	
control	efforts?	Is	there	social	stigma	attached	to	having	the	
disease?

•	 Does	gender	or	other	socialization	influence	disease	
incidence?

•	 Does	travel	increase	the	potential	for	exposure	to	the	
disease?

•	 What	influence	do	policy	or	legal	issues	have	on	incidence	of	
the	disease	or	its	control?

•	 What	effect	do	media	messages	have	on	attitudes	to	the	
disease?	On	behaviors	that	contribute	to	disease?	On	
willingness	to	seek	care	for	the	disease?
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beHAVIORAL DeTeRmINANTS. Major behavioral de-
terminants that influence the development of communicable 
disease are related to diet, sexual activity, and injecting drug 
use. Malnutrition makes people more susceptible to a number 
of diseases, particularly TB and childhood diseases in unimmu-
nized populations. Malnutrition may also contribute to more 
severe disease and a greater chance of complications.

Sexual activity obviously increases the risk of STIs, but hep-
atitis B and D are also spread by sexual activity. Hepatitis C is 
usually transmitted via percutaneous exposure, but MSM who 
engage in high-risk sexual behaviors (e.g., anogenital and oro-
genital sex, use of sex toys, and group sex) are at risk for HCV 
(Fierer et al., 2011). Similarly, hepatitis A may be transmitted 
through orogenital sexual activity, particularly among MSM. 
Sexual transmission of Shigella has also been reported among 
MSM (Adams et al., 2013).

Roughly 27% of new HIV infections in 2009 were acquired 
by heterosexual activity (Miles et al., 2013), but the bulk of 
new infections occur in MSM. In 2011, for example, MSM 
accounted for 78% of all new HIV infections among men in 
2011 (Harris et al., 2013). Young Black MSM are at particular 
risk for infection, and from 2001 to 2006, there was a 93% in-
crease in new HIV infections in this group (Biedrzycki et al., 
2011). Youth in general are also at higher risk for HIV infec-
tion through sexual activity than other groups. Risk factors for 
sexual acquisition of HIV infection among youth include early 
initiation of sexual activity, unprotected intercourse, older 
partners, sexual abuse, and the presence of other STIs  (Division 
of HIV/AIDS Prevention, 2011).

MSM also account for most new cases of syphilis. For ex-
ample, 70% to 80% of cases of syphilis in California occurred 
among MSM, and 57% of MSM with syphilis were also infected 
with HIV. In addition, California Syphilis Surveillance System 
data indicated that nearly 6% of MSM in California had re-
peated primary or secondary syphilis infections within 2 years 
(Cohen et al., 2012). MSM who seek sexual partners online are 
more likely than other MSM to be exposed to syphilis due to 
higher numbers of partners and more anonymous partners 
(Ng et al., 2013).

Globally, female sex workers are 13.5 times more likely than 
other women to develop HIV infection (UNAIDS, 2013). Fac-
tors contributing to risk for HIV and other STIs among female 
sex workers include large numbers of partners, unsafe working 
conditions, inability to negotiate condom use, and criminaliza-
tion of sex work, which impedes STI screening and treatment 
(HIV/AIDS Programme, 2012). Transgender women who en-
gage in sex work are also at high risk for HIV infection. In San 
Francisco, for example, HIV prevalence among transgender 
 females who also engage in injecting drug use is 51% (Rapues 
et al., 2013).

Women who have sex with women (WSW) are also at 
greater risk for some STIs. For example, Chlamydia  trachomatis 
infection is more prevalent among WSW and those who have 
sex with both men and women than among strictly heterosex-
ual women. In the National Survey of Family Growth, 11% of 

U.S. women between the ages of 15 and 44 reported same sex 
behavior at some point in their lives, and more than 90% of 
self-identified lesbians have had sex with men as well as women 
increasing their risk for STIs. WSW are at higher risk for HPV, 
HIV, herpes, trichomoniasis, and bacterial vaginitis than het-
erosexual women (Singh et al., 2011).

Combining sexual activity with drug and alcohol use (other 
than IDU) also increases the risk for STIs. For example, 40% of 
HIV-infected adults reported illicit drug use other than mari-
juana in the prior 12 months. In addition, 40% reported heavy 
alcohol or crack cocaine use, 14% used stimulants, and 38% 
used marijuana. Drug use is associated with increased numbers 
of sexual partners and unprotected sexual activity increasing 
the risk for STIs (Mimiaga et al., 2013).

Concurrent sexual partnerships also increase one’s risk for 
STIs. Concurrent partnerships are those that overlap in time, 
and are a significant factor in the spread of sexually trans-
mitted infections. Based on data for the National  Survey of 
Family Growth, 5.7% to 8.3% of U.S. women engaged in con-
current relationships (Adimora, Schoenbach, Taylor, Kahn, & 
Schwartz, 2011). Studies among men who have sex with men 
in China (Ha, Liu, Liu, Cai, & Feng, 2010) and New York City 
(Tieu et al., 2014) reported concurrent sexual partners, and 
38% of the men in the Chinese study had concurrent part-
nerships with both men and women. Concurrent partner-
ships among women have been associated with younger age 
and younger age at first intercourse; being formerly married, 
rather than single or currently married; having a nonmonoga-
mous partner, having sex while under the influence of drugs 
or alcohol; binge drinking; and cocaine use (Adimora et al., 
2011). Men with concurrent partnerships were considerably 
more likely to report inconsistent condom use (Ha et al., 2010; 
Tieu et al., 2014), but did not perceive themselves as being at 
any higher risk for HIV than those with single partners (Ha 
et al., 2010).

Another behavior that increases the potential for HIV expo-
sure and other STIs (e.g., chronic HBV) is the failure of infected 
persons to disclose their status to sexual partners.  Conversely, 
use of condoms is a behavioral factor that can protect against 
exposure to STIs. Unfortunately, the prevalence of condom 
use by sexually active persons waxes and wanes. Among ado-
lescents, access to condoms may influence their use, but 
many people are reluctant to provide condoms to sexually ac-
tive young people out of a fear of promoting sexual activity. 
Population health nurses may educate sexually active clients, 
particularly adolescents, about the use of condoms. They may 
also need to advocate for condom availability to those who are 
sexually active.

Injecting drug use is another behavioral determinant that 
influences the incidence of several communicable diseases. 
For example, globally, IDUs are 22 times more likely to de-
velop HIV infection than the general population in reporting 
countries (UNAIDS, 2013). In fact, because of easy access to 
the bloodstream, IDU is more efficient than sexual contact in 
spreading HIV; however, harm reduction strategies, such as 
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needle exchange programs among IDUs can decrease percuta-
neous transmission, making sexual transmission more signifi-
cant. In addition, use of certain drugs increases the potential 
for unsafe sexual activity (Des Jarlais et al., 2011). In 2010, 8% 
of new HIV infections occurred in IDUs, and only 19% of IDUs 
reported participating in risk reduction interventions (Smith, 
Martin, Lansky, Mermin, & Choopanya, 2013).

HCV prevalence among IDUs is estimated at 50% (Iverson 
et al., 2013), and IDUs engaged in sex work are more likely than 
non-sex workers to develop syphilis. IDUs are also at higher 
risk than nonusers for several bacterial infections, particularly 
wound infections such as anthrax, botulism, and Clostridium 
(Hope et al., 2012). In addition, the self-neglect and poor nu-
trition that frequently accompany injection drug use increases 
the risk for a variety of other diseases such as tuberculosis, in-
fluenza, and pneumonias.

Drug abuse, particularly opiate use, may also result in an-
ergy, reducing the validity of tuberculin tests as a screening tool 
in these high-risk populations. anergy is an inability to react to 
antigens commonly used in TB skin testing due to a weakened 
immune system (Division of Tuberculosis Elimination, 2011). 
Anergy also occurs in the presence of HIV infection, making it 
more difficult to diagnose TB in HIV-infected individuals.

Smoking, breast-feeding, and tattooing are other examples 
of behavioral determinants that may increase one’s risk for 
communicable diseases. Smoking may result in respiratory irri-
tation, increasing the potential for respiratory diseases. Breast-
feeding can promote vertical transmission of HIV  infection 
from mother to infant, but transmission is prevented when 
mothers receive ART. Tattoos may contribute to a  variety of 
skin infections. For example, an outbreak of nontuberculous 
mycobacterial skin infections was attributed to contamination 
of tattoo ink (Bedard et al., 2012). The Focused Assessment be-
low includes questions that can assist population health nurses 
to identify behavioral factors influencing communicable 
 disease incidence in population groups or individuals.

HeALTH SySTem DeTeRmINANTS. Factors related to 
the health care system may also influence the development and 
course of communicable diseases. For example, charging fees 
for immunizations may limit the ability of people in  lower socio-
economic groups to become adequately immunized.  Similarly, 
missed opportunities for immunizations and  provider failure 
to give immunizations because of mythical contraindications 
(e.g., presence of mild fever) also increase the risk of commu-
nicable diseases.

Health care providers may also fail to provide screening or 
health education related to communicable diseases. For exam-
ple, providers often fail to elicit a sexual history thereby miss-
ing clients who are at risk for STIs (Satterwhite et al., 2011). 
Even among providers caring for clients with communicable 
diseases, the frequency of preventive counseling may be low. 
The lack of national guidelines for routine health promotion 
and wellness activities for young men has been cited as a cause 
of missed opportunities for health promotion, preventive in-
terventions, and screening (Lanier & Sutton, 2013).

Health care providers may also fail to recognize atypical 
forms of illnesses or emerging or reemerging diseases and 
treat them effectively. For example, because of its relative 
infrequency in modern society, providers may lack clinical 
experience with pertussis or fail to consider it as a possible 
diagnosis. Similarly, they may fail to consider a diagnosis of 
HIV in a client with no known risk factors. Health care pro-
viders who are unfamiliar with the symptoms of anthrax or 
other rarely seen conditions may misdiagnose them, leading 
to inappropriate treatment and greater spread of disease. Pro-
viders may also be unfamiliar with recommended treatment 
guidelines for certain communicable diseases. For example, 
gonorrhea treatment guidelines were modified in 2006, but 
a study conducted in 2008 found that the revised guidelines 
were followed approximately 20% of the time in primary care 
settings and only slightly more often in STI clinics (28%) 
(Dowell et al., 2012).

FOCuSeD ASSeSSmeNT Assessing behavioral Determinants 
Influencing Communicable Diseases

willingness to disclose have on controlling spread of the 
disease?

•	 Does	breast-feeding	increase	the	risk	of	infection	in	young	
children?

•	 Does	smoking	increase	the	risk	of	disease?

•	 What	other	behaviors	contribute	to	the	development	of	
disease	(e.g.,	tattooing)?

•	 Does	diet	play	a	part	in	the	incidence	of	the	disease	(e.g.,	
malnutrition	as	a	risk	factor	for	TB)?	Does	nutritional	status	
influence	the	consequences	of	the	disease?

•	 Does	alcohol	or	drug	use	contribute	to	the	incidence	of	the	
disease?

•	 Does	sexual	activity	increase	the	risk	of	the	disease?	Do	specific	
sexual	behaviors	increase	or	decrease	the	risk	of	the	disease?

•	 Are	people	with	the	disease	likely	to	disclose	their	infection	
to	others?	What	barriers	to	disclosure	exist?	What	effect	does	
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In addition, inappropriate use of antibiotics by provid-
ers may contribute to the development of resistant strains of 
 microorganisms. For example, approximately 258 million 
courses of antibiotics are prescribed in the United States each 
year, many of them inappropriate for the conditions being 
treated. Half of all hospitalized patients receive some form of 
antibiotic, and nearly half of those are unnecessary or inappro-
priate (CDC, 2013c).

Health system factors may also contribute more actively 
to communicable diseases and their effects. For example, 
 nosocomial infection (disease spread as a result of exposure in 
a health care setting) is a significant factor in the spread of com-
municable diseases. For example, an outbreak of hepatitis B   
occurred in an assisted living facility due to assisted moni-
toring of residents’ blood glucose levels using inappropriate 
lancets (Rossheim et al., 2013). An outbreak of Streptococcus 
pneumonia in another assisted living facility highlighted the 
need for effective infection control processes in assisted  living 
facilities (Bamberg et al., 2013). In other instances, methyl-
prednisolone injections have resulted in outbreaks of spinal 
and  paraspinal fungal infections and meningitis due to con-
taminated  medication received from compounding pharma-
cies (Finks et al., 2013; Peterson et al., 2013). As we saw earlier, 
transfusion and organ transplantation are other health care 
procedures that may contribute to the development of blood-
borne diseases in recipients.

Measles exposure in a hospital emergency department (ED) 
led to an outbreak that necessitated 4,000 contact investiga-
tions and resulted in cases of measles in four other patients and 
one ED physician. In this particular outbreak, 43% of poten-
tially exposed employees had no documented measles immu-
nity putting them and their patients at risk for disease (Green 
et al., 2012).

As noted earlier, HCPs are at particular risk for develop-
ing and spreading communicable diseases. This is particularly 
true of HCPs with chronic HBV infection. HBV infection, 
however, does not preclude health care practice by infected 
individuals if adequate precautions are taken. U.S. recom-
mendations for preventing HBV exposure of patients by HCPs 
include screening all providers who engage in exposure prone 
procedures, vaccinating those who do exposure prone proce-
dures, using safer devices to minimize risk of exposure, and 
implementing safe work practice controls (e.g., not recapping 
needles)  (Holmberg, Suryaprasad, & Ward, 2012). Similarly, 
recommended procedures for investigating possible infections 
associated with health care, such as HBV or HCV, have also 
been developed (Bornschlegel, Dentinger, Layton, Balter, & 
France, 2012).

Even routine health care interventions such as immuniza-
tion may result in unintended illness. For example, rare cases 
of vaccine-associated paralytic poliomyelitis may occur in 
persons who receive oral polio vaccine or their close contacts. 
Such vaccine-associated cases may contribute to outbreaks 
in populations with low oral polio vaccine (OPV) coverage. 

Once worldwide polio eradication has been achieved, OPV 
use can be discontinued and inactivated polio vaccine (IPV) 
used to maintain vaccination coverage (Polio  Eradication 
 Department, WHO, 2012). Although the risk of vaccine-
induced disease occurs, it is lower than the risk of exposure 
through travel to endemic areas, and immunization prior to 
travel is recommended.

Other medical treatment interventions have also been as-
sociated with communicable diseases in their recipients. For 
example, medical treatment for conditions such as asthma and 
autoimmune diseases that require immunosuppressive therapy 
places individuals at greater risk for complications of influenza. 
In addition, inappropriate prescription of antimicrobials by 
health care providers has led to the development of antibiotic-
resistant strains of several microorganisms, which will be dis-
cussed in more detail later in this chapter.

Provider attitudes to persons with stigmatizing diseases 
may also influence care. Such attitudes may be reflected in re-
fusal of care, blaming and humiliation, poor quality of care, 
or violation of confidentiality (Li et al., 2013). Lack of infra-
structure support and drug shortages are other health system 
factors that may influence communicable disease control. For 
example, a 2010 survey of state health departments indicated 
that many states lacked sufficient capacity to effectively in-
vestigate foodborne disease outbreaks due to delays in notifi-
cation, lack of personnel, and lack of epidemiologic expertise 
(Boulton & Rosenberg, 2011). With respect to drug shortages, 
178 impending shortages were reported to the Food and Drug 
 Administration (FDA) in 2010. Shortages are most often due 
to recall of medications due to poor quality or to difficulty pro-
curing raw materials for manufacture. Early FDA notification 
of anticipated shortages can often help to circumvent them 
(e.g., through authorization of purchase of foreign-made drugs 
or other strategies) (Seaworth et al., 2013). Currently, drug 
shortages are being experienced for both first-line and second-
line antituberculosis drugs.

Potential questions for exploring health system deter-
minants in the development of communicable diseases are 
presented in the Focused Assessment on the next page.  A 
 communicable disease risk inventory for assessing the risk of 
communicable diseases in population groups is included on 
the student resources site.

Diagnostic Reasoning and Control  
of Communicable Diseases
The population health nurse may derive a variety of nursing 
diagnoses related to communicable diseases. These diagnoses 
may reflect the health needs of individuals, families, or popula-
tion groups. Diagnoses may also reflect the potential for infec-
tion or the presence of active disease. For example, the nurse 
working with a family may diagnose “inadequate immuniza-
tion status due to poor knowledge of children’s immuniza-
tion needs.” Possible nursing diagnoses related to individual 

M26_MARY9591_06_SE_C26.indd   763 06/09/14   7:57 PM



764  unit 5 Population health issues

 clients might include “potential for infection with tetanus due 
to  increased risk of occupational injury and lack of recent im-
munization,” or “failure to obtain routine immunizations due 
to lack of transportation.” A diagnosis related to the presence 
of active disease might be “probable tuberculosis as evidenced 
by symptoms of cough, weight loss, and night sweats and a his-
tory of recent travel to an endemic area.”

Nursing diagnoses related to communicable diseases may 
also be derived for population groups. Diagnoses at the com-
munity level may reflect the current incidence of disease or the 
potential for spread of infection. Examples of such diagnoses 
are “increased incidence of HCV due to injection drug use” 
and “potential for increased transmission of HIV infection due 
to widespread use of unsafe sexual practices among MSM.”

Nursing diagnoses may also reflect the presence of risk fac-
tors that affect the development of communicable diseases in 
individuals or population groups. For example, the nurse may 
diagnose an “increased risk of hepatitis A due to shellfish con-
tamination in local waters” or “increased risk of tuberculosis 
transmission from refugees emigrating from endemic areas.”

Planning and Implementing Control 
Strategies for Communicable Diseases
Many previously known as well as emerging communi-
cable diseases contribute to a significant worldwide burden 

of disease, death, and suffering. Control of communicable 
diseases rests on an understanding of the factors that lead to 
their development and knowledge of interventions to prevent 
or treat them. Such understandings allow population health 
nurses and others to engage in effective control strategies re-
lated to health promotion, illness prevention, resolution of ex-
isting communicable diseases, and health restoration.

HeALTH PROmOTION. Basic health promotion strategies 
can reduce susceptibility to communicable diseases in individu-
als or in population groups. Adequate nutrition is an essential 
facet of health promotion with respect to communicable diseas-
es. As we saw earlier, malnutrition is a significant contributor 
to communicable disease morbidity, and particularly mortal-
ity, throughout the world. Similarly, maintaining one’s health 
through adequate rest and physical activity can also reduce 
one’s susceptibility to illness. Finally, promotion of good cop-
ing skills can reduce the contribution of stress to the develop-
ment of chronic diseases. Population health nurses can educate 
individuals, families, and population groups regarding good 
nutrition, rest and exercise, and coping. In addition, they can 
advocate for the availability of adequate resources to promote 
overall health.

ILLNeSS PReVeNTION. Major emphases in preventing 
communicable diseases include immunization, contact tracing 

FOCuSeD ASSeSSmeNT Assessing Health System Determinants 
Influencing Communicable Diseases

•	 To	what	extent	do	routine	medical	interventions	contribute	to	
the	incidence	of	communicable	disease?

•	 Is	there	an	effective	treatment	for	the	disease?	Are	
diagnostic and treatment services for the disease available 
and	accessible	to	infected	persons?

•	 Are	the	drugs	needed	to	treat	the	disease	available?

•	 Do	health	care	systems	have	the	capacity	needed	to	
investigate	outbreaks	of	disease?

•	 To	what	extent	do	health	care	providers	engage	in	practices	
that might lead to the development of drug-resistant 
microorganisms?

•	 Do	health	care	personnel	with	the	disease	engage	in	effective	
infection	control	practices?

•	 Do	health	care	facilities	engage	in	effective	infection	control	
practices?

•	 What	are	the	attitudes	of	health	care	providers	to	persons	
with	the	disease?	How	do	these	attitudes	affect	willingness	
to	seek	diagnostic	and	treatment	services?	To	what	extent	do	
they	affect	the	quality	of	care	provided?

•	 What	preventive	measures	are	available	for	the	disease?	Are	
they	widely	used?

•	 To	what	extent	do	health	care	providers	educate	the	public	
on	prevention	of	the	disease?

•	 Is	there	a	vaccine	available	for	the	disease?	Do	vaccine-
associated	cases	of	the	disease	occur?	If	so,	what	is	the	
incidence	of	vaccine-associated	disease?

•	 To	what	extent	are	health	care	personnel	immunized	against	
the	disease?

•	 Is	there	a	screening	test	for	the	disease?	If	so,	are	persons	at	
risk	for	the	disease	screened?

•	 How	is	the	disease	diagnosed?

•	 To	what	extent	are	health	care	providers	conversant	with	the	
signs	and	symptoms	of	the	disease?

•	 To	what	extent	are	health	care	providers	conversant	with	
recommended	treatments	for	the	disease?

•	 To	what	extent	do	health	care	providers	report	cases	of	the	
disease?	Do	they	engage	in	contact	notification?

•	 To	what	extent	do	health	care	settings	or	provider	behaviors	
contribute	to	the	development	of	disease?	What	is	the	extent	
of	nosocomial	infection	in	the	community?
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and notification, pre- and postexposure prophylaxis, and other 
preventive measures specific to particular communicable dis-
eases.

Immunization. Immunization is the most effective method of 
preventing the occurrence of communicable diseases for which 
vaccines are available. The modern concept of immunization 
originated with William Jenner, and the first smallpox vaccine 
was developed in 1796, but its use did not become widespread 
for more than 100 years. Similarly, four other vaccines (rabies, 
cholera, typhoid, and plague) were developed between 1885 and 
1897 but were not widely used (Immunization Action Coalition, 
2013). Based on U.S. immunization recommendations, discussed 
in Chapter 16 , children should receive a recommended set of 
vaccines before the age of 2 years. These immunizations are in-
tended to protect them from multiple diseases. Immunization 
with selected vaccines is also recommended for adults, as noted 
in Chapters 17 , 18 , and 19 , and for members of specific 
groups at high risk for infection. For example, people in certain 
occupational categories (e.g., health care providers) are at high 
risk for exposure to a variety of pathogens, and inmates in cor-
rectional settings are at increased risk for diseases such as HIV/
AIDS, TB, and hepatitis (see Chapters 23  and 24  for more 
in-depth discussion of immunization needs in these popula-
tions). Other immunizations are recommended for people trav-
eling to areas with a high incidence of specific diseases. For ex-
ample, a booster dose of polio vaccine is recommended for travel 
to countries with high polio risk (World Health  Organization, 
Division of Global Migration and Quarantine, 2013a). Similarly, 
the  Advisory Committee on Immunization Practices has rec-
ommended use of the Japanese Encephalitis vaccine (JE-VC) 
for persons (including young children) traveling to JE-endemic 
areas (e.g., rural areas in Asia and the western Pacific), whose 
planned activities promote exposure to mosquito bites (Bocchini, 
Rubin, Fischer, Hills, & Staples, 2013). As another example, me-
ningococcal vaccine is recommended for all adolescents, but also 
for military recruits and travelers to or residents of hyperendemic 
or epidemic areas (Cohn et al., 2013).

Influenza vaccine is recommended for people over 
6 months of age in the United States (Grohskopf et al., 2013) 
and worldwide (WHO, Collaborating Center for Surveillance, 
Epidemiology, and Control of Influenza, 2013), but is partic-
ularly important for young children, the elderly, and persons 
with chronic illnesses who are at high risk for complications 
of influenza. Unfortunately, vaccine efficacy is reduced in 
the elderly due to suboptimal immune responses (Sagawa, 
 Kojimahara, Otsuka, Kimura, & Yamaguchi, 2011), so immu-
nization of health care workers in long-term care facilities is 
even more critical than in other health care settings. Health 
care worker immunization is fostered when employers provide 
onsite availability at no cost to employees (Ball et al., 2013). 

Overall, influenza vaccine effectiveness during the 2012–
2013 season was estimated at 56% (Jackson et al., 2013). 
 Despite variability in preventing disease, vaccination has been 
found to be effective in preventing death and hospitalizations 

among those at risk of complications. In one cost-benefit 
 analysis, influenza immunization for the general population re-
sulted in cost savings of $6 per vaccination to employers, rising 
to $83 per person vaccinated among those with high-risk co-
morbidities and $107 per person among older adults  (Duncan, 
Taitel, Zhang, & Kirkham, 2012). Similarly, the New York 
 Department of Health (2013) estimated a cost savings of $13 
per vaccination among health care providers.

HBV vaccine is recommended for all U.S. children under 
19 years of age, and WHO has recommended that all coun-
tries incorporate HBV vaccine into their routine childhood 
immunization. Immunization of pregnant women prevents 
approximately 90% of mother-to-child transmission of HBV. 
Some countries, however, target vaccine delivery to high-risk 
women and children born to HBV-positive mothers leaving 
other children at risk for later development of HBV (Børresen 
et al., 2012).

Updated tetanus vaccination is particularly recommended 
for persons with diabetes, IDUs, and those over 65 years of 
age, who may never have been immunized (Tiwari et al., 2011). 
Similarly, TDaP is recommended for pregnant women, health 
care providers, and others who will be caring for young infants 
to protect them from exposure. Reimmunization may occur as 
soon as 2 years after a prior dose in this situation (Miller et al., 
2010; Sawyer et al., 2013).

Persons who have immune deficiencies can and should 
receive many of the recommended vaccines. For example, 
MMR can be given to HIV-positive individuals without severe 
 immunosuppression, and HIV-exposed infants should be re-
vaccinated after initiation of ART (McLean et al., 2013).

HPV vaccine is now recommended for both boys and girls 
after age 11 (Guttmacher Institute, 2014). The vaccine is rela-
tively expensive, costing approximately $390 for the three-dose 
series. Fortunately, vaccine coverage will be required of private 
insurers under ACA, and the Vaccines for Children Program 

Immunization is a highly effective preventive measure for many 
communicable diseases. (casanowe/Fotolia)
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covers vaccine costs for Medicaid enrollees. State Children’s 
Health Insurance Programs (SCHIP) separate from  Medicaid 
are also required to provide coverage.  Internationally, the 
Global Alliance for Vaccines and Immunization (GAVI) is ex-
pected to support HPV vaccine in 28 countries by 2017 (Henry 
J. Kaiser Family Foundation, 2014).

Bacille Calmette–Guerin (BCG) vaccine is used for TB pre-
vention in some parts of the world, but has been found to be 
only partially effective. In addition, use of BCG vaccine causes 
tuberculin skin tests to become reactive and invalidates skin 
tests as a screening measure for tuberculosis. New vaccines for 
TB are being developed, and several are currently being tested 
in animals, so a more effective vaccine may be available in the 
future. An effective vaccine for malaria may also be available 
soon. International trials have been promising and the vaccine 
has been shown to be safe (Ogwang et al., 2013). At present, 
there are no vaccines for most STDs, for hepatitis C or D, or 
for HIV infection. There is a vaccine available for HEV, but it is 
not used in the United States due to the relatively low incidence 
of the disease, and is not widely used elsewhere in the world 
(Thomson et al., 2012).

Widespread use of vaccines is a 20th-century phenomenon, 
but barriers still exist to the use of immunization services. 
Some of these barriers include lack of access to services (e.g., 
due to cost), lack of knowledge regarding the need for immuni-
zation, parental concerns regarding the discomfort associated 
with administration of some vaccines (e.g., localized swell-
ing with DTP), and health system limitations such as differ-
ences in school entry requirements across jurisdictions, poor 
enforcement of immunization requirements, and poor data 
management. Other system barriers are the failure of provid-
ers to encourage immunizations other than those required for 
school entry and missed opportunities for immunization in the 
course of providing other services. Population health nurses 
can advocate for the availability of immunization services to 
all segments of the population and can educate the public and 
providers on the need for immunization as well as possible ad-
verse reactions. In fact, in some studies, information provided 
by nurses was the most significant factor in parental decisions 
to immunize their children (Austvoll-Dahlgren & Helseth, 
2010).

Several of the 2020 national health objectives are related to 
increasing immunization coverage for a variety of communica-
ble diseases (U.S. Department of Health and Human Services, 
2014). Some of these objectives with baseline data, current sta-
tus, and 2020 targets are presented later in this chapter. Ad-
ditional objectives may be viewed on the Healthy People 2020 
website. For updates on immunization recommendations, see 
the External Resources section of the student resources site.

The problem of data management has also been addressed 
in the Healthy People 2020 objectives with the recommenda-
tion to develop population-based immunization information 
systems (IISs) to consolidate records and generate reminders 
of subsequent immunization needs. IISs record and consoli-
date confidential information regarding immunizations given 

by multiple providers. In 2011, 84% of U.S. children  under 
6 years of age were included in an IIS (Cardemil, Pabst, & 
Gerlach, 2013). Immunization levels in the community are 
fostered by systems that can generate reminder messages. 
For example, text messages reminding parents of their chil-
dren’s need for immunizations have improved immunization 
rates, particularly in low-income populations (Stockwell et al., 
2012). Similarly, population-based recall systems generated by 
state IISs have been even more effective in promoting up-to-
date immunizations than reminders generated by individual 
provider offices (Kempe et al., 2013). Population health nurses 
can advocate for the development of local IISs where they do 
not already exist and for health care provider participation in 
existing IISs.

The extent of vaccine coverage in a population is affected 
by a number of variables, including perceptions of vaccine ef-
fectiveness and fear of possible adverse consequences of im-
munization. Vaccination coverage is also influenced by vaccine 
availability and distribution. Some authors have questioned the 
advisability of adding new vaccines into routine  immunization 
schedules in developing countries for fear of overwhelm-
ing vaccine storage and delivery infrastructures and causing 
problems with access to previously required immunizations 
(Lee et al., 2012). Population health nurses in these countries 
can help to ascertain the potential effects of the addition of 
new vaccines to immunization schedules and collaborate in 
 addressing infrastructure constraints. Population health nurses 
educate the public regarding the need for immunizations. They 
are also frequently involved in planning, implementing, and 
evaluating immunization campaigns and in giving immuniza-
tions to susceptible individuals. When nurses actually provide 
immunizations, they are also involved in educating clients re-
garding normal reactions to vaccines and comfort measures 
that may be taken to address them (e.g., nonaspirin antipyret-
ics for fever or pain following DTP immunization) as well as 
signs of potential adverse reactions.

Population health nurses may also advocate for access to 
immunization services for all segments of the population and 
may be involved in the enactment and enforcement of immu-
nization policies designed to protect the general public. For ex-
ample, population health nurses might advocate requirements 
that college entrants provide evidence of measles immunity or 
that rotavirus immunization be required for preschool or el-
ementary school entry.

Contact investigation and notification. Contact investiga-
tion and notification is a prevention strategy used for some 
communicable diseases with a relatively long incubation period. 
Contact investigation and notification involves identifying 
people who might have been exposed to someone with a case of 
a particular disease, making them aware of the exposure and of-
fering prophylactic treatment and/or screening for the disease. 
Typically, the source case is interviewed and names of persons 
who might have been exposed to the disease are elicited. Who 
constitutes a contact depends on the mode of transmission of 
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the disease. For example, sexual contacts would be elicited in 
the case of a sexually transmitted disease, while persons who 
might share needles and other drug paraphernalia would be 
obtained from an IDU with syphilis or HIV, HBV, or HCV in-
fection. For airborne diseases, such as TB or measles, family 
members, coworkers, or school classmates would be considered 
contacts. People identified are then located and informed of 
their exposure status. In many instances, they may be required 
to submit to testing for the disease or be shown to be noncom-
municable. For example, health care providers whose children 
develop streptococcal infection are frequently required to have 
negative cultures or be placed on antibiotic therapy before they 
will be allowed to return to work.

Contact notification can be an expensive undertaking, so 
contacts should be prioritized in terms of the likelihood of de-
veloping the disease. For example, TB contacts would be pri-
oritized on the basis of the infectiousness of the source case, 
the age and immune status of the contacts, and the intensity 
and duration of exposure. The World Health Organization 
has suggested that each person with infectious TB will have at 
least three close contacts and that approximately 2.5% of those 
contacts will also have active TB. Routine contact investigation 
could promote early identification of 300,000 cases of TB per 
year permitting early treatment and minimizing the spread of 
disease (WHO, 2012). Many more people may have latent TB 
and, with treatment, can be prevented from progressing to ac-
tive disease. As we saw earlier, some people with communica-
ble disease may have significantly more contacts who may have 
already spread the disease to others leading to widespread and 
costly contact investigations.

Contact investigation may be more effective when those ex-
posed can be screened on the spot rather than having to go to 
a health care setting for screening and treatment. For example, 
the use of rapid HIV screening kits in the field when contacting 
sex and needle-sharing partners of HIV-positive individuals in 
New York City increased the percentage of partners screened 
from 52% to 76% (Renaud et al., 2011).

Population health nurses are frequently involved in  contact 
investigation and notification. They may interview clients with 
communicable diseases to elicit the names of relevant contacts. 
In addition, they are often the ones to notify contacts of their 
status and offer them needed screening and treatment services. 
Nurses involved in contact investigations may make home vis-
its or approach contacts at work or any other place where they 
can be located. When they approach contacts, nurses should 
speak to them in a setting that ensures privacy and inform 
them that they have been exposed to a communicable disease. 
Nurses frequently need to exercise creativity to protect both 
the confidentiality of the source case and the contact and pre-
vent others from knowing why the person is being contacted 
by a nurse.

pre- and postexposure prophylaxis. One of the advantages 
of contact identification and notification is the ability to offer 
treatment to people prior to exposure to or development of a 

particular disease. preexposure prophylaxis (prep) involves 
provision of treatment to people who have not yet been exposed 
to a disease, but who are at high risk for exposure. For example, 
IDUs and MSM in areas of high HIV infection prevalence might 
be offered prophylactic ART to prevent them from becoming 
infected. CDC recommends daily ART preexposure prophy-
laxis to prevent HIV infection in MSM, IDUs, and heterosexual 
men and women in high prevalence areas (Leibowitz, Parker, & 
Rotherham-Bonus, 2011; Smith et al., 2013).

Postexposure prophylaxis (PEP) was defined in Chapter 23   
and involves the use of medications or vaccines to prevent the 
onset of disease in exposed individuals. When individuals are 
prevented from developing symptomatic disease, they are usu-
ally also prevented from spreading the disease to others. PEP 
has been used for a variety of diseases. For example, people 
at high risk for complications, pregnant women, and infants 
exposed to measles should be given MMR vaccine or measles 
immune globulin to prevent disease (McLean et al., 2013). Sim-
ilarly, varicella immune globulin is recommended for persons 
exposed to varicella who have no evidence of immunity and are 
at high risk for severe disease (CDC, 2012a; Marin, Bialek, & 
Seward, 2013). PEP is also used for rabies and meningococcal 
disease exposures (Cohn et al., 2013; Rupprecht et al., 2013).

Postexposure prophylaxis has been used extensively to pre-
vent contacts to cases of tuberculosis and persons with  latent 
TB infection from developing active disease (Miramontes 
et al., 2013). Traditional contact notification for STIs may be 
replaced by a newer strategy of expedited partner therapy 
(ept), which involves providing an individual with a STI with 
medication to be given to his or her sexual partners without 
an examination or screening test. CDC recommends EPT for 
treatment of partners of persons infected with gonorrhea and 
Chlamydia trachomatis (Division of STD Prevention, 2014). 
Other recommendations are to advocate for legal support 
of EPT through exceptions to prescription laws, promoting 
 professional support of EPT, and advocating for third-party 
 reimbursement for EPT.

Health care workers are often the recipients of PEP after 
 occupational exposures to a variety of organisms. PEP is highly 
recommended for health care workers with LTBI and for those 
with HIV exposures, as well as for HBV and HCV exposure. 
Population health nurses may need to advocate for effective 
PrEP and PEP policies for specific vulnerable populations (e.g., 
homeless persons or inmates in correctional settings). They 
may also need to advocate for funding for and development of 
easily accessible services for the general public.

Other prevention measures. Other prevention strategies for 
communicable diseases may be directed toward the mode of 
transmission of specific diseases. Prevention for tetanus due to 
puncture wounds, for example, involves educating clients on the 
use of protective clothing (e.g., gloves, boots) to prevent injuries 
and the need for adequate cleansing of wounds with soap and 
water when injuries do occur. Effective wound care is also criti-
cal in preventing rabies after animal bites. Vaccine-laden bait can 
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also be used to immunize wildlife against rabies in high preva-
lence areas (Kellogg et al., 2013). Disinfection of equipment in 
health care settings also helps to prevent the spread of commu-
nicable diseases.

For STIs, refraining from sexual activity is the most effective 
means of preventing diseases. For those who are sexually ac-
tive, however, use of condoms and refraining from unsafe sex-
ual practices may limit exposure to disease. MSM and others 
who engage in high-risk sexual behaviors (e.g., with multiple 
partners, anal receptive intercourse) should also be encour-
aged to use condoms. Population health nurses can advocate 
for condom use with sexually active clients who engage in 
high-risk behaviors. They may also educate clients on the cor-
rect use of condoms or may advocate for condom availabil-
ity to special groups like adolescents or correctional inmates. 
Population health nurses can also inform clients who engage in 
oral– genital intercourse as a mode of contraception that they 
continue to be at risk for STI transmission. 

Serosorting is another effective strategy for preventing 
the  spread of HIV infection among MSM. As we saw in 
 Chapter 20 , serosorting involves limiting one’s sexual 
partners to people who are of the same HIV status as one-
self  (Eaton, Cherry, Cain, & Pope, 2011). Population health 
nurses can encourage serosorting among MSM without steady 
partners. Another approach to STI prevention involves focus-
ing on the ABCs of abstinence, being faithful, and condom 
use promulgated by the United States President’s Emergency 
Plan for AIDS Relief (PEPFAR, n.d.), although such strategies 
may be difficult for women in unequal power relationships.

WHO has identified several additional strategies to prevent 
STIs in sex workers, thereby preventing the spread of disease 
in the general public. Recommendations include decriminaliz-
ing sex work, providing health service access for sex workers, 
preventing violence against sex workers, empowering this seg-
ment of the population to advocate for themselves, and provid-
ing periodic screening for STIs and HIV infection. Additional 
prevention strategies include providing presumptive STI treat-
ment for asymptomatic sex workers in high prevalence settings, 

providing ART for HIV-infected sex workers, engaging in 
harm-reduction strategies for sex workers who inject drugs, 
and providing HBV vaccinations (HIV/AIDS  Programme, 
2012).

Preventing bloodborne diseases such as HIV/AIDS and hep-
atitis B, C, and D involves prevention of drug use or promo-
tion of harm-reduction strategies such as needle exchanges and 
education on safer drug use procedures. Because these strate-
gies are often not acceptable to the general public or to health 
policy makers, population health nurses may be involved in ad-
vocacy to establish needle exchange programs and other harm-
reduction strategies. Infection through occupational exposure 
to bloodborne diseases can be prevented by means of universal 
precautions for the handling of blood and other bodily secre-
tions and excretions. Unfortunately, many persons in these oc-
cupations fail to use universal precautions, increasing their risk 
of disease. Screening of blood and tissue donors for HIV and 
for hepatitis B, C, and D has virtually eliminated transmission 
of these diseases by means of transfusion.

For foodborne and waterborne diseases, control measures 
are aimed at improving sanitation, protecting food and water 
from contamination, and promoting adequate hand washing. 
Washing fruits and vegetables before eating, boiling contami-
nated water, and discouraging use of human waste as fertilizer 
may also serve to prevent diseases in developing countries. 
Population health nurses can educate people regarding ade-
quate hygiene and the need to wash fruits and vegetables before 
eating them, particularly those imported from other countries. 
They can also discourage consumption of shellfish retrieved 
from contaminated waters and promote environmental poli-
cies that prevent contamination of shellfish beds. In addition, 
nurses can advocate for safe water supplies, effective sanitation 
and enforcement of food processing techniques that minimize 
the potential for bacterial contamination (Honish et al., 2013). 
Promotion of good hygiene and sanitation in areas where ani-
mals are kept can also help to prevent the spread of zoonoses 
(Collier et al., 2011).

Population health nurses may also collaborate with environ-
mental specialists to address issues of food or water contamina-
tion with pathogens. For example, the nurse might alert water 
authorities regarding a sudden increase in diarrheal diseases in 
a particular neighborhood, suggesting that water sources may 
be contaminated. Or the nurse might identify unsanitary con-
ditions in a restaurant and notify the appropriate inspectors.

Prevention of crowding is a control measure for conditions 
such as TB and influenza. Other primary prevention measures 
include the use of adequate ventilation and ultraviolet light in 
areas that increase the risk of TB transmission. For example, 
areas in which aerosol sputum specimens are collected provide 
an environment conducive to the spread of disease that can be 
modified using these measures. Providing appropriate facili-
ties for isolating infectious clients in hospitals and other insti-
tutions also minimizes the risk of transmission to health care 
personnel. Population health nurses can work with environ-
mental engineers to address such problems or collaborate with 

Sexually transmitted infections, as well as unwanted pregnancies, 
can be prevented with condom use. (Urbanhearts/Fotolia)
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housing authority personnel to address housing conditions 
conducive to diseases. Grouping patients with drug-resistant 
strains of microorganisms and personnel caring for them can 
also help prevent the spread of drug-resistant infections (Jacob 
et al., 2013).

Prevention of tickborne diseases involves use of tick repel-
lents, avoidance of tall grass and other vegetation, and use of 
protective clothing. Daily inspection of people and pets for 
ticks is also recommended. Wearing light-colored clothing may 
make ticks more visible. Environmental measures for prevent-
ing exposure to tickborne diseases include use of pesticides on 
lawns, removal of brush and leaf litter from around homes, and 
creating buffer zones of wood chips or gravel between wooded 
or brushy areas and human habitations. Similarly, removal of 
standing water and other breeding grounds for mosquitoes can 
help prevent mosquitoborne diseases such as WNV infection. 
Pregnant women, in particular, should avoid mosquito expo-
sure, use insect repellent, wear long sleeves and long pants, 
and avoid being outdoors at dawn and dusk to minimize the 
risk of WNV infection for themselves and their infants. Use of 
long-lasting insecticide treated bed nets and indoor spraying 
can minimize the spread of malaria (Cullen & Arguin, 2013; 
Mace et al., 2011). Population health nurses often work with 
environmental specialists and veterinarians to address diseases 
transmitted from animals to humans.

Other measures that aid in the control of communicable 
diseases include legislation requiring screening for specific 
diseases in high-risk groups, mandatory reporting of cases of 
communicable disease with contact notification and follow-up, 
and regulation of potential vehicles of transmission such as in-
sects. Population health nursing involvement in other control 
measures for communicable diseases generally lies in educat-
ing the public and individual clients regarding prevention and 
in identifying and helping to eliminate risk factors for exposure 
and disease.

pandemic and bioterrorism preparedness. One further as-
pect of prevention related to communicable disease addresses 
preparation for a possible pandemic or bioterrorist event. As we 
saw in Chapter 25 , population health nurses are actively in-
volved in identifying the potential for and probable community 
effects of such disasters. For example, they would identify risk 
factors for infection in the population in the event of a pan-
demic (e.g., segments of the population with poor nutritional 
status that puts them at particular risk for serious disease). They 
would also be involved in planning for community response to a 
pandemic or bioterrorist attack. In addition, population health 
nurses would be actively involved in informing the public re-
garding preventive measures or other appropriate responses to 
the threat of a pandemic or bioterrorist event.

Bioterrorism and pandemic preparedness are important 
not only because of the potential for significant morbidity and 
mortality resulting from either event, but also because of other 
population effects that might occur. For example, either a pan-
demic or a bioterrorist-caused epidemic might cause severe 

economic effects as a result of business closures to prevent 
spread of the disease. Availability of food and other essential 
goods might also be impaired if production and transportation 
systems are severely affected. Short-term educational effects 
might also be noted if schools are closed for extended periods 
of time. One of the most serious effects might be the burden 
placed on an already overburdened health care system if sig-
nificant numbers of health care personnel become ill. There is 
also the problem of inadequate facilities and supplies (includ-
ing drugs and vaccines) needed to address widespread com-
municable disease incidence. Preparedness will help to mitigate 
these potential effects, although it is unlikely that they can be 
prevented altogether. Health promotion and disease prevention 
strategies for communicable diseases, including pandemic and 
bioterrorism preparedness, are summarized in Table 26-3•.

ReSOLVING exISTING PRObLemS OF COmmuNI-
CAbLe DISeASe. Resolution activities in relation to com-
municable diseases include case finding and surveillance, 
screening, diagnosis and reporting, and treatment.

Case finding and surveillance. Because they serve large seg-
ments of the population who may not receive care from other 
health care providers, population health nurses are in a unique 
position to identify possible cases of communicable diseases. 
Once a person with a potential communicable disease has been 
identified, the population health nurse may make a referral for 
further diagnosis and treatment. In some cases, the nurse may 
be involved in diagnosing and treating communicable diseases 
on the basis of medically approved protocols. The case finding 
function of the population health nurse was discussed in gen-
eral in Chapter 1 .

To identify a possible case of a communicable disease, pop-
ulation health nurses need to be familiar with the signs and 
symptoms of communicable diseases commonly seen in their 
area. They should also be familiar with the signs and symptoms 
of diseases that may result from bioterrorist activities.

Case finding related to outbreaks of communicable diseases 
within populations may require some creative strategies. For 
example, electronic messaging and other media were used to 
find cases of Cyclospora during an outbreak in Iowa. Alerts 
were also sent to all hospitals, emergency departments, public 
health agencies, and providers to alert them to the possibility 
of a Cyclospora diagnosis in patients with symptoms of watery 
diarrhea, nausea, anorexia, abdominal cramping, fatigue, and 
weight loss. Similarly, e-mail press releases were sent to news 
media to alert the public (Kalas & Quinlisk, 2013). Contact 
tracing may also be used to find cases of disease.

Case finding at the population level contributes to surveil-
lance. As we saw in Chapter 1 , surveillance involves the 
gathering and analysis of data that reflect trends in disease in-
cidence and prevalence as well as information on the effects of 
disease within the population. Population health nurses may 
collect surveillance data or identify cases of disease that are 
reported to local epidemiologists for inclusion in surveillance 
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TAbLe 26-3 Health Promotion and Prevention in Communicable Disease Control

Health Promotion Foci Population Health Nursing Interventions

Nutrition •	Educate	clients	and	the	public	on	good	nutrition
•	Advocate	for	access	to	adequate	nutrition	sources

Rest and physical activity •	Promote	adequate	rest	and	physical	activity	to	maintain	health
Coping •	Model	and	teach	effective	coping	strategies	to	minimize	stress

•	Advocate	for	living	conditions	than	minimize	stress

Disease Prevention Foci Population Health Nursing Interventions

Immunization •	Educate	clients	and	the	public	regarding	the	need	for	immunizations
•	Refer	clients	for	immunization	services
•	Provide	immunization	services
•	Advocate	for	access	to	immunization	services	for	all	segments	of	the	population
•	Ascertain	the	potential	effects	of	introducing	new	vaccines	in	constrained	environments	and	

 collaborate to address infrastructure issues
Contact investigation and notification •	Educate	providers	regarding	the	legal	requirements	for	reporting	communicable	diseases

•	Interview	clients	with	communicable	diseases	for	names	and	locating	information	for	close	
contacts

•	Inform	contacts	of	their	exposure	to	a	communicable	disease
•	Refer	contacts	for	testing	and	PrEP	or	PEP	as	needed
•	Educate	clients	regarding	preventive	measures	and	the	need	to	prevent	the	spread	of	disease	 

to others
•	Advocate	for	and	plan	effective	contact	notification	services
•	Promote	contact	notification	by	other	health	care	providers	and	educate	them	regarding	contact	

notification
•	Advocate	for/provide	field	screening	services	for	contacts

Pre- and postexposure prophylaxis •	Refer	clients	for	services	as	needed
•	Provide	PrEP/PEP	under	established	protocols
•	Monitor	and	promote	compliance	with	PEP	among	contacts
•	Monitor	for	adverse	effects	and	side	effects	of	PEP	and	refer	for	medical	evaluation	if	needed
•	Advocate	for	the	availability	of	PEP	for	clients	in	need
•	Provide	expedited	partner	therapy	(EPT)
•	Advocate	changes	in	prescribing	laws	and	for	insurance	coverage	of	EPT

Other primary prevention measures •	Educate	clients	and	the	public	regarding	effective	wound	care
•	Educate	clients	and	the	public	on	safe	sexual	practices,	use	of	condoms,	etc.
•	Prevent	drug	abuse	or	refer	clients	for	drug	abuse	treatment
•	Promote	harm-reduction	strategies	to	prevent	infection	among	IDUs
•	Promote	use	of	universal	precautions	for	bloodborne	diseases
•	Promote	adequate	hand	washing,	washing	of	produce,	etc.
•	Advocate	for	adequate	sanitation	and	safe	water	supplies
•	Advocate	for	policies	and	processes	that	prevent	contamination	of	food	and	water	supplies
•	Promote	adequate	housing	to	prevent	crowding	and	allow	for	adequate	ventilation
•	Promote	use	of	ultraviolet	light	in	settings	where	exposure	to	pathogens	is	common
•	Advocate	for	preventive	education	and	services
•	Advocate	for	STI	prevention	strategies	among	commercial	sex	workers	and	for	decriminalization	 

of sex work
Pandemic and bioterrorism preparedness •	Assist	in	identifying	the	potential	for	a	pandemic	or	bioterrorist	event

•	Assist	in	identifying	particularly	vulnerable	populations	and	factors	influencing	their	 
vulnerability

•	Participate	in	planning	community	response	to	a	pandemic	or	bioterrorist	event
•	Educate	the	public	and	other	health	care	providers	regarding	prevention	of	illness	or	self-care	

during a pandemic or bioterrorist event
•	Educate	the	public	regarding	the	signs	and	symptoms	of	disease	resulting	from	a	pandemic	or	

bioterrorist event and sources of treatment

systems. Analysis of surveillance data is usually undertaken by 
epidemiologists or health information system specialists and 
the results of the analysis conveyed to public health officials 
and other health policy makers.

Screening. Screening is presumptive identification of asymptom-
atic persons with disease. Screening may involve either selective 
or mass screening. Selective screening is screening directed to-
ward persons exhibiting risk factors for a particular disease. Mass 
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screening involves screening an entire population regardless of 
the level of risk among individuals. For example, prior screening 
recommendations for HCV infection were risk-based, focusing 
screening activities on persons at risk for HCV (e.g., IDUs; he-
modialysis, transfusion, and transplant recipients; exposed health 
care workers, and children born to  HCV-positive mothers). More 
recent recommendations have added a one time mass screening  
of persons born between 1945 and 1965 (Mahajan et al., 2013; U.S. 
Preventive Services Task Force [USPSTF], 2013a).

Screening is not generally done for communicable diseases 
that have a short incubation period such as measles, rubella, 
influenza, and so on. Screening tests are available, however, for 
diseases such as HIV/AIDS, hepatitis A, B, and C, TB, and STIs 
such as gonorrhea, syphilis, Chlamydia, and HSV infection.

Screening for HIV infection is recommended for all preg-
nant women at entry into prenatal care or during labor if HIV 
status is unknown. In addition, screening is routinely recom-
mended for all people aged 15 to 65 years in the United States 
and persons over age 65 if at risk (e.g., sexually active or IDUs) 
(USPSTF, 2013b). Overall, in 2010, 9% of U.S. adults had been 
screened for HIV in the prior year (Cohen et al., 2011). Based 
on National HIV Behavioral Surveillance (NHBS) system data, 
25% of heterosexual participants in high HIV prevalence areas 
had never been tested for HIV until they participated in the 
survey. Slightly over 2% of participants were found to be HIV-
positive, and increased screening outreach was particularly 
recommended for low-income, low-education groups in high 
prevalence areas (Miles et al., 2013).

HIV screening is least effective during the period between 
the appearance of HIV RNA and detection of HIV-specific anti-
bodies in the blood. For this reason, a new diagnostic algorithm 
has been suggested, in which those with negative immunoassay 
screening results receive RNA testing. The availability of rapid 
screening tests makes provision of same-day screening results 
possible, increasing the number of HIV-positive individuals 
who are referred for treatment services (Geren et al., 2013).

One strategy that has been suggested to improve identifi-
cation of those with undiagnosed HIV infection is social net-
working. A social network strategy involves using HIV- infected 
clients and those at high risk for infection to recruit people 
from their social, sexual, and drug-use networks for HIV 
screening, counseling, and referral for treatment, if needed. 
This strategy has been particularly effective in promoting HIV 
screening among MSM, but because of its resource-intensive 
nature, research is needed to determine its cost-effectiveness in 
this and other populations (McCree et al., 2013).

Opt-out testing is another strategy that is recommended for 
certain populations (e.g., correctional inmates). In opt-out testing, 
screening for HIV is performed at entry unless the inmate specifi-
cally refuses testing as opposed to opt-in testing in which inmates 
are offered the test and must choose to receive it, or testing on re-
quest initiated by the inmate. CDC recommends opt-out testing in 
correctional settings (Strick, McGowan, & Belcher, 2011).

Screening of all sexually active women 24 years of age 
and under and pregnant women of all ages for Chlamydia 

 trachomatis infection is also recommended (Singh et al, 2011). 
In fact, Chlamydia screening has been identified by the USP-
STF as “one of the 10 most beneficial and cost-effective pre-
ventive services” (Satterwhite et al., 2011, p. 370), but is greatly 
underutilized. In 2009 for example, less than 60% of women 
under 25 years of age were screened. The Los Angeles County 
Health Department initiated the use of free home screen-
ing kits for Chlamydia and gonorrhea as a means of fostering 
screening for these STIs among sexually active women. In the 
first year of the program, nearly 3,000 kits were dispensed and 
more than half were returned with testable specimens. Among 
those with positive screening results, 88% retrieved their re-
sults and confirmed treatment (Rotblatt et al., 2013). Popula-
tion health nurses can advocate for screening of sexually active 
women for a variety of STIs during routine health promotion 
visits. They may also be involved in educating other health care 
providers regarding the need for screening or in promoting 
self- screening programs like that initiated in Los Angeles.

There are two approaches to identification of tuberculosis—
a tuberculin skin test (TST) or use of interferon γ release assay 
(IGRA). A positive or significant reaction to TST is based on 
the degree of induration that results. Induration is a palpable, 
hard, raised area around the injection site with clearly defined 
margins. Induration does not refer to redness around the in-
jection site. In a person without known risk factors, an area of 
induration of 15 mm or greater is considered a significant reac-
tion. For recent immigrants, IDUs, residents or employees of 

A positive TB skin test showing induration (National Medical Slide).
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congregate settings, mycobacteriology lab personnel, those at 
high risk for disease, children under 4 years of age, and children 
and adolescents exposed to adults at high risk, 10 mm or more 
induration is considered positive, and 5 mm is considered a 
positive reaction for persons with HIV infection or other cause 
of immunosuppression, transplant recipients, close contacts 
to an infectious case of TB, or persons with chest  X-ray results 
consistent with prior untreated TB (Division of Tuberculosis 
Elimination, 2011). A positive tuberculin skin test is shown in 
the picture on the previous page. The area of induration in the 
picture is demarcated with ink on all four sides. 

There is a shortage of TST antigens in some areas, so IGRA, 
a more expensive test, can be used instead if available. IGRA 
has the advantage of being of use with people who have re-
ceived BCG vaccine as BCG invalidates TST results. In  areas 
with limited supplies of TST antigens or IGRA capacity, screen-
ing should be prioritized to those at greatest risk for developing 
TB (Jereb, Mase, Chorba, & Castro, 2013).

Reaching people at greatest need for TB screening can 
sometimes be difficult. One suggestion to reach immigrant 
populations is to offer screening in adult education centers 
that provide services to immigrants. One such project, for ex-
ample, found 18.5% of program participants to have positive 
TSTs (Wieland et al., 2011). Another approach was used by a 
Texas county health department. Incidence data were used to 
identify the two neighborhoods with the highest incidence and 
density of TB cases and persons with LTBI. Outreach work-
ers then went door to door offering TSTs. Results were read 
in the homes in the appropriate timeframe, and positive reac-
tors were escorted by outreach workers to a mobile clinic for 
X-ray, clinical evaluation, and treatment services. Using this 
approach 57% of the population of the two areas was tested, 
with nearly 18% testing positive. Treatment was initiated for 
147 people who might otherwise not have been found. Over the 
subsequent 10 years, no new cases of TB disease were reported 
from either neighborhood (Cegielski et al., 2013). Congregate 
living settings, such as correctional facilities and homeless shel-
ters, are other places in which TB screening is warranted.

Because of the complex interaction between TB and HIV in-
fection, persons with HIV infection should be screened for TB. 
Conversely, people with TB disease or latent TB infection at 
risk for HIV infection, should be screened. Population health 
nurses should keep in mind, however, that people with HIV in-
fection or AIDS may have negative sputum smears for TB and 
up to a third of them may have normal chest X-rays. In ad-
dition, persons with HIV infection are more likely to develop 
extrapulmonary TB (Getahun et al., 2012).

In resource-constrained settings, WHO has recommended 
screening all individuals with HIV/AIDS for three symptoms: 
cough, fever, and night sweats. If none of the three are present, 
the individual should be offered a 6-month course of isoniazid 
prophylactic treatment (IPT) for TB. If a tuberculin skin test is 
positive, but none of the three symptoms is present, IPT should 
also be considered for 6 months. IPT may be continued for life 
if feasible. Finally, if any of the three symptoms is present, a TB 
diagnostic workup should be conducted (Getahun et al., 2012).

HBV screening is recommended for all pregnant women at 
the first prenatal visit (USPSTF, 2009) and for those at risk of 
disease (e.g., exposed health care workers, IDUs, sexual or drug 
contacts to infected persons). As noted earlier, HCV screening 
is recommended for persons at high risk of exposure as well as 
those born between 1945 and 1965. This age cohort accounts 
for approximately 75% of HCV infections in the United States 
and 73% of HCV-related mortality. One time screening is rec-
ommended for this group followed by a brief screening for al-
cohol abuse and referral for care if needed (Smith et al., 2013). 
It is anticipated that cohort-based screening of this age group 
could prevent 120,000 deaths with subsequent treatment with 
antiviral therapy (Mahajan et al., 2013).

Because of the link between HCV and injecting drug use, 
drug treatment programs have been suggested as an ideal set-
ting in which to conduct HCV screening. Unfortunately, only 
34% of drug treatment programs responding to a national sur-
vey offered HCV screening (Frimpong, 2013).

Population health nurses may need to actively advocate for 
screening as a regular practice in correctional and drug treat-
ment settings. They may refer individuals at risk for disease 
to appropriate screening resources. Many population health 
nurses may also be involved in conducting screening examina-
tions and tests and in counseling clients regarding test results 
and their implications. Population health nurses may also need 
to advocate for the availability of screening services and for fol-
low-up and treatment (therapeutic or prophylactic) of persons 
with positive screening tests.

Diagnosis and reporting. Diagnosis of many communicable 
diseases relies on serologic evidence of disease markers or the 
actual presence of causative organisms. For example, diagnostic 
tests for syphilis and hepatitis A, B, C, and D rely on the pres-
ence of specific antibodies in the blood of infected persons. More 
sophisticated tests for syphilis, on the other hand, are based on 
demonstration of the presence of the actual causative organ-
ism in the bloodstream and are used when antibody-based tests 
are inconclusive. Similarly, tests for gonorrhea involve cultures 
of urine or urethral, vaginal, anal, or pharyngeal specimens 
for growth of Neisseria gonorrhoeae, and diagnostic tests for 
 Chlamydia infection include culture of specimens for Chlamydia 
trachomatis. Diagnosis of many childhood diseases is based on 
physical signs and symptoms, with laboratory confirmation for 
some diseases (e.g., measles, pertussis, diphtheria, tetanus, etc.).

Population health nurses may refer suspected cases of com-
municable diseases for diagnostic confirmation. In addition, 
nurses may educate clients regarding the types of diagnostic 
procedures likely to be used. Population health nurses may also 
be involved in conducting some diagnostic tests for communi-
cable diseases. For example, population health nurses in some 
agencies routinely draw blood for diagnostic tests for syphilis 
and collect urine samples for gonorrhea testing.

Diagnosis of TB is of particular concern worldwide, and the 
Tuberculosis Coalition for Technical Assistance (2014), a group 
composed of several national and international agencies, has 
developed International Standards for Tuberculosis Care, which 
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address diagnostic and treatment standards, standards for ad-
dressing comorbid conditions, and standards for public health 
and prevention. Elements of the standards are summarized in 
Table 26-4•.

In the United States, diagnosis of TB is most often based 
on X-ray findings. However, given the lack of reliability of  
X-rays in diagnosing TB in persons with HIV infection, newer 
diagnostic tests have been developed. For example, the Xpert 
MTB/RIF assay of unprocessed sputum or concentrated sedi-
ments can provide a diagnosis of TB within 2 hours. The 
assay can also detect rifampin-resistant strains of Mycobacte-
rium  tuberculosis. Because of its relatively high cost, it is not 
used routinely for people for whom X-rays provide definitive 

results (Division of Tuberculosis Elimination, 2013; Getahun 
et al., 2012).

Diagnosis of viral hepatitis is frequently based on the 
 presence of viral antibodies and rapid testing is available for 
HCV using the OraQuick® HCV Rapid Antibody Test ( Getchell 
et al., 2013). In order to determine if positive results are due to 
past or current HCV infection, HCV RNA testing is required. 
In one large study of newly reported cases, just over half of them 
were current infections (Bornschlegel et al., 2013).

Effective control of communicable diseases requires that di-
agnoses of many communicable diseases, including TB, be re-
ported to local public health authorities. These reports are then 
forwarded to state and federal agencies. In the case of some 

TAbLe 26-4 Summary of International Standards for Tuberculosis Care

Focus Related Standards

Diagnosis •	Clinician	awareness	of	risk	factors	and	prompt	testing	of	persons	with	symptoms
•	TB	evaluation	for	all	persons	with	unexplained	cough	two	weeks	or	longer	or	radiographic	findings	

suggestive of TB
•	Submission	of	two	sputum	specimens	for	smear	microscopy	by	all	patients	capable	of	producing	

sputum, including children. Performance of Xpert MTB/RIF tests performed as the initial diagnostic 
test for those with HIV risk, risk of resistance, or who are seriously ill

•	Diagnostic	specimens	collected	from	relevant	sites	for	persons	suspected	of	extrapulmonary	TB,	
including children. Use of Xpert MTB/RIF testing for suspected tuberculous meningitis

•	Use	of	sputum	culture	for	all	those	suspected	of	TB	who	have	negative	sputum	smears.	Initiation	 
of antituberculin treatment in persons with negative smears with strong clinical evidence for TB 
disease after cultures are collected

•	Use	of	smear	microscopy	and/or	culture	of	respiratory	secretions	(via	expectorated	or	induced	
 sputum or gastric lavage) for all children with suspected intrathoracic TB

Treatment •	Prescription	and	monitoring	of	appropriate	treatment	for	all	diagnosed	cases	of	TB
•	Use	of	first-line	WHO-approved	quality	assured	drugs	for	all	patients	who	have	not	been	previously	

treated and do not have risk factors for drug resistance
•	Use	of	a	patient-centered	approach	to	promote	treatment	adherence,	improve	quality	of	life,	and	

relieve suffering
•	Monitoring	of	treatment	effects	with	follow-up	sputum	smears	after	2–3	months	with		sensivity	

 testing for continued positive smears
•	Assessment	of	the	likelihood	of	drug	resistance	with	sensitivity	testing	and	changes	in	therapeutic	

regimens as indicated
•	Use	of	specialized	treatment	regimens	with	quality	drugs	for	persons	likely	to	have	drug-resistant	

TB
•	Maintenance	of	systematic	records	of	treatment,	incuding	medications	given,	response,	and		adverse	

reactions for all clients
Addressing comorbidities •	HIV	testing	and	counseling	for	all	clients	with	suspected	TB	in	the	absence	of	HIV	testing	in	the	

last 2 months. Use of integrated TB and HIV treatment approaches in high HIV prevalence areas
•	Initiation	of	ART	within	2	weeks	of	TB	treatment	initiation	in	those	with	HIV	and	TB	with	profound	

immunosuppression, unless TB meningitis is present and within 8 weeks for all others with HIV and 
TB infection

•	Treatment	of	persons	with	HIV	infection	for	presumed	latent	TB	for	at	least	6	months
•	Thorough	assessment	for	other	comorbid	conditions	that	could	affect	TB	treatment	response	or	

 outcomes and provision of additional services as needed
Public health and prevention •	Evaluation	and	appropriate	management	of	all	persons	in	close	contact	with	persons	with		 

infectious TB, with special emphasis on children, immunocompromised persons, persons with 
symptoms  suggestive of TB, and contacts to patients with MDR/XDR TB

•	Treatment	for	latent	TB	for	all	children	and	persons	with	HIV	infection	who	do	not	currently	have	
active TB

•	Development	of	infection	control	plans	to	prevent	the	spread	of	disease	to	others,	including	health	
care workers

•	Reporting	of	new	and	re-treatment	of	cases	of	TB	and	treatment	to	local	health	authorities

Data from: Tuberculosis Coalition for Technical Assistance. (2014). International standards for tuberculosis care: Diagnosis, treatment, public health (3rd ed.). Retrieved 
from http://www.thoracic.org/assemblies/mtpi/resources/istc-report.pdf
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diseases, national agencies report diagnosed cases to WHO. 
The list of reportable diseases varies somewhat from one juris-
diction to another (usually at the state level), and population 
health nurses should inform themselves regarding the report-
able diseases in their own locale. Laboratories are required to 
report positive test results for reportable diseases to official 
public health agencies, and health care providers who make the 
actual diagnosis are also required to submit a disease notifica-
tion report. Reports are usually completed by the physician, 
nurse practitioner, or other health care provider who makes 
the diagnosis, but in some settings, reports may be made by 
population health nurses or other nurses.

In the United States, three categories of diseases are report-
able at the national level. The first category includes diseases 
that are extremely urgent and should be reported to CDC 
within 4 hours by telephone, followed by electronic submis-
sion of a report the next business day. Extremely urgent dis-
eases include anthrax, botulism, plague, paralytic polio, 
 SARS- associated coronavirus, smallpox, tularemia, and viral 
hemorrhagic fevers. Urgent diseases are to be reported by tele-
phone within 24 hours, with an electronic report with the next 
regularly scheduled electronic data submission. The final cat-
egory encompasses diseases to be reported in the next regular 
reporting cycle. An information resource for diseases in each cat-
egory from the Council of State and Territorial Epidemiologists 
(2012) is provided on the student resources site.

There are also two categories of communicable disease 
reports: case reports and outbreak reports. Case reports are 
those related to the diagnosis of individual cases of a particu-
lar disease (e.g., measles or HIV infection). Outbreak reports 
address an increased incidence in the number of cases of a par-
ticular disease above that normally expected in the population. 
 Outbreak reports may include diseases that are not normally 
officially reportable in a given jurisdiction or diseases of un-
known etiology in the case of emerging infectious diseases. 
For example, outbreak reports of an unusual respiratory dis-
ease among people attending a Legionnaires’ convention in 
 Philadelphia led to the identification of Legionnaires’ disease.

Some diseases are also reportable to WHO under the 
 International Health Regulations (IHR). Mandatory reporting 
under IHR includes any single case of smallpox, poliomyelitis 
due to wild poliovirus, a new subtype of influenza, and severe 
acute respiratory syndrome (SARS). In 2005, however, the IHR 
were revised to include mandatory investigation of “events in-
volving epidemic-prone diseases of special national or regional 
concern which ‘have demonstrated the ability to cause serious 
public health impact and to spread rapidly internationally.’” 
Notification occurs based on a decision algorithm contained 
in the IHR document (WHO, n.d., p. 2). The revised IHR also 
require nations to respond to requests for information regard-
ing such events and to designate an IHR focal point and con-
tact person to interface with WHO. Additional requirements 
include development of basic public health capacities to de-
tect, report, and respond to potential public health emergen-
cies and to implement control measures at airports and other 

international border points (WHO, 2008). Unfortunately, 
 several WHO member states have not yet fully developed their 
surveillance, reporting, and control capacities and have re-
quested an extension of capacity development deadlines until 
2014 or beyond (WHO, 2013a).

treatment. Many communicable diseases are treated with an-
tibiotics or antiviral medications, but some diseases such as var-
icella and uncomplicated measles are treated symptomatically. 
Antimicrobial treatment is recommended for tickborne diseases 
as well as for TB, HIV, hepatitis, sexually transmitted diseases, 
and influenza. Pertussis is another disease for which treatment 
is available. Treatment guidelines for selected communicable 
diseases commonly encountered by population health nurses 
are available from CDC.

In many instances, treatment for communicable diseases is 
highly effective, both for the infected individual and in terms 
of preventing the spread of the disease to others. For example, 
treatment of all HIV-infected pregnant women can reduce 
transmission of HIV infection to their infants to less than 5%. 
Unfortunately, in 2011, only 57% of HIV-infected pregnant 
women received treatment in low- and middle-income coun-
tries (Chimbwandira et al., 2013). HIV treatment is often de-
pendent on CD4 cell counts, but many developing countries 
do not have the laboratory capacity to monitor eligibility for 
treatment. To address this issue, the recommendation is to 
provide all pregnant and breast-feeding women in these coun-
tries with lifelong ART. This new approach, which is supported 
by  PEPFAR, has increased the number of pregnant and breast-
feeding women on treatment by nearly 75%, with 77% of those 
continuing treatment beyond 1 year.

In the United States, approximately 77% of HIV-infected 
persons who were aware of their status were linked to care and 
just over half of them remained in care. In addition, 45% of 
those in care received counseling on transmission prevention, 
89% received ART, and 77% achieved viral suppression (Cohen 
et al., 2011). ART reduces infectiousness and improves health 
for those with HIV infection; however, these outcomes require 
at least 85% adherence to suppress viral replication and avoid 
drug resistance (Kalichman et al., 2011). Because drug abuse is 
associated with ART adherence, concurrent drug abuse treat-
ment services are particularly important for those IDUs with 
HIV infection (Mimiaga et al., 2013). Integrated behavioral 
interventions focusing on adherence support, sexual risk re-
duction, and amelioration of risk compensation resulted in in-
creased ART adherence, less unprotected sexual activity, and 
fewer new STIs in one study (Kalichman et al., 2011).

Treatment for tuberculosis disease and LTBI relies primarily 
on the strategy of directly observed therapy. directly  observed 
therapy (dOt) is a medication administration strategy in 
which a client takes his or her medication in the presence of 
a nurse or other health care provider. Recommended treat-
ment for LTBI consists of weekly DOT with isoniazid (INH) 
and rifapentine for 12 weeks. This is a considerably short-
ened time frame and is more likely to promote compliance 
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than the prior recommended 9 months of therapy (Jereb 
et al., 2011).  Standard treatment for active infection incorpo-
rates a combination of four first-line drugs: INH, rifampin, 
pyrazinamide, and ethambutol for 6 months (Burzynski et al., 
2013).  Treatment of multi-drug-resistant TB requires an 18- 
to 24-month course of five to six drugs that are less effective, 
more toxic, and more expensive, with less effective outcomes 
(Seaworth et al., 2013). DOT is credited with saving 7 million 
lives globally since 1990 (Getahun et al., 2012).

Population health nurses are often involved in provid-
ing DOT as well as monitoring clients for adherence and for 
adverse drug effects. Population health nurses are actively in-
volved in supervising DOT and in motivating clients to con-
tinue compliance with therapy. In addition, population health 
nurses are often involved in locating clients who are noncom-
pliant and encouraging them to continue therapy. Promoting 
continued compliance often requires that population health 
nurses assist clients to deal with factors that interfere with 
compliance. For example, they may assist a homeless client in 
his or her search for shelter or employment to eliminate life 
circumstances that impede DOT compliance. They may also 
need to be actively involved in promoting access to DOT or to 
other needed services that support DOT compliance.

Antiviral agents are recommended for treatment of persons 
with severe influenza, those at high risk for complications, and 
children under 1 year of age. Antivirals may also be provided 
to those without risk factors if available and provided within 48 
hours of symptom onset (Fiori et al., 2011). Treatment of HCV 
with antiviral medications can also achieve a sustained response 
in 40% to 70% of cases (Drobnik et al., 2011).  Unfortunately, 
there has been little use of HCV treatment among IDUs who 
are at greatest risk for long-term consequences of the disease 
(Iverson et al., 2013).

Other approaches have been taken in treating other com-
municable diseases. For example, treatment of malaria with ar-
temisinin-based combination therapy has been shown to cure 
the disease as well as limit transmission to others (Mace et al., 
2011). In addition, WHO has developed a strategy to address 
all of the major causes of child mortality that integrates services 
for malaria, pneumonia, and diarrheal disease through case 
management, strengthened health care systems, and promoting 
family and community health practices. In combination with 
insecticide-treated nets, this integrated approach has decreased 
malaria mortality in intervention areas where it has been im-
plemented (Rowe, Onikpo, Lama, Osterholt, &  Deming, 2012). 
Annual mass medication administration to entire populations 
has been recommended by WHO for treatment of lymphatic 
filariasis in endemic areas. This strategy has been implemented 
in Port-au-Prince in Haiti, one of only four countries in the 
Americas with endemic filariasis. It is estimated that annual 
coverage of 65% of the population for 5 years will interrupt 
disease transmission (Streit et al., 2013). Finally, voluntary iso-
lation of infected persons, first aid for lesions, manual extrac-
tion of worms, and use of occlusive bandages have been used to 
treat dracunculiasis (Hopkins et al., 2013).

Some disease-causing agents are becoming resistant to some 
of the antimicrobials used in treatment. CDC and WHO rec-
ommend that a specific drug no longer be used to treat com-
municable diseases when 5% of cases in a given population 
are drug resistant. For example, fluoroquinolone was no lon-
ger recommended for treatment of gonorrhea in Hawaii as of 
2000. By 2002, the recommendation of nonuse of the drug had 
extended to California and to MSM by 2004. As of 2007, fluo-
roquinolone is no longer recommended for treatment of gon-
orrhea at all (Dowell et al., 2012). Gonorrhea has a long history 
of developing resistance to successive antimicrobials beginning 
with sulfonamides, and progressing to penicillin, tetracycline, 
and fluoroquinolone. Current treatment recommendations are 
for the use of increased doses and combination therapy with 
ceftriaxone and either azithromycin or doxycycline (Adams et 
al., 2013). There is some suggestion, however, that resistance to 
this regimen has surfaced in Asia and may be occurring in the 
United States as well (Hook et al., 2013).

Similarly, a growing proportion of TB is caused by multi-
drug-resistant (MDR) strains. MDR TB is resistant to at least 
INH and rifampin. Extensively drug-resistant TB (XDR TB) is 
also resistant to fluoroquinolone and at least one of three in-
jectable antituberculin drugs. In 2011, there were an estimated 
630,000 cases of MDR TB worldwide, with nearly 4% of those 
occurring as new cases and 20% in persons previously treated 
for TB. XDR TB has been found in 84 countries and affects an 
estimated 9% of persons with TB. The mortality rate for drug-
resistant TB is about 15% (Mase, Chorba, Lobue, & Castro, 
2013).

Antibiotic resistance is fostered by inappropriate use of an-
tibiotics, and population health nurses can be actively involved 
in educating the general public and health care providers to 
minimize inappropriate use. They can also advocate for com-
pletion of recommended antibiotic therapies (e.g., for TB) to 
prevent development of resistant microorganisms.

Population health nurses can be active in advocating na-
tional policies that support international treatment initiatives 
for a variety of diseases. For example, U.S. nurses can advocate 
for federal assistance to international AIDS endeavors. In addi-
tion, nurses may be involved in the efforts of non-governmen-
tal organizations to support HIV, malaria, or other therapies 
through their churches or other social organizations. Nurses 
involved at the international level can assist in the development 
of policies and procedures that address concerns related to ac-
cess to care. In the United States, population health nurses can 
be involved in research that tests various approaches to treat-
ment for communicable diseases that may have implications 
for international implementation.

In addition to referring clients and assisting with treat-
ment of communicable diseases with antimicrobial agents, 
population health nurses may provide supportive care for 
clients with self-limiting diseases that have no specific treat-
ment.  Supportive care may include educating clients and fami-
lies about measures to reduce fever or enhance comfort until 
the disease has run its course. For example, parents should be 
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informed of the dangers in giving aspirin for fever in children. 
Other supportive measures may include encouraging a low-fat 
diet for clients with hepatitis A to deal with nausea.

Population health nurses may provide treatment for some 
communicable diseases under medical protocols, but are more 
likely to be involved in educating clients about treatment and 
promoting compliance. The role of population health nurses in 
treating communicable diseases may also involve political ac-
tivity and advocacy. For example, the nurse might be actively 
engaged in efforts to assure access to health care for persons 
with AIDS or to change policies for providing treatment to 
drug users with chronic HCV infection. Strategies for resolv-
ing problems of communicable disease are summarized in 
Table 26-5•.

HeALTH ReSTORATION. Health restoration with respect 
to communicable diseases may occur with individual clients or 
with population groups. At the individual level, emphasis is on 
preventing complications and long-term sequelae, monitoring 
treatment compliance and effects, monitoring treatment side 
effects and assisting clients to deal with them, and providing as-
sistance in dealing with long-term consequences of some com-
municable diseases.

Population health nurses can educate clients to prevent 
complications of communicable diseases with their attendant 
long-term sequelae. For example, clients with influenza can be 

encouraged to rest and to refrain from resuming normal activi-
ties until they are recovered. Similarly, parents can discourage 
scratching in children with varicella to prevent secondary in-
fection in lesions and encourage clients with hepatitis to refrain 
from alcohol use to prevent further liver damage.

Population health nurses also monitor clients with HIV 
infection for signs and symptoms of opportunistic infections 
and refer them for treatment when OIs are suspected. Nurses 
may also be involved in assisting clients with prophylactic 
regimens to prevent opportunistic infections. The Panel on 
 Opportunistic Infections in HIV-exposed and HIV-infected 
Children (2014) has developed guidelines for the prevention 
and treatment of opportunistic infections in HIV-exposed and 
infected children. Similar guidelines for adults and adolescents 
have been developed by the Panel on Opportunistic Infections 
in HIV-infected Adults and Adolescents (2014). For further 
 information about the guidelines, see the External Resources 
section of the student resources site.

Clients with HIV infection may also experience a number of 
nutritional difficulties that may require nursing intervention. 
For example, weight loss and wasting may occur as a result 
of reduced food or calorie intake due to anorexia, nausea and 
vomiting, changes in taste or smell, fatigue, or painful oral or 
esophageal lesions. Weight loss, loss of muscle mass, and vita-
min deficiencies may also result from malabsorption due to lac-
tose or fat intolerance, gastrointestinal infection, malignancies, 

TAbLe 26-5 Strategies for Resolving Problems of Communicable Disease

Focus Population Health Nursing Strategies

Case finding and surveillance •	Recognize	symptoms	of	communicable	diseases	in	clients	and	refer	them	for	diagnostic	and	
 treatment services as needed

•	Educate	the	public	regarding	signs	and	symptoms	of	specific	communicable	diseases
•	Recognize	signs	of	disease	outbreaks	in	the	population
•	Collect	surveillance	data	regarding	communicable	disease	incidence,	prevalence,	contributing	

 factors, and effects
Screening •	Recognize	and	refer	possible	cases	of	communicable	diseases

•	Educate	clients	and	the	public	regarding	the	need	for	screening	for	communicable	diseases
•	Provide	selective	screening	services
•	Plan	and	implement	mass	screening	programs
•	Advocate	for	screening	availability	for	populations	at	risk	for	communicable	diseases

Diagnosis and reporting •	Refer	clients	for	diagnostic	procedures	as	needed
•	Educate	clients	regarding	diagnostic	procedures
•	Provide	diagnostic	services
•	Interpret	diagnostic	test	results	and	counsel	clients	accordingly
•	Advocate	for	the	availability	of	needed	diagnostic	services
•	Report	cases	of	communicable	diseases	in	accord	with	local,	state,	or	national	regulations
•	Educate	other	health	care	providers	regarding	reporting	requirements
•	Follow	up	on	reports	of	communicable	diseases	to	obtain	relevant	epidemiologic	information

Treatment •	Provide	antimicrobial	therapies
•	Educate	clients	regarding	antimicrobial	therapy
•	Supervise	DOT
•	Educate	clients	and	their	families	for	supportive	care
•	Educate	health	care	providers,	clients,	and	the	public	to	prevent	inappropriate	use	of	antimicrobials	

and development of drug-resistant organisms
•	Advocate	for	the	availability	of	needed	treatment	services	for	all	segments	of	the	population
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and so on. Finally, HIV-infected clients may experience meta-
bolic alterations due to HIV, medications, and other circum-
stances. Population health nurses engaged in health restoration 
activities would assist clients to overcome these nutritional 
deficiencies through nutritional counseling, promoting food 
and water safety, dealing with medication side effects, and sug-
gesting complementary and alternative nutritional therapies 
such as the use of nutritional supplements. Population health 
nurses may also work closely with public health social work-
ers and mental health counselors to address the health restora-
tion needs of clients with HIV/AIDS and other conditions (e.g., 
hepatitis C). Although ART has increased health and quality 
of life and workforce participation among people with HIV/
AIDS tremendously, unemployment continues to be a sig-
nificant problem in this group. Population health nurses may 
need to engage in political advocacy to assure the availability of 
health restoration services for clients with these diseases. This 
may include services needed to address psychosocial as well as 
physical consequences of disease (e.g., unemployment, hous-
ing, discrimination).

Another issue related to HIV infection that requires inter-
vention involves resumption of high-risk sexual or drug use 
behaviors. Because many people perceive ART to be a “cure” 
for HIV infection, treatment may lead to continuation or reini-
tiation of behaviors that may transmit the disease to others. Re-
sumption of unsafe sexual practices may be the result of several 
factors. Treatment may lead to improved health and functional 
status, increasing sexual activity as well. In addition, treatment 
may give rise to unrealistic expectations regarding the potential 
for disease transmission, leading those with HIV infection to be 
less cautious in their sexual practices. Prevention case manage-
ment, however, has led to a decrease in transmission risk behav-
iors. Prevention case management involves providing follow-up 
counseling and educational services to clients as well as assis-
tance in dealing with other psychosocial effects of HIV infection.

Population health nurses also monitor communicable dis-
ease treatment compliance and treatment effects, particularly 
in diseases such as tuberculosis and HIV infection that require 
long-term therapy. Treatment of chronic hepatitis B, C, or D 
may also involve prolonged use of medications. In addition, 
population health nurses monitor the occurrence of adverse ef-
fects of treatment. For example, antituberculin drugs may re-
sult in hepatitis or visual disturbances, and the nurse should 
be alert to signs and symptoms of adverse effects. Treatment 
for other diseases may result in medication side effects as well, 
and population health nurses should educate clients regarding 
these effects and what clients should do about them.

Promoting treatment adherence in the face of multiple side 
effects can be difficult. Some strategies that may be effective 
in promoting compliance include reducing side effects where 
possible, simplifying the regimen to include fewer doses and 
fewer pills, establishing client trust in the efficacy of treatment, 
and tailoring therapy to fit the client’s lifestyle whenever pos-
sible. Additional approaches may include clarifying treatment 
instructions and making sure that clients understand them, 

simplifying distribution systems (e.g., providing easy access to 
medication refills), and providing frequent follow-up.

Rehabilitation may be required following some communi-
cable diseases. For example, rehabilitation may be needed to 
strengthen affected muscles or to promote individual and fam-
ily adjustment to permanent disabilities from paralytic polio-
myelitis. Active and passive range of motion may help restore 
muscle strength and prevent contractures. Maintaining skin 
integrity for clients with braces or those confined to a bed or 
wheelchair is also important. Observation for recurrent dis-
ease (even many years later) is also needed. Families may also 
require assistance in financing rehabilitative care and procur-
ing needed equipment and appliances, and population health 
nurses may collaborate with public health social workers in 
efforts to address these needs. In addition, population health 
nurses may need to be involved in political advocacy to assure 
that needed services are available to clients and their families.

Population health nurses may also need to help clients deal 
with the long-term consequences of communicable diseases. 
For example, children with anomalies or developmental dis-
abilities due to congenital rubella syndrome or congenital 
syphilis will need ongoing care, and their families will need 
emotional support and assistance in finding resources to deal 
with their children’s disabilities. Support may also be needed 
for long-term behavior changes required to prevent infecting 
others with HIV or hepatitis. Population health nurses may 
also need to function as advocates to prevent stigmatization 
and discrimination and to foster clients’ integration into the 
community to the extent permitted by their health status. For 
example, nurses may need to educate those who interact with 
HIV-infected clients about how HIV infection is and is not 
transmitted. Similarly, when working with children with AIDS, 
advocacy by the population health nurse may necessitate plan-
ning activities that foster normal growth and development in 
each child.

Assistance may also be needed in dealing with the financial 
impact of HIV infection and other diseases that have long-
term treatment needs. The population health nurse can help 
in this respect by referring clients and their families to sources 
of  financial assistance. Advocacy by population health nurses 
may be required to ensure client eligibility for financial assis-
tance programs. This may involve political advocacy for health 
policy changes at state or national levels.

For a few communicable diseases, health restoration with 
individual clients entails preventing reinfection. This does not 
apply to the majority of the diseases discussed in this chapter 
because they result in immunity. For example, hepatitis A con-
fers immunity against reinfection with hepatitis A, but does 
not provide immunity to other forms of hepatitis. Similarly, 
varicella, measles, and mumps usually confer immunity, and 
clients do not become reinfected. Some diseases, however, do 
not produce immunity, and reinfection is possible and even 
likely if clients do not change risk behaviors. For example, cli-
ents may be reinfected with gonorrhea or Chlamydia as a result 
of continued unprotected sexual activity. Similarly, reinfection 
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with syphilis is possible unless the disease has progressed to 
the point of immunity, by which time the risk for long-term 
complications is quite high. Population health nurses need 
to educate clients about the potential for reinfection and the 
need for behavior changes to reduce the risk of reinfection. 
For example, nurses might educate clients about the need for 
condoms during sexual intercourse or educate IDUs on harm-
reduction strategies such as not sharing needles or other drug 
paraphernalia.

Health systems must also be in place to meet the health res-
toration needs of clients with communicable diseases. At the 
level of public policy, population health nurses may need to 
engage in political advocacy to assure necessary funding for 
assistance programs for clients experiencing long-term needs 
related to the effects of communicable diseases.

Health restoration at the community level is directed toward 
preventing the spread of disease and providing access to long-
term care services. Measures to prevent the spread of disease in 
the population include many primary prevention measures for 
individuals such as immunization and identification, notifica-
tion, and prophylactic treatment of contacts. Changes in risk 
behaviors among persons who are chronic carriers of infection 
can also serve to prevent dissemination of disease.

Isolation or quarantine of infected or exposed persons may 
also prevent further spread of some communicable diseases 
within the community. Isolation is the process of limiting the 
movement and interactions of people who have a communi-
cable disease to prevent the spread of the disease to others. 
 Quarantine, on the other hand, is a restriction on the move-
ments of healthy people who have been exposed to a particular 
disease. In both strategies, people who have the disease or have 
been exposed to it are kept separated from the well population.

Both isolation and quarantine may be voluntary procedures in 
which people who are infected or exposed self-limit their activi-
ties to prevent the spread of the disease to others. Staying home 
from work or school when one is ill is a simple example of vol-
untary isolation. Isolation or quarantine may also be mandated 
by legal authority at local, state, or national levels. As we saw in 
Chapter 2 , quarantine was initiated as a strategy for contain-
ing the spread of epidemics from one population to another. The 
length of the period of quarantine varies from disease to disease, 
but generally is for a period of time equal to the farthest limits of 
the incubation period for the disease. For example, the incuba-
tion period for diphtheria is 2 to 5 days. Adults who work with 
unimmunized children or handle food are restricted from work 
for 7 days or until treated and found not to be carriers by means 
of nose and throat cultures. In other instances, quarantine may 
only be imposed until people exposed to a microorganism such 
as aerosolized anthrax spores can be decontaminated through a 
shower and a change of clothes. Quarantine and isolation may 
also be imposed on a long-term basis for certain diseases. For ex-
ample, people with communicable TB who refuse treatment may 
be forcibly isolated from others.

Population health nurses may need to be advocates for 
long-term isolation of people who pose a risk of communi-
cable disease to the public and initiate isolation procedures 

when absolutely necessary. At the same time, they need to be 
advocates for those with communicable diseases to be sure that 
mandatory isolation and quarantine procedures are warranted, 
that designated legal processes are followed, and that neither 
process is used to discriminate against vulnerable population 
groups. For example, population health nurses have been ac-
tively involved, with other civil rights activists, in resisting pro-
posed efforts to quarantine or isolate people with HIV/AIDS.

Outbreak response is another strategy for controlling the 
spread of communicable diseases in the population. Outbreak 
response is the corollary to epidemic or bioterrorism prepared-
ness discussed in relation to primary prevention and is initiated 
once an outbreak has occurred. The two facets of a response to 
an outbreak of communicable disease are the management of 
those with the disease and interrupting disease transmission 
in the population. Steps in an outbreak response include veri-
fying the diagnosis, confirming the existence of an outbreak, 
identifying those affected and factors contributing to their ill-
ness, defining the population at risk, identifying the source and 
factors contributing to the spread of the disease, and contain-
ing the outbreak. Verification of diagnosis may involve the 
collection of specific specimens from those believed to have a 
particular disease. For example, population health nurses may 
collect stool specimens from neighborhood residents who ex-
hibit diarrhea. The existence of an outbreak is confirmed by 
examining incidence figures in light of past trends in disease 
incidence. This step in the response to an outbreak is most 
often carried out by public health officials or epidemiologists 
rather than population health nurses.

Population health nurses are often involved, however, in 
obtaining case histories of those affected to determine factors 
contributing to disease. They may also be actively involved in 
identifying additional cases of disease. For example, nurses 
may go door to door asking about family members who have 
recently experienced diarrhea in an outbreak of diarrheal dis-
ease. The data gathered from these disease investigations can 
then be used by epidemiologists and others to identify per-
sons at risk for the disease and to assist in the determination 
of the source of infection and factors influencing its spread. 
 Population health nurses may be involved in identifying the 
source of the infection by collecting samples of suspected food 
or water sources and conveying them for laboratory testing.

Population health nurses are also actively involved in strat-
egies to control the disease. Control may include managing 
cases of illness in those affected, and population health nurses 
are involved in educating people regarding disease manage-
ment and referring them for medical care as needed. They are 
also involved in educating the public on measures to prevent 
the spread of disease or on the need for mass immunization or 
PEP if available. Population health nurses may also be involved 
in surveillance for evidence of disease among people at risk, 
with follow-up care for those who become symptomatic.

Social distancing is a third approach to preventing the 
spread of communicable diseases within the population. Social 
distancing involves voluntarily limiting one’s interactions with 
others in order to prevent potential exposure to pathogenic 
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microorganisms (Thombley & Steir, 2010). Social distancing 
measures taken by individuals (e.g., avoiding crowded places 
during an epidemic or disease outbreak, not sharing food 
or beverages or personal items with others, wearing a mask 
in public places, washing hands) would be a form of illness 
 prevention. Some people may also choose to engage in reverse 
quarantine, in which well persons may choose to avoid contact 
with others as much as possible.

Social distancing measures taken at the population level 
would be interventions aimed at preventing the spread of exist-
ing disease in the community. Population-based examples of 
social distancing include closing schools and businesses or re-
stricting access to certain places. For example, hospitals might 
be closed to all but essential personnel in the event of an avian 
influenza epidemic, minimizing the exposure of well people to 
those who are ill. Canceling public events that would promote 
interaction among groups of people is another example of so-
cial distancing at the population level.

Population health nurses can educate individuals regard-
ing relevant social distancing strategies to prevent exposure to 
disease. They may also participate in policy decisions related 
to population-level social distancing activities when these are 
warranted by the mode of transmission of a particular disease. 
They can also help to avoid excessive response to the threat 
of communicable diseases by educating the public and policy 
makers regarding factors influencing disease transmission. For 

example, participation in the gay bar scene has been associated 
with increased risk of HIV infection, but closing gay bars would 
not be an appropriate social distancing strategy for preventing 
the spread of HIV infection in the gay population. Strategies 
for health restoration related to communicable diseases, in-
cluding social distancing, are summarized in Table 26-6•.

Evaluating Communicable Disease 
Control Strategies
Evaluating prevention related to communicable diseases with in-
dividual clients is based on the prevention of occurrence of dis-
ease. If drug users educated for harm reduction do not develop 
HBV or HIV infection, intervention has been successful. At the 
population level, the effectiveness of prevention of communicable 
diseases is reflected in declining incidence and prevalence rates.

The effectiveness of resolution strategies is reflected in com-
municable disease mortality and continued morbidity. For 
example, ART for HIV infection has decreased HIV/AIDS-
related mortality and prolonged survival time for infected 
 persons. Similarly, the effectiveness of TB therapy is reflected 
in the number of clients whose TB has been cured.

Evaluation of health restoration measures focuses on the 
extent to which complications of communicable diseases have 
been prevented, the extent to which reinfection occurs for 
those diseases where reinfection is possible, and the extent of 

TAbLe 26-6 Health Restoration Strategies for Communicable Disease

Focus Population Health Nursing Strategies

Monitoring compliance •	Monitor	client	compliance	with	therapy
•	Promote	compliance	with	treatment	regimens
•	Locate	noncompliant	clients	and	promote	reinitiation	of	therapy

Monitoring treatment effects •	Monitor	side	effects	and	adverse	effects	of	therapy	and	refer	for	medical	evaluation	as	needed
•	Monitor	treatment	effects	by	referring	clients	for	follow-up	testing	as	needed

Dealing with consequences •	Prevent	complications	of	communicable	diseases
•	Refer	clients	with	complications	to	rehabilitation	services	as	needed
•	Promote	adjustment	to	long-term	consequences
•	Advocate	for	the	availability	of	long-term	services	as	needed

Preventing reinfection •	Educate	clients	and	the	public	regarding	safe	sexual	practices
•	Refer	clients	for	drug	abuse	treatment,	as	needed
•	Promote/advocate	for	harm-reduction	strategies	for	IDUs

Preventing the spread of disease •	Plan	and	conduct	mass	immunization	campaigns
•	Engage	in	contact	notification
•	Promote	screening	of	blood	and	tissue	donors
•	Advocate	for	and	provide	screening	and	treatment	for	infected	pregnant	women
•	Promote	behavior	change	to	decrease	subsequent	exposure	risks
•	Promote	isolation/quarantine	of	infected	persons	when	required	and	educate	them	regarding	the	need	

for quarantine
•	Prevent	the	use	of	isolation	and	quarantine	as	discriminatory	procedures	against	vulnerable	

populations
•	Advocate	for	and	participate	in	effective	response	to	disease	outbreaks,	including	case	identifica-

tion and investigation, specimen collection, source identification, disease management, and control 
strategies

•	Educate	the	public	regarding	social	distancing	strategies	to	prevent	exposure	to	disease
•	Participate	in	decisions	regarding	population-based	social	distancing	strategies	and	educate	policy	

makers regarding their advisability and utility in specific diseases
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disability and adverse consequences resulting from communi-
cable diseases. Evaluation at each of the levels of health care is 
also reflected in the national objectives related to communica-
ble diseases discussed earlier in this chapter. The current status 
of some of these objectives is presented in the Healthy People 
2020 feature below.

In addition, the Joint United Nations Program on HIV/
AIDS (UNAIDS) has developed reporting indicators that can 
be used to evaluate country-level progress in meeting targets for 
HIV/AIDS control established in a 2011 “Political  Declaration 
on HIV/AIDS” by the United Nations General Assembly High 
Level Meeting on AIDS. These targets, intended to be achieved 
by 2015, include the following:

•	 Reducing	sexual	transmission	of	HIV	by	50%
•	 Reducing	HIV	transmission	via	injecting	drug	use	by	50%

•	 Eliminating	new	HIV	 infection	 among	newborns	 and	
 reducing AIDS-related maternal deaths

•	 Providing	ART	to	15	million	people
•	 Reducing	tuberculosis	mortality	in	people	with	HIV/AIDS	

by 50%
•	 Increasing	annual	global	funding	for	HIV/AIDS	control	

to $22 billion to $24 billion in low- and middle-income 
countries

•	 Eliminating	gender-based	abuse	and	increasing	women’s	
abilities to protect themselves from HIV

•	 Eliminating	stigma	and	discrimination	among	people	living	
with HIV through legislative provisions

•	 Eliminating	HIV-related	restrictions	on	entry,	stay,	and	resi-
dence in other countries, and

•	 Strengthening	integration	of	AIDS	response	into	global	
health and development efforts (UNAIDS, 2014)

OBjEcTIvE BASElINE (yEAr) TArgET currENT DATA (yEAr) DATA SOurcES

HIV-4. Reduce new AIDS cases among 
 adolescents and adults (per 100,000  
population over age 13)

13.8 (2007) 12.4 13 (2010) National HIV Surveil-
lance System (NHSS), 
CDC/NCHHSTP

HIV-6. Reduce new AIDS cases among  
adolescent and adult men who have sex with 
men

15,966 cases 
(2007)

14,369 16,796 (2010) NHSS, CDC/NCHHSTP

HIV-7. Reduce new AIDS cases among  
adolescents and adults who inject drugs

5,638 cases 
(2007)

5,074 4,497* NHSS, CDC/NCHHSTP

HIV-8.2. Reduce new cases of perinatally 
acquired AIDS

34 (2007) 31 18* (2010) NHSS, CDC/NCHHSTP

HIV-11. Increase the proportion of persons 
surviving more than 3 years after a diagnosis 
with AIDS

84% (2006) 92.4% NDA NHSS, CDC/NCHHSTP

HIV-12. Reduce deaths from HIV infection 
(per 100,000 population)

3.7 (2007) 3.3 2.6* (2010) National Vital Statistics 
System—Mortality  
(NVSS-M), CDC/NCHS

HIV-14.1. Increased the proportion of  
adolescents and adults tested for HIV in the 
past 12 months

17.2% 
(2006–2010)

18.9% NDA National Survey of Fam-
ily Growth, CDC/NCHS

HIV-14.3. Increase the proportion of preg-
nant women tested for HIV in the past 12 
months

72% (2006–2010) 79.2% NDA National Survey of Fam-
ily Growth, CDC/NCHS

HIV-15. Increase the proportion of adults 
with TB tested for HIV

73.3% (2008) 80.6% NDA National TB Surveillance 
System (NTSS), CDC/
NCHHSTP

HIV-17.1. Increase the proportion of 
 unmarried sexually active females aged 
15–44 years who use condoms

35.1% 
(2006–2010)

38.6% NDA National Survey of Fam-
ily Growth, CDC/NCHS

Healthy People 2020

Selected Objectives Related to Communicable Diseases
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Healthy People 2020 (Continued)

OBjEcTIvE BASElINE (yEAr) TArgET currENT DATA (yEAr) DATA SOurcES

HIV-17.2. Increase the proportion of unmar-
ried sexually active males aged 15–44 years 
who use condoms

45.8% 
(2006–2010)

50.4% NDA National Survey of 
 Family Growth, CDC/
NCHS

IID-1. Reduce, eliminate, or maintain 
 elimination of cases:
1.1. Congenital rubella syndrome
1.2.Haemophilus influenzae type b (Hib)
1.3. Hepatitis B (2–18 years)
1.4. Measles (U.S. acquired)
1.5. Mumps
1.6. Pertussis (children <1 year of age)

1.8. Wild poliovirus
1.9. Rubella
1.10. Varicella (<18 years)

0/100,000 (2008)
0.3/100,000 (2008)
0.1/100,000 (2007)
115 cases (2008)
421 cases (2008)
2,777 cases 
(2004–2008)
0/100,000 (2008)
10 cases (2008)
586,000 cases 
(2008)

0.0
0.27
0.0
30
500
2,500

0.0
10
100,000

0.0 (2011)
0.18* (2010)
NDA
142 (2011)
376* (2011)
2,744 (2006–2010)

0.0 (2011)
2 (2011)
266,000 (2011)

National Notifiable 
 Disease Surveillance 
System (NNDSS). CDC/
PHSPO
National Health Interview 
Survey (NHIS), CDC/
NCHS

IID-2. Reduce early onset group B 
 Streptococcal disease

0.28/1,000 
 newborns (2008)

0.25 0.27 (2010) National Vital Statistics 
System- Natality (NVSS-
N). CDC/NCHHSTP

IID-3. Reduce meningococcal disease 1,215 cases 
(2004–2008)

1,094 1,051* 
(2006–2010)

NNDSS, CDC/PHSPO

IID-8. Increase the proportion of vaccination 
coverage among children 19–35 months 
for DTaP, polio, MMR, Hib, hepatitis B, 
 varicella, & PCV

44.3% (2009) 80% 68.5% (2011) National Immunization 
Survey (NIS), CDC/NCHS

IID-12.12. Increase the percentage of 
 persons 18 years of age and older vaccinated 
against influenza annually

38.1 (2010–2011) 70% 39.2% (2011–2012) NIS, CDC/NCHS

IIID-12.13. Increase the percentage of health 
care personnel vaccinated against influenza

55.8% 
(2010–2011)

90% 61.5% (2011–2012) NIS, CDC/NCHS

IIID-12.14. Increase the percentage 
of  pregnant women vaccinated against 
influenza

DEV DEV NDA Pregnancy Risk  
Assessment Monitoring 
System (PRAMS), CDC/
NCCDPHP

IID-15.3. Increase hepatitis B vaccine 
 coverage in health care personnel

64.3% 90% NDA National Health Interview 
Survey (NHIS), CDC/

IID-23. Reduce new cases of hepatitis A 1/100,000 (2007) 0.3 NDA NNDSS, CDC/PHSPO

IID-25. Reduce new cases of hepatitis B in 
persons 19 years of age and older

2.0/100,000 
(2007)

1.5 NDA NNDSS, CDC/PHSPO

IID-26. Reduce new cases of hepatitis C 0.28/100,000 
(2007)

0.25 NDA NNDSS, CDC/PHSPO

IID-29. Reduce new cases of tuberculosis 4.8/100,000 
(2005)

1.0 3.4 (2011) NTSS, CDC/NCHHSTP

* Objective has achieved target. NDA = No data available
Data from: U.S. Department of Health and Human Services. (2014). Healthy people 2020: Topics and objectives. Retrieved from http://healthypeople.gov/2020/ 
topicsobjectives2020/default.aspx 
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For further information on achievement of these goals in 
specific countries, see the External Resources section of the 
 student resources site.

As of 2013, 172 countries had reported their progress on 
meeting the HIV/AIDS control targets. Overall, 35.3 million 
people were infected with HIV in 2012, but new infections had 
declined 33% from 2001. HIV/AIDS mortality had also de-
creased from 2.3 million deaths in 2005 to 1.6 million in 2012. 
Increases were seen in the use of safer sexual practices, but little 
progress had been made among sex workers and MSM. From 
2009 to 2012, a 35% decrease in the number of newly infected 
children was achieved. ART coverage among 62% of pregnant 
women with HIV infection contributed to the reduction in 
new HIV infections in children. Similarly, some progress has 

been made in the provision of ART to HIV-infected individu-
als, with 9.7 million infected people receiving therapy in 2012, 
but more work in this area is needed. TB mortality among 
HIV- infected individuals declined by 36% from 2004 to 2012, 
but only two countries with large populations of people with 
comorbid TB and HIV infection provided treatment to more 
than 50% of those affected. Finally, the global funding available 
for HIV/AIDS control in 2012 was $18.9 billion, with increased 
domestic spending in many countries (UNAIDS, 2014).

Population health nurses may be involved in collecting eval-
uative data regarding communicable disease control, including 
HIV/AIDS control measures. They may also contribute to the 
interpretation of those data and their use in developing and 
implementing new control strategies.

Communicable diseases occur through a process that in-
volves a “chain of infection” in which the causative organism 
is transmitted from an infected host through a specific mode 
of transmission that involves defined portals of entry and exit. 
Communicable disease control can involve interruption of this 
chain of events anywhere along the way.

Disease transmission occurs through airborne, fecal–oral, 
direct contact (including sexual contact), direct inoculation, in-
sect or animal bite, or other mechanisms. Each mode of trans-
mission involves specific portals by which the disease causing 
organism enters and leaves a host. Communicable diseases also 
vary in terms of their incubation periods and the presence or 
absence of a prodromal period.

Population health nurses assist in determining factors re-
lated to each of the six categories of determinants of health 
that contribute to the development and extent of a particular 

communicable disease in the population. They are also ac-
tively involved in general health promotion strategies and ill-
ness prevention strategies to prevent communicable diseases 
in individuals and populations. When communicable diseases 
do occur, population health nurses may be involved in their 
identification and treatment. They are also involved in strate-
gies to restore health following a communicable disease or to 
prevent reinfection. Finally, population health nurses are ac-
tively involved in evaluating the effects of communicable dis-
ease control measures.

Although remarkable progress has been made in controlling 
communicable diseases, they remain significant contributors to 
morbidity and mortality in the United States and throughout 
the world. Population health nurses can be actively involved in 
preventing communicable diseases and in identifying and treat-
ing them when they do occur.

CHAPTeR ReCAP

Jane is an 18-year-old college student. She lives in the dorm with 
her roommate, Sally. Shortly after Jane returned from  Christmas 
vacation, she developed a fever and severe cough. Sally per-
suaded her to see a doctor. Because it was Saturday, Jane went 
to the emergency department (ED) of the local hospital. The 
physician there made a diagnosis of pertussis. Later that night, 
he and the nurses in the ED became very busy with victims of a 

multivehicle accident. As a result, no one completed the health 
department form reporting Jane’s pertussis until 2 days later.

By the time a population health nurse contacted Jane to 
complete a pertussis case report, Sally and several other girls 
in Jane’s dorm had also developed pertussis. Sally gave it to her 
boyfriend, who exposed those in his classes. One of the women 
in his English class just had a baby a month ago.

CASe STuDy A Communicable Disease Outbreak

M26_MARY9591_06_SE_C26.indd   782 06/09/14   7:58 PM



chaPter 26 communicable Diseases  783

The university has a policy that all students provide verifica-
tion of immunizations on admission before enrolling in classes. 
The student health center reviews student immunization records 
and notifies students of any deficiencies. They do not, however, 
follow up on whether the deficient immunizations were ob-
tained. There is also no mechanism for creating a registration 
“hold” for students with deficient immunizations. A review of 
cases in this outbreak indicated that approximately three quar-
ters of those affected, including the woman with the new baby, 
had not received a pertussis booster as adolescents and the re-
maining quarter had never been immunized for pertussis.
1. Based on the information presented in the case description, 

what biological, psychological, environmental, sociocultural, 
behavioral, and health system factors are operating in this 
situation? What additional determinants might influence 

the situation? How might you assess for the presence or ab-
sence of these determinants?

2. What preventive measures could have been employed to 
prevent this situation? What prevention measures are appro-
priate at this point?

3. What problem resolution and health restoration interven-
tions by the population health nurse are appropriate at this 
time?

4. What roles might the population health nurse perform in 
dealing with this situation? What other public health per-
sonnel might the population health nurse collaborate with 
in addressing the situation?

5. How would you evaluate the effectiveness of interventions in 
this situation?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Describe personal and population effects of chronic physical health problems.

 2. Identify biological, psychological, environmental, sociocultural, behavioral, and health system 
factors that influence the development of chronic physical health problems.

 3. Describe strategies for health promotion related to chronic physical health problems and analyze 
the role of the population health nurse related to each.

 4. Discuss major foci in prevention of chronic physical health problems and identify related 
population health nursing roles.

 5. Identify the major aspects of resolving existing chronic physical health problems and analyze 
population health nursing roles with respect to each.

 6. Analyze population health nursing roles related to health restoration in relation to chronic 
physical health problems.

Chronic Physical Health  
Problems27
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Fostering Research on Kidney Disease

In 1950, Ada and Harry DeBold’s young son developed nephrosis, a condition for which there 
was no known cure. In an attempt to help their son, they initiated the Committee for Nephrosis 
Research, which became the National Nephrosis Foundation and in 1964 became the National 
Kidney Foundation (NKF). Despite her child’s death at age four, Ada DeBold continued to raise 
funds for research and patient services. In 1956, the foundation undertook the first major national 
fund-raising campaign and raised $400,000. Research led to the development of a Teflon shunt 
in 1960 that permitted dialysis treatment; converting kidney disease to a chronic condition, rather 
than a terminal illness. NKF continues to provide public- and patient-focused education, support 
for research, and advocacy for people with kidney disease. NKF has also been instrumental in 
the development of clinical practice guidelines for nephrology care and helped create an interna-
tional program “Kidney Disease: Improving Global Outcomes,” which published guidelines related 
to hepatitis C in the context of kidney disease. That effort was followed by publication of seven ad-
ditional sets of guidelines. Education of health care providers regarding kidney disease is another 
significant focus for the foundation (National Kidney Foundation, n.d.).
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Afya means “good health” in Swahili. Afya is also the name of a charitable organization that works 
to meet health resource needs in Africa and the Caribbean. Founded by physical therapist Danielle 
Butin, Afya focuses on supplying needed supplies, equipment, and humanitarian provisions to 
developing countries in these regions. Rather than just sending truckloads of supplies that may or 
may not meet local needs, Afya conducts in-county needs assessments to determine specific equip-
ment and supplies needed. Needs are met through donations of surplus equipment and supplies 
from U.S. health care institutions, corporations, and private individuals. Individuals and families 
can donate home care equipment, such as walkers and wheelchairs, when it is no longer needed. 
Available goods are entered in a computer-based inventory from which health organizations and 
professionals can select items to meet specific needs (Afya Foundation, n.d.).

In addition, Afya supports other projects to meet identified needs. For example, in Haiti, plastic 
bottles gleaned from trash piles are used to create lightweight and portable beds and stools to help 
people keep themselves and their possessions out of the periodic flooding following heavy storms. 
Another project involved training “Rehab Techs” to deliver home care rehabilitation services and 
products in tent cities housing survivors of the 2010 earthquake in Haiti (Afya Foundation, n.d.).

Because of the effectiveness of control measures de-
veloped for many previously fatal communicable 
diseases, chronic health problems have largely re-
placed communicable diseases as the leading causes 

of death and disability in the United States and elsewhere in 
the world. Each year, millions of people worldwide experience 
the suffering and the economic costs associated with chronic 
health problems, and many die as a result. An estimated 145 
million people in the United States, half of the total popula-
tion, experience at least one chronic condition. This figure is 

expected to increase by 1% per year to 171 million people by 
2030  (Improving Chronic Illness Care, n.d.). Globally, non-
communicable conditions account for 63% of all deaths and 
outstrip communicable disease mortality in all World Health 
Organization (WHO) regions except Africa (WHO, 2011).

A chronic disease is a condition that persists over a signifi-
cant period of time that is not amenable to cure, but can be con-
trolled (University of Michigan, Center for Managing Chronic 
Disease, 2011). Chronic conditions are characterized by uncer-
tain or complex etiologies, multiple risk factors, typically long 

M27_MARY9591_06_SE_C27.indd   792 06/09/14   8:06 PM



chaPter 27 chronic Physical health Problems  793

periods of latency prior to symptom development, a prolonged 
course of illness, noncommunicability, functional impairment 
or disability, and an absence of a cure. The standard definition 
and characteristic features, however, are somewhat blurred by 
the advent of long-term communicable diseases such as tu-
berculosis, HIV/AIDS, and chronic forms of hepatitis. A more 
useful definition has been proposed by an organization called 
Improving Chronic Illness Care, which notes that a chronic con-
dition is any condition that requires a protracted period of inter-
action with the health care system and ongoing lifestyle changes 
for those affected (Improving Chronic Illness Care, n.d.). Based 
on this definition, chronic conditions include diseases, injuries 
with lasting consequences, and other enduring abnormalities.

Chronic health problems may be either physical or emo-
tional, and both types of chronic conditions are addressed in the 
national health objectives developed for the year 2020. These ob-
jectives and current levels of achievement may be viewed at the 
Healthy People 2020 website. In this chapter, we address chronic 
physical health problems. Chronic emotional conditions are ad-
dressed in Chapter 28 . Information on selected objectives and 
their achievement is included at the end of this chapter.

From a population health perspective, the goals of chronic 
disease prevention and control include reducing their inci-
dence in the population or delaying their onset or the develop-
ment of resulting functional disability. Additional goals include 
alleviation of suffering and improving the quality and length of 
life for those experiencing chronic physical health problems. 
Unfortunately, a number of deficiencies have been identified in 
chronic disease control efforts nationally and internationally. 
These deficiencies include failure to use established practice 
guidelines for the prevention and treatment of chronic con-
ditions, lack of coordination of care, lack of active follow-up 
to determine the effects of care, and inadequate education of 
the public and those affected relative to prevention and self-
management of chronic health problems (Improving Chronic 
Illness Care, n.d.). Population health nurses can be actively in-
volved in resolving these deficiencies and in changing health 
care delivery from a reactive stance once problems develop to 
a proactive focus on prevention and effective management that 
minimizes consequences of chronic conditions.

Individual, Family, and Societal 
Effects of Chronic Physical  
Health Problems
Chronic health problems can arise from a variety of sources. 
For example, some people are born with chronic health prob-
lems. Conversely, a person might develop a chronic disability 
as a result of a serious accident or because of a disease such 
as arthritis, cardiovascular disease (CVD), chronic respiratory 
diseases, or cancer. Some chronic conditions, such as some 
cancers, may result in death. Others, such as arthritis, although 
not fatal, cause persistent pain and disability.

The effects of chronic health conditions are not only experi-
enced by individuals. Families, population groups, and society 
at large are also affected by the consequences of chronic health 
problems.

Individual Effects
The advent of a chronic condition has many personal effects 
for individual clients. Possible long-term consequences of 
 disease and injury include pain and suffering, hospitalization, 
disability, and diminished quality of life.

Pain and suffering are frequent accompaniments to chronic 
health problems, and chronic pain is itself considered an ill-
ness. According to the National Research Council (2011), ap-
proximately 100 million Americans experience chronic pain at 
an annual cost to U.S. society of $560 to $635 million. These 
costs are the result of medical care for pain and lost produc-
tivity among those affected. Pain has physical and physiologic 
effects as well as psychological and cognitive ones, and is a 
significant contributor to poor quality of life in people with 
chronic health problems. The constant battle with chronic pain 
can be disheartening and can lead to depression and possible 
suicide. Population health nurses can advocate for effective 
management of chronic pain and promote the use of appropri-
ate pharmacologic and nonpharmacologic management strate-
gies. Pain management with respect to chronic health problems 
is addressed in more detail later in this chapter.

Pain and other consequences of chronic health problems 
often lead to diminished functional capability and disabil-
ity. The United Nations Convention on the Rights of Persons 
with  Disabilities noted that disability is a fluid concept that 
reflects societal attitudes and environmental circumstances 
(Rutkow, Vernick, Tung, & Cohen, 2013). Conditions that 
result in  disability for one person may not be disabling for 
another individual. WHO has delineated three dimensions 
of disability: the impairment of bodily structure or function, 
activity limitations, and consequent restrictions in participa-
tion in normal daily activities (Benjamin et al., 2013). The U.S. 
 Census  Bureau (2010) defined disability in the context of dif-
ficulty with any of six categories of function addressed in the 
American  Community Survey (vision, hearing, ambulation,  
cognition, self-care, and independent living) within three 
 domains of  disability:  communication, activities of daily liv-
ing (ADLs), and instrumental activities of daily living (IADLs). 
WHO described disability  as a complex phenomenon arising 
from interactions between one’s physical health and functional 
status and the society in which one lives (2014). Disability re-
sults from impairments, activity limitations, and participation 
restrictions. Impairment involves an alteration in bodily struc-
ture or function, whereas an activity limitation is difficulty in 
performing a given task. Participation  restriction is an inabil-
ity to take part in ordinary social interactions (WHO, 2014). 
According to the U.N. Convention on the Rights of Persons 
with Disabilities, disabled persons are people with long-term 
physical, mental, intellectual, or sensory impairments that may 
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interfere with their ability to participate equally in the society 
in which they live (Rutkow et al., 2013). Disability results when 
health conditions and their interaction with contextual  factors 
interfere with one’s ability to function in ways that are ex-
pected or desired. For example, a person in a wheelchair whose 
workplace accommodates his or her mobility limitations is 
not  disabled. The same person, however, might be considered 
disabled in another country where buildings have not been de-
signed to facilitate wheelchair access.

An estimated 16% of U.S. adults (37.5 million people) have 
some form of disability, and 43% of them experience more than 
one functional limitation. Although the prevalence of disability 
tends to increase with age, more than a third of people with dis-
abilities in the United States are between 45 and 64 years of age 
(Benjamin et al., 2013). According to the National Center for 
Health Statistics (NCHS, 2014b), in 2012, 45.6 million people 
18 to 64 years of age in the United States had at least one limi-
tation in basic activities of daily living, and 23.8 million had at 
least one complex activity limitation related to self-care, work, 
or social interaction. Among older adults (over age 65), 22.5 
million experienced basic activity limitations and 12.8 million 
had complex activity limitations. For example, nearly 15% of 
women and 10% of men needed help with personal care activi-
ties (NCHS, 2011d). Based on 2012 National Health Interview 
Survey data, 16% of the U.S. population experienced hearing 
problems, 8.8% had vision problems, and more than 7% were 
unable to walk a quarter of a mile without difficulty (Centers 
for Disease Control and Prevention [CDC], 2014).

Some chronic health conditions may make a greater con-
tribution to disability than others. For example, nearly 17% of 
people with diabetes experienced visual impairment in 2010 
(Burrows, Hora, Li, & Saaddine, 2011), and stroke and ar-
thritis are significant contributors to overall disability figures 
(CDC, 2012d, 2013e). In July 2005, the U.S. Surgeon General 
issued a Call to Action to Improve the Health and Wellness of 
Persons with Disabilities. The four goals of this initiative are to 
(a) promote public understanding of disability and the capa-
bilities of persons with disability, (b) increase the capability of 
health care providers to provide holistic care to persons with 
disabilities, (c) assist persons with disabilities to promote their 
own health, and (d) enhance access to the care and services re-
quired to promote independence among those with disabilities 
(Office of the Surgeon General, 2005). Population health nurs-
ing intervention and advocacy will be required to accomplish 
these goals. For example, population health nurses may need to 
advocate for holistic care for people with disabilities that meets 
more than physical health needs. Political advocacy may also 
be needed to assure access to needed services or to promote en-
vironmental changes that limit the disabling effects of chronic 
conditions.

In addition to a diminished quality of life, the  presence of 
disability may impede other health-related behaviors. For ex-
ample, women with disabilities may be less likely than those 
without disabilities to receive Papanicolau smears or mammo-
grams due to mobility difficulties. People with  disabilities are 

also more likely than those without to report poor health, 39% 
versus 9% in one report (Benjamin et al., 2013). This leads to 
increased health care utilization, with people with disabilities 
accounting for almost 40% of emergency departments visits 
each year (Rasch, Gulley, & Chan, 2012).

Activity limitations engendered by disability often require 
a change in lifestyle. Individuals with arthritis, for example, 
may need to adjust to their inability to do some things that 
they have done in the past or may need to learn to use special 
implements to accomplish everyday tasks like closing a zipper 
or buttoning a shirt. Similarly, clients with chronic respiratory 
conditions may find that they are less able to engage in vigor-
ous activity than in the past and may require more frequent 
rest periods. The client seriously injured in an automobile ac-
cident may need to adjust to using a wheelchair. Frequently, 
such physical limitations make it necessary to rely on others 
to perform routine tasks of daily living. This enforced depen-
dence on others may, in turn, adversely affect an individual’s 
self-image.

Even when activities are not restricted, the presence of a 
chronic health problem usually requires lifestyle adjustments. 
For the person with diabetes or a heart condition, for example, 
changes in diet are required. The person with diabetes may also 
need to make changes in eating patterns. This might mean not 
skipping meals or not eating on the run.

The pain, lifestyle changes, decreased activity levels, and 
impaired mobility associated with chronic conditions can con-
tribute to social isolation. The chronically ill individual may 
be less able to interact with others in familiar patterns or be 
unable to engage in activities that friends and family enjoy. 
 Consequently, this person may feel left out unless concerted 
efforts are made to incorporate him or her into family and 
community life. Advocacy may also be required to address 
 integration of those with disabilities into the everyday life of 
society. The David L. Bazelon Center for Mental Health Law 
has developed a set of principles for societal integration of peo-
ple with disabilities that include rights to the following:

•	 Opportunities	to	live	like	others	with	respect	to	residence,	
employment, and social interactions

•	 Control	over	their	own	lives	and	daily	schedules
•	 Control	over	where	and	how	they	live
•	 Employment	in	nonsegregated	workplaces	with	access	to	

supports necessary to promote productivity
•	 Independent	housing	other	than	group	homes
•	 Opportunities	to	make	informed	choices
•	 Government	funding	to	support	 implementation	of	the	

principles. (David L. Bazelon Center for Mental Health Law, 
2013)

Family Effects
Chronic health problems have effects on families as well as on 
the individual affected. Family members with chronic condi-
tions may no longer be able to fulfill their normal family roles, 
necessitating role reallocation and possibly role overload for 
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other family members. Restructuring of family roles may also 
affect relationships among family members, changes in self-
image and anger for the member with a chronic disease, and 
increased stress for other family members. Family members 
may also have to give up work to care for a disabled member, 
limiting both the opportunity for respite and family income.

Finally, chronic health problems often entail consider-
able financial burden for both individuals and families. Most 
chronic conditions require the individual to take prescribed 
medications for the rest of his or her life, and the cost can esca-
late rapidly. Add to this the cost of frequent visits to health care 
providers to monitor the condition and the effects of therapy. 
Moreover, many individuals with chronic conditions require 
expensive special equipment or services. Disabled individu-
als are more likely than those who are not disabled to put off 
needed health care because of costs and are more likely to live 
in poverty (Beckles & Truman, 2011). Population health nurses 
may need to advocate for services and financial assistance for 
families affected by chronic health conditions.

Societal Effects
Chronic conditions also affect the general population. These 
effects are reflected in financial costs to society, morbidity, and 
mortality.

FINANCIAL COSTS. Chronic health problems cost society 
millions of dollars each year, and the annual costs of disability 
related to chronic health conditions amount to approximately 
$400 billion in health care costs alone (Benjamin et al., 2013). 
Societal costs of chronic health conditions include the direct 
medical costs of care, the indirect medical costs (e.g., home 
modification, special education), and other indirect costs such 
as productivity losses due to the inability to work, limitations 
on work ability, or premature death. Societal costs due to lost 
productivity may also apply to family caretakers who cannot be 
employed because of their caretaking responsibilities.

U.S. medical care related to stroke resulted in costs of $18.8 
billion in 2008, with half of this amount spent on hospitaliza-
tion (Hall, Levant, & De Frances, 2012). Cancer costs in the 
United States amount to 1.7% of the total gross domestic prod-
uct (GDP), but are higher in other countries. For example, in 
Hungary an estimated 3.05% of the GDP is spent on cancer 
care. Worldwide, an estimated $180 billion is spent each year 
on cancers of the lung, bronchus, and trachea alone. In 2008, 
the total global cost of cancer in terms of premature death and 
disability and excluding direct treatment costs was an esti-
mated $895 million or 1.5% of the global GDP. Other chronic 
conditions account for significant costs as well. For example, 
the global costs of heart disease (excluding treatment costs) 
in 2008 was $753 billion, with cerebrovascular disease costing 
$298.2 billion, diabetes $204.4 billion, and chronic obstructive 
pulmonary disease (COPD) $203.1 billion (American Cancer 
Society, 2010).

In the United States, 2010 expenditures for cardiovascular 
diseases, including heart disease and stroke, amounted to $444 

billion (Farley et al., 2012), and direct medical care costs re-
lated to hypertension amount to $47.5 billion per year (CDC, 
2013a). In 2007, the direct medical costs for diabetes care were 
$116 billion, with another $58 billion related to disability, lost 
productivity, and premature mortality, for a total cost of $174 
billion (CDC, 2011a). Arthritis, the most common cause of 
disability, accounts for $128 billion in expenditures per year 
(Cheng, Hootman, Murphy, Langmaid, & Helmick, 2010), and 
the medical costs for obesity amount to $147 billion annually 
(Hootman, Helmick, Hannan, & Pan, 2011). Similarly, second-
hand smoke exposure related to mortality and years of produc-
tive life lost amounted to $6.6 billion in 2006 (Max, Sung, & 
Shi, 2012). 

Accidental injuries also contribute a major portion of soci-
etal costs related to chronic conditions. In 2009, for example, 
productivity and lost wages costs for all unintentional injuries 
amounted to $357.4 million, with another $147.3 for medi-
cal costs (National Safety Council, 2011). According to a re-
port prepared for the Institute of Medicine (IOM), the annual  
direct and indirect costs of epilepsy are estimated at $15.5 billion  
(National Center for Chronic Disease Prevention and Health 
Promotion [NCCDPHP], 2011b), with direct medical costs 
amounting to $9.6 billion per year. Indirect costs of epilepsy 
due to lost productivity and quality of life are believed to be far 
higher (England, Liverman, Schultz, & Strawbridge, 2012). It 
would seem clear from these cost figures alone that the United 
States can no longer bear the burden of chronic disease and must 
take steps to control these and other chronic conditions.

MORBIDITy AND MORTALITy. Societal costs of chronic 
health conditions are measured not only in dollars but also in 
terms of the extent of morbidity resulting from these conditions. 
Although some progress has been made in preventing mortality 
due to chronic conditions, their prevalence has been increasing 
over the years. Because the reporting of chronic health condi-
tions is not mandatory, however, prevalence  figures probably 

Hypertension is one of the most prevalent chronic health 
problems. (Kurhan/Fotolia)
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grossly underrepresent the extent of these conditions in the 
population.

Approximately half of all Americans are dealing with some 
form of chronic condition in themselves or in family mem-
bers. Twelve percent of U.S. children have special care needs, 
and 23% of those children experience significant effects of 
their conditions. Among adults, 7% of those 45 to 54 years of 
age and 37% of those over age 75 are managing three or more 
chronic conditions (Ryan & Sawin, 2009). Chronic disease 
mortality also poses a significant burden in the United States 
and worldwide. In 2008, for example, noncommunicable dis-
eases accounted for 63% of all deaths worldwide or 36 million 
deaths (WHO, 2011). U.S. age-adjusted heart disease mortal-
ity in 2010 was 179.1 per 100,000 population, while cerebro-
vascular mortality was 39.1 per 100,000, and mortality due to 
malignant neoplasms was 172.8 per 100,000. Mortality rates 
per 100,000 population for chronic lower respiratory diseases, 
unintentional injury, diabetes, and cirrhosis were 42.7, 38.0, 
20.8, and 9.4 per 100,000 people, respectively (NCHS, 2014b). 
In 2010, an estimated 200,070 avoidable deaths occurred in the 
United States as a result of heart disease, stroke, and hyper-
tension, a decline of 29% from 2001 (Schieb, Greer, Ritchey, 
George, & Casper, 2013). Similarly, declines in mortality for 
other conditions have been achieved. For example, in-hospital 
stroke mortality increased from 21% in 2005 to 23.7% in 2009, 
but ischemic stroke mortality declined from 6.2% to 5.1% 
(George, Tong, & Yoon, 2011). Age-adjusted cardiovascu-
lar mortality decreased by more than 30% from 1999 to 2009, 
and cancer mortality declined by almost 12% in the same time 
 period (NCHS, 2011a).

In spite of these gains, however, the incidence and preva-
lence of chronic conditions continue to rise. Approximately one 
third of Americans have hypertension, and the self-reported 
prevalence of hypertension increased from nearly 26% to more 
than 28% from 2005 to 2009, with nearly 60% of people over 65 
years of age affected (Fang, Ayala,  Loustalot, & Dai, 2013). By 
2009–2012, this figure had increased to 30% of the U.S. popula-
tion (NCHS, 2014b). Based on data from the  National Health 
and Nutrition Examination  Survey (NHANES) from 2005 to 
2008, less than 44% of people who have been diagnosed with 
hypertension have their blood pressure under control, with men 
less likely to achieve control than women (Keenan & Rosendorf, 
2011). In addition, approximately 14 million Americans with 
hypertension are unaware of their disease status (CDC, 2013a). 
Hypertension accounted for 38.9 million medical office visits 
and 3.6 million outpatient department visits in 2010 and re-
sulted in 26,634 deaths (NCHS, 2014c).

Hypertension is a major risk factor for heart disease and 
stroke (Fang et al., 2013). According to the 2009 Behavioral 
Risk Factor Surveillance Survey (BRFSS), a median of 5.9% of 
the population across the states had coronary heart disease (Li 
et al., 2011). Coronary heart disease prevalence decreased from 
6.7% of the population to 6% between 2006 and 2010 (Fang, 
Shaw, & Keenan, 2011). Despite this decline, approximately 
300,000 people experience an out-of-hospital cardiac arrest 

each year, and 92% of them die. Part of the reason for this level 
of mortality is the failure of bystanders to provide CPR (only 
a third of cases from 2005 to 2010 received bystander CPR) or 
treat the arrest with an automated external defibrillator (AED) 
(3.7%) (McNally et al., 2011).

Over 6.2 million people in the United States have experi-
enced a stroke, and stroke is the fourth leading cause of death. 
In 2010, the stroke mortality rate was 41.9 deaths per 100,000 
population (NCHS, 2012). From 1999 to 2009 the rate of hospi-
talization for stroke declined by 20% for persons 65 to 74 years 
of age, 24% for those in the next decade, and 20% for those 85 
years of age and older. Despite these gains, more than a million 
stroke hospitalizations occurred in 2009 (Hall et al., 2012).

Diabetes is another significant contributor to both heart dis-
ease and stroke. In 2010, 26 million people in the United States 
had diabetes, and another 79 million were prediabetics (CDC, 
2012b). Prediabetes is a condition in which blood glucose and 
HgA1c levels are higher than normal, but not yet high enough 
for a diagnosis of diabetes. Only approximately 11% of those 
with prediabetes are aware of the condition and, without inter-
vention and changes in lifestyle, are at risk for progression to 
diabetes (Li, Geiss, Burrows, Rolka, & Albright, 2013). Diabetes 
prevalence increased by more than 82% from 4.5% in 1995 to 
8.2% in 2010 among people 18 years of age and older (Geiss et al.,  
2012). Diabetes incidence and prevalence data are available 
by state from the web-based atlas created by the Division of 
 Diabetes Translation (2014). For further information about 
the atlas, see the External Resources section of the student re-
sources site.

Cancer incidence across all types of cancers was 443.1 per 
100,000 population in 2010 (NCHS, 2014b). In the 2009 BRFSS, 
a median of 9.9% of U.S. adults reported having had a diagnosis 
of cancer (Li et al., 2011), and 1.4 million invasive cancers were 
diagnosed that year (Singh, Henley, Wilson, King, & Eheman, 
2013). Survival rates have improved for most cancers. Survival 
rates reflect the number of people with a diagnosed condition 
who are still alive after a given period of time (usually 5 or 10 
years for most cancers). From 1971, the number of U.S. cancer 
survivors increased from 3 million to 11.7 million from 1971 
to 2007 (Rowland et al., 2011). One of the Healthy People 2020 
objectives is to increase overall 5-year cancer survival rates to 
72.8% of those diagnosed. In 2009, 65.5% of those with a cancer 
diagnosis had survived for at least 5 years (U.S. Department of 
Health and Human Services [USDHHS], 2014a), and 39% of 
people with cancer responding to the 2009 BRFSS had survived 
for more than 10 years (Underwood et al., 2012). Reasons for 
increased survival rates include earlier diagnosis as a result of 
cancer screening programs, the availability of more effective 
therapies, prevention of secondary disease among persons with 
cancer, and a decrease in mortality from other causes, leading 
to longer survival with cancer. Care of cancer survivors will as-
sume greater importance as this objective is achieved and will 
be addressed in more detail later in this chapter.

Asthma affects about 25.7 million adults and children in the 
United States, and the number of those affected increased by 
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nearly 3% per year from 2001 to 2010 (Moorman et al., 2012). 
In the 2006–2008 National Health Interview Survey, current 
asthma prevalence was 9% among children and 7.3% among 
adults (Moorman, Zahran, Truman, & Molla, 2011). As noted 
in Chapter 16 , asthma accounts for more school absences 
than any other condition, and in 2008 children with asthma 
missed 10.5 million school days. Asthma is also a significant 
problem in the workplace, and one in six people with asthma 
experience a worsening of their condition due to occupational 
exposures. In addition, approximately 11 million U.S. work-
ers are exposed to at least one asthmagen in the workplace 
 (American Lung Association, 2014a). Typical asthma triggers 
at work include mold; dust; gases, fumes, and vapors; second-
hand smoke; cleaning and personal care products; animal 
dander; and stress. Outdoor workers may also encounter air 
pollutants and vehicle exhaust (American Lung  Association, 
2014b). In 2008, 34% of workers with asthma missed at 
least 1 day of work for a total of 14.2 million work days lost 
 (Akinbami, Moorman, & Liu, 2011).

Chronic lower respiratory disease, mostly due to chronic 
obstructive pulmonary disease or COPD, is the third leading 
cause of death in the United States and affects 5.1% of the adult 
population (Herrick et al., 2012). Nearly 30% of those with 
COPD have a history of asthma (Kosacz et al., 2012), but less 
than half (48%) report daily use of medications to improve 
respiratory function and only 82% have ever had a diagnostic 
breathing test (Herrick et al., 2012).

Arthritis is one of more than a hundred conditions af-
fecting joints and connective tissue. Arthritis contributes 
to nearly a quarter of disability in older people (Hootman, 
Helmick, & Brady, 2012). Based on NCHS data for 2012, 22% 
of the noninstitutionalized population in the United States 
(51.8 million people) had arthritis, and an additional 303,000 
nursing home residents (20%) were affected (NCHS, 2014a). 
In addition, a third of those with arthritis experience severe 
pain, and 11% are restricted in social interactions because 
of the disease (Benjamin et al., 2013). Arthritis also affects 
300,000 children. By 2030, an estimated 67 million people will 
suffer from arthritis, and 25 million will experience activity 
limitations (CDC, 2012d).

Epilepsy is another chronic condition that contributes to 
morbidity and mortality in the United States and elsewhere. 
An estimated 2.2 million persons in the United States have 
epilepsy, and approximately 150,000 new cases are diagnosed 
each year. An estimated 1 in 26 people will develop epilepsy 
at some point in their lives (England et al., 2012). More than 
a third of people with epilepsy continue to experience sei-
zures despite medications. Epilepsy has been linked to social 
stigma, lost productivity, and decreased quality of life for 
those affected (NCCDPHP, 2011b). In addition, people with 
epilepsy are at increased risk for premature mortality due to 
cardiovascular disease, stroke, hypertension, and respiratory 
diseases (Kadima, Kobau, Zack, & Helmers, 2013).

Chronic kidney disease (CKD) is the ninth leading cause 
of death in the United States (CDC, 2013b). An estimated  

26 million people have chronic kidney disease, and millions 
more are at risk. Diabetes and hypertension are major risk fac-
tors for CKD (National Kidney Foundation, 2013).

Accidental injuries are another source of chronic disability, 
and their long-term consequences constitute chronic health 
conditions of concern to population health nurses. In 2010, 
for example, 21,000 deaths and 2.6 million nonfatal injuries 
occurred as a result of motor vehicle accidents (CDC, 2013c). 
Worldwide motor vehicle accidents kill 3,500 people each day 
and injure or disable 50 million more each year (CDC, 2012e), 
but traffic accidents are not the only cause of unintentional 
 injuries. In 2010, in the United States, 120,589  unintentional 
injury deaths occurred for an age-adjusted mortality rate of 
37.89 deaths per 100,000 population (National Center for 
Injury Prevention and Control [NCIPC], 2013a). In 2012, 
the age-adjusted rate for nonfatal unintentional injuries was 
9,480.61 per 100,000 people, amounting to 29.4 million injuries 
(NCIPC, 2013c). NCIPC (2013b) has developed a reporting 
system for injury statistics that includes injury deaths, violent 
deaths, and nonfatal injuries that permits population health 
nurses to determine unintentional injury rates in their own  
areas and assist in designing appropriate control measures. 
For further information about the web-based Injury Statistics 
Query and Reporting System (WISQARS), see the External 
 Resources section of the student resources site.

Some of the increase in incidence and prevalence figures for 
chronic health problems is attributable to better diagnosis as 
well as to the ability to prevent deaths due to these conditions. 
These and similar figures for other chronic conditions, how-
ever, indicate that Americans are making little progress in the 
prevention of chronic health problems.

Population Health Nursing 
and Chronic Physical Health 
Problems
Factors related to biological, psychological, environmental, 
sociocultural, behavioral, and health system determinants can 
increase the risk of an individual or a population group with 
respect to a particular chronic condition. Conversely, determi-
nants may help protect against chronic health problems. In ad-
dition, the presence of a chronic health problem might affect 
factors in each of these areas.

Assessing Risks for and Effects of Chronic 
Physical Health Problems
Population health nurses assess both individual clients and 
populations for risk factors that contribute to the develop-
ment of chronic physical health problems. They would also as-
sess for the presence of chronic conditions and their effects at 
both individual and population levels. The assessment would 
be framed in the context of the six categories of determinants 
of health.
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Global Perspectives

In 2010, the World Health Organization (WHO) published its 
Global Status Report on Noncommunicable Diseases (WHO, 
2011). Based on the report, nearly two thirds (63%) of all deaths 
worldwide in 2008 resulted from noncommunicable conditions, 
particularly cardiovascular disease, diabetes, cancer, and chronic 
respiratory diseases. In all regions of the world except Africa, 
noncommunicable conditions outstripped communicable dis-
eases as a cause of death. Four-fifths of these deaths occurred in 
low- and middle-income countries, including more than 80% of 
deaths due to cardiovascular disease and diabetes, nearly 90% 
of COPD deaths, and two thirds of cancer deaths. In addition, 
deaths due to these conditions occur at younger ages in lower-
income countries, with 29% of deaths occurring before age 60 
in low- and middle-income countries compared to only 13% in 
high-income countries (WHO, 2011).

Four main behavioral risk factors contribute to the global 
burden of noncommunicable conditions: tobacco use, insuffi-
cient physical activity, harmful alcohol use, and unhealthy diet. 
Worldwide, 6 million deaths are attributed to tobacco use each 
year. By 2020, this number is expected to increase to 7.5 mil-
lion, accounting for 10% of all deaths. Among men, smoking is 
more frequent in lower-middle-income countries, but prevalence 
is higher for the total population in higher-income countries due 
to greater participation by women. Physical inactivity causes 
approximately 3.2 million deaths per year, with those who are 
 inactive having a 20% to 30% increase in their risk of all-cause 
mortality compared to those who engage in sufficient activity 
(WHO, 2011).

Harmful alcohol use results in 2.3 million deaths each year, 
more than half due to chronic conditions such as cancer, cardio-
vascular disease, and cirrhosis. High-income and upper-middle-
income countries have higher per capita alcohol consumption 
rates than lower-income countries. Increased consumption of 
salt and saturated fats and trans-fatty acids has been linked to 
increased prevalence of noncommunicable diseases throughout 
the world (WHO, 2011).

Biological risk factors, such as elevated blood pressure, 
overweight and obesity, elevated cholesterol levels, and cancer-
related infections also contribute to the global burden of non-
communicable diseases. Hypertension, for example, is estimated 
to cause 7.5 million deaths per year. Similarly, overweight and 

obesity result in more than 2.8 million deaths annually, and 
raised  cholesterol is implicated in 2.6 million deaths. Finally, 
about 18% of cancer deaths are the result of chronic infec-
tions with human papillomavirus (HPV), hepatitis B and C, and 
 Helicobacter pylori, with a large portion of these deaths occur-
ring in low-income countries (WHO, 2011).

A subsequent report addressed the national capacity of the 
world’s nations to address the growing incidence and preva-
lence of noncommunicable diseases (WHO, 2012). The report 
noted that while some countries have some aspects of capacity 
for addressing noncommunicable conditions, many are woefully 
lacking in this respect. For example, only 80% of countries had 
funding available for treatment of these conditions; only 81% 
had funding for prevention activities. Similarly, although 92% 
of countries reported at least one policy, plan, or strategy to ad-
dress noncommunicable conditions, only 79% had at least one 
operational policy and in only 71% of those countries was policy 
implementation funded (WHO, 2012).

Surveillance was also an area of concern, with only 48% of 
countries collecting population-based mortality data, and 23% 
collecting morbidity data. Similarly, only 59% of countries re-
ported collecting population-based data on chronic disease 
risk factors. With respect to clinical care activities, only 85% 
of countries provided prevention and 77% provided risk fac-
tor detection services within primary care systems. Even fewer 
provided self-management support (58%) or home-based care 
(50%). Although most countries reported having evidence-based 
practice guidelines for diabetes or hypertension care or nutrition 
counseling, less than a third had fully implemented any guide-
lines (WHO, 2012).

WHO (2012) recommended the use of several low-cost “best 
buys” or strategies that can rapidly contribute to better chronic 
disease control. Some of these strategies included tobacco and 
alcohol control, reduced sodium and trans-fat intake, hyperten-
sion control, early detection and treatment for cancer, and blood 
pressure and glycemic control and foot care for persons with 
diabetes. Recommendations for action also included a compre-
hensive approach that addresses prevention and treatment inter-
ventions; multisectoral action among government, civil society, 
and the private sector; and improved surveillance and monitoring 
(WHO, 2011).

The Global Rise of Noncommunicable Diseases

BIOLOGICAL DETERMINANTS. Human biological fac-
tors related to age, gender, race and ethnicity, specific genetic 
inheritance, and physiologic function can increase one’s risk of 
developing several chronic health problems. Factors in each of 
these areas will be addressed here.

Age, Gender, and Race/Ethnicity. Many people think of 
chronic health problems as occurring primarily among the el-
derly, despite the fact that approximately 8% of U.S. children ex-
perience some form of limitation related to a variety of chronic  
conditions, many of which were discussed in Chapter 16 . 
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More than 50 million Americans under 65 years of age have one 
or more chronic health conditions (National Health Council, 
2013), and both the incidence and prevalence of chronic con-
ditions rise with increasing age. For example, in 2012, 26% of 
people 18 to 64 years of age had at least one complex activity 
limitation due to chronic conditions compared to nearly 59% of 
those over age 65 (NCHS, 2014b).

Both the young and the elderly are at higher risk than other 
age groups for accidental injuries and resulting disabilities. In 
part, this increased risk is due to maturational events of child-
hood and aging. The inability of a young infant to roll over or 
support his or her head contributes to suffocation as the lead-
ing cause of accidental death and disability in this age group. 
Similarly, normal toddler development involves a great deal 
of experimentation that may lead to accidental injury and 
disability if close supervision and safety precautions are not 
employed. The risk taking and feelings of invulnerability char-
acteristic of preadolescent and adolescent development place 
young people at risk for motor vehicle accidents. Among the 
elderly, death and disabilities due to falls are of the greatest 
concern. In 2010, for example, falls among older adults re-
sulted in 662,000 hospitalizations and 2.3 million nonfatal in-
juries treated in emergency departments at a cost of $30 billion 
for direct medical care. In addition, unintentional fall injuries 
caused 21,700 deaths among the elderly in the United States 
(Division of Unintentional Injury Prevention, 2013). Leading 

causes of fatal and nonfatal unintentional injuries by age are 
presented in Table 27-1•. As can be seen in the table, falls are 
the leading cause of unintentional injury for all age groups. 
Population health nurses can help to educate families and the 
general public regarding age-appropriate safety measures to 
prevent injuries. They can also engage in political advocacy to 
promote safe living and working conditions (e.g., legislation 
mandating functioning smoke alarms in all residences).

Young children and the elderly are also at higher risk for ep-
ilepsy than other age groups. By age 80, for instance, 3% of the 
U.S. population will have a diagnosis of epilepsy (NCCDPHP, 
2011b).

Some chronic conditions and their effects are more preva-
lent in adults. For example, despite the popular belief that 
people with arthritis are elderly, most cases of arthritis have 
their onset in the fourth decade of life. For women over age 
45, for example, arthritis is the major cause of activity limita-
tion. Older persons do, however, tend to experience greater 
disability as a result of this condition. The prevalence of COPD 
tends to increase dramatically in the fifth through the seventh 
decades of life, and approximately 12% of people 65 to 74 years 
of age in the United States experience COPD (Kosacz et al., 
2012). The incidence of cancer also increases with increasing 
age. According to the National Cancer Institute’s Surveillance, 
 Epidemiology, and End Results (SEER) data, cancer incidence 
rates from 2005 to 2010 for people over 65 years of age were 

TABLE 27-1  Leading Causes of Fatal and Nonfatal Unintentional Injuries  
in Order of Frequency, by Age Group

Age Group Fatal Injuries Nonfatal Injuries

Infants (birth–1 year) Suffocation, motor vehicle accidents (MVA), drowning, 
fire/smoke, falls, poisoning, struck by/against an object

Falls, struck by/against an object, bite/sting, foreign body, 
fire/smoke, cut/pierced, inhalation/suffocation, MVA

1–4 years Drowning, MVA, fire/smoke, suffocation, pedestrian, 
struck by or against an object, falls, poisoning, firearms

Falls, struck by/against an object, bite/sting, foreign body. 
cut/pierced, overexertion, fire/smoke, dog bite

5–9 years MVA, fire/smoke, drowning, suffocation, other land  
transport, pedestrian, firearms, struck by or against an 
object

Fall, struck by/against an object, cut/pierced, bite/sting, 
pedalcyclist, overexertion, MVA, foreign body, other 
transports

10–14 years MVA, drowning, other land transport, fire/smoke, poi-
soning, suffocation, firearms, falls, pedestrian, other 
transport

Falls, struck by/against an object, overexertion, cut/
pierced, pedalcyclist, MVA, other transport, bite/sting, 
dog bite

15–24 years MVA, poisoning, drowning, other land transport, falls,  
fire/smoke, firearms, pedestrian, other transport

Being struck by or against an object, falls, MVA, overexertion 
cut/pierced, bite sting, other transport, poisoning

25–34 years MVA, poisoning, drowning, falls, other land transport,  
fire/smoke, suffocation, other transport, pedestrian

Falls, overexertion, struck by/against an object, MVA,  
cut/pierced, bite/sting, poisoning, other transport

35–44 years Poisoning, MVA, falls, drowning, fire/smoke, suffocation, 
other land transport, other transport

Falls, overexertion, struck by/against an object, MVA,  
cut/pierced, poisoning, bite/sting, other transport

45–54 years Poisoning, MVA, falls, fire/smoke, drowning, suffocation, 
other land transport

Falls, overexertion, struck by/against an object, MVA,  
cut/pierced, poisoning, bite/sting, other transport

55–64 years MVA, poisoning, falls, fire/smoke, suffocation, drowning, 
other transport

Falls, struck by/against an object, overexertion, MVA,  
cut/pierced, poisoning, bite/sting, other transport

Over 65 years Falls, MVA, suffocation, fire/smoke, poisoning, drowning, 
other land transport

Falls, struck by/against an object, overexertion, MVA,  
cut/pierced, poisoning, bite/sting, other transport

Data from: National Safety Council. (2011). Injury facts 2011 edition. Retrieved from http://www.nsc.org/Documents/Injury_Facts/Injury_Facts_2011_w.pdf
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more than nine times higher than those for younger people 
(2,113.7 per100,000 population and 224.2/100,000, respec-
tively). Cancer mortality was almost twice as high for older 
people than for those under 65 years of age (104.1 and 56.1 per 
100,000 population, respectively) (Howlader et al., 2013).

In 2010, an estimated 215,000 people under 20 years of age 
had type 1 or type 2 diabetes (Saydah, Geiss, & Gregg, 2012), 
less than 1% of this segment of the U.S. population (National 
 Diabetes Information Clearinghouse, 2013). Among people 
over 18 years of age, the 2011 diabetes incidence rate was almost 
three times higher among persons 65 to 79 years of age than 
among those aged 18 to 44 years, and 63% of new cases were di-
agnosed between the ages of 40 and 64 years (Division of Diabe-
tes Translation, 2013a, 2013b). Similarly, although a stroke can 
occur at any age, two thirds of strokes in the United States occur 
over 65 years of age, and the rate of hospitalization for stroke is 
two-and-a-half times higher in people over 85 years of age than 
in the 65 to 74 age group (Hall et al., 2012). Asthma affects all 
age groups with 7 million U.S. children and 18.7  million adults 
affected in 2010. Approximately 3.1  million Americans over 
65 years of age also suffer from asthma  (Moorman et al., 2012).

Gender can also influence the risk of developing a va-
riety of chronic health conditions. Boys have a higher in-
cidence of asthma than girls, but among adults, women 
are more likely to be affected than men (Moorman et al.,  
2012). Men have a higher incidence of coronary heart disease 
than women (7.8% vs. 4.8%), and invasive cancer incidence 
is higher in men than women (Singh et al., 2013). Similarly, 
diabetes prevalence is higher in men, 8.1 per 100,000 popula-
tion compared to 7.7 per 100,000 for women (Beckles, Zhu, & 
Moonsinghe, 2011). Men also have higher incidence rates for 
cancers than women (502.6 per 100,000 men compared to 401 
per 100,000 women in 2010) (NCHS, 2014b). With respect to 
hypertension, White men and women have similar mortality 
rates (15/100,000 population), but Black women have higher 
rates than Black men (50/100,000 compared to 40/100,000)  
(Hicken et al., 2012). Women, in general, experience more 
 arthritis than men. According to the 2007–2009 National Health 
Interview Survey, 26% of women reported doctor-diagnosed  
arthritis compared to only 18% of men. Women were also 
more likely to report arthritis-related activity limitations than 
men (44% and 40%, respectively) (Cheng et al., 2010).

For many chronic conditions, race and ethnicity are associ-
ated with disparities in chronic disease morbidity and  mortality. 
Race and ethnicity are probably markers for differences in 
health behaviors, access to health care, and other factors that 
contribute to the development of disease. Risk markers are fac-
tors that help to identify persons who may have an elevated risk 
of developing a specific condition but that do not themselves 
contribute to its development. For example, Black women 
have lower incidence rates for breast cancer, but have a 41% 
higher risk for mortality than White women. In part, this dis-
parity is due to more advanced stage at diagnosis than among 
White women (Cronin et al., 2012). Overall invasive cancer in-
cidence rates are highest in Blacks and lowest in the American 

Indian/Alaska Native population (AI/AN) (Singh et al., 2013). 
 Conversely, the AI/AN population is far more likely than other 
racial and ethnic groups to experience diabetes, with prevalence 
rates two times higher than those for non-Hispanic Whites 
(CDC, 2011b). In addition, diabetes mortality is three to four 
times higher in this population than in the overall U.S. popu-
lation. Because diabetes is a significant factor in cardiovascular 
disease, increased diabetes prevalence in the AI/AN population 
also contributes to a cardiovascular mortality rate two-and-a-
half times that of the White population.

Furthermore, cardiovascular deaths tend to occur at 
younger ages in this population (O’Connell, Wilson, Manson, 
& Acton, 2012). Both hypertension prevalence and mortality 
are higher among Blacks than Whites (Hicken et al., 2012). In 
large part, these differences are due to the degree of blood pres-
sure control achieved in the two groups, with 33% of Whites 
having controlled their blood pressure compared to only 28% 
of African Americans (Cuffee et al., 2013).

Arthritis occurs with greater frequency among non- Hispanic 
Whites and AI/ANs than other groups in the United States. 
For example, arthritis prevalence is roughly 25% for AI/ANs 
and 24% for non-Hispanic Whites, followed by non-Hispanic 
Blacks at 19%. The lowest incidence is found among  Hispanics 
(11%) and Asians/Pacific Islanders (8%). Racial and ethnic 
minority groups, however, are more likely than non-Hispanic 
Whites to experience arthritis-related activity  limitations, work 
limitations, and severe pain (NCCDPHP, 2011a). For the most 
part, the disparities noted in the incidence, prevalence, and ef-
fects of chronic physical health problems among racial/ethnic 
groups are associated with differences in socioeconomic status, 
access to care, and health-related behaviors. Population health 
nurses can be actively involved in advocating and providing 
health promotion education and access to health care services 
to minimize racial and ethnic disparities in the incidence of 
chronic health problems.

Genetic Inheritance. Some chronic diseases seem to be asso-
ciated with genetic predisposition. The Center for Surveillance, 
Epidemiology, and Laboratory Services (CSELS) has noted that 
genetic factors play a part in nine of the ten leading causes of 
death in the United States (CSELS, 2014a). Genetic contribu-
tions to chronic disease occur in one of three forms: single gene 
disorders, such as hemophilia, chromosomal abnormalities 
such as Down syndrome, and multifactorial disease (e.g., cancer 
or heart disease) in which genetic factors are one of several con-
tributors to disease (Australian Institute of Health and  Welfare, 
2013).

Genetic factors primarily interact with environmental and 
behavioral risk factors to promote disease (CSELS, 2014a). Four 
mechanisms have been proposed for these gene– environment 
interactions. In the first mechanism, genetic make-up influ-
ences one’s response to environmental stressors. Second, 
genetic factors may enhance one’s sensitivity to favorable 
or adverse environmental conditions. In the third mecha-
nism, some inherited characteristics may fit better with some 
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environments than others. Finally, inherited characteristics 
may only become manifest in certain challenging or favorable 
environments (Reiss, Leve, & Neiderhiser, 2013).

Genetic factors have been implicated in a variety of cancers. 
For example, 2% to 7% of women who develop breast cancer 
have evidence of hereditary BRCA1 or BRCA2 gene mutations, 
and 10% to 15% of women who develop ovarian cancer have 
such genetic mutations. Occasionally, other inherited genetic 
mutations will contribute to breast or ovarian cancer, but these 
mutations are not common. The majority of breast and ovarian 
cancer incidence, however, is not related to genetic mutations 
(CSELS, 2013c). Similarly, colorectal cancer also has a genetic 
component in which genes interact with behavioral factors 
such as obesity and physical activity to cause disease. In some 
rare cases, colorectal cancer is due to hereditary genetic muta-
tions (CSELS, 2013b).

Genetic disorders may also contribute to heart disease. For 
example, familial hypercholesterolemia, a relatively common 
condition, increases levels of low density lipoprotein cholesterol 
(LDL), leading to greater risk of cardiovascular disease. An es-
timated 1 in 500 people are affected by this inherited condition 
(CSELS, 2014c). Genetic factors also play a part in stroke risk 
through contributions to related factors such as hypertension, 
heart disease, diabetes, and vascular conditions. For example, in 
one study, 86% of all early strokes occurred in 11% of families in 
Utah. Stroke may also occur as a complication of other genetic 
disorders, such as sickle cell disease (CSELS, 2013d).

In addition, genetic factors have been implicated in being 
overweight and obese, primarily as a result of responses to en-
vironmental factors. Genetic variations may affect hunger and 
food intake contributing to obesity. Genetic–environmental in-
teraction theories of obesity suggest a mismatch between devel-
opment of “energy-thrifty” genes in periods of restricted food 
supplies and today’s overabundance of food (CSELS, 2013a). 
Genetic testing has been suggested for several conditions with 
known genetic contributions. The Office of Public Health 
 Genomics (CSELS, 2014b) has developed guidelines for genetic 
testing for specific conditions. For further information about 
the guidelines, see the External Resources section of the student 
resources site.

Population health nurses can obtain a family history of 
chronic diseases to help determine an individual client’s risk 
for these conditions. Clients may not be knowledgeable regard-
ing family history of disease, and population health nurses can 
educate the public regarding the need for family health history 
information and guide them in its collection.

Physiologic Function. Assessment of physiologic factors re-
lated to chronic conditions focuses on three areas: presence of 
physiologic risk factors, physiologic evidence of existing chronic  
health problems, and evidence of physiologic consequences of 
chronic conditions.

Physiologic traits over which one has little control may pre-
dispose one to certain chronic illnesses. For example, having 
fair skin, red or blonde hair, or a tendency to sunburn easily 

increases one’s risk for skin cancers. Preventive interventions 
(e.g., staying out of the sun, use of sunscreen) can, however, 
mitigate the effects of these risks.

Certain physiologic conditions may predispose one to de-
velop some chronic health problems. Activity limitations and 
impaired balance and mobility, for example, may contribute to 
injuries with long-term consequences. Biomedical risk factors, 
such as overweight and obesity, hypertension, elevated choles-
terol levels, and impaired glucose tolerance also contribute to 
several chronic health problems (Australian Institute of Health 
and Welfare, 2013).

Obesity, in particular, contributes to a variety of chronic 
health problems. Approximately 68% of the U.S. population 
are obese, and obesity affects one third of White women, 43% 
of Mexican American women, and more than half of Black 
women. Figures are slightly lower for men, but encompass about 
a third of U.S. men (Deputy & Boehmer, 2014; Reitzel et al.,  
2014). Obesity contributes to and worsens conditions such  
as heart disease, stroke, and diabetes. Obesity also contributes 
to asthma, worsens symptoms, and impedes asthma control. 
For example, in 2010, nearly 39% of people with asthma were 
obese compared to 27% of those without asthma (National 
Center for Environmental Health, 2013a). Obesity, in the pres-
ence of arthritis, has been linked to disease progression, activity 
limitations, disability, and diminished quality of life (Hootman 
et al., 2011). Obese adults with arthritis are 44% more likely to 
be physically inactive than those with obesity alone, increasing 
their risk for cardiovascular disease and other health problems 
(Hootman, Murphy, Helmick, & Barbour, 2011). Obesity has 
also been shown to decrease functional status in persons with 
COPD (Ade-Oshifogun, 2012), and childhood obesity is 38% 
higher in the presence of disability than among children with-
out disability (Benjamin et al., 2013). Obesity also increases the 
risk for occupational injury. Hypertension, a chronic disease in 
and of itself, is also a major risk factor for heart disease and 
stroke (Fang et al., 2013). Hypertension is also one of the two 
main contributors (with diabetes) to CKD, and, in fact, blood 
pressure elevation is one of the key indicators of CKD, along 
with urine albumin and serum creatinine. CKD also causes hy-
pertension (National Kidney Foundation, 2013). Arthritis risk 
and arthritis-related functional limitations are also increased 
in the presence of diabetes, and heart disease (Barbour et al., 
2013).

Epilepsy also increases one’s risk of other chronic condi-
tions. For example, persons who experience active seizures are 
at increased risk of injury. In addition, people with epilepsy 
have higher prevalence rates of cardiovascular and respiratory  
diseases, hypertension, asthma, arthritis, cancer, and peptic ulcer  
disease. Stroke risk for persons with active epilepsy is eight 
times that for persons without epilepsy; emphysema risk is 
more than three times higher, and chronic bronchitis rates are 
twice as high (Kadima et al., 2013).

Past infection may also be implicated in the development of 
some chronic conditions. For example, viral infection is sus-
pected as a contributing factor in both cancer and diabetes.  
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A history of recurrent respiratory infections, particularly a his-
tory of severe viral pneumonias early in life, has been found to 
be associated with COPD. Respiratory allergy and asthma may 
also be predisposing physiologic factors in COPD, whereas vi-
ral infection may be a predisposing factor in childhood asthma. 
Human papillomavirus (HPV) infection in the form of genital 
warts has been linked to cervical cancer (Stanley et al., 2012). 
Hepatitis B and C are major factors in the development of liver 
cancer and cirrhosis, and there is evidence that HIV infection 
increases one’s risk for myocardial infarction by 50% even 
when CD4 cell counts are controlled and other factors are ac-
counted for (Freiberg et al., 2013).

Other physiologic conditions may be complicated by the ex-
istence of chronic illnesses. For example, diabetes places both 
the pregnant woman and her child at increased risk of adverse 
outcomes. Conversely, pregnancy complicates diabetes control. 
In addition, gestational diabetes mellitus (GDM) is an important 
contributor to later development of type 2 diabetes (Osgood, 
Dyck, & Grassman, 2011). GDM occurs in 2% to 20% of U.S. 
pregnancies and 35% to 60% of women with GDM will develop 
type 2 diabetes in the ensuing 10 to 20 years (CDC, 2011a).

People with chronic health problems may also develop sec-
ondary conditions as a result of their illnesses, and population 
health nurses caring for these clients should be alert to the de-
velopment of signs of secondary conditions. For example, a 
client in a wheelchair may develop pressure ulcers, or a client 
with diabetes might develop diabetic retinopathy. Diabetes also 
increases the risk of lower extremity disease, often leading to 
amputation.

Other examples of secondary conditions include pain, sleep 
disturbances, fatigue, weight gain or loss, respiratory infec-
tions, and falls or injuries. When the nurse identifies the pres-
ence of secondary conditions, he or she will refer the client for 
appropriate medical therapy. Population health nurses can 
advocate for effective care for health problems to prevent the 
development of these and other secondary conditions. Tips 
for assessing the influence of biological factors on chronic 
health problems in the population are included in the Focused 
 Assessment questions provided below.

PSyCHOLOGICAL DETERMINANTS. The major psy-
chological factor contributing to chronic health problems is 
stress. Stress can result in carelessness and contribute to acci-
dents that lead to chronic disability. Similarly, stress has been 
implicated as a contributing factor in the development of cancer 
and cardiovascular disease. Stress may also lead to poor compli-
ance with control measures in persons with diabetes, resulting 
in diabetic complications. Depression and anxiety have also 
been associated with the onset of cardiovascular disease and 
with coronary heart disease survival. Conversely, myocardial 
infarction increases one’s risk for major depressive disorder.

People with disability resulting from chronic conditions are 
more likely than those without disability to report poor mental 
health. For example, approximately one quarter of people with 
disabilities report poor mental health compared to only 6% of 
the general population (Benjamin et al., 2013).

Mental health status also affects treatment and control of 
chronic health problems. Conversely positive mental health is 
linked to better health outcome, such as lower cardiovascular 
disease risk and greater longevity (Perry, Presley-Cantrell, & 
Dhingra, 2010). Psychological factors may also influence en-
gagement in risk behaviors for chronic conditions or adher-
ence with treatment regimens for chronic health problems. For 
example, the concept of social resistance has been advanced as 
a possible contributing factor to the prevalence of high-risk be-
haviors among nondominant minority populations. Social re-
sistance is a propensity to respond to perceived discrimination 
and alienation by engaging in everyday resistance behaviors, 
such as high-risk behaviors, in conscious or unconscious op-
position to the majority group (Factor, Williams, & Kawachi, 
2013). This perspective has received some preliminary research 
support, but further work is needed to determine its salience in 
explaining high-risk behaviors in some populations.

Psychological distress has also been found to play a part in 
exacerbation of symptoms among people who have asthma. 
Similarly, people with epilepsy have been shown to have higher 
rates of psychiatric comorbidity than the general population, 
particularly for depression and anxiety, often as a result of the 
social stigma attached to having epilepsy (Kadima et al., 2013).

FOCUSED ASSESSMENT Assessing Biological Determinants 
Influencing Chronic Physical Health Problems

•	 Are	there	other	physiologic	conditions	present	in	the	
population that increase the risk of developing chronic health 
problems?

•	 What	are	the	signs	and	symptoms	of	the	problem?

•	 What	are	the	physiologic	effects	of	specific	chronic	health	
problems? Do problems limit functional abilities or contribute 
to the development of other health problems?

•	 What	age	groups	within	the	population	are	most	likely	to	
develop specific chronic health problems? What age groups 
will be most seriously affected?

•	 Are	there	racial/ethnic	or	gender	differences	in	disease	
incidence? What factors influence these differences?

•	 Is	there	a	genetic	predisposition	to	common	chronic	health	
problems in the population?
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Some chronic conditions have also been found to have ef-
fects on mental and emotional function. Alzheimer’s disease 
comes most easily to mind, but traumatic brain injury may also 
contribute to personality changes and increased aggressiveness. 
Similarly, insufficient blood circulation to the brain in conges-
tive heart failure has been suggested as an explanation for men-
tal effects such as memory deficit, diminished learning ability, 
poor executive function, and decreased psychomotor speed.

Population health nurses can assist individual clients to 
identify personal psychological resources or refer them to sup-
port groups and other similar interventions. They can also 
advocate for access to psychological counseling, as needed, to 
help with adjustment to a chronic health problem. The Focused 
Assessment provided below can assist population health nurses 
in exploring factors related to chronic health conditions in in-
dividual clients and in population groups.

ENvIRONMENTAL DETERMINANTS. The effects of 
physical environmental conditions in terms of chronic illness 
were first observed in terms of scrotal cancer, the first identified 
occupational illness. Sir Percival Pott noted that English chim-
ney sweeps had a high risk for cancer of the scrotum due to soot 
exposures while cleaning chimneys. More recently, chimney 
sweeps in Sweden have been found to have increased risk for 
ischemic heart disease, nonmalignant respiratory conditions, 
alcoholism and liver disease, and increased incidence of esoph-
ageal, liver, lung, bladder, hematopoietic, and colon cancers as 
a result of occupational soot and asbestos exposures (Hogstedt, 
Jansson, Hugosson, Tinnerberg, & Gustavsson, 2013).

Another obvious link to environmental exposures exists 
between chronic outdoor work and squamous cell carcinoma. 
Intermittent exposure, on the other hand, increases the risk 
of melanoma and basal cell carcinoma. In 2008, nearly 60,000 
cases of melanoma were diagnosed, resulting in more than 
8,000 deaths (CDC, 2012c). The risk of melanoma increases 
with the number of sunburns experienced in one’s lifetime, 
and in the 2010 National Health Interview Survey, half of all 
U.S. adults and nearly two thirds of Whites 18 to 29 years of 

age reported at least one sunburn in the prior year (Holman, 
Berkowitz, Guy, Saraiya, & Plescia, 2012). In addition, roughly 
58% of White women and 20% of White men aged 18 to 25 
years reported use of an indoor tanning device more than 10 
times in the prior year (Hartman, Guy, Holman, Saraiya, & 
Plescia, 2012).

Differential exposure to environmental factors may  explain 
some of the health inequalities among population groups 
 (Degeling & Rock, 2012). For example, elevated blood lead lev-
els have been associated with increased systolic blood pressure, 
among Blacks but not Whites. This difference has been associ-
ated with lower socioeconomic status and greater risk of lead 
exposures among Blacks (Hicken et al., 2012).

Urban and rural differences in disease incidence have also 
been noted. For example, cardiovascular disease prevalence is 
higher in rural than urban areas, primarily due to differences 
in risk behaviors such as smoking, obesity, and physical inac-
tivity (Melvin et al., 2013). Urban density has been associated 
with lower body mass index (BMI) and more hours per week 
of physical activity (James et al., 2013). Conversely, the density 
of fast food restaurants has been associated with higher BMIs 
for low-income African Americans. Similarly, household prox-
imity to a fast food restaurant was associated with higher BMI 
for all income groups, but particularly low-income households 
(Reitzel et al., 2014).

Physical environmental factors also contribute to chronic 
health problems such as long-term sequelae of accidents, can-
cer, and COPD. Road conditions, weather, dangerous condi-
tions for swimming, and other physical safety hazards can 
contribute to accidents that result in permanent physical dis-
ability, and the nurse assesses the existence of these types of 
hazardous conditions in the community.

The population health nurse also assesses the environ-
ment for pollutants that may be carcinogenic. Air pollution, in 
 particular, contributes to COPD and asthma. Other environ-
mental factors that may influence chronic respiratory condi-
tions, particularly those with an allergic basis, include house 
dust, mites, molds, tobacco smoke, and occupational exposures 

FOCUSED ASSESSMENT Assessing Psychological Determinants 
Influencing Chronic Physical Health Problems

•	 What	are	the	typical	psychological	effects	of	chronic	health	
problems common in the population? Are there psychological 
effects for family members as well as for the person affected 
by the problem?

•	 What	is	the	extent	of	adaptation	to	chronic	health	problems?	
What factors or conditions facilitate or impede adjustment?

•	 Does	exposure	to	stress	increase	the	risk	of	chronic	health	
problems in the population?

•	 Do	existing	psychological	problems	increase	the	risk	for	
chronic health problems in the population? If so, in what way 
does this influence occur?

•	 Does	social	resistance	play	a	part	in	high-risk	behaviors	
related to chronic health problems in the population?

•	 Do	existing	psychological	problems	complicate	control	of	
physical health problems? If so, how?
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to respiratory irritants. The effects of environmental pollution 
on health were addressed in more detail in Chapter 4 . 

Global climate changes also affect chronic health prob-
lems such as asthma. It is anticipated, for example, that global 

warming will increase the growth of plant allergens and may 
prolong periods of seasonal asthma related to pollens.

Population health nurses should also be concerned with 
the concept of environmental justice. Many environmental 
hazards are located in low-income neighborhoods, further 
increasing the effects of poverty and other social factors on 
health.  Advocacy is required to prevent the location of hazard-
ous industries in low-income residential areas and to promote 
elimination of existing hazards.

The other aspect of the physical environment related to 
chronic health problems is its effect on the functional abilities 
of persons with existing chronic conditions. The disablement 
process is influenced by a variety of factors, including the pa-
thology of disease and the environmental conditions that lead 
to disability in someone with a chronic health problem. For 
example, substandard housing conditions can lead to fear of 
falling in older persons with mobility limitations, resulting in 
social isolation and disability. Similarly, lack of adequate heat 
increases the growth of molds, exacerbating respiratory prob-
lems for people with asthma and other chronic conditions. 
Population health nurses examine personal and community 
environmental factors that promote disability in persons with 
chronic health problems. They may also need to educate clients 
on dealing with these environmental conditions or advocate 
for modification of conditions that contribute to chronic dis-
ease and/or disability in the population.

The Focused Assessment below provides tips for exploring 
physical environmental considerations as they affect the inci-
dence, prevalence, and effects of chronic health problems in 
the population.

SOCIOCULTURAL DETERMINANTS. Sociocultural fac-
tors contribute to the development of chronic health prob-
lems primarily in terms of social conditions, policies, or mores 
that promote unhealthy behaviors or limit access to care. As 
some authors have noted, social factors incongruent with health 
may make it difficult for people to engage in healthy behaviors 
(Ryan & Sawin, 2009). Major sociocultural determinants to be 

Morbidity and mortality due to asthma are increasing each year. 
(Spflaum/Fotolia)

FOCUSED ASSESSMENT Assessing Environmental Determinants 
Influencing Chronic Physical Health Problems

•	 Do	environmental	factors	interact	with	genetic	influences	to	
contribute to chronic health problems?

•	 How	do	environmental	conditions	interact	with	other	
determinants of health to influence chronic health problems?

•	 Do	chronic	health	problems	in	the	population	or	among	
individuals necessitate environmental changes (e.g., 
installation of ramps for a wheelchair)?

•	 Do	environmental	pollutants	contribute	to	chronic	health	
problems in the population?

•	 What	effect,	if	any,	do	weather	conditions	have	on	the	
development or consequences of chronic health problems?

•	 Do	features	of	rural	or	urban	environments	contribute	to	the	
development of chronic health problems in the population?

•	 What	influence,	if	any,	do	elements	of	the	built	environment	
have on the development of chronic physical health problems 
in the population?
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 addressed here include policy issues, employment and income 
factors, issues of discrimination and isolation, social marketing, 
and other social factors.

Policy issues. The main policy issue affecting chronic physi-
cal health problems is that of tobacco control; 2014 marked 
the 50th anniversary of the first U.S. Surgeon General’s report 
on smoking and health (Warner, 2014). It is estimated that 
 without the tobacco control efforts during that period, per 
capita cigarette consumption would be five times what it is 
today  (Warner, Sexton, Gillespie, Levy, & Chaloupka, 2014). 
In addition, tobacco control policies have been credited with 
preventing 800,000 deaths from lung cancer alone. States, 
such as  California and Massachusetts, that have most aggres-
sively pursued tobacco control have reduced smoking levels 
well below averages (roughly 13% for California and 16% for 
Massachusetts compared to 19% for the nation in 2011 (CDC, 
2012a). More recently, the Family Smoking Prevention and 
Tobacco Control Act of 2009 gave the federal Food and Drug 
Administration sweeping authority under the Center for To-
bacco Products that could be used to control currently un-
regulated tobacco products such as snuff and little cigars and 
to mandate reduction of nicotine in cigarettes to nonaddictive 
levels (Warner, 2014).

Internationally, the World Health Organization’s Frame-
work Convention on Tobacco Control requires signatory 
countries to provide public information on the harm related 
to tobacco use. Under the convention, warnings on cigarette 
packages are expected to meet specific criteria related to the 
size of the message (30% to 50% of the package’s principal 
display area), visibility, and legibility. Warnings are also ex-
pected to employ multiple rotating messages and be in the 
country’s main language(s). The 2008–2010 Global Adult 
Tobacco Survey, conducted in 14 convention countries, in-
dicated that 90% of smokers reported noticing the warnings. 
In addition more than 50% of those who noticed warnings 
in six countries considered quitting smoking as a result, 
and more than 25% considered quitting in all but one of the 
other countries. Based on these and similar results, WHO 
has identified package warnings as a “best buy” intervention 
to promote smoking cessation (Caixeta et al., 2011; 2013a). 
Warnings have been implemented in 209 countries and have 
been suggested as a means of reducing disparities related to 
knowledge of tobacco harm in low literacy groups (Sanders-
Jackson, Song, Hiilamo, & Glantz, 2013). The convention 
has been signed by 177 countries representing 88% of the 
world’s population. Unfortunately, the United States is a no-
table  exception, due to pressure from the tobacco industry 
 (Warner, 2014).

Policies controlling the sale and promotion of tobacco use 
to minors are also effective in limiting smoking initiation and 
extent of smoking. In 1992, the Symar amendment to the fed-
eral Alcohol, Drug Abuse, and Mental Health Administration 
Reorganization Act mandated withholding federal funds from 
states that did not prohibit sales of tobacco to minors. Youth 

access policies vary from state to state, but generally include 
warning signs in businesses about youth tobacco purchases 
and penalties for failure to post such signs, vending machine 
restrictions, identification requirements, repackaging and free 
distribution restrictions, and statewide enforcement authority. 
Most state regulations also include clerk intervention require-
ments that store clerks retrieve tobacco products from areas 
other than public-access shelving. Studies have indicated that 
restricted access during youth results in less smoking in adult-
hood, but only for women. No single policy has proven to have 
a significant effect, but it has been suggested that having the 
full array of policies in effect might reduce lifetime smoking 
among women by 14%, with a 29% reduction in heavy smok-
ing among those who smoke (Gruzka, Plunk, Hipp, Cavazos-
Rehg, & Krauss, 2013). Bans on tobacco product and signage 
displays have also been effective in reducing tobacco use (Co-
hen et al., 2011).

Community smoke-free policies and promotion of smoke-
free homes are other policy initiatives that can significantly 
reduce smoking as well as exposure to second-hand smoke 
(Vijayaraghavan, Messer, White, & Pierce, 2013). In 2000, 
only one of the 50 largest cities in the United States was cov-
ered by comprehensive smoke-free laws. By 2012, this figure 
had increased to 60%. In 2012 only 20 cities were not covered 
by either local or state laws, mostly in the South and often in 
states with laws that preempted local restrictions on smoking 
(Hopkins et al., 2012). Such laws are not only effective in re-
ducing smoking behavior but also in reducing tobacco-related 
illnesses. For example, implementation of a statewide smoking 
ban in Arizona resulted in a significant decrease in hospital-
izations for stroke, acute myocardial infarction, angina, and 
asthma (Herman & Walsh, 2011).

Increased cigarette prices, often through increased taxes, 
also decrease smoking behaviors. For example, in one study, 
high cigarette prices (more than $4.50 per pack) were associ-
ated with less consumption at all income levels  (Vijayaraghavan 
et al., 2013). From 2010 to 2011, eight states increased their 
cigarette taxes for a mean state tax of $1.46 per pack. Per pack 
taxes ranged from a low of 17 cents in Missouri to $4.35 in New 
York (Tynan, Promoff, & MacNeil, 2012). Some authors cau-
tion, however, that increased cigarette taxes may lead to “tax 
avoidant” behaviors with smokers purchasing untaxed ciga-
rettes “on the street” rather than from authorized dealers. They 
note a need to pair tax increases with efforts to limit the entry 
of untaxed cigarettes into the jurisdiction (Coady, Chan, Sacks, 
Mbamalu, & Kansangra, 2013).

Another policy issue that influences tobacco use includes 
the current failure to regulate prices and sales of new smoke-
less tobacco products such as snus (spitless moist snuff), dis-
solvable oral forms of tobacco in lozenges or breath strips, and 
electronic cigarettes that vaporize nicotine (Choi, Fabian, Mot-
tey, Corbett, & Forster, 2012). Similarly, the amount of funding 
available for tobacco control efforts limits the effectiveness of 
interventions. In 2014, CDC established a minimum nation-
wide per capita expenditure of $7.41 for tobacco control efforts, 
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with a recommended per capita expenditure of $10.53.Specific 
expenditure targets have also been established for each state 
based on the state’s socioeconomic outlook. By 2011, however, 
only two states had met the recommended expenditure targets 
proposed in 2007 (Office on Smoking and Health, 2014), so 
concerted effort will be required to meet the new higher rec-
ommendations to address tobacco control.

Access to tobacco cessation services is another policy issue 
that affects smoking prevalence. The Community Preventive 
Services Task Force (CPSTF, 2014d) has recommended policy 
changes to limit out-of-pocket expenses for smoking cessation, 
including medication and counseling. Systematic reviews have 
indicated that evidence-based cessation strategies increase quit 
rates and attempts, decrease the prevalence of tobacco use, and 
can achieve an estimated savings of $2,349 per quality-adjusted 
life year (QALY) saved. Additional savings related to disability 
life years averted range from $7,695 to $16,559.

Policy issues influence other factors that contribute to 
chronic physical health problems. For example, physical activ-
ity is known to reduce the risk of multiple chronic problems, 
yet access to spaces and facilities for physical activity may be 
limited. One limitation stems from the inability of community 
members to use school grounds for physical activities due to 
liability concerns. These concerns can be addressed through 
careful planning related to community access. For example, 
school districts can enter into joint use agreements with com-
munity organizations that limit school liability. Schools should 
also address any safety issues in play equipment and facilities 
through inspection and maintenance (Zimmerman, Kramer, & 
Trowbridge, 2013).

Income and employment. Economic factors influence both 
the development of chronic disease and disability and the abil-
ity to seek care for existing problems. WHO estimates there 
are more than 1 billion people with disabilities throughout the 
world, 200 million of whom have significant functional limita-
tions. Based on World Health Survey data, mean disability levels 
are higher in low- and lower-middle-income countries than in 
high-income countries. Even within specific countries disability 
levels are significantly higher for the poorest segments of the 
population than the richest (Hosseinpoor et al., 2013).

In the United States, links between socioeconomic status 
and chronic disease have been established for many illnesses. 
For example, diabetes prevalence is highest in people living 
below poverty level (11.7 per 100,000 population) and lowest 
in those with incomes 400% above poverty (5.5 per 100,000) 
(Beckles et al., 2011). Similarly, current asthma prevalence 
among the poor is 11.2% compared to 6.7% for those 450% 
above the poverty level (Moorman et al., 2012).

Higher income levels are associated with better access to 
care and better outcomes. For example, the probability of re-
ceiving colorectal cancer screening for people at 600% of 
poverty level is twice as high as for those with incomes below 
poverty (Huang & Kandi, 2012). Similarly, 21.5% of working 
adults below poverty level did not get a needed prescription 

filled due to cost compared to less than 4% of those at 400% 
of poverty level and above in 2010 (NCHS, 2011b). The effects 
of poverty are not only experienced at the individual level, but 
also at the community level. For example, low-income areas 
are associated with increased risk of asthma rehospitalization 
and caregiver psychological distress (Beck, Simmons, Huang, 
& Kahn, 2012). Population health nurses can assess the ef-
fects of socioeconomic status on chronic disease incidence and 
prevalence in the community as well as on access to care.

Occupation, of course, is closely related to income and so-
cioeconomic status, but as we saw in Chapter 23 , work can 
also contribute directly to the development of chronic health 
problems. As one example, nearly 7% of people with asthma, 
6% of those with skin conditions, and 69% of those with car-
pal tunnel syndrome have been told that their condition is 
work-related (NCHS, 2011c). Safety hazards in the work en-
vironment can result in accidents that lead to chronic dis-
ability. Clients’ occupations may also increase their potential 
for exposure to various carcinogens found in the workplace. 
 Repetitive movements involved in some jobs can lead to joint 
injuries and subsequent arthritis. Occupations involving expo-
sure to  organic and inorganic dusts or noxious gases increase 
the probability of COPD. Work-related stress has also been 
shown to increase the risk of some chronic health problems. 
Population heath nurses can assess for occupations and work-
ing conditions that contribute to chronic health problems in 
the population or that exacerbate existing problems.

Discrimination, Stigma, and Social Isolation. Perceptions of 
everyday discrimination have been associated with increased 
incidence of chronic health problems. Similarly, racism- related 
vigilance, or the expectation that one will be discriminated 
against as a result of one’s race or ethnicity, has been associated 
with an increase in hypertension risk among African Americans 
and Hispanics, but not Whites. It is believed that the stress of 
anticipating discrimination is a contributing factor in hyperten-
sion in nondominant groups (Hicken, Lee, Morenoff, House, & 
Williams, 2014). Perceived racial discrimination may also affect 
adherence to hypertension medications leading to poor control 
(Cuffee et al., 2013).

Discrimination may stem from stigmatization of  easily 
recognizable disabilities and other chronic conditions. 
 Stigmatization is a social process of attaching unfavorable 
meaning to behavior and individuals on the basis of certain 
traits or characteristics. Some chronic health conditions create 
visible physical evidence, such as the malformed joints often 
seen in arthritis or the need to use a wheelchair or other assis-
tive devices. The presence of other conditions, such as seizure 
disorder or developmental disability, may be perceived as evi-
dence of inferiority.

People with disabilities routinely experience social jus-
tice issues related to stigma and discrimination. They may be 
denied the right to make decisions or to marry, and may be 
subjected to involuntary institutionalization. They also expe-
rience lower educational and literacy and higher poverty and 
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unemployment levels than the general population. Stigma 
is particularly common with respect to epilepsy, which is 
poorly understood by the general public, and epilepsy is fre-
quently stigmatized in both work and educational settings 
 (NCCDPHP, 2011b).

Stigma and discrimination, as well as functional limitations 
may contribute to social isolation. Social isolation, in and of it-
self, has been identified as a significant predictor of illnesses, 
such as hypertension, and unhealthy behaviors, such as smok-
ing, as well as overall mortality (Pantell et al., 2013).  Recent 
research has shown genetic interactions with social isolation 
that lead to up-regulation of inflammatory responses and 
down-regulation of antiviral responses and antibody forma-
tion.  Ultimately this increases one’s risk of inflammatory-type 
diseases, such as heart disease, neurodegenerative diseases, and 
some cancers, and decreased immune response to vaccines and 
viral infections (Cole, 2013).

Conversely, there is convincing evidence that strong social 
ties may be as influential in preventing mortality as hyperten-
sion, smoking, and sedentary lifestyle are in contributing to it. 
This association is often perceived as one of social support, in 
which social support from others improves one’s health and 
well-being. Some research, however, suggests that being on the 
giving, rather than receiving, end of support is beneficial and 
that actively helping others provides a buffer for the effects of 
stress in one’s own life (Poulin, Brown, Dillard, & Smith, 2013). 
Further evidence for the effects of social ties lies in findings 
that increased ethnic density (and potentially increased sup-
port networks) is associated with lower cardiovascular disease 
rates among older African Americans and Mexican Americans 
(Alvarez & Levy, 2012).

Social marketing. Social marketing strategies have been used 
extensively to promote unhealthy behaviors such as smoking. 
For example, tobacco companies have attempted to counter-
act smoke-free environments policies with the introduction 
of smokeless tobacco products targeted toward young people. 
These products are often flavored to attract a younger consumer 
group and may be gateways to cigarette smoking or substitute 
for smoking in smoke-free environments (Choi et al., 2012). 
In 2011, tobacco companies spent 90% of a $8.4 billion budget 
on advertising and promotion. Point of sale displays have been 
found to be highly effective in promoting initiation of smoking 
among youth and in increasing smoking levels in adults. Much 
of this social marketing has targeted minority and young adult 
neighborhoods producing environmental triggers to smoking 
initiation and continuation in these populations (Cantrell et al., 
2013). As we saw in Chapter 11 , however, social marketing 
strategies can be equally effective in promoting healthy be-
haviors. Population health nurses can advocate with local and 
national media for support of health-promoting rather than 
illness-promoting messages. They may also engage in politi-
cal advocacy regarding media messages. For example, popula-
tion health nurses in one community were actively involved 
in the development of a local ordinance to prohibit billboards 

 advertising tobacco products within a specified distance of el-
ementary and secondary schools.

Cultural factors. Cultural factors may also influence the inci-
dence and consequences of chronic physical health problems. 
For example, culture may play a role in the extent of support for 
healthy or unhealthy behaviors that influence the development 
of chronic health conditions. In many cultures, for instance, 
use of alcohol is discouraged, so the risk of chronic liver dis-
ease due to alcohol intake is reduced. Conversely, nondrinkers 
would not benefit from the potential positive effects of moder-
ate alcohol intake on cardiovascular disease risk. Cultural factors 
such as language may influence knowledge of risk factors and 
health- promoting activities. For example, reading and speaking 
a  language other than English or more fluently than English has 
been linked to decreased use of screening and preventive services.

Cultural factors may also influence compliance with treat-
ment regimens for chronic conditions. For example, in some 
cultural groups, health care providers are expected to provide 
remedies that resolve a problem immediately and group mem-
bers have difficulty conceiving of conditions that require life-
long use of medications. Similarly, as discussed in  Chapter 5 ,  
traditional cultural remedies may counteract or potenti-
ate the effects of medications prescribed for chronic health 
conditions.

Tips for assessing the relationship of sociocultural factors to 
chronic health problems in the community are included in the 
Focused Assessment on the next page.

BEHAvIORAL DETERMINANTS. Behavioral factors are 
the major contributors to the development of most chronic 
health problems. Behavioral considerations to be assessed by 
the nurse include tobacco and alcohol use, physical activity, 
nutrition, and other health-related behaviors. Usually we think 
of behavioral factors as negative risk factors that contribute to 
disease. Research, however, has indicated a positive effect for 
healthful behaviors. For example, people with four low-risk 
health behaviors (never smoking, healthy diet, adequate physi-
cal activity, and moderate alcohol use) have been found to have 
significantly lower all-cause mortality risk and mortality risk 
due to cancers and cardiovascular disease than people who ex-
hibited none of these behaviors (Ford, Zhao, Tsai, & Li, 2011). 
Whether we focus on health-promoting behaviors or high-risk 
behaviors, the discussion below highlights the need to modify 
behaviors related to chronic physical health problems.

Tobacco use. Despite advances in tobacco control, smoking 
has contributed to 20 million U.S. deaths since 1964 (Warner, 
2014). In 2006, 42,000 deaths occurred as a result of second-
hand smoke exposure. Nine hundred of those deaths occurred 
in infants due to in utero exposure to maternal smoking (Max  
et al., 2012). Although the prevalence of smoking had decreased, 
the risk of death for smokers compared to nonsmokers increased 
by more than 25% from 1987 to 2006 (Mehta & Preston, 2012). 
Worldwide smoking accounts for 6 million deaths per year with 
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600,000 due to second-hand smoke exposure. By 2030, smoking 
is expected to cause 8 million deaths per year (CDC, 2013d).

Tobacco use is costly to society. For example, U.S. smoking-
related costs are approximately $96 billion per year for direct 
medical care and another $97 billion in lost productivity costs 
(Agaku, King, & Dube, 2012). Smoking is also costly in terms 
of property damage. In one study, for example, mean smoking-
related costs in California multiunit housing complexes were 
$4,935 per year in 2008–2009. At that time, slightly more than 
a third of multiunit housing complexes had completely smoke-
free policies, and it was estimated that statewide implementa-
tion of such policies would save more than $18 million per year 
(Ong, Diamant, Zhou, Park, & Kaplan, 2012).

Some headway has been made in controlling tobacco use. 
For example, the percentage of the U.S. population 18 to 24 
years of age who had never smoked increased from 65% in 
1999–2001 to 76% in 2011–2012 (NCHS, 2013). Smoking 
prevalence is highest among persons 26 to 34 years of age and 
lowest among those over age 65 (Garrett, Dube, Trosclair, 
Caraballo, & Pechacek, 2011). In spite of laws controlling mi-
nors’ access to cigarettes, nearly 7% of middle school students 
and 23% of high school students reported current tobacco use 
in 2012, and use of cigars, electronic cigarettes, and hookahs 
increased in these age groups (Arrazola, Dube, & King, 2013).

Use of smokeless forms of tobacco, in general, has been in-
creasing, while cigarette consumption has declined. For ex-
ample, little cigar sales increased by 221% from 2000 to 2011. 
Cigar smoking is particularly common among young adults, 
with first cigar smoking occurring at a mean age of 20.5 years 
and 11% of people aged 18 to 25 years in the United States re-
porting smoking little cigars (Cantrell et al., 2013). Similarly, 
based on the California Tobacco Survey, hookah or bubble pipe 
use increased more than 40% from 2005 to 2008 and close to 
25% of young men in the survey reported ever using a hookah. 

Hookah smoking is often part of social gatherings. Although 
there is no research data yet, hookah smoking may be even 
more harmful than cigarette smoking, but may be perceived as 
less harmful (Smith et al., 2011). Although advertised as smok-
ing cessation aids, electronic cigarettes or e-cigarettes (battery 
powered  devices that deliver doses of nicotine and other addic-
tive substances by means of an aerosol) are not regulated by the 
FDA and there are no restrictions on sales to minors. As a result, 
current use of e-cigarettes increased from 1.1% to 2.1% of 6th- to 
12th-grade students from 2011 to 2012 (Corey et al., 2013).

Tobacco use is associated with education level, with college 
graduates less likely to use tobacco than people with 9 to 11 
years of education (7.5% and 36.7%, respectively). Smoking 
prevalence is highest among the AI/AN population (31.5%), 
followed by Whites (21%), Blacks (19%), and Hispanics (13%). 
Lower prevalence among Hispanics is attributed to fewer 
women smokers in this group (Warner, 2014). Drug use and 
mental illness are also associated with tobacco use. In fact, 
people with mental illness (including drug abusers) account for 
40% of all tobacco sales in the United States (Hunt, Gajewski, 
Jiang, Cupertino, & Richter, 2013).

Smoking cessation prior to age 35, results in mortality 
risks similar to those of nonsmokers. In 2010, nearly 69% of 
smokers reported wanting to quit and 52% had actually at-
tempted to quit (Malarcher, Dube, Shaw, Babb, & Kaufmann, 
2011). Among people with particular needs to stop smoking, 
fewer than desired have done so. For example, 21% of peo-
ple with asthma smoke (National Center for Environmental 
Health, 2013c). Similarly, people with disabilities are more 
likely to smoke than those without disabilities in some studies 
 (Benjamin et al., 2013), and little change in smoking rates be-
fore, during, and after pregnancy occurred from 2000 to 2010 
(Tong et al., 2013). Population health nurses can assess the 
level of tobacco use in the population and its effects on chronic 

FOCUSED ASSESSMENT Assessing Sociocultural Determinants 
Influencing Chronic Physical Health Problems

stigma attached to having the problem? What social support 
systems are available to people with the problem?

•	 What	is	the	extent	of	stigma,	discrimination,	and	social	
isolation related to chronic health problems? What effects 
do these conditions have on people with chronic health 
conditions?

•	 What	effect,	if	any,	do	social	marketing	strategies	have	on	
behaviors related to chronic health problems?

•	 What	effect,	if	any,	do	cultural	beliefs	and	behaviors	have	on	
the incidence of the problem? On treatment of the problem?

•	 What	effect,	if	any,	does	legislation	have	on	risk	factors	for	
the problem?

•	 Do	social	norms	support	behaviors	that	increase	the	risk	of	
developing chronic health problems (e.g., smoking)?

•	 How	do	policy	issues	affect	the	development	of	chronic	
health problems in the population? What policies are in place 
for tobacco control? For addressing other risk factors for 
chronic health problems?

•	 What	effect	does	socioeconomic	status	have	on	the	
development or effects of chronic health problems?

•	 Do	occupational	factors	influence	the	incidence	or	
consequences of chronic physical health problems?

•	 What	are	societal	attitudes	to	specific	chronic	health	
problems? Do they hamper control efforts? Is there social 
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health problems. They can also advocate for and provide edu-
cation on the harm related to tobacco and provide assistance 
with smoking cessation. In addition, they can advocate for 
 effective tobacco control policies.

Alcohol use. Alcohol use also contributes to the development 
of certain chronic health problems and their consequences. For 
example, alcohol is implicated in motor vehicle accidents, bicy-
cling accidents, fires, falls, and boating accidents, many of which 
result in chronic disability. Alcohol abuse also contributes to 
mortality due to chronic liver disease, but moderate alcohol use 
may have a protective effect for coronary heart disease.

Binge drinking, in particular, has been associated with ad-
verse health outcomes. According to the 2009 BRFSS, more 
than 20% of men and 10% of women engaged in binge drink-
ing. Men also reported greater frequency of binge drinking and 
a larger number of drinks per episode than women. Overall 
prevalence of binge drinking in the U.S. population was 15%. 
Prevalence was higher among the nondisabled, but frequency 
and intensity (number of drinks) were higher among disabled 
individuals (Kanny, Liu, & Brewer, 2011). Population health 
nurses can assess the extent of alcohol use in the population 
and its effects in terms of chronic physical health conditions.

Physical activity. Physical activity may enhance the control of 
diabetes or contribute to hypoglycemic reactions. Physical ac-
tivity also improves control of arthritis and limits its disabling 
effects. Both aerobic and strengthening exercises have been 
linked to improved physical function and decreased disability. 
Physical activity has also been shown to be directly related to 
the incidence of heart disease. Several studies have documented 
that adults with active lifestyles have significantly lower risk of 
developing heart disease than their less active contemporaries. 
A sedentary lifestyle, on the other hand, is closely associated 
with obesity, a risk factor for cardiovascular disease, diabetes, 
stroke, and arthritis.

An estimated 3.2 million people die each year from the ef-
fects of physical inactivity, and inactivity contributes to a 20% 
to 30% increased risk of all-cause mortality (WHO, 2011). In 
the United States, a median of just over half of adults engaged 
in moderate to vigorous physical activity across all states in 
2009 (Li et al., 2011). Men were more likely than women to 
meet aerobic activity and muscle strengthening guidelines, but 
less than 25% of either gender or any racial/ethnic group did so 
(Howie, 2013). 

Physical activity is beneficial in preventing a number of 
chronic health problems and in mitigating their effects. Among 
young adults 25 to 30 years of age, for example, greater levels 
of physical activity were associated with decreased incidence 
of hypertension (Parker, Schmitz, Jacobs, Dengel, & Schreiner, 
2007). Despite the beneficial effects of physical activity for peo-
ple with arthritis, however, a 2011 survey indicated that 53% 
of people with arthritis did no walking, and a median of 66% 
across states walked less than 90 minutes per week (Hootman, 
Barbour, Watson, & Fulton, 2013).

As we saw in Chapter 4 , elements of the built environ-
ment may foster or impede physical activity for the general 
public. The same is true for individuals with existing chronic 
illness. For example, some walking trails have exercise stations 
that promote movement of other muscles than those used in 
walking. Fewer such trails, however, have activities or facilities 
designed to promote exercise for someone in a wheelchair or 
with other limitations. Population health nurses may need to 
actively advocate for opportunities for physical activity for all 
segments of the population, including those with disabilities.

Nutrition. Poor dietary patterns contribute to chronic diseases  
such as diabetes and cardiovascular disease and to obesity, 
which is a risk factor for these and other chronic conditions. In 
addition, elevated sodium intake increases the risk for hyper-
tension, heart disease, and stroke. The 2010 Dietary Guidelines 
for Americans recommended sodium intake less than 2,300 mg 
per day for the general public, and less than 1,500 grams per day 
for people over age 50, Blacks, and people with hypertension, 
diabetes, or CKD. According to the 2005–2008 National Health 
Assessment and Nutrition Examination Survey (NHANES), 
98% of those who should restrict their sodium intake to the 
lower level failed to do so, and more than 88% of the general 
population had intake levels above the 2,300 mg recommenda-
tion (Loria et al., 2011).

Diet has also been implicated in the development of some 
forms of cancer. Baseline data for the national health objectives 
for 2020 indicate that few people meet the targets for 1.1 cup of 
vegetables per 1,000 calories of dietary intake or 0.6 ounces of 
whole grains per 1,000 calories. Similarly few people meet the ob-
jectives to reduce solid fat and sugar consumption to 16.7% and 
10% of daily calories, respectively. Finally, few people achieve the 
goal of 1,300 mg of calcium per day (USDHHS, 2014b).

Other behavioral factors. Use of complementary and alter-
native therapies (CAT) is another consumption pattern that 
should be considered in chronic disease risk and management. 

Physical activity helps prevent multiple chronic health problems. 
(Spotmatikphoto/Fotolia)
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Use of CAT was discussed in Chapter 5 . Population health 
nurses should assess the use of these therapies in terms of their 
interaction with medications prescribed for chronic diseases 
and educate clients and the public regarding their safe use. They 
can also advocate for and conduct research regarding the effec-
tiveness of CAT in controlling chronic health problems, par-
ticularly for pain relief.

Another lifestyle behavior that might influence the devel-
opment and course of chronic conditions includes the use of 
safety devices and precautions. The use of safety devices and 
safety precautions can prevent accidents that may result in 
chronic disability. For example, seat belt use is an important 
behavioral factor in preventing motor vehicle fatalities. Other 
safety factors to be considered include the use of bicycle or 
motorcycle helmets, occupational safety equipment, and so 
on. Population health nurses would also explore the presence 
or absence of legislation mandating their use and the extent to 
which such legislation is enforced.

Other behaviors can contribute to or prevent skin cancer. 
For example, reducing direct exposure to sunlight (particularly 
from 10 a.m. to 4 p.m.), using sunscreen protection, and wear-
ing a broad-brimmed hat and other protective clothing can 
minimize the risk of malignant melanoma.

Another aspect of the behavioral dimension of chronic 
physical health problems is their effect on client behaviors. 
 Earlier we explored the relationships among chronic illness and 
functional limitations and disability. The presence of chronic 
disease may prevent or make it more difficult for people to 
engage in specific activities. One area that is often neglected 
is the effect of chronic disease on sexual function. People with 
asthma and other respiratory conditions may be particularly 
likely to report sexual limitations. Other conditions that result 
in fatigue, such as cardiovascular disease and cancer, may also 
affect sexual function. Finally, as noted in Chapter 17 , many 
medications used to treat chronic conditions may cause sexual 
dysfunction, particularly among men.

Questions to guide the examination of behavioral influences 
on the incidence and prevalence of chronic health problems in 
the population are included in the Focused Assessment below.

HEALTH SySTEM DETERMINANTS. Health system fac-
tors may contribute to the development of chronic health prob-
lems or influence their course and consequences. Major health 
system determinants include capacity to address chronic health 
problems, lack of access to care, lack of a preventive focus, fail-
ure to engage in evidence-based practice, and client–provider 
relationships.

Health system capacity. The World Health Organization 
(WHO, 2012) has reported limited worldwide capacity to ad-
dress the problems of noncommunicable diseases, particularly 
in low- and middle-income countries. It has identified several 
priorities for improving capacity. These include more effective 
use of existing health care infrastructures, better surveillance re-
lated to morbidity, mortality, and risk factor occurrence, funded 
policy changes to better support chronic disease control and 
development of innovative funding strategies, and the develop-
ment and use of evidence-based guidelines for chronic disease 
management (WHO, 2012). In the United States, the Council of 
State and Territorial Epidemiologists (2009) has noted a similar, 
but less extensive, lack of capacity to monitor chronic disease 
epidemiology, with less than two thirds of states reporting sub-
stantial to full capacity in this area.

Access to care. Access to care is another health system deter-
minant influencing the development and outcomes of chronic 
physical health problems. This includes lack of access to health 
care in general and lack of access to disease-specific specialty 
care. In 2012, for example, nearly 28% of people under 65 years 
of age with a basic or complex activity delayed or did not re-
ceive needed medical care due to cost, and 20.5% did not get 
a needed prescription filled (NCHS, 2014b). Similarly, in the 

FOCUSED ASSESSMENT Assessing Behavioral Determinants 
Influencing Chronic Physical Health Problems

•	 Do	chronic	physical	health	problems	common	in	the	
population necessitate regular medication use or other 
disease management behaviors (e.g., glucose monitoring)? 
What is the availability of these treatment modalities? What 
is the level of compliance with them?

•	 What	effects	do	self-care	behaviors	have	on	the	course	of	
chronic physical health problems?

•	 What	effect	do	safety	precautions	have	on	the	incidence	of	
chronic physical health problems in the population? To what 
extent does a common problem necessitate special safety 
precautions?

•	 Does	smoking	contribute	to	the	incidence	of	chronic	physical	
health problem in the population?

•	 Does	alcohol	or	drug	use	contribute	to	chronic	physical	
health problems? What effect does alcohol or drug use have 
on the development and course of problems?

•	 What	effect	does	physical	activity	have	on	the	incidence	of	
chronic physical health problems in the population?

•	 Do	dietary	factors	influence	the	incidence	of	chronic	health	
problems in the population? Does having specific health 
problems necessitate dietary changes?
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2009  National Health Interview Survey, more than half of adults  
with epilepsy were not seen by a neurological  specialist in the 
prior year (Kobatu, Luo, Zack, Helmers, & Thurman, 2012). 
 Furthermore, people with disabilities are more likely than 
those without to report not having seen a provider due to cost 
 (Benjamin et al., 2013). People with asthma have also been 
found to experience cost barriers to adequate care, particularly 
medications, even when they are insured (National Center for 
Environmental Health, 2013b). Lack of disability-specific ser-
vices is another issue with access to care. Some authors have 
suggested that dental care visits are a good opportunity for oral 
evaluation for systemic diseases (Strauss, Alfano, Shelley, & 
 Fulmer, 2012), but that presupposes that people obtain dental 
care, which may not be the case.

Lack of preventive focus. The failure of health care profes-
sionals to educate their clients and the general public on the ef-
fects of diet, exercise, smoking, alcohol, and other factors in the 
development of chronic health problems contributes to the in-
creased incidence of these conditions. To some extent this fail-
ure may be attributed to time constraints in today’s health care 
system. Some studies have indicated that brief interventions  
in primary care settings accompanied by telephone counsel-
ing and medication assistance have been effective in promoting 
smoking cessation (Malarcher et al., 2011). A study of screening 
for tobacco use and cessation advice in 17 countries found wide 
variation in the extent of provider involvement in these activi-
ties (Caixeta, 2013b). Population health nurses and others may 
need to advocate for changes to reimbursement policies to pro-
mote better education for self-management of chronic illnesses.

The extent of screening services for existing chronic con-
ditions may influence their course and effects. The extent to 
which low-cost screening procedures for various forms of 
cancer are available varies considerably throughout the coun-
try. Although screening services may be obtained from private 
health care providers, they are often costly, and many low- 
income people are prevented from taking advantage of them.

Evidence-based practice. Health care system factors influence 
the availability and quality of treatment obtainable for persons 
with chronic conditions. For example, provider knowledge and 
expertise may affect the recognition and treatment of chronic 
health conditions. Similarly failure to engage in evidence-based 
practice may also influence the quality of care provided. For ex-
ample, in the 2009 National Health Interview Survey, only about 
a third of people with asthma had received a written asthma 
action plan and just over two thirds had been taught about ap-
propriate responses to symptoms. Likewise, only one third of 
adults and children with asthma had been given long-acting 
corticosteroids (Zahran, Bailey, & Garbe, 2011).

Clinical practice guidelines vary in terms of the strength 
of their underlying evidence base. In one study, the majority 
of state diabetes programs disseminated a variety of practice 
guidelines from subspecialty organizations, but had not pri-
oritized them or adapted them for use in specific populations.  

In addition, 71% of the states indicated that they did not have 
the capacity to provide guideline-concordant care (Sarkar, Lo-
pez, Black, & Schillinger, 2011). Similarly, in 2009, data from 
seven states with federally funded stroke registries reported 
on data related to quality care indicators. According to the re-
port, only 73% of hospitals engaged in dysphagia screening, 
70% provided stroke education, and 93% engaged in deep vein 
thrombosis prophylaxis. In addition, only 57% of hospitals 
provided intravenous TPA in the event of stroke. Overall, only 
69% of the institutions provided “defect-free” in-patient care 
for ischemic stroke, 57% for hemorrhagic stroke, and 57% for 
response to transient ischemic attacks (TIAs). In addition, only 
72% provided defect-free discharge care for ischemic stroke 
(George et al., 2011).

Poor quality care occurs in other areas of chronic disease 
care, as well. For example, methadone is commonly used for 
chronic noncancer pain relief, yet methadone is responsible for 
nearly 40% of single opioid deaths, suggesting that providers are 
not as knowledgeable as they should be in its use for pain relief 
(Paulozzi, Mack, & Jones, 2012). In other instances, providers 
may engage in poor care practices even when they know they 
are inappropriate. For example, two outbreaks of  Staphylococcus 
aureus were reported in 2012, both due to multiple injections of 
pain medications from single dose vials. Reasons given for the 
inappropriate practice were the inability to obtain single dose 
vials in the correct dosage amounts and unwillingness to waste 
medication after first use (Anderson et al., 2012).

Provider failure to provide appropriate screening and pre-
ventive services also influences the incidence and course of 
many chronic physical health problems. The aggressiveness of 
treatment received also affects the outcome of chronic health 
conditions. Some studies, for example, suggest that poorer 
cancer survival rates among low-income populations may 
be related to reduced access to care. The quality of treatment 
 received for diabetes may also vary widely and affect the con-
sequences of this disease. Medical care, on the other hand, has 
greatly reduced mortality from cardiovascular and cerebro-
vascular diseases. This is largely due to a concerted effort to 
 control hypertension, smoking, and diet.

Client–provider relationships. Client–provider relationships 
are another health system determinant that affects chronic 
health problems, particularly with respect to adherence to treat-
ment recommendations. Studies have indicated that trust in 
the medical system in general have been associated with hyper-
tension medication adherence (Cuffee et al., 2013; Elder et al., 
2012). Conversely, distrust has been associated with low breast 
and cervical cancer screening participation (Yang, Matthews, & 
Hillemeier, 2011) and other health-related behaviors. The Fo-
cused Assessment on the next page provides questions to guide 
the examination of health system factors influencing chronic 
health problems in the population.

Risk factors related to biological, psychological, environ-
mental, sociocultural, behavioral, and health system determi-
nants all influence the development and outcomes of chronic 
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physical health problems. Population health nurses use their 
assessment skills to assess for determinants that contribute to 
chronic health problems and for existing chronic conditions 
and their effects. In addition to assessing individual clients for 
the presence of risk factors for chronic health problems, the 
population health nurse examines the incidence and prevalence 
of these risk factors in the general population to determine 
the potential for chronic health problems in the community. 
Nurses can also obtain family histories and construct geno-
grams for specific families as described in  Chapter 14 . A 
Chronic Disease Risk Factor Inventory is available on the stu-
dent resources site to assist the population health nurse in as-
sessing individual and population risk for chronic physical 
health problems.

Population health nurses are actively involved in efforts to 
control chronic physical health problems and their effects in 
individuals and population groups.

Diagnostic Reasoning and Control of 
Chronic Physical Health Problems
Nursing diagnoses are derived from information collected rela-
tive to the incidence and prevalence of chronic health problems 
in the population and the factors contributing to these condi-
tions. These diagnoses may relate to individual clients or to the 
general population. Examples of nursing diagnoses related to 
an individual client are “potential for cardiovascular disease 
due to smoking and sedentary lifestyle” and “uncontrolled dia-
betes due to inability to adhere to diabetic diet.” At the group 
level, the nurse might derive diagnoses such as “increased 
prevalence of lung cancer due to smoking and occupational 
exposure to carcinogens.” In each case, the nursing diagnosis 
contains a statement of the probable cause or etiology of the 
problem that directs interventions designed to resolve it.

Planning and Implementing Control 
Strategies for Chronic Physical Health 
Problems
Planning interventions related to chronic health problems for 
individual clients or population groups is based on the under-
standing of contributing factors derived from the assessment. 
It is particularly important to involve the client and his or her 
family or the community in planning solutions to chronic 
health problems because they will be responsible for imple-
menting the plan or for using services designed. By involving 
the client/family or community, the nurse can tailor the plan 
of care to the specific circumstances influencing chronic dis-
ease. It is important to remember that the presence of a chronic 
health problem affects many facets of life. Effective planning 
accounts for these effects and minimizes the consequences of 
chronic illness for those affected.

CDC’s Healthy Communities Program (formerly Steps to a 
Healthier US) is designed to assist local communities to reduce 
risk factors for chronic diseases and attain health equity within 
the population. The initiatives are aimed at reducing the inci-
dence and prevalence of heart disease, stroke, diabetes, cancer, 
obesity, and arthritis. In addition, initiatives focus on reduction 
of risk factors such as tobacco use and exposure, insufficient 
physical activity, and poor nutrition (Division of Community 
Health, 2013). The initiative has produced a series of tools to 
promote community action related to these chronic condi-
tions. For further information about the tools, see the External 
Resources section of the student resources site.

THE CHRONIC CARE MODEL. The chronic care model 
was developed to delineate the elements of high-quality chron-
ic disease care and to foster effective interaction between in-
formed clients and providers with the needed expertise to 

FOCUSED ASSESSMENT Assessing Health System Determinants 
Influencing Chronic Physical Health Problems

•	 To	what	extent	is	evidence-based	practice	used	in	the	
control of chronic physical health problems? Are there 
alternative therapies that may contribute to the control 
of problems? Do alternative therapies pose health risks 
themselves?

•	 What	is	the	attitude	of	health	care	providers	to	persons	with	
chronic health problems? What is the level of trust accorded 
to the health care system and health care providers in the 
population? What effect does trust have on the effectiveness 
of measures to control chronic physical health problems in 
individuals and in the population?

•	 Do	health	system	factors	contribute	to	the	development	of	
chronic physical health problems in the population?

•	 What	health	promotion	and	illness	and	injury	prevention	
services are available to prevent chronic health problems 
in the population? Are they widely used? To what extent do 
health care providers educate the public regarding prevention 
of chronic health problems?

•	 Are	screening	services	available	for	chronic	health	problems?	
If so, are persons at risk for the problem adequately screened?

•	 Are	diagnostic	and	treatment	services	for	chronic	health	
problems available and accessible to those who need them?
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 address chronic health issues. Elements of the model include 
the following:

•	 A	community	that	mobilizes	resources	to	meet	population	
health needs and fosters partnerships between health care 
systems and community organizations to enact policies 
and provide resources needed for effective chronic disease 
control.

•	 A	health	system	that	embraces	change	and	care	improve-
ment, provides incentives for change, and fosters communi-
cation and data sharing, evaluation, and correction of errors.

•	 Self-management	 support	 that	empowers	and	prepares	
patients to manage their health care and engage in assess-
ment, goal-setting, action planning, problem solving, and 
 follow-up. Such support includes information, emotional 
support, and skill development, and fosters client–provider 
collaboration in problem definition, priority setting, goal 
setting, treatment planning, and problem solving.

•	 A	delivery	system	design	with	a	proactive	focus	on	keeping	
people healthy that incorporates elements of case manage-
ment, health literacy, cultural competency, and care coordina-
tion and makes routine follow-up part of the standard of care.

•	 Decision	support	for	health	care	providers	that	promotes	 
evidence-based care and use of evidence-based practice 
guidelines through provider education regarding evidence-
based practice and coordination of primary and specialty 
care.

•	 Clinical	information	systems	that	assure	access	to	key	data	
at individual and population levels to facilitate performance 
monitoring and quality improvement (Improving Chronic 
Illness Care, n.d.).

A health system designed around this model will engage 
in effective care for chronic illness control at all four levels of 
health care delivery, health promotion, illness and injury pre-
vention, resolution, and health restoration.

HEALTH PROMOTION. General health promotion is 
aimed at making people healthier and reducing their chances of 
developing a variety of health problems, including chronic con-
ditions. Health promotion at both the individual and group lev-
els involves promoting a healthier lifestyle and political  activity 
to create conditions that promote health.

Promoting healthy lifestyles. Strategies to promote healthy 
lifestyles as a means of preventing chronic health problems fo-
cus on diet, exercise, and coping skills. The nurse employs the 
principles of health education discussed in Chapter 11  to edu-
cate both individual clients and the general public on basic nu-
trition and specific nutritional requirements based on age and 
activity level. For example, to prevent obesity the nurse would 
teach parents about the nutritional needs of infants and young 
children and encourage a well-balanced diet with minimal 
amounts of junk food. Similarly, the nurse would teach a preg-
nant woman, a nursing mother, or a physically active person 

about their specific nutritional needs. The nurse would also try 
to inform the general public about proper nutrition.

Access to healthy foods has also been associated with health-
ier diets. Access to foods such as fruits and vegetables is often 
related to socioeconomic level. Healthy foods, such as fruits 
and vegetables, tend to be more expensive when purchased at 
small neighborhood stores than at supermarkets, thus lessening 
the ability of low-income families to afford them.  Population 
health nurses may advocate for access to healthy foods in 
neighborhood stores and may assist local families in coopera-
tive buying to decrease prices. In some areas, nurses may help 
communities to establish community gardens to improve con-
sumption of fresh produce.

Physical activity is another area in which health education 
may be required, and nurses would plan to inform both indi-
vidual clients and the general public about the need for regu-
lar physical activity. The nurse might also assist clients to plan 
ways to incorporate physical activity into their daily routine or 
develop plans for exercise programs in the community or for 
employees of local businesses. For example, a simple means of 
motivating people to climb stairs is to display posters at stair-
well entries encouraging use of stairs rather than elevators.

Exercise is also beneficial for people with existing chronic 
illnesses, and there is a growing emphasis on including people 
with disabilities in health promotion activities. This includes 
incorporating them into mainstream programs whenever pos-
sible, using approaches common across multiple disabilities 
(e.g., reduction of physical barriers), and a condition-specific 
health promotion focus when needed (Benjamin et al., 2013). 
People with arthritis can be assisted to engage in pain control 
strategies prior to physical activity and those with COPD can be 
helped to develop a progressive activity regimen that strength-
ens their functional capabilities. Population health nurses can 
help people with these and other chronic conditions to identify 
avenues for physical activity that are within their capabilities. 
For certain conditions, such as cardiovascular disease, nurses 
may suggest a thorough medical evaluation prior to undertak-
ing a rigorous exercise regimen.

Teaching general coping skills is another way for popu-
lation health nurses to promote health and prevent chronic 
health problems that are influenced by stress. In this respect, 
the nurse might assist a harried mother of several small chil-
dren to develop ways of coping with stress, or the nurse might 
assist school personnel to develop a program to teach basic 
coping skills as part of elementary and secondary school cur-
ricula.  Another approach might be to plan a program to foster 
adequate coping among employees of local businesses.

Technology provides new avenues for promoting healthy 
lifestyles among the general public and in clients with chronic 
diseases. Experts have identified several points at which clients 
may turn to the Internet for information related to their health. 
Many people seek information on basic health promotion and 
health maintenance activities. When symptoms arise, people 
may seek information on the possible meaning of symptoms, 
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or they may seek to validate a treatment regimen as the appro-
priate option after diagnosis. Clients may also use the Internet 
to search for information about their conditions or about spe-
cific treatment regimens or options, to identify possible side 
effects, or to participate in support groups. Population health 
nurses can make active use of Internet technology to educate 
clients for health-promoting lifestyles and for self-care when 
illness occurs. Nurses can also refer clients to credible sources 
of information and educate them regarding mechanisms 
for evaluating the credibility of information retrieved from 
 Internet sources.

Political advocacy. Sometimes educational interventions are 
aimed at informing health policy makers and promoting leg-
islative and regulatory strategies to control chronic illness in 
the population. Political activity related to health promotion fo-
cuses on measures to foster access to health promotion services 
and to create a healthful environment. Nursing involvement in 
efforts at this level includes the planning of strategies to influ-
ence health policy making discussed in Chapter 9 . For exam-
ple, population health nurses might campaign for better access 
to prenatal care for pregnant women or legislation to prevent 
or reduce pollution so as to prevent its contribution to chronic 
 respiratory conditions and other chronic health problems.

Political activity by population health nurses might also be 
required to establish and enforce policies and legislation that 
foster healthful behaviors. For example, failure to enforce laws 
related to the sale of tobacco products to minors has enabled 
youngsters to purchase tobacco. Conversely, enforcement of 
seat belt legislation has significantly reduced motor vehicle 
 accident fatalities.

ILLNESS AND INjURy PREvENTION. WHO has identi-
fied several “best buy” prevention strategies for noncommuni-
cable diseases. These strategies include the following:

•	 Protection	from	second-hand	smoke	and	development	of	
smoking bans

•	 Education	on	the	dangers	of	tobacco	use
•	 Banning	tobacco	advertising,	promotion,	and	sponsorship
•	 Increasing	tobacco	taxes
•	 Restricting	access	to	retail	alcohol
•	 Instituting	bans	on	alcohol	advertising
•	 Increasing	alcohol	taxes
•	 Reducing	salt	intake	and	sodium	content	in	foods
•	 Replacing	trans	fats	with	polyunsaturated	fats
•	 Immunization	for	hepatitis	and	HPV	(WHO,	2011)

Additional prevention strategies for chronic physical health 
problems include preventing obesity, promoting tobacco use 
cessation, and injury prevention.

In the United States, the National Prevention Council de-
veloped the National Prevention Strategy in 2011. The over-
all goal of the strategy is to increase the number of people 
who are healthy at every stage of their lives. The strategy 
encompasses four strategic directions and seven priorities. 

The strategic directions include healthy and safe community 
environments, provision of clinical and community preven-
tive services, empowerment of people for healthful living, 
and elimination of health disparities among segments of the 
population. The seven priorities for action are promoting to-
bacco-free living, preventing drug abuse and excessive alcohol 
use, promoting healthy eating and active living, and promot-
ing injury and violence-free living, reproductive and sexual 
health, and mental and emotional well-being (National Pre-
vention Council, 2011). Several of the strategic directions and 
priorities are relevant to chronic disease prevention and are 
discussed below.

Preventing obesity. Dietary changes, weight loss, and mod-
erate physical activity can prevent diabetes, obesity, and other 
related health problems. Increasing food taxes may be a help-
ful strategy in preventing obesity. Two types of taxes have been 
suggested: nutrient taxes and category taxes (Franck, Grandi, &  
Eisenberg, 2013). Nutrient taxes focus on foods that have high-
er than recommended percentages of fats or sugars (e.g., sugar 
sweetened fruit juices). Category taxes are taxes assessed on 
specific categories of foods or beverages. Examples would be a 
tax on sodas, candy, or snack foods.

Development of modified food products also assists in con-
trolling fat intake. Population health nurses can encourage the 
food industry to pursue research on food modification. They 
can also campaign for legislation to require accurate labeling of 
food packages and disclosure of food contents.

Specific programs for reducing or preventing obesity might 
focus on increasing physical activity levels. For example, safe 
walking routes to school and walking school bus programs have 
been initiated to promote physical activity among children be-
fore and after school. In these programs, students walk together 
to and from school under adult supervision. After-school recre-
ation programs or activity programs in business are other ways 
of promoting physical activity and preventing obesity.

Smoking cessation assistance. Another approach to prevent-
ing multiple chronic health problems is to promote smoking 
cessation among smokers or prevent smoking initiation among 
nonsmokers, particularly youth. Efforts to decrease tobacco use 
constitute one of the most intensive public health initiatives in 
the last 50 years (Warner, 2014). As effective as these initiatives 
have been, they are not enough, and even decreasing smoking 
to 10% of the U.S. population (the Healthy People 2020 target) 
will result in more than 100,000 smoking-related deaths per 
year over the next few decades (Warner, 2014).

Rockland County, New York, has framed its tobacco con-
trol efforts in the context of the essential public health services 
discussed in Chapter 1 . Application of the essential services 
model is depicted in Table 27-2•. Application of the model has 
resulted in a decline in adult smoking prevalence from 16% in 
2003 to 9.7% in 2009. In the same time frame smoking preva-
lence declined to less than 10% among high school students and 
less than 4% among 8th grade students (Lieberman et al., 2013).
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Evidence-Based Practice

Misplaced Evidence
In 2002, the Women’s Health Initiative terminated its study of 
estrogen and progestin due to adverse effects noted in women 
receiving the study drug Prempro. Because the treatment was 
often referred to as “hormone therapy” or “estrogen therapy,” 
the study’s findings were inappropriately generalized to all forms 
of hormone replacement, including for women without a uterus 
who were excluded from the original study. Over a period of 18 
months, use of hormone replacement therapy (HRT) for post-
menopausal women decreased by about 50%. Both women and 
providers were anxious to avoid use of HRT despite subsequent 
findings that estrogen alone provided a protective effect against 
coronary heart disease for women who had had a hysterectomy. 
As a result, anywhere from 18,601 to 91,610 women died pre-
maturely as a result of estrogen therapy avoidance (Sarrel, Njike, 
Vinante, & Katz, 2013).

A similar response was engendered by the results of ethi-
cally questionable testing of homeless alcoholic men on New 
York’s Skid Row for prostate cancer in the 1950s and 1960s. A 
physician recruited members of this vulnerable population in a 
study to determine the prevalence of prostate cancer using open 
perineal biopsies. When cancerous cells were found, the sur-
geons performed radical prostatectomies and orchiectomies with 
minimal consent, followed by diethylstilbestrol treatment. This 
practice contributed to the current screen-and-treat paradigm for 
prostate cancer still in vogue today, despite current evidence that 
routine screening and radical treatment of prostate cancer are 
not warranted (Aronowitz, 2014).

These two stories highlight the dangers of relying on the re-
sults of one or a few studies and on inappropriate generaliza-
tion of study findings as a foundation for practice. Population 
health nurses need to not only keep current with research find-
ings, but also need to examine the strength of the evidence for 
or against a particular intervention or treatment approach before 
advocating specific strategies. One strategy to promote the use 
of evidence-based interventions is to critically evaluate clinical 
practice guidelines using evaluation guidelines such as SELECT. 
SELECT is a mnemonic that stands for a six-step process for 
evaluating and implementing clinical practice guidelines. The 
six steps are as follows:

•	 Search:	Examination	of	the	practice	setting	to	identify	care	
issues and concerns that suggest a need for a practice change

•	 Explore	the	evidence:	Identify	evidence	validating	the	identi-
fied concerns and potential solutions

•	 Locate	existing	clinical	practice	guidelines	for	best	practice	
interventions relevant to the issue

•	 Evaluate:	Evaluate	the	process	used	to	develop	the	practice	
guidelines and the strength of the evidence base supporting 
them

•	 Choose	and	customize:	Select	the	best	guideline	recommen-
dations and tailor them to your practice setting

•	 Translate	 the	 guidelines	 into	 practice	 and	 evaluate	 their	
 effects (American Professional Wound Care Association, 
2010)

TABLE 27-2  Application of the Essential Public Health Services Model to Tobacco 
Control, Rockland County, New york

Essential Public Health Services Application

Diagnose and evaluate Monitored state and local data to set realistic goals
Inform, educate, and empower Developed student advocacy programs against tobacco industries, created local media 

campaigns and a smoke-free home campaign
Mobilize community partnerships Developed a four-county consortium and partnered with multiple local organizations
Develop policies Created smoke-free school campuses, parks, playgrounds, housing units
Enforce laws Conducted compliance checks at retail tobacco facilities, bars, and restaurants
Link to/provide care Provided counseling in multiple languages and links to quitlines
Ensure competent workforce Trained providers in brief cessation counseling techniques
Evaluate Conducted an annual tobacco use telephone survey
Monitor Monitored attitudes and behaviors using an expanded BRFSS survey and a 5-year com-

munity assessment

Data from: Lieberman, L., Diffley, U., King, S., Chanler, S., Ferrara, M., Alleyne, O., & Facelle, J. (2013). Local tobacco control: Application of the essential public 
health services model in a county health departments to Put It Out Rockland. American Journal of Public Health, 102, 1942–1948. doi: 10.2105/AJPH.2013.301284
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As can be seen in the table, the initiative employed a num-
ber of different strategies that have been found to be effective 
in deterring smoking initiation and promoting smoking ces-
sation among those who smoke. Such strategies include in-
creasing tobacco prices, graphic media campaigns, smoke-free 
laws, and barrier-free access to cessation assistance (Agaku  
et al., 2012). CPSTF (2014b) also recommends mass-reach 
health communications, which have been shown to be effective 
in decreasing the prevalence of tobacco use, increasing cessa-
tion and the use of cessation resources, and decreasing tobacco 
use  initiation. A systematic review of related literature found 
that mass-reach campaigns resulted in a median increase in 
quitline calls, decreased median state per capita tobacco con-
sumption to 15  cigarettes per person per year, and increased 
successful cessation by 2.2% (CPSTF, 2014b). Similarly, CDC’s 
annual national tobacco education campaign resulted in a 75% 
increase in weekly quitline calls and a 38-fold increase in visi-
tors to its tobacco cessation website (Bright et al., 2013).

Quitlines are effective strategy for promoting smoking ces-
sation, providing information, advice on quitting, and refer-
rals for cessation assistance as well as counseling and support. 
California was the first state to implement a statewide tobacco 
quitline, but similar resources are now available in each state 
and each Canadian province. There have also been calls for the 
mandatory inclusion of national toll-free quitline numbers on 
cigarette packages (Leischow et al., 2012). Quitlines are easy to 
access, cost-free, and can be tailored to individual needs. In ad-
dition, they are cost effective, resulting in savings of $2,012 per 
QALY saved. Even when free cessation assistance medications 
are included (e.g., nicotine patches), there is a net savings of 
$795 per QALY (CPSTF, 2014c).

Medications are an important adjunct to smoking cessa-
tion that is often neglected in primary care. Studies indicate 
that people with hypertension are nearly 33 times more likely 
to receive appropriate medications for their hypertension 
than smokers are to receive smoking cessation medications. 
Similarly, diabetes, hyperlipidemia, asthma, and depression 
are more likely to be treated with medication than smoking. 
 Provider counseling is also more likely for hypertension, diabe-
tes, and hyperlipidemia than for smoking (Bernstein, Yu, Post, 
Dziura, & Rigotti, 2013).

Tailored interventions may be needed to promote tobacco 
use cessation in specific target groups. For example, mass me-
dia campaigns, insurance coverage of smoking cessation treat-
ment, 100% smoke-free policies, and increased tobacco excise 
taxes have been particularly recommended for preventing 
smoking uptake among youth and promoting cessation among 
pregnant women (Tong et al., 2013). Drug users are another 
group that needs tailored interventions. As many as 77% to 
90% of drug users smoke cigarettes and more than 1 million 
enter treatment programs each year, but few drug treatment 
centers provide tobacco cessation treatment. In one study of 
405 drug treatment facilities, only 14% provided nicotine re-
placement therapy, and only two thirds reported their capac-
ity to deal with tobacco addiction as adequate to very good. 

Similarly, only half had staff with training in tobacco cessation 
and only one third had protocols, procedures, or curricula in 
place for addressing smoking. Finally, only 20% reported hav-
ing the financial resources needed to provide tobacco counsel-
ing for their clientele (Hunt et al., 2013).

Population health nurses can be actively involved in pro-
viding tobacco cessation counseling or in referring clients for 
cessation services. They can also advocate for insurance cover-
age of cessation services and for inclusion of free medication in 
conjunction with existing tobacco quitlines. Finally, they can 
be involved in the development of mass media campaigns for 
the general public or for specific targeted populations such as 
pregnant women and youth.

Population health nurses may also be involved in political 
activity to limit smoking. Legislative and regulatory activities 
to control smoking can be of two types: legislation controlling 
smoking in public places and taxation of tobacco sales. Public 
smoking bans and smoke-free workplace policies not only af-
fect smoking behaviors but also limit exposure to second-hand 
or involuntary smoking (also called environmental tobacco 
smoke).

Preventing cardiovascular disease. Prevention of cardiovas-
cular disease has also become a priority in the United States. For 
example, the Million Hearts Initiative was established to prevent 
1 million heart attacks by 2017. The initiative is a public–private 
partnership to decrease cardiovascular disease using evidence-
based practice. Two goals of the initiative are to reduce the need 
for treatment for cardiovascular disease by empowering people 
to make healthy lifestyle choices and to improve preventive care 
employing the ABCS (aspirin use for those at risk, blood pres-
sure control, cholesterol management, and smoking cessation). 
Foci include decreasing tobacco use and second-hand smoke 
exposure, reducing sodium intake, eliminating artificial trans 
fats, and providing workplace wellness and media campaigns. 
Other areas of emphasis are increasing the use of evidence-
based practices among health care providers and increasing use 
of health information technology (Farley et al., 2012).

A similar program, Healthy Heart, Healthy Family, has been 
created to address cardiovascular disease in African Americans, 
AI/ANs, Filipinos, and Latinos (USDHHS, 2012). The program 
includes a series of educational materials, heart healthy recipes, 
and community health worker manuals to minimize cardiovas-
cular disease risk factors in these populations (National Heart, 
Lung, and Blood Institute [NHLBI], n.d.). For further informa-
tion about these materials, see the External Resources section of 
the student resources site.

In addition, the CPSTF (2013b) has recommended reduc-
ing out-of-pocket costs for treatment for hypertension and 
hypercholesterolemia to include low- or no-cost medication, 
behavioral counseling (particularly for weight loss), and be-
havioral support for gym memberships and weight manage-
ment programs. In its systematic reviews, the task force found 
that reducing out-of-pocket costs increased medication ad-
herence and decreased blood pressure and cholesterol levels. 
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Population health nurses can be involved in educating the pub-
lic and health care providers regarding interventions to lower 
cardiovascular disease risk. They can also advocate for better 
insurance coverage of the cost of preventive strategies.

Injury prevention and other prevention strategies. Other 
strategies may also help to prevent chronic physical health 
problems. Injury prevention at home and in occupational set-
tings is one effective approach to the prevention of long-term 
consequences of unintentional injuries. In addition the “Click It 
or Ticket” campaign, a national police crackdown on unbelted 
drivers and passengers conducted every Memorial Day week-
end has been shown to be one of the most effective seat belt use 
strategies.

The use of safety devices and other safety precautions can 
modify risk factors for accidents that may lead to chronic dis-
ability. Population health nurses can encourage clients to 
install smoke detectors in residences, provide adequate super-
vision for small children, store hazardous items appropriately, 
and remove hazards that contribute to falls in the elderly. They 
can also promote the use of seat belts in vehicles and campaign 
for legislation that makes seat belt use mandatory in all vehi-
cles (e.g., school buses). Population health nurses can promote 
use of safety devices and safety precautions in the work setting 
to prevent accidental injury. Programs to prevent sports and 
occupational injuries will also help to prevent arthritis. Fall 
prevention through balance training, correcting visual im-
pairment, limiting medication side effects, and environmental 
changes can also help to prevent injury, particularly in older 
populations. Finally, population health nurses can motivate 
clients to use sunscreen, sunglasses, and protective clothing to 
prevent melanoma and cataracts. In 2012, the USPSTF recom-
mended counseling for children and young adults to age 24 
years on skin cancer prevention (USPSTF, 2012). In  addition, 
CPSTF has developed several recommendations related to 
parent and caregiver education, policy approaches, and com-
munity wide initiatives to promote skin cancer prevention 
(CPSTF, 2013a).

Modifications of environmental conditions that contribute 
to chronic health problems may also help to control them. For 
example, population health nurses can advocate for enforce-
ment of clean-air legislation and promote measures that pre-
vent contamination of drinking water by heavy metals and 
other agents that cause chronic health problems. Control of 
environmental conditions, such as radon emissions and air 
pollution, are particularly important in preventing some forms 
of cancer. Similarly, nurses and others can campaign for traffic 
control measures that minimize motor vehicle accidents and 
subsequent disability. Nurses can also advocate for environ-
mental designs that promote physical activity.

Although usually considered a preventive strategy for com-
municable diseases, selected immunizations may also prevent 
chronic diseases. For example, the Advisory Committee on 
Immunization Practices (ACIP) has recommended hepatitis B 
vaccine for all adults 19 to 59 years of age with diabetes, and at 

the discretion of providers for those over age 60 (Sawyer et al., 
2011). Similarly, people with chronic diseases are at particular 
risk for disease and complications due to influenza and pneu-
mococcal pneumonia and should receive the relevant vaccines. 
In addition, HPV vaccine can prevent genital warts and subse-
quent cervical cancer and varicella zoster vaccine (VZV) can 
prevent shingles, particularly in the elderly.

Innovative strategies may need to be employed to inform the 
public about prevention strategies for chronic health problems. 
One such strategy is the development of a radio novella series 
in Spanish “Promesas y Traiciones,” produced in  Alabama, 
that focused on chronic disease risk factor reduction. In this 
project, community members helped develop, implement, and 
evaluate a series of 48 episodes to address salient chronic dis-
ease issues (Frazier, Massingale, Bowen, & Kohler, 2012).

Population health nurses may be involved in educating in-
dividual clients and the general public about the need for and 
availability of vaccines or in designing and providing immuni-
zation services. They may also need to advocate for accessible 
immunization services and coverage of routine immunization 
under health insurance plans. Health promotion and illness 
and injury prevention goals in the control of chronic physical 
health problems and related population health nursing activi-
ties are summarized in Table 27-3•.

RESOLvING ExISTING CHRONIC PHySICAL HEALTH 
PROBLEMS. Population health nurses are also involved in 
activities aimed at dealing with chronic health problems once 
they have occurred. Three major foci in resolving existing 
chronic conditions are screening and surveillance, early diag-
nosis, and prompt treatment.

Screening and surveillance. Screening involves identifying in-
dividuals who are either at high risk for chronic health problems 
or who may already have them. Surveillance, on the other hand is 
a process of monitoring the incidence and prevalence of chronic 
health problems in the population in order to establish priorities 
for control efforts. WHO identified three essential components 
of noncommunicable disease surveillance. These include moni-
toring exposures and risk factor prevalence, monitoring disease 
outcomes (e.g., morbidity and mortality), and monitoring health 
system response. A WHO report on noncommunicable disease 
capacity indicated that these three components are lacking in 
most national health information systems and should be inte-
grated into existing systems to promote more effective control of 
chronic physical health problems (WHO, 2011).

Although the prevalence of many chronic conditions in the 
population has been increasing, there is less evidence of both 
upper and lower body limitations that may lead to disability. 
In all likelihood, this improvement in health status despite 
increased incidence of disease is due to earlier diagnosis and 
more effective disease management. Screening is the first step 
in early diagnosis of many chronic health problems.

Screening tests are available for several chronic health 
problems but the extent of screening varies across population 
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TABLE 27-3  Goals for Health Promotion and Injury and Illness Prevention  
and Related Population Health Nursing Interventions  
in the Control of Chronic Physical Health Problems

Health Promotion Goal Nursing Interventions

1. Provide prenatal care. 1.  Educate clients and public about the need for prenatal care. Refer to 
or provide prenatal care.

2. Maintain appropriate body weight through adequate nutrition.

•	Breast-feed	infants.
•	Delay	introduction	of	solid	foods.
•	Avoid	use	of	food	as	pacifier	or	reward.
•	Establish	healthy	food	habits	from	childhood.

2. Educate clients and public about adequate nutrition.

•	Obtain	diet	history	and	identify	poor	food	habits.
•	Assist	with	breast	feeding.
•	Assist	with	menu	planning	and	budgeting.
•	Refer	for	food-supplement	plans	as	needed.
•	Encourage	use	of	nonfood	reward	systems.

3. Engage in graduated program of exercise. 3.  Educate public about need for exercise. Assist clients to plan  
appropriate exercise programs.

4. Develop coping skills. 4. Teach coping skills.

Illness and Injury Prevention Goals Nursing Interventions

1. Decrease obesity prevalence.

a.  Decrease dietary intake of saturated fats, cholesterol, sodium, and 
alcohol.

b. Provide access to healthy food.
c. Modify foods to decrease unhealthy constituents.

1.  Educate clients and the public regarding the contribution of obesity 
to chronic health problems.

a.  Educate and help clients plan adequate nutritional intake. Foster 
self-help groups for overeaters.

b.  Advocate for access to low-cost healthy foods (e.g., fruits and 
vegetables).

c.  Advocate for control of fat, sugar, salt content of foods. Promote 
modification of foods to decrease unhealthy constituents.

2. Decrease tobacco use.

a. Prevent initiation of smoking and increase smoking cessation.

2. Educate clients and the public regarding the harm from tobacco

a.  Foster self-help groups for smokers.

•	 Educate	nonsmokers	about	the	hazards	of	smoking.
•	 	Promote	no-smoking	policies	in	public	places	and	in	the	workplace.
•	 Promote	smoke-free	homes.

3. Decrease cardiovascular disease incidence.

a.  Identify and treat existing health problems that are risk factors  
for chronic illness (hypertension, obesity).

b. Increase use of evidence-based practices.
c.  Increase compliance with treatment for diseases contributing  

to CVD.

3.  Educate clients, the public, and providers on strategies to prevent 
cardiovascular disease.

a.  Screen for and refer clients with existing conditions.

•	 Educate	clients	regarding	therapy	for	existing	disease.
•	 	Educate	clients	and	providers	regarding	the	ABCS	of	CVD	prevention.
•	 Adjust	therapy	to	client’s	situation	when	possible.
•	 Monitor	for	compliance,	therapeutic	effects,	and	side	effects.

4. Prevent long-term consequences of unintentional injury. 4.  Eliminate risk factors for unintentional injury.

•	 	Educate	client	and	the	public	regarding	safety	hazards	and	
safety precautions.

•	 Advocate	for	safety	legislation	and	its	enforcement.
•	 	Prevent	occupational	and	sports	injuries	through	use	of	safety	

equipment and practices.
•	 	Identify	caretaker	injury	risk	factors	and	plan	appropriate	in-

terventions. Educate caretakers for injury prevention. Refer for 
help in obtaining client management equipment and assistive 
devices. Advocate for funding to provide needed caretaker  
assistance to prevent injuries.

5.  Eliminate environmental pollutants contributing to chronic 
conditions.

a. Decrease exposure to sources of radiation (X-ray, sunlight).
b. Eliminate occupational exposure to hazardous substances.

5.  Educate public about pollution. Become politically active on environ-
mental legislation.

a.  Educate public about risks of radiation.

•	 Discourage	sunbathing.
•	 Encourage	use	of	sunscreen	and	protective	clothing.

b. Monitor occupational safety conditions.
6.  Eliminate or modify effects of emotional stress. Avoid stressful  

situations when possible.
6.  Assist clients to identify stressful situations. Explore with clients 

ways of decreasing stress.
7. Increase immunization to prevent chronic health problems. 7.  Educate clients and the public on the need for immunizations that 

prevent or minimize effects of chronic health problems. Refer for or 
provide immunization services. Advocate for the availability of  
immunization services.
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groups and conditions. The U.S. Preventive Services Task 
Force (USPSTF) has recommended several screening tests for 
chronic health problems many of which have been addressed 
in other chapters for specific populations (see Chapters 16 ,  
17 , 18 , and 19 ). Recently, the USPSTF also recommended 
annual lung cancer screening using computerized tomography 
for current smokers 55 to 85 years of age or those who quit 
smoking within the last 15 years who have a 30-pack-year his-
tory of smoking (USPSTF, 2013).

Creative strategies may be needed to promote screening in 
some populations. For example, the emergency department 
has been suggested as an effective setting to educate clients re-
garding mammography screening. In one study, for instance, 
three fourths of respondents indicated their willingness to lis-
ten to mammography promotion materials while waiting to 
be seen (Hatcher, Rayens, & Schoenberg, 2010). Expansion of 
Medicaid-funded family planning services also served to in-
crease receipt of breast and cervical cancer screening services 
in low-income populations (Wherry, 2013). Similarly, inter-
ventions using tailored motivational messages and peer sup-
port by trained volunteers increased mammography screening 
rates among African American women (Fouad et al., 2010).

Most people with prediabetes are unaware of their status, yet 
awareness can lead to lifestyle changes that may prevent pro-
gression to type 2 diabetes (Li et al., 2013). The latest USPSTF 
recommendation is for diabetes screening for individuals with 
treated or untreated blood pressures over 135/80 (USPSTF, 
2008), but some authors have recommended routine screening 
of high-risk populations in emergency departments.

Population health nurses play an important role in screen-
ing for chronic illness. They are conversant with the prevalence 
of various risk factors in the community and can plan screen-
ing programs to detect conditions related to the most prevalent 
risk factors. They may also plan to motivate client participation 
in screening by educating the public regarding the need for 
screening. Knowledge of risk factors alone does not motivate 
the general public to seek screening opportunities, so motiva-
tional activities must go beyond educational campaigns. For 
example, population health nurses may be actively involved in 
referring clients for screening services and linking disease pre-
vention to other goals valued by clients (e.g., the ability to con-
tinue working).

Interpretation of test results and referrals for further di-
agnosis and treatment of suspected conditions are also func-
tions of population health nurses in relation to chronic health 
problems. Screening is only effective if clients understand the 
results of the screening test and the need for further diagnostic 
evaluation when screening tests are positive. Misunderstanding 
of screening reports may lead to increased anxiety or failure to 
act. Population health nurses can be instrumental in helping 
clients understand the results of screening tests and in educat-
ing them regarding next steps when tests are positive.

At the population level, population health nurses may need 
to advocate for available and accessible screening services for 
underserved segments of the population. For example, people 

lacking health insurance were twice as likely as those with in-
surance not to be screened for colorectal cancer (Klabunde, 
Joseph, King, White, & Plescia, 2013). Similarly, only 38% of 
women without health insurance had received a mammogram 
in the past 2 years in the 2010 National Health Interview  Survey, 
compared to 80% of those with private insurance and 67% with 
public insurance coverage (Khajuria, 2013).  Population health 
nurses may also need to educate and motivate providers to rec-
ommend screening procedures to their clients since provider 
recommendation has been shown to be a strong predictor of 
screening for many health conditions.

Early diagnosis. The effects of many chronic health conditions 
can be minimized when they are diagnosed and treated early 
in the course of the disease. Positive screening test results are 
always an indication of a need for further diagnostic testing. 
 Persons with obvious symptoms associated with chronic dis-
eases should also be referred for diagnostic evaluation.

Population health nurses frequently engage in case finding 
with respect to chronic diseases, identifying community mem-
bers with possible symptoms of disease and referring them 
for diagnosis and treatment as appropriate. Population health 
nurses are also active in educating clients and the general pub-
lic regarding signs and symptoms of chronic diseases and the 
need for medical intervention. Population health nurses who 
are nurse practitioners may also be involved in making medical 
diagnoses of chronic illnesses.

At the population level, early diagnosis may also involve 
surveillance for increasing incidence of specific chronic dis-
eases and detection of “outbreaks” in particular populations. 
For example, a four-step process had been suggested by CDC 
and the Council of State and Territorial Epidemiologists for in-
vestigating reports of cancer clusters. This process includes the 
following:

•	 Initial	response:	Data	collection	to	determine	the	credibility	
of the concern and referral to the appropriate agency unit 
for investigation. Includes exploration of the nature of the 
concern, demographics of those affected, and any history of 
prior reporting and response.

•	 Assessment:	Determining	if	incidence	or	prevalence	figures	
represent a statistically significant excess of cases, develop-
ing a case definition, identifying the population involved 
and local environmental concerns.

•	 Major	feasibility	study:	An	epidemiologic	study	of	cancer	
cases and environmental factors of concern, and

•	 Etiologic	investigation	of	contributing	factors	(Abrams	et	al.,	
2013).

Population health nurses may need to advocate for available 
and accessible low-cost diagnostic services for chronic health 
problems. They may also refer individual clients for those ser-
vices. In addition, they may need to assist clients to deal with 
the anxiety and uncertainty that accompany the diagnostic 
process. A systematic review of available research has indicated 
that increased distress during the diagnostic phase for breast 
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cancer can affect treatment outcomes particularly for women 
with low education levels and high levels of trait anxiety. It has 
been suggested that providers may need to engage in interven-
tions to reduce distress from the first mention of a possible 
cancer diagnosis (Montgomery & McCrone, 2010).

Prompt treatment. The third aspect of resolving chronic 
health problems is the treatment of existing conditions. The pri-
mary public health role in this area lies in promoting and moni-
toring treatment standards for chronic disease in the personal 
health care sector. Treatment considerations in chronic condi-
tions include engaging in evidence-based disease management, 
pay for performance, and promoting and supporting client self-
management.

Evidence-based disease management. Unfortunately, many 
people with chronic illnesses do not receive effective evidence-
based clinical services. For example, the percentage of people 
with self-reported hypertension who reported being treated 
only increased from 61% in 2005 to 62% in 2009 (Fang et al., 
2013) and from 2003 to 2010, only 60% of people with stage 
2 hypertension were treated with medication (Valderama, 
 Gillespie, & Mercado, 2013). Similarly, from 2009 to 2010, 
17.2% of U.S. adults with diabetes had HgA1c levels indicative 
of good glycemic control (USDHHS, 2012).

A 2013 report for the Institution of Medicine identified el-
ements of quality cancer care that can be adapted to other 
chronic health problems as well. The first element is engaged 
patients who are adequately informed and included in decision 
making regarding their health and health care. The second ele-
ment is an adequate health professional workforce that includes 
coordinated services from generalist and specialist providers 
who possess core competencies. Use of evidence-based care 
strategies is the third element of quality care. A fourth element 
is a “learning” information technology system that supports 
care decision making, while the fifth element is the translation 
of evidence into quality care that is supported by quality mea-
surement and performance improvement strategies. The final, 
and most critical, element is access to affordable care for all who 
need it. This last element will need to be achieved through reim-
bursement system reforms and elimination of waste as well as 
through elimination of disparities in care quality (Levit, Balogh, 
Nass, & Ganz, 2013). Population health nurses may be involved 
in evaluating the extent to which chronic care systems address 
these elements of quality care. They can also be active in advo-
cating changes in care delivery system to promote quality care.

Effective treatment of chronic illness can be facilitated 
with disease management and decision support systems. The 
 CPSTF defined disease management as “an organized, pro-
active,  multicomponent approach to health care delivery for 
people with a specific disease, such as diabetes. Care is focused 
on and integrated across the spectrum of the disease and its 
complications, the prevention of comorbid conditions, and the 
relevant aspects of the delivery system” (2014a, para 1).  Disease 

management emphasizes prevention and client–provider col-
laboration and includes the following components: identifi-
cation of affected populations; use of evidence-based practice 
guidelines; collaborative practice including the primary pro-
vider, client, and other health care professionals; education of 
clients for self-management; process and outcomes evaluation; 
and routine feedback to providers and clients. Disease manage-
ment has been shown to result in better client health outcomes 
for several chronic health problems.

Disease management has been shown to be particularly effec-
tive in the control of asthma. In 2007, the National Heart, Lung, 
and Blood Institute (NHLBI) developed expert guidelines for the 
management of asthma that addressed four essential elements of 
asthma management: assessment and monitoring, education for 
a partnership of client and provider in asthma control, control of 
environmental factors and comorbid conditions, and pharma-
cologic therapy. The guidelines were subsequently expanded as 
practice implementation recommendations (NHLBI, 2008). For 
example, the education guideline was amplified to incorporate 
collaborative development of an individualized asthma action 
plan, and pharmacologic recommendations included the use of 
both rescue medications for acute exacerbations and long-term 
use of inhaled corticosteroids for better control. Similarly, the 
assessment and monitoring guideline was operationalized in 
recommendations for measures of asthma severity, degree of 
control, and scheduled follow-up visits. Environmental control 
measures included recommendations for elimination of asthma 
triggers as well as prevention of comorbidities through influenza 
immunization. Similar disease management guidelines have 
been developed for other chronic diseases such as diabetes, car-
diovascular disease, and COPD.

Pay for performance. One approach to promoting effective 
care for chronic physical health problems is to provide incen-
tives for quality care and achievement of specific health out-
comes. The Health Care Incentives Improvement Institute has 
created an innovative reimbursement model called Prometheus 
that is similar to the Medicare system of diagnosis-related groups 
(DRGs), but that rewards health systems and providers for pre-
vention of avoidable complications of disease.  Approximately 
one in five Medicare hospitalizations is for potentially avoid-
able complications of chronic diseases that could be prevented 
with more effective evidence-based care (de  Brantes, Rastogi, 
& Painter, 2010). An estimated 40 cents of each dollar spent on 
chronic disease care and 20 cents spent on each hospitalization 
is the result of potentially avoidable complications (Health Care 
Incentives Improvement Institute, n.d.b).

Prometheus stands for Provider Payment Reform for 
 Outcomes, Margins, Evidence, Transparency Hassle  Reduction, 
Excellence, Understandability and Sustainability. The Pro-
metheus payment model creates a reimbursement system based 
on a budget for an entire care episode for a particular disease tai-
lored to a specific patient based on the severity and complexity of 
their disease. Reimbursement is based on an evidence-informed 
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case rate (ECR), which is a reimbursement rate for a specific 
package of covered services based on clinical guidelines or ex-
pert opinion in the treatment of a particular  condition. Whereas 
Medicare’s current practice is to not reimburse providers and 
health care systems for “never events” or potentially avoidable 
complications, Prometheus factors in an allowance for these 
events based on their typical rates of occurrence. Providers 
would be paid the lump sum based on the ECR including that 
allowance. If no complications occur, however, the provider 
retains the allowance as a net gain, thereby rewarding effective 
care (Health Care Incentives Improvement Institute, n.d.a). It 
has been estimated that use of such a reimbursement system for 
six major chronic diseases (congestive heart failure, coronary ar-
tery disease, diabetes, hypertension, COPD, and asthma), could 
reduce the costs of care by approximately 4% (de Brantes et al., 
2010), but actual results remain to be seen.

Other approaches to pay for performance are based on the 
extent to which providers adhere to best practices in disease 
management. For example, providers would be reimbursed 
based on whether or not they provide nutrition counseling to 
diabetic clients or the percentage of patients with asthma who 
receive a written asthma action plan. Such mechanisms, how-
ever, address provider activities, but do not consider actual pa-
tient care outcomes.

Promoting and supporting self-management. Another ap-
proach to the treatment of chronic physical health problems 
lies in client self-management. Self-management of chronic 
health problems involves the ability the ability to manage risk 
factors and  deal effectively with symptoms and treatment regi-
mens and to adjust to the physical and psychological effects of 
a chronic condition. Self-management also requires knowledge 
of when to seek medical assistance. The impetus for the current 
emphasis on self-management by clients with chronic health 
problems lies in the economic burden posed for society by these 
conditions.  Self-management encompasses three phenomena: a 
process, a program, and  outcomes. Self-management programs 
are intended to prepare clients to assume responsibility for 
managing their illness or engage in health promotion behav-
iors. From an outcomes perspective, self-management should 
result in better control of the chronic condition and better qual-
ity of life for the person affected (Ryan & Sawin, 2009).

Self-management differs from self-care, which is the per-
formance of activities of daily living independent of the health 
care system (Ryan & Sawin, 2009). Rather, self- management 
involves self-monitoring, decision making, and action. 
 Monitoring includes both awareness and measurement of one’s 
health status and condition, while symptom management in-
cludes awareness of and response to physiologic, cognitive, or 
functional changes (Richard & Shea, 2011). Self-management 
skills include problem solving, decision making, resource utili-
zation, formation of effective relationships with providers, de-
velopment of an action plan, and tailoring the plan to address 
personal needs and conditions. Common self-management 

foci across multiple chronic conditions include symptom man-
agement, medication adherence, recognition of acute episodes, 
promoting good nutrition and physical activity, smoking ces-
sation, stress reduction, interaction with health care providers, 
obtaining information, adapting to work, managing relations 
with others, and managing emotions (Ryan & Sawin, 2009).

Some authors have cautioned against an overemphasis on 
self-management, suggesting that a focus on client responsi-
bility for managing their own conditions may lead to a greater 
emphasis on cost-containment than quality of services (Bau-
mann, 2012). Others have noted that health care providers are 
often ill-equipped to assist clients in the acquisition of self-
management knowledge and skills (Ryan & Sawin, 2009).

Effective control of chronic health problems should incorpo-
rate both evidence-based disease management by health care pro-
viders and appropriate self-management by clients.  Population 
health nurses and other health professionals can support cli-
ents in the development of needed self-management skills. The 
Agency for Health Care Research and Quality (AHRQ, 2014) has 
collected a number of resources to assist health care providers 
to promote clients’ self-management of chronic conditions. For 
further information about the AHRQ materials, see the External 
Resources section of the student resources site.

Monitoring treatment effects. Another important aspect 
of resolving chronic physical health problems for individual 
clients involves monitoring treatment effects. This includes 
monitoring both therapeutic effects and side effects of treat-
ment. For instance, the nurse may obtain or review periodic 
blood pressure measurements for the client with hypertension. 
If the nurse determines that antihypertensive therapy has not 
noticeably  affected the client’s blood pressure, the nurse would 
make sure that the client is taking the medication appropriately 
and refer the client to his or her primary provider for further 
follow-up. The nurse also monitors clients for the presence of 
side effects related to treatment. For example, the nurse may 
note that a client is experiencing postural hypotension due to 
antihypertensive medications and will then educate the client 
about the need to change position gradually and will continue 
to monitor blood pressure levels to be sure that they do not 
drop too low.

At the population level, population health nurses will 
monitor the effects of health care delivery programs in reduc-
ing the incidence of chronic health problems or in promot-
ing their control in the population. The goal of monitoring 
the therapeutic effectiveness of interventions may also require 
population health nurses to advocate for routine treatment-
monitoring services. For example, although effective diabetes 
management includes annual dilated eye examinations, foot 
examinations, and glycosylated hemoglobin (HbA1c) deter-
minations, clients with diabetes may not receive these services. 
Goals for resolving chronic physical health problems and re-
lated population health nursing interventions are summarized 
in Table 27-4•.
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TABLE 27-4  Goals for Resolving Existing Chronic Physical Health Problems and 
Related Population Health Nursing Interventions

Goal Nursing Interventions

1. Screening

a. Perform periodic health examinations.
b. Periodically screen for chronic disease.

1. Screen for existing chronic diseases.

a.  Educate public about need for health examinations. Provide  
periodic examinations.

b.  Educate public about need for periodic screening. Plan and  
implement screening programs for high-risk groups.

2. Early diagnosis 2.  Educate public about warning signs and symptoms of chronic 
disease.

a. Engage in case finding and refer for diagnosis as appropriate.
b.  Prepare client for diagnostic procedures (physically and 

emotionally).
c.  Conduct diagnostic tests as appropriate.

3. Prompt treatment

a. Stabilize condition as soon as possible.
b. Establish treatment regimen.

•	 Medication
•	 Radiation
•	 Chemotherapy
•	 Surgery

c. Provide evidence-based disease management.
d. Promote and support self-management.
e. Prevent disease progression.

3. Assist with management of chronic disease.

a. Provide emergency care as needed.

•	 Educate	public	to	provide	emergency	care	(CPR).
•	 Refer	for	further	treatment.

b.  Prepare client for treatment procedures (physically and 
emotionally).

•	 Carry	out	treatment	regimen.
•	 Provide	supportive	measures	during	treatment	(relief	of	pain).
•	 Educate	clients	about	medications:	dosage,	side	effects,	etc.
•	 Encourage	client	compliance	with	treatment.

c. Educate providers for evidence-based disease management.

•	 Disseminate	evidence-based	clinical	guidelines.
•	 Advocate	for	pay-for-performance	reimbursement	mechanisms.

d. Educate and motivate clients for self-management.
e. Monitor therapeutic effects of treatment.

•	 Monitor	side	effects.
•	 Refer	for	follow-up	as	needed.

HEALTH RESTORATION. The aim of health restoration 
with respect to chronic physical health problems in individual 
clients is to promote the client’s optimal level of function de-
spite the presence of a chronic health problem. This entails 
preventing further loss of function in affected and unaffected 
systems, restoring function, monitoring health status, assisting 
the client to adjust to the presence of a chronic condition, and 
providing palliative and end-of-life care as needed.

Preventing loss of function in affected systems. Chronic 
health problems frequently result in some loss of function in 
organ systems affected by the condition, and health restoration 
activities should be planned to restore function or prevent fur-
ther loss of function in these systems. Activities may be planned 
to minimize losses or to eliminate risk factors that might lead 
to adverse consequences of the condition. Such activities on the 
part of the population health nurse might include motivating 
client adherence to treatment recommendations and assist-
ing clients to identify and change risk factors that may lead to 
further loss of function. For example, the client who has had a 
myocardial infarction may be assisted to plan a regimen of diet 

and exercise that will prevent future infarcts. Population health 
nurses can advocate for the development of and access to resto-
ration services for those in need of them. In addition, nurses can 
promote clients’ active participation in rehabilitation activities 
for myocardial infarction as well as for stroke, COPD, and other 
chronic health problems.

Clients with arthritis may be assisted to identify safety 
factors in the home that might contribute to falls, leading to 
further mobility limitation. Other interventions aimed at pre-
venting further loss of function in people with arthritis include 
weight and physical activity counseling and education to ad-
dress pain management and other problems leading to dis-
ability. Population health nurses can provide counseling and 
education in these areas or refer clients for these services. They 
may also advocate for access to these services by promoting 
coverage under health insurance plans or fostering the devel-
opment of such services for the uninsured.

Pain management may be another intervention that helps to 
limit loss of function in both affected and unaffected body sys-
tems. Pain management will be discussed in more detail in the 
section on promoting adjustment to chronic health problems.
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Preventing loss of function in unaffected systems. Chronic 
health problems may also result in loss of function in other 
physical and nonphysical systems not directly affected by the 
condition. For example, the client with arthritis may develop 
skin lesions due to limited mobility, or the client with COPD 
may become malnourished because meal preparation is too ex-
hausting.

Nursing interventions will be directed toward prevent-
ing both physical and social disability. Physical complications 
of chronic conditions may be prevented by activities such as 
teaching breathing exercises to clients with COPD and pro-
viding good skin care and teaching foot care for clients with 
diabetes. Clients may also need help in managing fatigue, a 
frequent effect of chronic health problems, particularly COPD 
and asthma. Prevention of additional physical effects may also 
entail immunization. Clients with diabetes and COPD, for ex-
ample, are in particular need of influenza and pneumonia im-
munizations. The use of statewide immunization information 
systems to send reminders regarding influenza vaccine for chil-
dren with chronic diseases has helped to limit comorbidity in 
this population (Dombkowski et al., 2014).

Other measures to prevent loss of function in people with 
diabetes include tight glycemic control, control of hyperten-
sion, and lipid management as well as screening for diabetic 
retinopathy (CPSTF, 2014a). Laser therapy for early diabetic 
eye disease can minimize the risk of severe vision loss, and 
foot care can reduce the risk of amputation by 50% to 60% 
(CDC, 2011a). Population health nurses will be actively in-
volved in educating clients with diabetes regarding strategies 
to control hyperglycemia (e.g., medication use, diet, exercise, 
glucose monitoring) and prevention of hypoglycemic reac-
tions. They will also assist in monitoring clients’ blood pressure 
and referring them for treatment if needed. In addition, they 
will educate clients regarding dietary fat intake and treatment 
measures for hyperlipidemia if prescribed. Population health 
nurses also educate clients with diabetes regarding skin and 
foot care and appropriate footwear. In addition, advocacy may 
be required to assure the availability of these and other services 
to all segments of the population. Population health nurses can 
also refer clients to sources of services to prevent deterioration 
in other body systems.

Nurses can also help prevent social disability by encourag-
ing clients to interact with others, assisting clients to maintain 
their independence as much as possible, assisting with neces-
sary role changes within the family, and referring the client to 
appropriate self-help groups. At the group level, population 
health nurses can work to prevent social isolation of those with 
chronic illnesses by advocacy and political activities to assure 
access to services. They can also work to educate the public 
and to develop positive attitudes to persons with chronic or 
disabling conditions. Nurse-led clinics have been found to be 
an effective approach to preventing further loss of function in 
clients with many chronic health problems (Melville, 2011). 
Use of community outreach workers is another effective strat-
egy for controlling chronic health problems such as asthma 

(Hootman et al., 2012) and diabetes (McEwen,  Pasvogel, 
 Gallegos, &  Barrera, 2010; Spencer et al., 2011). For clients 
with cancer, navigation services have resulted in improved pa-
tient outcomes. The addition of weatherization interventions 
to community health worker home visits has also improved 
asthma outcomes. Examples of weatherization interventions 
included promoting air tightness, heating system cleaning and 
maintenance, dealing with moisture-related problems, replac-
ing carpets, and installing stove and dryer hoods (Breysse et al.,  
2014). For some clients and populations, telemedicine case 
management can improve function and chronic disease out-
comes (Shea et al., 2013).

Cancer navigation involves assisting people to obtain 
timely access to necessary cancer-related screening, treatment, 
and survivorship services (Nguyen, Tran, Kagawa-Singer, & 
Foo, 2011). Nurse navigators, in particular, have been shown to 
result in better emotional support and feeling better informed 
and better able to manage care (Brooks, 2013). Navigators can 
also promote influenza and pneumonia vaccine for cancer sur-
vivors (Underwood et al., 2012).

Restoring function. Specific rehabilitation services are needed 
to offset the consequences of many chronic health conditions, 
including accidental injury, stroke, and myocardial infarction. 
Unfortunately, many clients in need of rehabilitation services 
do not receive them. Population health nurses can refer clients 
to rehabilitation programs or advocate for their accessibility to 
those in need. They can also help design programs that meet the 
perceived needs of the client population.

Particular areas to be addressed in rehabilitation programs 
include functional status related to activities such as position-
ing, range of motion, transfer abilities, dressing, bowel and 
bladder control, hygiene, locomotion, and eating. Other func-
tional considerations include vision, hearing, speech, mental 
ability, and capacity for social interaction. The nurse, together 
with the client and his or her significant others, can foster re-
newed abilities to perform these functions. For example, the 
nurse may develop a plan and teach the client and family how 
to reestablish bowel control following a stroke, or the nurse 
might assist the client with passive and active range-of-motion 
exercises to restore function after a broken arm has healed. 
Other considerations include teaching stress management, 
dealing with the limitations imposed by a chronic condition, 
and addressing the financial burden of disease that may limit 
clients’ abilities to regain function.

Other interventions may necessitate referral to other health 
care providers. For example, clients may need physical therapy 
to regain lost function after a stroke. Clients may also need re-
habilitation services following myocardial infarction or to min-
imize the effects of arthritis or stroke. Population health nurses 
may assist individual clients to obtain these services or advo-
cate for their availability and accessibility in the community.

Promoting adjustment. Movement to an optimal level of 
health entails adjustment to the constraints of a chronic physical 
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health problem. Areas for special consideration in promoting 
adjustment to chronic health problems include functional and 
psychological adjustment, pain management, and survivorship 
care.

Adjustments to the presence of a chronic disease occur in 
both functional and psychological realms. Functional adjust-
ments reflect changes in lifestyle necessitated by the illness. 
Such changes may involve diet, activity patterns, restrictions 
(e.g., limiting alcohol use or caloric intake), and the need to 
take medications. Some diseases necessitate learning special 
skills. For example, insulin-dependent diabetic clients need to 
learn to give themselves insulin injections, and hypertensive 
clients may need to learn how to take their blood pressure. In 
other chronic conditions, such as arthritis, there may be a need 
for special apparatus to assist in performing routine activi-
ties. The need for medication may also necessitate budgetary 
changes that the client must adjust to.

Adjustment in the work setting is a special consideration for 
many people with chronic conditions. Promoting adjustment 
in the work setting usually combines a variety of approaches. 
First, population health nurses in occupational settings can 
enhance the employee’s personal ability to cope with illness. 
This might be accomplished through education regarding 
medication management or self-monitoring skills or other in-
terventions.  Second, the nurse can advocate for the support of 
management or colleagues for self-care activities (e.g., schedul-
ing flexible breaks or meals) and advocate for working condi-
tions that accommodate any limitations or special needs (e.g., 
redesign of work stations to prevent exacerbation of carpal 
tunnel syndrome, assuring wheelchair access to all areas of the 
work  setting). Third, nurses can connect employees to support 
groups and services outside the work setting, and finally, the 
nurse can assure adequate access to care and advocate for insur-
ance benefits to cover the costs of care. Case management is also 
an effective approach to keeping employees with chronic health 
problems on the job. Disease management programs may also 
be helpful for groups of employees with similar conditions.

Psychological adjustments are also necessary.  Psychological 
adjustment to a chronic condition may be required in a num-
ber of areas. Self-esteem is one of these areas. A chronic dis-
ease may make a client more dependent on others and less able 
to engage in activities that promote a positive self-image. For 
example, the client may need to stop working or begin to rely 
on others for assistance with basic functions such as eating 
and toileting. This dependence may be demeaning to one who 
has been self-reliant. The nurse should encourage the client to 
maintain as many functions as possible and help families to see 
the client’s need for independence.

Loss of independence also necessitates adjustments in one’s 
sense of control. Clients may feel they are not in control of 
events when the food they eat or the activities they perform 
are dictated in part by the chronic health problem. For some 
clients, noncompliance with recommendations might be an at-
tempt to regain control over their own lives. Nurses can help 
prevent noncompliance by providing the client with other 

avenues for exercising control. Ways of doing this include 
involving the client in planning interventions and providing, 
whenever possible, choices in which the client can exercise 
control over actions and outcomes. Population health nurses 
may also help clients obtain assistive technology devices (e.g., 
braces, chairlifts, railings, shower seat, grab bars) that can de-
crease their dependence on the assistance of other.

Another area that may require adjustment for clients with 
chronic conditions is that of intimacy. Among men, for exam-
ple, some chronic conditions or their treatments may result in 
impotence. In other cases, pain or changes in self-image may 
limit a client’s ability to maintain intimate relationships with 
others. Another potential problem may be the withdrawal of 
significant others. Clients and their families can be encouraged 
to discuss intimacy issues openly, and significant others can be 
assisted to find ways of fulfilling intimacy needs that are con-
gruent with the presence of a chronic health problem.

Stigma is another psychological issue in adjustment to a 
chronic health problem. Many chronic health conditions are 
stigmatized by the general population. Clients with visible evi-
dence of disease may attempt to deal with stigma by minimizing 
the perceived consequences of the disease or covering them up 
as much as possible while still acknowledging their existence. 
Those whose condition is invisible are faced with decisions of 
whether to disclose their chronic illness, how much to disclose, 
and to whom. Clients who fear rejection on the basis of stigma 
attached to the disease may attempt to pass themselves off as 
healthy, but then endure the stress of possible discovery and 
loss of credibility as well as rejection.  Population health nurses 
can assist clients to deal with perceptions of stigma and to 
make decisions regarding disclosure. For clients suffering from 
the psychological effects of stigmatization, referrals for coun-
seling services may be warranted. Nurses may also engage in 
public education campaigns to diminish the stigma attached to 
certain chronic conditions.

Population health nurses may also need to help clients and 
their families deal with caregiver burden. Caregiver  burden 
is the effect of the stress of caring for a family member with 
a physical or mental illness on those providing the care. 
 Caregiver burden can stem from the extent of care required or 
from behaviors exhibited by the family member receiving care. 
For example, caregiver burden may be increased when the per-
son to whom care is given exhibits behavioral disturbances.

Population health nurses can refer clients and caregivers to 
self-help groups or other community agencies that provide as-
sistance in dealing with problems arising from chronic health 
conditions. When self-help groups are not available in the local 
area, population health nurses may be involved in their devel-
opment. Nurses may also advocate for the provision of services 
to promote functional and psychological adjustment to chronic 
health problems. For example, they may advocate for funding 
for homemaker assistance to permit people with disabilities 
to remain in their homes. Or they may advocate for insurance 
coverage for psychological counseling for clients with chronic 
physical health problems or for respite for caregivers.
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Pain management. Pain management is an important com-
ponent of management of chronic physical health problems. 
 Effective pain management is important not only for improving 
the quality of life of individual clients, but also for decreasing 
the economic costs of chronic health problems for society in 
general. According to an Institute of Medicine report, an esti-
mated 37% of the adult population in 10 countries experience 
chronic pain. In the United States, this figure rises to 43%. The 
prevalence of pain is increasing and is anticipated to continue 
to increase, primarily due to diabetic neuropathies and ortho-
pedic problems. The overall cost of pain in the United States is 
conservatively estimated to be between $560 and $635 billion 
each year when medical care costs and lost productivity costs 
are considered (National Research Council, 2011).

Goals of pain management in chronic illness include prevent-
ing pain whenever possible, reducing the severity or frequency 
of pain, improving physical function, reducing psychological 
distress, and improving the overall quality of life. Health care 
providers often prescribe pharmacologic agents for pain man-
agement, but population health nurses may be able to assist 
clients to find other means of dealing with pain. For example, 
they can refer clients for acupuncture services, which have been 
shown to be effective in decreasing some types of chronic pain. 
Population health nurses can refer clients for these services. 
They may also advocate for reimbursement for nonpharmaco-
logic pain management strategies under insurance coverage.

Population health nurses can work to educate health policy 
makers, providers, legislators, clients and their families, and 
the general public regarding the need for effective pain control 
and appropriate pain management strategies. They can also ad-
vocate for changes in laws or insurance coverage to promote 
effective pain management. In addition, population health 
nurses can assess the pain management needs of individual 
clients with chronic illnesses. Partners Against Pain (n.d.) pro-
vides a number of pain assessment tools and pain management 
tools. An information resource regarding the tools is provided 
in the student resources site for this book.

Survivorship care. Survivorship is another aspect of health 
restoration care for people with some chronic health problems. 
Cancer survivors include persons with cancer from the time of 
diagnosis through the balance of their lives as well as their fami-
lies, friends, and caregivers (Levit et al., 2013). The vast majority 
of cancer survivors will need some level of continuing care for 
the rest of their lives because of their increased risk for recur-
rent cancers. Survivors may also need assistance in dealing with 
the psychosocial effects of their diagnosis. The concept of sur-
vivorship care was developed to address these ongoing needs. 
Although the concept was developed in relation to cancer sur-
vivors, elements of survivorship care are relevant to other health 
conditions that threaten life and have long-term consequences 
for survivors (e.g., HIV/AIDS and severe traumatic injuries).

Survivorship care encompasses care provided not only to cli-
ents who survive life-threatening conditions, but also to families, 
friends, and caregivers who are affected by the condition. Life for 

all of these people is irrevocably changed. Survivors and those 
around them who are affected by their condition are subjected to 
physical, emotional, social, spiritual, and financial issues that re-
quire long-term care. Additional needs may include dealing with 
pain or side effects of treatment, many of which may occur well 
after treatment is completed. Psychological issues of anxiety and 
depression may also need to be addressed. Cancer survivors may 
also have special nutritional needs or increased susceptibility to 
infection. Survivors also need information about health promo-
tion activities such as exercise and weight control as well as on-
going surveillance and periodic screening for recurrent cancer, 
although the type and frequency of screening recommendations 
will vary with the type of cancer involved.

Survivorship care includes:

•	 Prevention	of	recurrent	and	new	cancers	and	late	treatment	
effects

•	 Surveillance	for	recurrent	or	new	cancer	and	medical	or	psy-
chological effects of the cancer and its treatment

•	 Interventions	to	address	the	consequences	of	disease	and	
treatment

•	 Coordination	of	care	between	oncology	specialists	and	pri-
mary care providers to assure that all the health needs of 
survivors are met (Levit et al., 2013)

Survivorship care should be grounded in a survivorship care plan 
that includes information about the cancer diagnosis, treatment 
received, and possible consequences; recommended follow-up 
 interventions (e.g., screening for cancer recurrence, reconstructive 
surgeries, dietary recommendations); recommendations for health 
promotion; information on legal protections related to employ-
ment and health insurance; and referral for psychosocial services 
(e.g., financial assistance, job training) as needed.

Population health nurses can be instrumental in developing 
cancer survivorship plans for clients or for assuring that assis-
tance in developing such plans is available. They may also need 
to advocate for insurance coverage for plan development ser-
vices and services needed to implement the survivorship plan. 
There is also a need to develop clinical practice guidelines for 
survivorship care for specific types of cancer, and population 
health nurses can advocate for or conduct research in this area. 
Nurses may also need to engage in political advocacy to pro-
mote insurance reforms that prohibit denial of health insur-
ance based on a past history of cancer and to include coverage 
of survivorship care as an integral part of cancer care.

Palliative and end-of-life care. A few chronic physical health 
problems are terminal in nature, and population health nurs-
es may be involved in providing care to clients who are facing 
death, and to their families. In other instances, care is directed 
primarily toward palliation of symptoms, with no real expec-
tation of improvement in the condition. Palliative and hospice 
care were addressed in Chapter 13  in the context of home 
health care and home visiting.

The National Consensus Project for Quality Palliative Care 
(2013) has developed clinical practice guidelines for quality 
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palliative care. The guidelines address seven domains of practice 
that encompass structure and processes of care with an empha-
sis on an interdisciplinary approach; physical aspects of care, in-
cluding multidimensional symptom management; psychological 
and psychiatric aspects of care, including bereavement services 
for families; and social, spiritual, and cultural aspects of care. Ad-
ditional domains include end-of-life care, including communi-
cation and documentation of signs and symptoms of the dying 
process, and ethical and legal aspects of palliative care. For fur-
ther information about the palliative care practice guidelines, see 
the External Resources section of the student resources site.

Another consideration in end-of-life care is attending to 
clients’ care wishes. In one study, 60% of people surveyed in-
dicated that they wanted their end-of-life wishes respected, 
yet only one third of them had completed an advance direc-
tive. Many people were not knowledgeable regarding advance 
 directives and others indicated that they were not yet ready 
to execute one. It is estimated that greater use of advance 
 directives could reduce health care costs considerably, since 
approximately a quarter of costs are related to unnecessary care 
provided in the last few months of life (Morhaim &  Pollack, 
2013). Population health nurses can educate clients and the 
general public regarding advance directives and can assist cli-
ents in their completion. They can also advocate for making 
provider discussion of advance directives a reimbursable health 
care activity and promote such discussions with clients.

Health restoration goals for end-of-life care and other as-
pects of chronic disease care and related nursing interventions 
are summarized in Table 27-5•.

Evaluating Control Strategies for 
Chronic Physical Health Problems
Evaluating control strategies for chronic health problems 
is done in terms of care outcomes. Care may be evaluated in 
relation to the individual client or to a population group. In 
the case of the individual client, the nurse evaluates the status 
of the chronic condition as well as the client’s adjustment to 
having a chronic health problem. If medical, nursing, or self-
management interventions have been effective, the condition 
will be controlled or may even be improving. Failing improve-
ment, the condition will provide the least disruption possible to 
the life of the client and his or her significant others. Evaluative 
criteria reflect both the client’s physiologic status and his or her 
quality of life.

Evidence of success in controlling chronic health problems 
at the community or population level lies primarily in changes 
in morbidity and mortality figures. Are there fewer cases of 
hypertension or cardiovascular disease in the population now 
than before the initiation of control efforts? Are there fewer 
disabilities due to accidental injuries? Do those individuals 
with diabetes live longer or have fewer hospitalizations for di-
abetic complications? Based on the evaluative data, decisions 
can be made regarding the need to attempt other control strat-
egies or to continue with current measures.

Evaluation of population-based control strategies may focus 
on the status of national objectives for 2020 for selected chronic 
diseases. Baseline and target information and the current status 
of several of these objectives are presented on the next page.

TABLE 27-5  Goals for Health Restoration and Related Community Health Nursing 
Interventions in the Control of Chronic Physical Health Problems

Goal Nursing Interventions

1.  Prevent further loss of function in affected systems. Decrease risk 
factors for recurrence, exacerbation, or development of crises.

1.  Motivate client to comply with treatment regimen. Assist client to 
identify risk factors amenable to change. Assist client to identify 
ways of decreasing risk factors.

2. Prevent loss of function in unaffected systems.

a. Prevent physical disability.

b. Prevent social disability.

2. Assist client to maintain function in unaffected systems.

a. Prevent physical complications of illness through:

•	 Breathing	exercises
•	 Skin	care
•	 Range-of-motion	exercises	and	physical	activity
•	 Adequate	nutrition	and	fluids

 Provide physical care as required. Refer for assistance with 
physical care as needed.

b.  Accept client as a unique person. Encourage interaction with oth-
ers. Assist significant others to deal with feelings about client’s ill-
ness. Assist client to maintain independence as much as possible. 
Assist with identification of need for changes in family roles. Work 
to change public attitudes toward the disabled. Promote legislation 
to aid chronically ill to maintain their independence.

3. Restore function. 3.  Assist with planning and implementation of programs to regain func-
tion (bowel training, physical therapy). Teach client and others to 
carry out program and evaluate effects.
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TABLE 27-5  (Continued)

Goal Nursing Interventions

4. Promote adjustment.

a. Deal with feelings about disease.

b. Adjust lifestyle to accommodate chronic disease and its effects.

c. Adjust environment to meet changed needs.

d. Adjust self-image.

e. Adjust to expense of chronic care.
f. Deal with stigma.

g. Effectively manage pain.

4. Assist client to adjust to presence of chronic disease.

a.  Accept client at his or her level of development and acceptance 
of disease. Encourage client to discuss fears and apprehensions. 
Refer to self-help groups as appropriate.

b.  Assist client to identify needed changes in lifestyle. Assist client  
to plan and carry out lifestyle changes.

c.  Identify need for self-help devices and help client obtain them. 
Identify environmental changes needed to foster independence. 
Assist client to make necessary environmental changes.

d.  Assist client to adjust to change in self-image. Refer for counsel-
ing as needed.

e.  Refer for financial aid as needed.
f.  Assist with decisions regarding disclosure. Assist client to cope 

with effects of stigma. Educate public to minimize stigma.
g.  Accurately assess client pain levels. Assist in identifying appro-

priate pharmacologic and nonpharmacologic approaches to pain 
control. Refer for pain management services, as needed. Educate 
clients, family, providers, and the public regarding effective pain 
control. Advocate for available and accessible pain management 
services and insurance coverage for services. Monitor the effective-
ness of pain control strategies.

5. Meet survivorship care needs. 5.  Identify survivorship care needs and participate in developing a survi-
vorship care plan. Refer clients and families for survivorship care ser-
vices as needed. Advocate for insurance coverage of survivorship care 
planning and needed survivorship care. Conduct research to identify 
care needs and best practices in survivorship care.

6. Adjust to impending death. 6. Provide end-of-life care.

a. Provide pain management.
b. Provide comfort care.
c. Provide palliative care.
d. Encourage advance directives.
e. Refer to hospice services as needed.

Objective baseline (year) target current Data (year) Data sOurces

AOCBC-1. Reduce the mean level of joint 
pain in adults with doctor-diagnosed arthritis

5.6 (on a 10-point 
scale) (2006)

5 5.7 (2009) National Health Interview 
Survey (NHIS), CDC/ NCHS

AOCBC-2. Reduce the proportion of adults 
with doctor-diagnosed arthritis with limitation 
in activity

39.4% (2008) 35.5% 40.5% (2011) NHIS, CDC/ NCHS

AOCBC-10. Reduce the proportion of adults 
with osteoporosis

5.9% 
(2005–2008)

5.38% NDA National Health and Nutri-
tion Examination Survey 
(NHANES), CDC/ NCHS

CKD-1. Reduce the proportion of the popula-
tion with chronic kidney disease

15.1% 
(1994–2004)

13.6% NDA US Renal Disease System 
(USRDS), NIH/NIDDK

CKD-8. Reduce the rate of new cases of end-
stage renal disease (per million population)

358.9 (2007) 323 349.7 (2010) USRDS, NIH/NIDDK

Healthy People 2020

Selected Health Objectives Related to Chronic Physical Health Problems
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Objective baseline (year) target current Data (year) Data sOurces

CKD-9.1. Reduce kidney failure due to  
diabetes (per million population)

154.6 (2007) 139.1 150.6 (2010) USRDS, NIH/NIDDK

D-1. Reduce the annual number of new 
cases of diabetes in people aged 18–64  
(per 1,000 population)

8 2006–2008 7.2 7.3 (2010–2012) NHIS, CDC/ NCHS

D-3. Reduce the diabetes death rate  
(per 100,000 population)

74 (2007) 66.6 70.7 (2010) National Vital Statistics Sys-
tem—Mortality (NVSS-M),  
CDC/NCHS

D-14. Increase the proportion of persons  
with diagnosed diabetes who receive formal 
diabetes education

56.8% (2008) 62.5% 58% (2010) Behavioral Risk Factor  
Surveillance System 
(BRFSS), DCD/PHSPO

HDS-2. Reduce coronary heart disease 
deaths (per 100,000 population)

129.2 (2007) 103.4 113.6 (2010) NVSS-M, CDC/NCHS

HDS-3. Reduce stroke deaths (per 100,000 
population)

43.5 (2007) 34.8 39.1 (2010) NVSS-M, CDC/NCHS

HDS-5.1. Reduce the proportion of adults 
with high blood pressure

29.9% 
(2005–2008)

26.9% NDA NHANES, CDC/ NCHS

HDS-7. Reduce the proportion of adults with 
high total blood cholesterol levels

15% 
(2005–2008)

13.5% NDA NHANES, CDC/ NCHS

HDS-12. Increase the proportion of adults 
with high blood pressure whose blood  
pressure is under control

43.7% 
(2005–2008)

61.2% 45.9% (2009–2010) NHANES, CDC/ NCHS

NWS-8. Increase the proportion of adults 
who are at healthy weight

30.8% 
(2005–2008)

33.9% NDA NHANES, CDC/ NCHS

PA-1. Reduce the proportion of adults who 
engage in no leisure-time physical activity

36.2% (2008) 32.6% 31.6% (2011) NHANES, CDC/ NCHS

RD-4. Reduce activity limitations among  
persons with asthma

12.7% (2008) 10.2% 10%* (2012) NHIS, CDC/ NCHS

RD-7.1. Increase the proportion of persons 
with asthma who receive written asthma 
management plans

33.4% (2008) 36.8% NDA NHIS, CDC/NCHS

TU-1.1. Reduce cigarette smoking by adults 20.6% (2008) 12% 19% (2011) NHIS, CDC/NCHS

TU-2.1. Reduce use of tobacco products by 
adolescents (grades 9–12) (last month)

26% (2009) 21% 23.4% (2011) Youth Risk Behavior Sur-
veillance System (YRBSS), 
NCHHSTP

NDA = No data available

*Objective has met target.

Data from: U.S. Department of Health and Human Services. (2014a). Healthy People 2020 - Topics and objectives. Retrieved from http://healthypeople.gov/2020/
topicsobjectives2020/default.aspx
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Chronic physical health problems have largely replaced com-
municable diseases as the major contributors to death and dis-
ability, and significant morbidity and mortality due to chronic 
physical conditions are seen throughout the world. Factors re-
lated to each of the six categories of determinants of health con-
tribute to the development and/or control of chronic physical 

health problems. Population health nurses are actively involved 
in efforts to educate the public to prevent these diseases as well 
as in the design, implementation, and evaluation of programs 
to provide diagnostic, treatment, and support services for per-
sons with existing disease.

CHAPTER RECAP

You have just started working as a population health nurse for 
the Wachita County Health Department in Mississippi. During 
your employment interview, the nursing supervisor mentioned 
that one of your responsibilities would be to participate in de-
veloping plans for dealing with the high rate of hypertension 
in the county. The incidence rate for hypertension here is three 
times that of the state and twice that of the nation. The popula-
tion of the county is largely African American, with high unem-
ployment rates and little health insurance. Folk health practices 
are quite common, one of them being drinking pickle brine for 
a condition called “high blood.” Although this condition is not 
related to high blood pressure, the two terms are frequently 
confused by lay members of the community and professionals 
alike. Dietary intake is typical of the rural South, consisting of 
a variety of fried foods, beans and other boiled vegetables, and 
corn bread.

Most of the adult members of the community work in service 
industry jobs that involve little vigorous physical activity. In ad-
dition, few community members engage in leisure time physical 
activity. The local Baptist and Methodist churches are interested 
in initiating health ministries, but have not made much head-
way in organizing related activities yet. Few health services are 

available in the county itself, although there is a major hospital 
50 miles away. There are two general practitioners in the area 
and one pediatrician. Both of the general practitioners are older 
physicians, and you doubt that they are incorporating current 
practice guidelines for hypertension control. The health depart-
ment holds well-child, immunization, tuberculosis, and family 
planning clinics regularly, and all are well attended. Transporta-
tion is a problem for many community residents.
1. What are the biological, psychological, environmental, so-

ciocultural, behavioral, and health system factors influenc-
ing the incidence and prevalence of hypertension in this 
county?

2. Write two objectives for your efforts to resolve the county’s 
problem with hypertension.

3. What health promotion, illness prevention, problem reso-
lution, and health restoration activities might be appropri-
ate in dealing with the problem of hypertension? Which of 
these activities might you carry out yourself? Which would 
require collaboration with other community members? 
Who might these other people be?

4. How would you evaluate the outcome of your interventions?
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Learning Outcomes

After reading this chapter, you should be able to:

 1. Define mental health and mental illness.

 2. Analyze the personal, family, and societal impact of mental illness and mental health problems.

 3. Analyze factors influencing the development of mental health problems.

 4. Identify symptoms characteristic of common mental health problems.

 5. Describe strategies for promoting mental health and analyze the population health nurse’s role  
in each.

 6. Analyze the role of the population health nurse in strategies to prevent mental health problems.

 7. Discuss approaches to resolving mental health problems and analyze the population health 
nurse’s role in each.

 8. Describe areas of emphasis in health restoration related to mental health problems and analyze 
the role of the population health nurse in maintenance.

Mental Health and  
Mental Illness28
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Dorothea Dix and Asylum Reform

Dorothea Lynde Dix was born to parents who had mental health problems, although the exact 
nature of those problems is debated in various sources and includes alcoholism, depression, or 
mental retardation (Bumb, n.d.; Casarez, 2000; Dorothea Lynde Dix, 2014). At a young age, she 
began teaching young girls in schools supported by her grandmother. She was first exposed to the 
inhumane conditions in which both prisoners and the mentally ill were kept when she volunteered 
to teach a Sunday school class to inmates at the jail in East Cambridge, Massachusetts. Appalled 
by what she saw, she went to court and was successful in securing heat for the inmates (Dorothea 
Dix, 2014). She then embarked on a fact-finding tour that took her to most of the jails, alms-
houses, and houses of correction within the state. She compiled her findings in a report presented 
to the Massachusetts legislature that led to funding for an institution specifically for the mentally 
ill (National Women’s Hall of Fame, 2011). She extended her efforts throughout the United States 
and in Europe and was responsible for multiple changes in how the mentally ill were perceived and 
treated, including the establishment of several hospitals for the mentally ill (Dorothea Dix, 2014).

When she volunteered at the beginning of the U.S. Civil War, Dix was made Superintendent of 
Nurses for the Union Army (Prison and Asylum Reform, n.d.). In that capacity, although she had no 
nursing background, she was responsible for the administration of military hospitals and supplies 
as well as for recruiting nurses. She was the first women to serve in a high-level federally appointed 
role (Dorothea Lynde Dix, 2014). After the war, she continued to be politically active in advocating 
for humane care of the mentally ill.

Mental health and mental illness are not mutu-
ally exclusive and have been conceptualized 
as dual continua: one reflecting mental health 
and the other reflecting mental illness. Men-

tal health is a state of flourishing, characterized by positive 
emotions and high levels of psychological and social function. 
Mental illness, on the other hand, is a state of languishing, char-
acterized by feelings of emptiness and stagnation accompanied 
by specific symptoms. Some level of mental illness may be pres-
ent even in the context of general mental health and vice versa 
(Perry, Presley-Cantrell, & Dhingra, 2010).

A 1999 U.S. Surgeon General’s report defined mental  
health as “a state of successful performance of mental function, 

resulting in productive activities, fulfilling relationships with 
people, and the ability to adapt to change and to cope with ad-
versity” (quoted in Keyes, Myers, & Kendler, 2010, p. 2379). 
The World Health Organization’s (WHO) definition of men-
tal health encompasses  achievement of one’s potential and 
abilities to cope with life’s stresses, work productively, and con-
tribute to society (2014a). The Surgeon General’s definition 
incorporates two aspects: feeling good and functioning well 
(Keyes et al., 2010), whereas the WHO definition addresses 
emotional (feelings of happiness and satisfaction), psycho-
logical (effective individual function), and social well-being 
(effective social function) (Fledderus, Bohlmeijer, Smit, & 
Westerhof, 2010). The absence of positive mental health has 

A
d

vo
ca

cy
 T

h
en

A
d

vo
ca

cy
 N

ow Advocating for Mental Illness Treatment

The Treatment Advocacy Center is a national nonprofit organization that advocates for access to 
timely treatment for persons with mental illness. The organization works to influence legislation 
and policy related to mental health treatment and supports research on innovative treatments for 
mental disorders. Organizational activities have resulted in changes in commitment and treatment 
laws in 22 states. Foci for activities include educating policy makers abut mental illnesses and 
their treatment, assisting grassroots activism for effective legislation, promoting innovative strate-
gies for preventing diversion of mentally ill people to correctional facilities, and promoting strate-
gies to enhance treatment adherence after hospital discharge (Treatment Advocacy Center, 2011).
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been linked to increased risk of all-cause mortality (Keyes & 
Simoes, 2012).

Mental illness or mental disorder is defined as “health con-
ditions that are characterized by alterations in thinking, mood, 
or behavior (or some combination thereof) associated with dis-
tress and/or impaired functioning” (National Institute of Mental 
Health [NIMH], 1999, p. 5). Serious mental illness is defined by 
the U.S. federal government as “a diagnosable mental, behavioral, 
or emotional disorder of sufficient duration to meet diagnostic 
criteria specified within the Diagnostic and Statistical Manual of 
Mental Disorders (DSM)-III-R, (4) that has resulted in functional 
impairment which substantially interferes with or limits one or 
more major life activities” (Insel, 2013, para 3). Mental health 
problems involve signs and symptoms of mental distress that are 
of insufficient duration or intensity to qualify as mental disorders 
diagnosed on the basis of accepted criteria. Community mental 
health problems are those that occur with sufficient frequency in 
the community or population group to be of serious concern in 
the overall health status of the population. In this chapter we use 
the term mental health problems to refer to the composite of men-
tal and emotional conditions that result in impaired function.

Individual, Family, and Societal 
Effects of Chronic Mental  
Health Problems
Mental health problems have burdensome effects for individu-
als and their families as well as for society as a whole. Some of 
these effects will be presented here.

Personal Effects
Suffering and disability are the two most prominent effects of 
mental health problems for the individuals they affect. There is 
no objective measure of the suffering endured, but measures of 
disability are discouraging. Depression is one of the top three 
disabling conditions in high-income countries throughout the 
world (Smith & Bielecky, 2012). Although disability related to 
chronic health problems has decreased in recent years, men-
tal illness-related disability has increased. For example, men-
tal health disability increased from 2% of the U.S. non-elderly 
adult population in 1997–1999 to 2.7% in 2007–2009, affecting 
approximately 2 million people (Mojtabai, 2011).

Mental health problems not only result in mental disability 
but also cause physical and social impairments. Mental illness 
may result in worsening of physical health problems due to in-
ability or lack of motivation for effective self-care. On average, 
people with serious mental health problems die 25 years earlier 
than those without mental health problems (Shim & Rust, 2013).

Family Effects
Mental health problems also exact a toll on the families of 
people that experience them. The family costs of mental dis-
orders are both economic and emotional. In Chapter 19 , we 

reviewed the effects of caregiving on family members with Al-
zheimer’s disease. Other chronic mental health problems also 
have family effects. For example, families in which one mem-
ber has schizophrenia may not progress through the normal 
stages of family development described in Chapter 14  due to 
the difficulty people with schizophrenia have with separating 
from home and becoming independent. Parents of a child with 
schizophrenia may find themselves extending the parental role 
indefinitely.

The increasing move to treat mental health problems in 
community settings has increased the burden of care for fami-
lies. The presence of a family member with a mental illness 
creates demands and stress for families that can affect family 
interactions and the physical, emotional, and social health of 
family members (Lowenstein, Butler, & Ashcroft, 2010). The 
effects of mental illness in a family member include denial and 
feelings of anxiety and hopelessness. Family members may 
also suffer the burden of caring for someone who is not fully 
capable of caring for him or herself. In addition, families may 
experience the stigma associated with mental illness or suffer 
with stigmatized family members.

Clients with mental illness may have difficulty holding a job 
because of the impairments resulting from their conditions. 
Unemployment and underemployment may lead to poverty 
for the individual and the family. In addition, family caretakers 
may be forced to take time from work or even stop working, 
further diminishing family income. Major mental disorders 
may also prevent family members from carrying out their ex-
pected family roles. Mental illness in a family member often in-
creases stress for the entire family and may contribute to family 
communication problems and perceptions of social stigma for 
both client and family.

Strategies that have been suggested for dealing with the 
burden of caring for family members with mental illness in-
clude educating themselves about the disease and becoming 
involved in the treatment process, seeking out resources, hav-
ing realistic expectations, reaching out for support, and work-
ing closely with the treatment team (Tartakovsky, n.d.). The 
National  Alliance on Mental Illness (NAMI) has developed a 
family education course, Family-to-family, designed to provide 
support to families with loved ones with mental illness (NAMI, 
n.d.c).  Research on program effectiveness has indicated that it 
improves knowledge about the illness and fosters empower-
ment, problem-focused coping, and increased acceptance of 
the illness, as well as reducing stress (Dixon et al., 2011). For 
further information about the Family-to-family program, see 
the  External Resources section of the student resources site.

Societal Effects
Mental illness and less severe mental health problems also 
pose a burden for society in general. Mental disorders are the 
leading cause of disability worldwide and account for a sub-
stantial portion of the global disease burden. For example, 
in 2004, depression was the third leading cause of disease 
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burden worldwide and is expected to rise to the second lead-
ing cause by 2020. Much of this burden is related to decreased 
productivity as well as the direct treatment costs for mental 
health problems (Centers for Disease Control and Prevention 
[CDC], 2010). Overall, mental health conditions account for 
37% of healthy life years lost due to noncommunicable dis-
eases. Unipolar depression alone accounts for nearly a third 
of mental health disability-adjusted life years lost, and bipolar 
disorder and schizophrenia account for another 15% (Bloom 
et al., 2011).

In addition to the burden of disability posed by mental dis-
orders, society experiences considerable economic burden as 
well. For example, overall costs of mental health care in 2006 
amounted to $57.5 billion, equal to the amount spent on can-
cer care (Insel, 2011). A 2011 World Economic Forum report 
estimated global costs for mental health in 2010 at $2.5 trillion. 
These costs are expected to rise to $6 trillion by 2030, about 
two thirds of which are due to indirect costs, such as lost eco-
nomic productivity (Bloom et al., 2011).

The importance of chronic mental health problems in the 
United States is highlighted by the number of objectives related 
to these disorders in the national health objectives for the year 
2020 (U.S. Department of Health and Human Services [USD-
HHS], 2014). Some of these objectives are presented at the end 
of this chapter. The complete set of objectives for mental health 
and mental disorders can be viewed on the Healthy People 2020 
web page.

Trends in Mental Health 
Problems
WHO estimates that one quarter of all the people in the 
world who utilize health services have at least one mental 
health problem (Bloom et al., 2011). Together mental health 
and substance abuse disorders constitute the second leading 
cause of worldwide disease burden and disability (Shim & 
Rust, 2013). In addition, the Organisation for Economic Co-
operation and Development (OECD) estimates that 20% of 
the working age population in OECD countries has a clini-
cal mental disorder, and the lifetime prevalence is estimated 
at 50% of the world’s population. By conservative estimates, 
mental illness costs  account for 3% to 4% of the gross do-
mestic product (GDP) of the European Union, and one third 
to one half of all disability claims result from mental health 
problems (OECD, 2011).

The majority of mental illnesses, or common mental disor-
ders (CMDs), are mild or moderate in their effects, but all can 
evolve to severe mental disorders (SMDs). In addition, most 
mental illness is recurrent. For example, recurrence occurs in 
40% to 80% of people with depression even with medication. 
An individual may also experience a variety of co-occurring 
mental disorders as well as comorbidity with chronic physical 
health problems, with comorbid conditions being more dis-
abling than a single condition (OECD, 2011).

In the United States an estimated quarter of adults experi-
ence a diagnosable mental illness in any given year, and ap-
proximately two thirds of them do not seek care (Center for 
Surveillance, Epidemiology, and Laboratory Services [CSELS], 
2012). In 2011–2012, 3.1% of the U.S. population reported seri-
ous psychological distress within the prior 40 days (National 
Center for Health Statistics [NCHS], 2014), and in the 2009–
2011 National Survey on Drug Use and Health, nearly 20% of 
U.S. adults over 18 years of age had a mental illness (Gfroerer 
et al., 2013). According to the 2007–2008 National Ambulatory 
Medical Care Survey, 5% of all ambulatory care visits in the 
United States were related to mental health disorders, primar-
ily depression, psychoses, and anxiety disorders. The rate of 
hospitalization with a primary diagnosis of mental illness was 
97.9 per 10,000 population but this rate decreased with increas-
ing age (Reeves et al., 2011).

Prevalence figures for specific mental disorders are equally 
alarming. Periodic depression, “feeling down” or “having the 
blues,” is a common occurrence in all people, but major de-
pression is not a normal phenomenon. A milder, chronic, 
ongoing form of depressed mood that prevents one from func-
tioning well or feeling good is called dysthymia (Mayo Clinic 
Staff, 2012). Bipolar disorder is another form of depression. 
In bipolar disorder, also known as manic-depressive disorder, 
people experience unusual shifts in mood, energy, and func-
tional ability. Most people with bipolar disorder cycle through 
periods of depression alternating with periods of energy, ex-
citability, and irritability called mania. Symptoms gradually 
flow through a continuum from severe mania and hyperac-
tivity through hypomania, characterized by mild to moderate 
manic symptoms, followed by a normal mood state. Normal 
mood eventually shifts into mild depression and then into se-
vere depression. Some people exhibit symptoms of both mania 
and depression simultaneously in a mixed state (NIMH, n.d.b). 
Both major depression and bipolar disorder are risk factors for 
suicide. Symptoms of depression and mania are presented in 
Table 28-1•.

Depression may lead to suicide attempts. (Chalabala/Fotolia)
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The lifetime risk of major depression in the United States 
is 16.5% and approximately 3.5% of the population will expe-
rience bipolar disorder (NIMH, n.d.c, n.d.e). In the 2008 Be-
havioral Risk Factor Surveillance System (BRFSS), more than 
8% of the population reported current depression, and simi-
lar figures were reported in the National Health and Nutrition 
Examination Survey (NHANES) from 2007 to 2010 (NCHS, 
2012a). In 2009, people responding to the BRFSS reported an 
average of 3.5 mentally unhealthy days in the last month. Post-
partum depression occurs in 14.5% of women after delivery 
and ranges from 10% in women aged 30 to 39 years to 23% in 
those less than 19 years of age (Reeves et al., 2011). 

Schizophrenia is generally conceived of as a disease of ab-
normality in the brain. Schizophrenia is characterized by three 
types of symptoms: positive symptoms, negative symptoms,  
and cognitive symptoms. Positive symptoms are unusual 
thoughts or perceptions that are not present in “normal” peo-
ple. Negative symptoms are an absence of normal  behaviors 
and emotional states, and cognitive symptoms  reflect deficits in 
attention, memory, and executive functions that permit plan-
ning and organizing thoughts and behaviors (NIMH, 2013). 
Positive, negative, and cognitive symptoms of schizophrenia 
are summarized in Table 28-2•. Schizophrenia affects approxi-
mately 1% of the general public (NIMH, 2009b). This amounts 
to about 2.4 million people in the United States (Wexner Medi-
cal Center, Ohio State University, n.d.).

Anxiety disorders are a group of illnesses that result in 
chronic and overwhelming fear and anxiety that tend to grow 
progressively worse with time. Anxiety disorders include 
panic disorder, obsessive-compulsive disorder (OCD), post-
traumatic stress disorder (PTSD), phobias, and generalized 
anxiety disorder. Panic disorder is characterized by episodes of 
intense fear without any identifiable basis. Panic is manifested 
in cardiac, respiratory, and gastrointestinal symptoms of dis-
tress (e.g., shortness of breath, palpitations) or fear of dying. 
Approximately 6 million people in the United States experi-
ence panic disorders. Full-blown recurrent panic attacks can 
be extremely disabling, particularly when those affected begin 

to avoid places or situations in which attacks have occurred 
(NIMH, 2009a). 

OCD manifests as persistent upsetting thoughts (obses-
sions) and the use of rituals (compulsions) to control the re-
sulting anxiety. For example, an obsession with dirt may lead 
to constant hand washing. Performance of these rituals is dis-
tressing and interferes with daily life, but those affected cannot 
desist. OCD may be accompanied by other mental health prob-
lems such as eating disorders, depression, and other anxiety 
disorders (NIMH, 2009a).

PTSD, another form of anxiety disorder, arises in response 
to experiencing or witnessing a traumatic event and is charac-
terized by nightmares, flashbacks, irritability, depression, and 
poor concentration. About 70% of the U.S. population has 
experienced at least one major traumatic event in their lives. 
Approximately 20% of these people develop PTSD. PTSD af-
fects approximately 5% of the U.S. population or 1.5 million 
people at any given time and will affect about 8% of adults over 
their lifetimes (PTSD Alliance, n.d.). PTSD is characterized by 
the presence of three clusters of symptoms present for at least  

Depression Mania

Mood Changes:
•	Persistent	sadness	or	despair
•	Loss	of	interest	in	formerly	pleasurable	activities	(including	sex)

Mood Changes:
•	Persistent	feelings	of	euphoria,	overly	happy,	or	outgoing
•	Irritability

Behavior Changes:
•	Feeling	fatigued	or	“slowed	down”
•	Problems	concentrating,	remembering,	or	making	decisions
•	Restlessness,	irritability
•	Changes	in	eating,	sleeping,	or	other	habits
•	Thinking	of	death	or	suicide,	attempting	suicide

Behavior Changes:
•	Talking	fast,	jumping	from	one	topic	to	another
•	Psychomotor	agitation
•	Decreased	sleep
•	Racing	thoughts	and	distractibility
•	Poor	judgment	and	impaired	impulse	control,	engaging	in	high-risk	

behaviors
•	Increasing	activities	or	projects
•	Unrealistic	perceptions	of	one’s	abilities

Data from: National Institute of Mental Health. (n.d.b). Bipolar disorder. Retrieved from http://www.nimh.nih.gov/health/topics/bipolar-disorder/index.shtml

TAbLE 28-1 Mood and behavior Changes Characteristic of Depression and Mania

Panic attacks can strike without warning and usually get worse 
over time. (David Stuart/Fotolia)
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6 months. Symptom clusters include reliving the traumatic 
event through flashbacks or nightmares; avoiding thoughts, 
people, places, and things that recall memories of the event; 
and hypervigilance (PTSD Alliance, n.d.). Hypervigilance 
may manifest as irritability, aggression, or being easily startled 
(NIMH, 2009a). According to the National Institute for Men-
tal Health (NIMH, 2009a), an estimated 7.7 million U.S. adults 
experience PTSD.

Phobias are the most common anxiety disorders and in-
clude social phobia and specific phobias. People with social 
phobia, or social anxiety disorder, feel overwhelming anxiety, 
embarrassment, or self-consciousness that make them inca-
pable of interacting comfortably with others in everyday social 
situations. Social phobias may be related to one specific type of 
social interaction (e.g., speaking in public) or to broad catego-
ries of interaction. Specific phobias are extreme and unreason-
able fears of something that pose little real danger (e.g., heights, 
being closed in). Approximately 15 million U.S. adults are af-
fected by social phobias, and 19.2 million experience specific 
phobias (NIMH, 2009a).

Finally, general anxiety disorder is characterized by constant 
and excessive worry about everyday events. General anxiety 
disorder affects about 6.8 million U.S. adults (NIMH, 2009a). 
A given person may experience more than one type of anxiety 
disorder, and anxiety disorders frequently co-occur with other 
mental health problems such as depression, eating disorders, 
and substance abuse.

Eating disorders result in serious disturbances of one’s ev-
eryday diet. Three types of eating disorders are common: an-
orexia nervosa, bulimia nervosa, and binge eating disorder. 
Anorexia nervosa is characterized by a strong resistance to 
maintaining a minimal weight for one’s height and body type, 
by intense fear of gaining weight, and by a distorted body im-
age that leads one to perceive oneself as fat even when signifi-
cantly underweight (NIMH, 2011b). An estimated 1% to 4.2% 
of U.S. women experiences anorexia nervosa in their lifetimes, 

with prevalence three times higher among women than men 
(Ekern, 2014).

Bulimia nervosa is characterized by frequent episodes of 
eating unusually large amounts of food followed by compen-
satory purging or other behaviors to prevent weight gain that 
usually occur at least twice a week. Because of the compensa-
tory behaviors, many people with bulimia are able to maintain 
a normal weight (NIMH, 2011b). Approximately 1.5% of U.S. 
women and 0.5% of men have bulimia at some point in their 
lives (Ekern, 2014). Excessive overeating without compensa-
tory purging and other behaviors is referred to as binge eating 
disorder. Binge eating contributes to obesity and the resulting 
increased risk for cardiovascular disease, hypertension, and 
other chronic physical health problems (NIMH, 2011b). An 
estimated 2.8% of the U.S. adult population engages in binge 
eating in their lifetimes, including 3.5% of women and 2% of 
men (Ekern, 2014).

Borderline personality disorder (BPD) is characterized by 
rapidly changing moods and resulting difficulty with interper-
sonal relationships and an inability to function effectively in 
society. BPD affects 1% to 2% of the U.S. population (NAMI, 
n.d.a). The characteristic mood changes of people with BPD 
occur rapidly, over a period of hours rather than days as is the 
case with depression or mania. The impulsivity that accompa-
nies these mood changes may lead to self-injury or suicide, im-
pulsive spending, or sudden shifts in attitudes toward others 
(e.g., from idealization to anger and dislike). People with BPD 
may see routine absences of significant others as evidence of 
rejection and abandonment and may resort to threats of self-
harm or suicide in response (NIMH, n.d.d).

Autism spectrum disorders (ASDs), also called pervasive 
developmental disorders, tend to occur in young children and 
may be diagnosed as early as 18 months of age. Autism is char-
acterized by persistent difficulties with social interaction and 
communication and restricted repetitive patterns of behav-
ior or activity. Children with ASD have difficulty learning to 

Positive symptoms: Symptoms present in people with schizophrenia that are not present in the general population
•	Hallucinations:	Seeing,	hearing,	smelling,	or	feeling	things	that	no	one	else	does
•	Delusions:	Unchanging	false	beliefs	that	are	not	part	of	one’s	culture
•	Thought	disorders:	Unusual	or	dysfunctional	ways	of	thinking,	difficulty	organizing	thoughts	or	presenting	them	coherently,	loss	of	thoughts,	

 creation of meaningless words (neologism)
•	Movement	disorders:	Agitated	or	repetitive	body	movements	or	lack	of	movements	and	response	(catatonia)
Negative symptoms: Disruptions of normal emotions and behaviors
•	“Flat	affect”:	Lack	of	facial	expression	or	monotonous	voice
•	Lack	of	pleasure	in	everyday	life
•	Lack	of	ability	to	begin	and	sustain	planned	activities
•	Speaking	little,	even	when	forced	to	interact
Cognitive symptoms: Inappropriate thought processes
•	Poor	executive	function:	Inability	to	understand	information	and	use	it	to	make	decisions
•	Trouble	focusing	or	paying	attention
•	Problems	with	working	memory:	Inability	to	use	information	immediately	after	learning	it

Data from: National Institute of Mental Health. (2013). Schizophrenia. Retrieved from http://www.nimh.nih.gov/health/topics/schizophrenia/index.shtml

TAbLE 28-2 Positive, Negative, and Cognitive Symptoms of Schizophrenia
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interpret social cues from others, which makes communication 
difficult. They may also under- or overreact to stimuli. Approx-
imately one in 88 children is affected by ASD (NIMH, n.d.a).

In all likelihood, the figures presented here underrepresent 
the actual prevalence of mental illness in the United States and 
the world. Due to stigma, lack of knowledge, and lack of access 
to care, many people with mental health problems do not seek 
care and remain undiagnosed. This gap between the true preva-
lence of mental health disorders and those treated, or treatment 
prevalence, is referred to as the treatment gap (Henderson, 
Evans-Lacko, & Thornicroft, 2013). Symptoms characteristic of 
autism and other mental illnesses are presented in Table 28-3•.

Population Health Nursing and 
Mental Health and Illness
Population health nurses may play a significant part in the con-
trol of mental health problems with individuals and with popu-
lation groups. Effective control includes assessment of risks for 
and factors influencing mental health problems, as well as the 
planning, implementation, and evaluation of health care pro-
grams directed toward mental health.

Assessing Mental Health Status
Factors related to each of the six categories of determinants of 
health influence the risk for and course of mental health prob-
lems for individuals and populations. Population health nurses 
will be actively involved in assessing for these risks as well as 
for the presence of mental illness in individual clients and in 
the population as a whole. Knowledge of factors in each of the 
categories will enable population health nurses to better pro-
mote mental health and contribute to control strategies for 
community mental health problems.

bIOLOgICAL DETERMINANTS. Biological factors influ-
encing mental health problems include age, gender, and race or 
ethnicity; genetic inheritance; and physiologic function.

Age, gender, and race/ethnicity. Age influences mental health 
problems primarily in terms of the typical age at first onset of 
symptoms. Both children and adults develop mental health 
problems. One in three or four children has a mental disorder, 
and one in ten experiences serious mental disturbances. Over the 
course of their lifetimes one in four to five children can expect 
to meet criteria for a mental disorder with severe impairment. 
The National Comorbidity Survey Replication—Adolescent Sup-
plement indicated a lifetime prevalence of 32% for anxiety dis-
order in adolescents and 19% for behavioral disorders. In addi-
tion, 40% of those who develop a mental disorder will experience 
more than one disorder, and 22% will experience severe distress 
or impairment (Merikangas et al., 2010). 

Different mental disorders have their typical age of onset at 
different ages. For example, the median age for onset of anxiety 
among children and adolescents is 6 years of age, compared to 
11 years for behavior disorders, 13 years for mood disorders, 
and 15 years for substance use disorders. The median age for 
all mental disorders is 14 years of age, and 75% of disorders de-
velop before the age of 24. Only mood disorders typically start 
at older ages with onset typically in the 30s and 40s. There is an 
estimated 12-year gap between symptom onset and initiation 
of treatment for most people with mental disorders (OECD, 
2011). Given the relatively young age of onset of these disor-
ders, some authors have called for a greater focus on mental 
health promotion and prevention of mental illness rather than 
on treatment (Merikangas et al., 2010).

Depression is more common in older age groups than in 
children and adolescents. As much as 6.6% of U.S. elderly ex-
perience a major episode of depression in any given year. In 

Disorder Characteristic Symptoms

Anxiety disorders
•	Panic	disorder
•	Obsessive	compulsive	disorder
•	Post-traumatic	stress	disorder	(PTSD)
•	Phobias
•	General	anxiety	disorder

Symptoms: Feelings of fear/dread, trembling, restlessness, muscle tension, rapid heart rate, 
 dizziness, lightheadedness, increased perspiration, cold hands and feet, shortness of breath

Autism spectrum disorders
•	Asperger	syndrome
•	Rett	syndrome
•	Childhood	disintegrative	disorder

Symptoms: Deficits in social interaction and verbal and nonverbal communication, repetitive  
behaviors or interests, unusual response to sensory stimulation, delayed development

Borderline personality disorder Symptoms: Chronic instability of moods with intense anger, depression, and anxiety lasting only 
hours, may be accompanied by periodic aggression, self-injury, or substance abuse, frequent 
changes in life goals and plans, impulsivity

Eating disorders
•	Anorexia	nervosa
•	Binge	eating
•	Bulimia	nervosa

Symptoms: Intense fear of gaining weight, altered body image, infrequent menses, recurrent and 
uncontrolled eating followed by purging, misuse of laxative, diuretics, enemas

Data from: National Institute of Mental Health, n.d.a, n.d.c, 2009a, 2011b. (See references at the end of this chapter for full citations.)

TAbLE 28-3 Characteristic Symptoms of Selected Mental Disorders
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this age group, in particular, depression may complicate treat-
ment for other chronic physical health problems (Akincigil 
et al., 2012).

Generally speaking, women are more likely than men to 
develop most mental disorders. One exception is ASDs, which 
occur five times more often in boys than girls (CSELS, 2013). 
Similarly, while equally prevalent in men and women, men de-
velop symptoms of schizophrenia at earlier ages than women 
(late teens to early 20s vs. 20s and 30s for women) (NIMH, 
2009b; Wexner Medical Center, n.d.). Schizophrenia rarely has 
its onset in childhood or over age 45, but there may be a prodro-
mal period during adolescence characterized by withdrawal and 
increases in unusual thoughts and suspicions. This prodromal 
period is more apt to occur in adolescents with a family history 
of psychosis (NIMH, 2009b). Both social phobias and OCD may 
manifest in childhood, and approximately a third of people with 
OCD first developed symptoms as children (NIMH, 2009a). 
Eating disorders can manifest throughout life, but often begin 
in adolescence or young adulthood (NIMH, 2011b).

Women are less likely than men to be exposed to traumatic 
events at some point in their lives (51% vs. 61%) (Vogt, 2014), 
but are more than twice as likely as men to develop PTSD 
(PTSD Alliance, n.d.). The estimated prevalence for PTSD in 
women is 9.7% compared to 3.6% for men. Women are more 
vulnerable to sexual assaults and molestation, more likely to 
have experienced childhood neglect or abuse, and more likely 
to be affected by domestic violence or the sudden death of a 
loved one. It has been proposed that women’s increased vul-
nerability to the effects of these traumas is because women’s 

sense of well-being is closely tied to the character of their rela-
tionships with others (Vogt, 2014).

In the 2007–2010 NHANES, women were more likely to re-
port current depression at every age than men (NCHS, 2012b), 
and in the 2010–2011 National Health Interview Survey, 22% 
of women and 17% of men reported often feeling worried or 
anxious (NCHS, 2012a).

Although Blacks generally have a lower risk of substance 
abuse and mental disorders, such as depression and anxiety 
than Whites, this is not true among some subgroups of the pop-
ulation. For example, the prevalence of mental illness is higher 
in Caribbean-born Black men than U.S.-born Black men, but 
the reverse was found to be true for women. Similarly, mental 
illness rates were found to be lower among Somali-born Blacks 
than either U.S.-born Blacks or Whites. Among the elderly, 
however, African Americans were less likely than White elders 
to receive a diagnosis of depression even in the face of symp-
toms and were less likely to receive treatment (Akincigil et al., 
2012). This finding suggests that there may be less difference in 
actual occurrence of disease than in its recognition.

Genetic inheritance. Genetics also appear to influence the 
incidence of some mental health problems. Various studies of 
families, twins, and adopted children provide strong evidence 
that some people have a genetic predisposition to develop 
schizophrenia. Apparently an inherited chemical imbalance 
in the brain is necessary for schizophrenia to develop, but its 
development is influenced by the probable interaction of mul-
tiple genetic and environmental factors. Siblings of persons with 
schizophrenia have a 7% to 8% risk of developing the disease, 
and the risk increases to 10% to 15% of children whose parents 
have schizophrenia. Risk of disease also increases with the num-
ber of family members affected (NIMH, 2009b; Wexner Medi-
cal Center, n.d.).

Genetic contributions to vulnerability are implicated in 
other mental health problems as well. For example, ASDs are 
believed to be influenced by multiple gene–environment inter-
actions (Johnson, Giarelli, Lewis, & Rice, 2013). The effects of 
genetic influence, however, are apparent in findings that the 
chance of an identical twin whose sibling has ASD developing 
the condition is 35% to 90%. Risk decreases to 0% to 31% of 
non-identical twins. In addition, parents who have one child 
with ASD have a 2% to 28% chance of having a second child 
that is affected (CSELS, 2013).

The heritability of major depressive disorder is estimated 
at 31% to 42%, but no specific genes influencing transmission 
have yet been identified (Schutte, Davies, & Goris, 2013). Risk 
of depression may be as much as three to five times higher for 
people with a first-degree relative affected than for the general 
population, and risk seems to increase if the affected relative 
became symptomatic before 25 to 30 years of age. Similarly, a 
child of a parent with depression has a 5% to 30% risk of devel-
oping the disease. If both siblings and parents have depression, 
the estimated risk of developing the disease in other children is 
50% for bipolar disorder and 30% to 40% for major depression. 

Children also experience mental health problems. (Tatyana Gladskih/Fotolia)
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Families with a history of depression may also have a history of 
other comorbid conditions, such as alcohol abuse and eating 
disorders. There is some evidence, however, that the genetic 
risk of major depression is mitigated by higher education and 
upward social mobility (Mezuk, Myers, & Kendler, 2013).

Genetic inheritance may also play a part in Alzheimer’s dis-
ease and other irreversible dementias. For example, to date, 
three specific gene mutations have been associated with some 
forms of Alzheimer’s disease (Schutte et al., 2013). Similarly, 
there is some evidence that genes may play a role in creating 
fear memories that lead to PTSD. There is also a suggestion 
that changes in the prefrontal cortex may modify responses de-
signed to control stress when stress is perceived to be control-
lable. It is hypothesized that these changes may be activated by 
trauma, head injury, or mental illness, or modified by person-
ality factors such as optimism or negativity or the availability of 
social support (NIMH, 2012a).

On the positive side, there is also some evidence that factors 
related to psychological well-being may also be heritable. Ge-
netic influences have been noted with respect to emotional and 
social well-being (Keyes et al., 2010).

Physiologic Function. The interaction between mental health 
and physiologic factors is complex. The presence of physiologic 
conditions may increase one’s risk for mental health problems. 
Conversely, mental health problems may pose risks for physi-
ologic effects. Finally, the presence of either mental or  physical 
conditions may complicate control of problems in the other 
realm.

There is considerable evidence that some mental health prob-
lems have a physiologic basis in brain chemistry and that the 
resulting neurophysiologic deficits are a major contributor to 
mental illness. For example, deficits in sensory processing result 
in the sensory-based behaviors typical of ASDs (Marco, Hinkley, 
Hill, & Nagarajan, 2011). Similarly, the presence of chronic phys-
ical illness, infection, malnutrition, and the effects of hormones 
and physical trauma have all been shown to play a part in the de-
velopment of mental health problems. Infectious agents such as 
human immunodeficiency virus (HIV) and syphilis, for example, 
are implicated in the development of some forms of dementia. In 
addition, depression has been associated with declining CD4-T 
cell counts in people with HIV infection, speeding progression to 
AIDS and increasing mortality risk (Tsai et al., 2013). Physiologic 
differences also account for differential effects of psychotropic 
drugs in different racial and ethnic groups. 

Mental health problems may also increase one’s risk for physi-
cal illness. For example, anxiety and depression have been shown 
to increase the risk for the onset of coronary heart disease (CHD) 
and to affect survival in persons with existing CHD. Conversely, 
people recovering from myocardial infarction are at increased 
risk for major depressive disorders. Depression may also be im-
plicated in falls among the elderly. Treatment for depression may 
also increase fall risk and fallers may be prone to anxiety and 
depression.

Pregnancy, as a physiologic condition, has been found to 
influence the incidence of depression. Although pregnancy is 
often considered a joyful event and depression is more often as-
sociated with the postpartum period, an estimated 10% to 20% 
of women experience some level of depression during preg-
nancy. Depression during pregnancy is also known as antepar-
tum depression. A woman’s risk for antepartum depression is 
increased by relationship problems, a past history of depression 
(or family history of depression), prior pregnancy loss, and 
other stressful life events. Depression during pregnancy may be 
misinterpreted as hormonal imbalance, and population health 
nurses may need to educate pregnant women, health care pro-
viders, and the public about antepartum depression. They may 
also need to advocate for access to counseling and treatment 
services for those affected. For example, although many health 
insurance plans cover care for the pregnancy itself, they may 
not provide coverage for counseling services related to ante-
partum depression.

Depression in the postpartum period is more common and 
better recognized than antepartum depression and may occur 
in one of three forms: postpartum blues, postpartum depres-
sion, or puerperal or postpartum psychosis. Postpartum blues 
are a mild form of depression characterized by tearfulness and 
anxiety. They are time-limited, and usually do not require 
treatment beyond emotional support. Postpartum depression 
and psychosis are more serious conditions that require treat-
ment. Miscarriage, menstrual cycle difficulties, and menopause 
may also trigger depression, particularly in the context of a 
family history of depression.

Receiving a diagnosis of a chronic illness may also lead to 
depression or anxiety (Al-Modallal, Abuidhail, Sowan, & Al-
Rawashdeh, 2010). Conversely, mental health problems of all 
kinds may interfere with treatment adherence for physical 
health conditions (Perry et al., 2010). The presence of some 
chronic physical health problems may also impede recogni-
tion of mental health problems. For example, people who are 
culturally Deaf (meaning they have been deaf from a young 
age, use American Sign Language [ASL], and perceive them-
selves to be members of a unique cultural group) may not be 
recognized as having depression. Many words for depression 
have no equivalent in ASL, and depression screening tools 
have not been normed on this population. In addition, some 
signs used to connote depression are unrecognizable even 
to people who use ASL. In focus groups with culturally Deaf 
people, use of signing interpreters was considered intrusive 
in mental health encounters, and most participants reported 
never having been asked about depression even in the face 
of obvious symptoms (Sheppard & Badger, 2010). Similarly, 
other people who have difficulty with communication (e.g., 
those with aphasia or dementia) may have unrecognized de-
pression or other mental health problems. The Focused As-
sessment below provides some questions for evaluating the 
contribution of biological determinants to community mental 
health problems.
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PSyCHOLOgICAL DETERMINANTS. Psychological con-
sid erations to be addressed relative to community mental health 
problems include psychological risk factors, psychiatric comor-
bidity, coping skills, and suicide potential.

Psychological risk factors for mental health problems.  
Personality traits, difficult temperament, experience of stress-
ful life events, and below-average intelligence are some of the 
psychological factors that have been associated with the devel-
opment of mental health problems. Some people’s personalities 
appear to place them at increased risk for mental health prob-
lems. For example, people who are excessively critical or who 
have difficult temperaments may alienate others, receiving less 
social support for dealing with everyday sources of stress that 
we all encounter.

Psychological stress appears to play an important part in the 
development of mental disorders (CSELS, 2012). Stress and an 
emotionally charged environment are also implicated in symp-
tomatic relapses in clients with schizophrenia. Conversely, 
decreasing stress and increasing personal and interpersonal 
competencies appear to contribute to mental health and to 
control of existing mental health problems. Stressful life events 
may contribute to situational depression or exacerbate major 
depressive disorders.

Psychiatric comorbidity. Clients with one mental disorder may 
concurrently experience other disorders. This co-occurrence 
of two mental disorders is referred to as psychiatric comor-
bidity. Dual diagnosis is the term commonly used to indicate 
the co-occurrence of a substance abuse disorder with one or 
more other psychiatric diagnoses. Several forms of comorbid-
ity may occur. For example, preexisting depression and anxi-
ety disorders increase one’s risk for PTSD following a traumatic 
event (Vogt, 2014). Similarly, PTSD, depression, and anxiety 
disorders frequently co-occur with substance abuse disorders 
(NIMH, 2009a). Co-occurring PTSD and depression may also 
be linked to increased suicide risk in some populations. People 
with borderline personality disorder also have high rates of co-
occurring depression, anxiety disorders, substance abuse, and 

eating  disorders, and are at high risk for suicide (NIMH, n.d.d). 
Similarly, people with panic disorder often experience depres-
sion and/or substance abuse as well (NIMH, 2009a).

The presence of comorbidity complicates treatment for any 
given mental illness, and population health nurses working 
with clients with comorbid conditions or dual diagnosis may 
need to assure that clients receive treatment for all the disorders 
that they experience. Similarly, the combination of HIV infec-
tion, depression, and homelessness increases the difficulty of 
treating depression as well as HIV infection (Tsai et al., 2013).

Coping skills. The extent of an individual’s coping abilities 
mediates the effect of stress on both physical and mental health. 
Coping strategies are culturally determined, and different cul-
tural groups may display different approaches to coping with 
life’s stress. Specific types of coping strategies have been linked 
to various mental disorders. For example, adolescents with 
schizophrenia frequently use emotion-focused coping, par-
ticularly in the face of anxiety and fear (Lee & Schepp, 2011). 
Development of problem-focused coping, however, contributes 
to mental health and may help in dealing with symptoms asso-
ciated with mental illness. Negative thinking, excessive worry, 
and a sense of lack of control of one’s life are personal traits that 
have been associated with depression.

Some clients with mental health problems may turn to sub-
stance use or abuse as a coping strategy, which may contribute 
to the potential for dual diagnosis. Other clients may engage in 
other, more or less adaptive coping strategies for dealing with 
stress or with symptoms. Research has indicated, for example, 
that clients with schizophrenia have fairly well developed cop-
ing skills for controlling their symptoms. Some of these coping 
strategies are healthier than others and can be encouraged by 
population health nurses working with clients with schizophre-
nia and their families. One category of coping skills displayed 
by schizophrenic clients dealt with behavior control by means 
of distraction (e.g., listening to music, reading, playing an in-
strument or writing), physical activity (e.g., running), asking for 
help or interacting with sympathetic others, prayer, and medi-
tation. Other coping strategies include avoiding thinking about 

FOCuSED ASSESSMENT
Assessing biological Determinants 
Influencing Mental Health and Illness

problems or their treatment cause signs and symptoms 
suggestive of mental health problems?

•	 Does	the	presence	of	a	mental	health	problem	complicate	
treatment of physical health conditions?

•	 Does	the	present	of	physical	health	problems	impede	
recognition of mental health concerns?

•	 Is	there	a	family	history	of	mental	health	problems?

•	 Is	there	evidence	of	heritable	personality	traits	that	promote	
mental health (e.g., optimism)?

•	 Are	there	any	existing	physical	health	conditions	that	
may contribute to mental health problems? What effects 
do personal physical health conditions or those of family 
members have on mental health? Do physical health 
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or ignoring misperceptions, shifting one’s attention to other 
thoughts, engaging in future planning or problem solving. An 
innovative suggestion is to engage selectively with voices, in-
forming them that they are not welcome unless they have use-
ful information and requesting that they make an appointment 
and treat the patient with respect. Other strategies, such as tell-
ing voices to “shut up” or doing as told by voices are less healthy 
approaches to dealing with symptoms of schizophrenia. Simi-
larly, passive acceptance of hallucinations may result in halluci-
nations consuming one’s life. Mindfulness, on the other hand, 
is a healthier approach in which the client acknowledges voices, 
but does not agree to be guided by them, relying on his or her 
own decision-making abilities (Brichford & Jones, 2009).

Suicide potential. Both the stress that contributes to the de-
velopment of mental disorders and the hopelessness often as-
sociated with having a mental disorder place clients at increased 
risk for suicide, and population health nurses must be particu-
larly alert to evidence of suicidal ideation in clients with men-
tal health problems. Depression, in particular, whether due to 
major depressive, unipolar, or bipolar disorder or to situational 
factors, increases the potential for suicide (NIMH, n.d.b). Sui-
cide risk is also increased among people with schizophrenia 
with about 10% of those affected attempting suicide (NIMH, 
2009b). Those with PTSD and borderline personality disorder 
are also at increased risk for suicide (NIMH, n.d.c, 2009a). The 
nurse should explore with the client any suicidal tendencies 
or thoughts of suicide. Suicide tends to occur most frequent-
ly when clients are recovering from an episode of depression; 
this is because the severely depressed client probably does not 
have the energy to commit suicide. Suicide is addressed in more 
depth in Chapter 30 . Possible questions to assist population 
health nurses in identifying psychological factors contributing 
to mental health and illness are included in the Focused Assess-
ment below.

ENvIRONMENTAL DETERMINANTS. Physical environ-
mental factors influence the development and course of some 
mental health problems. Chronic exposure to lead and other 
toxins may cause mental retardation and other forms of mental 
illness. Cataclysmic environmental events may also  contribute 

to PTSD and depression. For example, many survivors of 
 hurricane Katrina evacuated from New Orleans experienced 
PTSD for several years after the event. PTSD was also associ-
ated with depression, particularly in people with debilitating 
physical illnesses. For instance, 24% of people with end-stage 
renal diseases affected by the hurricane developed PTSD and 
depression (Edmondson et al., 2013). Disasters may also inter-
rupt treatment for many forms of mental illness.

Seasonal changes may also contribute to mental health 
problems, as in the case of seasonal affective disorder. Seasonal 
affective disorder (SAD) is a form of depression that varies 
with the seasons, resulting in depression in the fall and winter 
when exposure to natural light is diminished. For some people, 
experience of symptoms is reversed, with depression occurring 
in the spring and summer. The incidence of SAD increases at 
greater distances from the equator, and some people with bi-
polar disorder may experience a degree of mania in spring or 
summer (Mayo Clinic Staff, 2011). Environmental consider-
ations in mental health problems are addressed in the Focused 
Assessment provided on the next page.

SOCIOCuLTuRAL DETERMINANTS. A number of socio-
cultural determinants influence risk for and treatment of mental 
health problems. These factors include societal disorganization, 
economic factors, family relationships and social support, cul-
ture, and societal attitudes, stigma, and societal policies related 
to mental health and illness.

Societal disorganization and immigration. As noted in 
Chapter 25 , social upheaval such as war and disaster increases 
the incidence of mental health problems in the populations af-
fected, particularly when the effects are long-lasting. Immigra-
tion, which may result from social upheaval, has also been linked 
with a high incidence of mental disorders. Research has suggest-
ed that the circumstances of immigration, for instance, if it was 
planned or unplanned, influence its effects on mental health 
and illness. In one study of Latinos, for example, being forced to 
immigrate was associated with increased distress, particularly 
among women, Cubans, and Puerto Ricans (Torres & Wallace, 
2013). Immigration from Mexico to the United States has been 
associated with increased risk of mental illness,  particularly in 

Assessing Psychological Determinants 
Influencing Mental Health and IllnessFOCuSED ASSESSMENT

•	 What	life	stresses	is	the	client	experiencing?	Does	stress	
contribute to or exacerbate mental health problems? How 
does the client cope with stress?

•	 What	signs	and	symptoms	does	the	client	exhibit	that	
suggest the presence of mental health problems?

•	 What	is	the	extent	of	adaptation	to	the	mental	health	
problem? How does the client cope with the problem?

•	 Is	there	existing	psychiatric	comorbidity?	If	so,	what	form	
does it take?

•	 Is	the	client	at	risk	for	suicide	as	a	result	of	the	mental	
health problem?
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third generation or higher Mexican Americans, who may have 
twice the risk of mental illness as non-immigrants (Orozco,  
Borges, Medina-Mora, Aguilar-Gaxiola, & Breslau, 2013). Im-
migration is associated with multiple stressors, including dis-
crimination, issues related to legal status, and separation from 
family support systems. Discrimination, in particular, may lead 
to mental health problem among immigrants.

Mental health problems are also influenced by more con-
tained social events. For example, the risk of depression in-
creases with recent divorce or separation, unemployment, and 
bereavement. Inability to work and stresses associated with 
low income have also been associated with mental illness, as 
have overcrowding and living in an area with a high rate of 
disorganization.

Socioeconomic Factors. Economic and employment factors may 
also influence one’s mental status. The Center for Surveillance, Epi-
demiology, and Laboratory Services (2012) has indicated that pov-
erty and other economic circumstances are potential contributors 
to mental illness. For example, mortgage delinquency was associ-
ated with depression as well as less access to care during the height 
of the mortgage foreclosures in 2009 (Alley et al., 2011).

Employment factors may also influence mental health and 
mental illness. Job strain and an increase in the psychological 
demands of one’s job have been linked to the incidence of ma-
jor depression (Smith & Bielecky, 2012). Similarly, jobs that en-
tail exposure to trauma are also associated with mental health 
problems. For example, health care workers who respond to 
trauma victims are at risk for PTSD (PTSD Alliance, n.d.). 
Likewise, military personnel exposed to combat conditions  
are at risk for a variety of mental disorders (Maguen, Bosch, 
Marmar, & Seal, 2010). Becoming suddenly unemployed is a 
risk factor for depression, which may be intense at first due to 
“unemployment shock,” then taper off, and then become worse 
if the length of unemployment extends and job searches are 
fruitless (OECD, 2011).

Mental health problems may also interfere with work. 
Worldwide, 60% to 70% of people with common mental health 
problems (CMDs) are employed compared to 75% to 85% of 
those without mental health problems. Employment rates are 
closer to 45% to 55% among those with severe mental disor-
ders (SMDs). Most people with mental health problems want 

to work but may have difficulty finding or keeping a job. Peo-
ple with CMDs are two to three times more likely to be unem-
ployed than those without problems, and those with SMDs are 
six to seven times more likely to be unemployed. They may also 
be employed in low paying jobs that combine high psychologi-
cal demands and low decision latitude (OECD, 2011).

Mental health problems may contribute to workplace ab-
sences and reduced productivity. For example, 80% of people 
with SMDs in one international study reported reduced pro-
ductivity in the prior 4 weeks, compared to 69% of those with 
CMDs and only 26% of people without mental health prob-
lems. There is also a worldwide increase in the rate of disabil-
ity claims related to mental health issues. In addition, people 
may move to disability benefits too soon or be on them too 
long without attempts to find or fit them for successful em-
ployment. For example, an estimated half of people with SMDs 
receive disability benefits and the other half receives some 
other form of benefits. The Organisation for Economic Coop-
eration and Development (2011) has indicated a need for sick-
ness monitoring and early intervention for people with mental 
health problems to minimize the personal and societal effects 
of mental illness.

Employment is often beneficial for mental health and may 
aid recovery in the face of mental illness. Key workplace vari-
ables that have been identified as preventing worsening of 
mental health problems among the mentally ill include good 
management characterized by support, adequate feedback, and 
recognition of effort. Unfortunately, such conditions are only 
experienced by about 60% of people with SMDs and 70% of 
those with CMDs (OECD, 2011). Population health nurses in 
occupational settings can help to identify employees with men-
tal disorders and advocate for assessment of work capacity and 
meeting of support needs.

Family relationships and social support. Family interac-
tions may also influence the development and course of mental 
health problems. For example, women experiencing parenting 
stress are more likely to report poor mental health than those 
without such stress. High levels of negative emotional expres-
sion have also been associated with anorexia nervosa and de-
pression. Conversely, warmth and positive family relationships 
may have a protective effect against mental health problems or 

FOCuSED ASSESSMENT Assessing Environmental Determinants  
Influencing Mental Health and Illness

•	 Do	environmental	pollutants	contribute	to	the	incidence	of	
mental health problems?

•	 Are	there	seasonal	fluctuations	in	the	incidence	or	severity	
of particular mental health problems? If so, when do these 
fluctuations occur?

•	 Have	environmental	disasters	contributed	to	the	incidence	
and prevalence of mental health problems in the  
population?

•	 Have	environmental	disasters	complicated	treatment	for	
existing mental health problems?
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assist family members to cope more effectively when problems 
do occur.

Social support may assist clients to cope with the stresses 
of life and prevent mental health problems. Lack of social sup-
port, on the other hand, may increase the risk of mental illness, 
contributing to the feelings of isolation and poor social skills 
common among people with mental health problems.

Abuse may also contribute to the development of mental 
health problems. For example, gender abuse resulting from 
atypical gender presentation and transgression of gender 
norms has been linked to high levels of depression in male-to-
female transgender individuals. Gender abuse may occur both 
within and outside of the family constellation (Nuttbrock et al., 
2013). Spouse abuse has also been linked to depression, anxiety 
disorders, and substance abuse (Al-Modallal et al., 2013). Traf-
ficking and sexual exploitation are also associated with PTSD, 
depression, and anxiety disorders. Abuse and trafficking will be 
addressed in more detail in Chapter 30 .

Cultural factors. The effects of culture on mental health are 
many and pervasive. Culture defines what constitutes mental 
illness for members of a group, and that definition may not al-
ways conform to the diagnostic criteria established in the DSM-
5. What may be seen as abnormal behavior or feelings in one 
culture may be perfectly normal in another. Similarly, culture 
mediates one’s experience of distress and how one expresses that 
distress. Culture, for example, creates what are known as “idioms 
of distress” or typical ways of expressing mental discomfort. In 
many cultural groups, for example, mental distress is expressed in 
terms of somatization. Somatization is the expression of mental 
or emotional distress in terms of physical symptoms. Diagnostic 
criteria contained in the DSM-5 are based on Western-Anglo ex-
perience, and it is unclear how applicable diagnostic criteria are 
to members of other cultural groups. Some cultures also have 
recognized culture-bound syndromes generally reflecting con-
cepts of mental illness that are   culture-specific and fall outside 
Western psychiatric practice. Culture-bound syndromes were 
discussed in Chapter 5 .

Cultural differences in diagnostic criteria, expressions of 
distress, and meanings and value attributed to different symp-
toms may result in misdiagnosis in cross-cultural encounters. 
For example, in a qualitative study among African American 
men, participants described life events that resulted in stress-
ors and led to “the funk” or depression. If not resolved, the 
funk resulted in a “breakdown,” but the men rarely sought as-
sistance for these feelings (Bryant-Bedell & Waite, 2010). In 
another study, Jordanian women who experienced depression 
as a result of spousal abuse rarely identified their emotional 
 response as depression and so did not seek care (Al-Modallal 
et al., 2010). Language barriers between provider and client 
also increase the potential for misdiagnosis, as do diagnos-
tic measurements that are not linguistically or culturally 
sensitive.

Culture also influences expectations regarding treat-
ment that may enhance or impede compliance with therapy. 

Members of many cultural groups engage in the use of herbal 
remedies. For this reason, they may expect psychotropic medi-
cations to act rapidly, as most herbals do. The need to build 
effective blood levels of medications may be difficult for cli-
ents in these cultural groups to understand. Inability to see 
immediate results may lead to discontinuation of pharmaco-
therapy. Herbal therapies may also interact with prescription 
medications to impede or enhance their effects, contributing to 
therapeutic ineffectiveness or adverse reactions to medications. 
Increasing use of complementary and alternative medicine 
(CAM) has been reported among persons with psychotic dis-
orders. In one study, for instance, 88% of people with schizo-
phrenia had used CAM in their lifetimes, and 68% in the prior 
12 months (Hazra et al., 2010). In another study, 45% of Asian 
Americans with probable psychiatric diagnoses had used CAM 
alone, 26% used CAM in conjunction with conventional men-
tal health services, and 29% had used conventional services 
alone (Choi & Kim, 2010).

Societal attitudes, stigma, and policy issues. Culture also 
contributes to the way people view mental illness and to the 
degree of stigmatization encountered by those who experience 
mental illness. Stigmatization is characterized by bias, distrust, 
stereotyping, fear, embarrassment, anger, and avoidance. Stig-
matization has the effect of reducing willingness to seek help 
and thereby reduces access to needed care.

The response to perceived stigma is mediated by culture. 
For example, members of many ethnic groups may fail to seek 
care for psychological problems as a result of perceived stigma 
or because of perceived incongruence between group cultures 
and the Western mental health care system. Cultural barriers 
to obtaining mental health services include racial and cultural 
biases and inappropriate services, philosophical differences 
regarding disease causation or treatment, cultural attitudes to 
seeking help , language barriers, a lack of bilingual and cultur-
ally sensitive providers, and clients’ lack of knowledge about 
available services. Clients from ethnic cultural groups may also 
be subjected to language discrimination, being treated unfairly 
because of language differences or accented speech. As we saw 
earlier, such factors also influence recognition of depression 
among the culturally Deaf.

Stigmatization of the mentally ill may also decrease their 
access to needed resources and opportunities, such as those 
related to employment or housing. For the individual, stigma 
leads to low self-esteem, hopelessness, and social isolation. 
 Clients with mental illness are faced with the same kinds of 
decisions regarding disclosure that were discussed in the con-
text of sexual orientation and gender identity in Chapter 20 .  
At the population level, stigmatization influences public will-
ingness to pay for services for the mentally ill or to locate treat-
ment facilities in residential neighborhoods.

Stigma and the discrimination that results from belonging 
to a stigmatized group may also contribute to mental health 
problems. As we saw in Chapter 20 , the stigma attached to 
nonheterosexual orientation has been associated with higher 
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rates of suicide and depression. Discrimination has been re-
ported by 21% of gay, lesbian, and bisexual individuals and 
is linked to higher incidence rates for mental illness in these 
populations than in the heterosexual population. Similarly, 
racism experienced in the general community and homopho-
bia among heterosexual friends have been linked to depression 
and anxiety disorders in African American, Asian American 
and Pacific Islander, and Latino men who have sex with men 
(Choi, Paul, Ayala, Boylan, & Gregorich, 2013).

Stigma encompasses four social-cognitive processes that in-
fluence people’s perceptions of and behavior toward those who 
are different, including those with mental illness. These four pro-
cesses include cues, stereotypes, prejudice, and discriminatory 
behavior. Cues may be physical symptoms (e.g., tics or repetitive 
behaviors), social skills deficits, physical appearance (e.g., flat af-
fect), or labels (e.g., a mental illness diagnosis) that trigger cogni-
tive associations with stereotypes. Stereotypes may include some 
of the core perceptions reported below, such as incompetence, 
violence, or tendencies to criminal behavior that one believes are 
typical of people with a particular mental illness or of mental ill-
ness in general. These stereotypes then lead to prejudice against 
people with mental illness that are often acted upon in discrimi-
natory behaviors (Cummings, Lucas, & Druss, 2013).

Stigma occurs at three levels: institutional, community, and 
individual. Institutional stigma results in discriminatory legis-
lation, funding, and availability of services (Henderson, et al., 
2013). Evidence of societal attitudes and the stigma associated 
with mental illness lies in the number of the mentally ill who are 
incarcerated in correctional facilities. Mental illness may con-
tribute to unlawful behaviors or to incarceration as an alternative 
to mental health care. A study by the Treatment Advocacy Cen-
ter described U.S. corrections institutions as the “new mental 
hospitals” (Torrey, Kennard, Eslinger, Lamb, & Pavle, 2010). The 
report further noted “We have now returned to the conditions of 
the 1840s by putting large numbers of mentally ill persons back 
into jails and prisons” (Torrey et al., 2010, p. 1). In 2010 in North 
Dakota, for example, an equal number of mentally ill persons 
were incarcerated as were hospitalized. In states like Arizona and 
Nevada, the number of incarcerated mentally ill was 10 times the 
number hospitalized. Overall, from 1980 to 2009, the U.S. prison 
population increased fivefold (Nicosia, MacDonald, & Arkes, 
2013). In part, these figures are the result of massive closures of 
psychiatric hospital beds. From 1955 to 2005, for example, the 
rate of psychiatric beds decreased from one bed per 300 popula-
tion to one per 3,000 (Torrey et al., 2010). These closures were 
well intentioned and resulted from a move to treat persons with 
mental illness in community settings. Unfortunately, commu-
nity treatment capacity has never been equal to the demand for 
services (Torrey et al., 2010), and the per capita bed rate has re-
ceded to 1850 levels with 14 beds per 100,000 population in 1850 
and 14.1 beds per 100,000 in 2010. In 2010, the number of beds 
available was less than 28% of the estimated need (Treatment 
Advocacy Center, 2012).

The loss of in-patient psychiatric beds has also resulted in 
patients with mental illnesses being shunted to other sectors of 

society. For example, the number of in-patient beds for men-
tal illness in the Veterans Administration (VA) declined from 
43,894 in 1999 to 40,928 in 2007 despite increases in veterans 
from Iraq and Afghanistan who experience myriad mental health 
problems. In addition, the average length of stay decreased from 
33 to 19 days. This decline has been termed the “disaster of the 
past,” and has resulted in a process of transinstitutionaliza-
tion, or movement from one category of institution to another. 
Increased rates of incarceration are one example of transinstitu-
tionalization. In the VA system, persons with mental illness were 
relegated to nursing homes that were ill-equipped to deal with 
mental illness treatment (Bowersox, Szymanski, & McCarthy, 
2013). Transinstitutionalization results in a significant negative 
impact on correctional systems, emergency departments, and 
other segments of society. There is also an association between 
bed availability and violent crime, including homicide, further 
adding to the societal costs of not addressing mental health 
 issues (Treatment Advocacy Center, 2012).

Community stigma, the second level of stigma attached to 
mental illness, is reflected in public attitudes and behaviors 
(Henderson et al., 2013). An international study conducted in 
16 countries indicated that while large segments of the popu-
lation believe that mental illness reflects disease processes and 
that the mentally ill can be helped, the majority of people ex-
hibited several core elements of prejudice against people with 
schizophrenia. These elements of prejudice centered on not 
wanting those affected to associate with children (e.g., as teach-
ers or child caretakers), not wanting them to marry into one’s 
family, and perceptions of unpredictability or tendencies to 
violence against self or others. Less widely held, but still sig-
nificant prejudices, related to perceptions of unproductivity, 
unsuitability for leadership positions or public office, and per-
ceptions that the mentally ill were difficult to interact or com-
municate with (Pescosolido, Medina, Martin, & Long, 2013).

At the individual level, persons with mental illness may 
experience discrimination or stigma. In addition, people with 
mental illnesses may internalize stigma, and begin to self- 
stigmatize. Self-stigma may interfere with help-seeking be-
haviors, treatment adherence, feelings of self-efficacy, and the 
ability to achieve personal goals. Some authors have suggested 
that a process of “coming out” or disclosure of one’s mental 
illness may be liberating and empowering, as suggested by the 
experience of persons in gender minority groups. Assistance 
with coming out employs a cognitive behavioral approach 
in which people are guided to frame self-stigma as irrational 
self-statements to be challenged and to invalidate through ex-
amination of one’s personal strengths, acceptance of self, and 
mindfulness. Research has indicated that, like members of gay, 
lesbian, bisexual, and transgender groups, persons with men-
tal illness who identify with a mental illness support group are 
more likely to participate in peer support activities (Corrigan, 
Kosyluk, & Rüsch, 2013).

As noted by some authors, the primary challenge is to 
identify and implement interventions to change attitudes and 
decrease discrimination against those suffering from mental 
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illness (Pescosolido et al., 2013). Legislation has made some 
strides in overcoming institutional stigma by prohibiting 
discrimination. Three major pieces of legislation have been 
enacted in the United States that attempt to prevent discrimi-
nation against people with mental illnesses. Each of the three 
have in common expansion overtime to include persons with 
mental illness, differential protections for persons with mental 
illness, implementation challenges related to label avoidance, 
and an explicit exclusion of substance abuse disorders from 
protective provisions. Label avoidance is the failure to seek 
the protections afforded by antidiscrimination legislation for 
fear of being further stigmatized and discriminated against if 
one admits to membership in a protected group (Cummings 
et al., 2013).

The first piece of legislation was the Education for All 
Handicapped Children Act of 1975. Initially drafted to en-
compass only certain physical handicaps, the Act was later 
amended to include psychologically handicapping conditions 
as well. Amendments also expanded coverage to preschool 
children and to conditions such as attention deficit hyperactiv-
ity disorder (ADHD). The second legislative effort to curb dis-
crimination was the Americans with Disabilities Act of 1990, 
which prohibited workplace discrimination against people 
with disabilities. Again, the original legislation did not include 
disabilities due to mental health problems or those that were 
controlled by medication until amended in 2008. Finally, the 
Mental Health Parity and Addiction Equity Act of 2008 was 
expanded by the Affordable Care Act to mandate incorpora-
tion of mental health and substance abuse coverage in essential 
health insurance benefits packages. Unfortunately, the original 

provisions of the law only applied to large employers and state 
insurance exchanges (Cummings et al., 2013).

The Community Preventive Services Task Force (CPSTF) 
conducted a systematic review of research on the effects of leg-
islation to increase parity in mental health services as compared 
to physical health services. The task force found sufficient evi-
dence to recommend passage of comprehensive mental health 
parity legislation, noting that such legislation increased access 
to care, decreased out-of-pocket spending for mental health 
services, increased service utilization among those in need, in-
creased treatment access, decreased the percentage of people 
who reported poor mental health, and decreased suicide rates 
without causing substantial increases in insurance costs for ser-
vices. At the time of the review, 49 states and the District of 
 Columbia had enacted some form of mandatory parity legisla-
tion for mental health services. In 2014, the Affordable Care Act 
expanded federal parity requirements to new health insurance 
plans in individual and small group markets (CPSTF, 2014).

Unfortunately, legislation can only address one aspect of 
stigma—outright discrimination. Legislation may also have a 
certain symbolic value in that it indicates that those with men-
tal illness should not be discriminated against and may help to 
change societal values and perceptions. Antidiscrimination laws 
must be combined with anti-stigma campaigns that are directed 
to the community and individual levels of stigma (Cummings 
et al., 2013). One such initiative is the California Mental Health 
Services Act of 2004, which funds statewide programs designed 
to reduce the stigma of mental illness (California Department 
of Mental Health, 2009). The initiative is described in the 
 Evidence-Based Practice feature below. The Focused Assessment 

Evidence-based Practice

Reducing Stigma
The California State Mental Health Services Act, passed in 2004, 
was designed to fund a series of evidence-based initiatives through-
out the state to decrease the stigma of mental illness. Initiatives 
funded by the Act employ multiple evidence-based strategies 
related to social marketing, creating public awareness, promot-
ing cultural competence among providers, and capacity building 
among those affected by mental illness (Clark et al., 2013).

Funded initiatives are supported by a 1% tax on people with 
annual incomes over $1 million, and 20% of funding is directed 
toward prevention and early intervention strategies. The intent of the 
legislation was to improve attitudes toward the mentally ill, decrease 
stigma, and promote help-seeking behavior. By 2008, more than 
100,000 people had participated in planning efforts for programs 
to reduce stigma. The initiative applies scientific evidence to the 
development of interventions in one of four strategic directions de-
signed to reduce the stigma attached to mental illness (Clark et al., 
2013).

The four strategic directions, as laid out in the California  Strategic 
Plan on Reducing Mental Health Stigma and  Discrimination, 
include:

•	 Creating	 a	 supportive	 environment	 with	 social	 norms	 that	
 acknowledge that mental health is an integral component of 
well-being and creating widespread public understanding of 
mental health and mental illness.

•	 Promoting	changes	that	encourage	respect	for	and	protection	
of the rights of those with mental illness.

•	 Upholding	 and	 advancing	 laws	 that	 identify	 and	 eliminate	
discriminatory policies and practices.

•	 Increasing	 knowledge	 of	 programs	 and	 practices	 that	
 effectively decrease discrimination and stigma and incorpo-
rate community participation in related activities (California 
 Department of Mental Health, 2009).
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above includes questions to assess sociocultural determinants 
influencing community mental health and illness.

bEHAvIORAL DETERMINANTS. Personal behaviors also 
influence the development and course of mental health prob-
lems, but it is often difficult to determine the direction of influ-
ence. In some cases, people engage in drug, alcohol, and tobacco 
use as a means of coping with symptoms of mental illness. Other 
times, substance use contributes to mental illness or affects treat-
ment. All that is known for sure is that people with mental illness 
tend to engage in more substance use than those without illness.

In 2009–2011, 36% of people with mental illness smoked, 
compared to 21% of those without mental illness. In addi-
tion, people with mental illness smoked 31% of all cigarettes 
consumed in the United States (Gfroerer et al., 2013). In the 
2007, National Health Interview Survey, smoking rates in-
creased with the number of comorbid psychiatric conditions, 
and mental illness was associated with lower quit ratios and 
less success with smoking cessation (McClave, McKnight-Eily, 
Davis, & Dube, 2010). Regular smoking has been linked to 
increased risk of new onset mood or anxiety disorders, par-
ticularly among people 18 to 49 years of age. In addition, the 
level of risk increases with the number of cigarettes smoked 
(Mojtabai & Crum, 2013). Among people with schizophrenia, 
75% to 90% are nicotine addicted, and smoking may reduce 
the effectiveness of antipsychotic medications (NIMH, 2009b). 
Alcohol and drug use also have implications for mental ill-
ness. For example, veterans who are problem drinkers have 
been found to have a risk of PTSD 2.7 times that of nondrink-
ers. Problem drinking has also been linked to depression and 
chronic fatigue syndrome in this group (Coughlin, Kang, & 
Mahan, 2011). Conversely, men with PTSD are also at risk for 
substance abuse disorders although this association has not 
been demonstrated in women (Vogt, 2014).

Physical activity and sexual activity are two other behavioral 
considerations in an assessment of mental health problems. 
For example, clients with mental illness have been shown to be 
less physically active and have a greater risk for obesity than 
those without illness. On the other hand, increased physical 
activity has been associated with improvements in anxiety and 
depression (NAMI, n.d.b).

Sexual activity is an area that is often ignored in the care of 
clients with mental illness. Attention should be given to meet-
ing sexual needs as well as to assessing high-risk sexual behav-
iors that may be exhibited by some mentally ill individuals. 
Sexuality issues are complicated by possible links with child-
hood sexual abuse, the sexual content of positive symptoms in 
clients with schizophrenia, sexual disinhibition in some con-
ditions, and medication side effects such as diminished libido 
and disabling extrapyramidal effects that promote distancing 
and social isolation by other people. Use of safe sexual prac-
tices and contraception are other sexual behaviors that should 
be assessed. Sexual orientation and gender identity have also 
been linked to mental illness, particularly to depression and 
anxiety disorders. For example, a meta-analysis of relevant re-
search indicated that the lifetime incidence of depression and 
anxiety disorder was 1.5 times higher in the lesbian, gay, and 
bisexual population than in the general population, and suicide 
risk was nearly 2.5 times higher (Choi et al., 2013). Depression 
related to gender abuse has also been linked to high-risk sexual 
behaviors (Nuttbrock et al., 2013). The Focused Assessment on 
next page addresses behavioral determinants influencing men-
tal health problems.

HEALTH SySTEM DETERMINANTS. The health care 
system is fragmented with respect to mental health promotion 
and illness prevention. The care provided targets SMDs, and 
much of the treatment evidence and knowledge addresses this 

FOCuSED ASSESSMENT Assessing Sociocultural Determinants 
Influencing Mental Health and Illness

•	 What	effect,	if	any,	do	cultural	beliefs	and	behaviors	have	on	
mental health problems?

•	 Do	mental	health	problems	contribute	to	the	risk	of	
homelessness for those affected?

•	 What	social	support	systems	are	available	to	persons	with	
mental health illness? What support is available to their 
families?

•	 How	do	social	factors	(e.g.,	unemployment)	influence	mental	
health problems?

•	 How	do	the	mental	health	problems	affect	community	
members’ ability to work?

•	 How	does	the	population	define	mental	health	and	mental	
illness? Do these definitions hamper recognition of mental 
health problems or help-seeking behaviors?

•	 What	are	the	effects	of	mental	health	problems	on	social	
interactions (with family and others)?

•	 What	are	the	economic	effects	of	mental	health	problems	on	
those affected? On the overall population?

•	 What	are	societal	attitudes	to	mental	health	problems?	Do	
they hamper control efforts?

•	 Is	there	social	stigma	attached	to	having	particular	mental	
health problems? What effect does stigma have on clients’ 
willingness to seek care? On public willingness to fund care?
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end of the disease spectrum rather than the more commonly 
encountered, less severe forms of disease. Worldwide, an esti-
mated 80% of people with CMDs receive no treatment, and as 
much as 50% of those with SMDs do not seek or receive care. 
Those with CMDs who do receive treatment, primarily receive 
medications, which are not very effective. Pharmacotherapy for 
SMDs, on the other hand, is more effective, but frequently does 
not completely control symptoms (OECD, 2011). Furthermore, 
there are wide discrepancies in treatment among subgroups in 
the population, with some groups receiving little to no treat-
ment.

The issue of parity with respect to health insurance cover-
age of mental health treatment was addressed earlier. Lack of 
parity, however, is one contributing factor in lack of service 
access. People with mental health problems tend to use emer-
gency departments (EDs) for acute psychiatric emergencies, 
injuries, or illness related to their mental illness or when pri-
mary care is unavailable. In one study, for example, 10% of all 
ED  visits in North Carolina were related to mental illness diag-
noses, with 61% of those visits related to stress, depression, or 
anxiety. Persons with mental illness seen in EDs are admitted 
to the hospital twice as often as those without mental illness, 
and the rate of hospitalization is above 50% for older people 
with  mental illness (Hakenewerth, Tintinallis, Waller, Ising, & 
DeSlem, 2013).

It has long been noted that people who do seek care for men-
tal health problems most often do so in primary care settings. 
In part this may relate to greater ease of access, but may also 
be the result of perceptions of stigma attached to mental illness 
care. Competing demands in the primary care setting make at-
tention to mental health issues difficult. In addition, managed 
care carve-outs for mental health services increase institutional 
level stigma due to unequal funding for services. As a result, 
some authors have called for better integration of primary care 
and behavioral health care in one setting. It is often argued that 
integrated care is too expensive, but fragmented care is actually 
more costly and results in suboptimal outcomes. Advantages 
to the integration of primary care and mental health services 
include primary prevention of mental illness, early risk factor 
identification and modification, early recognition and treat-
ment of mental illness, and potentially better outcomes (Shim 

& Rust, 2013). Integrated treatment services could also in-
crease the use of evidence-based treatment approaches by cli-
nicians who are more knowledgeable regarding mental illness 
treatment.

A report from the Institute of Medicine (2006) indicated 
that many providers failed to use evidence-based practices in 
treating mental disorders. Other problems identified in the re-
port included medication errors; excessive use of restraints and 
seclusion resulting in 150 deaths each year; and failure to pro-
vide needed mental health treatment even for people who have 
access to health care services (IOM, 2006). Additional system 
flaws include coercion of clients into treatment, a poorly devel-
oped structure for assessing treatment outcomes, limited use of 
information technology to coordinate care, and an education-
ally diverse workforce (IOM, 2006). Based on the report, the 
IOM made two overarching recommendations for strengthen-
ing the mental health care system in the United States.

These recommendations included treatment services for 
mental and substance abuse disorders grounded in an under-
standing of mind—body interactions and tailoring of strategies 
for health system redesign recommended in Crossing the Qual-
ity Chasm to the care of mental health problems (Institute of 
Medicine, 2006).

Other, more specific recommendations include support 
for client decision making; lack of coercion; dissemination of 
 evidence-based practice information; development of quality 
assessment instruments and outcome measures; better linkages 
between health care organizations, providers, and systems; and 
coordination of health and social services to best meet client 
needs. In addition, mental health care should be addressed as 
fully as care for physical health problems, and the Congress and 
state legislatures should mandate standard health insurance 
benefits that improve mental health care coverage. Computer 
technology should be used to standardize billing and informa-
tion processes, and attention should be given to developing an 
adequate mental health workforce (IOM, 2006).

Tips for assessing health system factors influencing risk for 
mental health problems are presented in the Focused Assess-
ment on next page. A tool for assessing the broad range of fac-
tors contributing to mental health problems is included on the 
student resources site.

FOCuSED ASSESSMENT Assessing behavioral Determinants 
Influencing Mental Health and Illness

•	 Does	smoking	influence	mental	health	problems?

•	 What	effect	do	mental	health	problems	have	on	self-care	
behaviors among those affected?

•	 To	what	extent	do	mental	health	problems	or	their	treatment	
influence sexual activity?

•	 Does	alcohol	or	drug	use	influence	mental	health	problems	
or their effects in the population? Are alcohol or drugs used 
in an effort to self-manage symptoms?

•	 What	effect,	if	any,	does	exercise	have	on	mental	health	
problems in the population?
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At the individual client level, the population health nurse 
would assess clients for evidence of mental health problems 
and for individual characteristics and circumstances that may 
be contributing to mental health difficulties. For example, the 
nurse might identify poor coping skills, unemployment, or 
family dysfunction as factors contributing to depression in a 
particular client. At the population level, the nurse would as-
sess the incidence and prevalence of biological, psychological, 
environmental, sociocultural, behavioral, or health system de-
terminants influencing mental health and illness.

Diagnostic Reasoning and Mental  
Health and Illness
Population health nurses may make a variety of nursing di-
agnoses related to mental health and mental illness. These di-
agnoses can reflect the mental health status of an individual 
client, the client’s family, or a population group. For example, 
the nurse might diagnose “high levels of mental health” for 
an individual client or family or in a population group. Con-
versely, the nurse might diagnose “impaired reality orientation 
due to schizophrenic episode” in an individual client or an “ex-
acerbation of depression due to family stress.” Another nursing 
diagnosis at this level might reflect “disruption of family func-
tion due to exhibition of symptoms of schizophrenia” on the 
part of one member.

Nursing diagnoses may also be made that reflect mental 
health problems affecting population groups. For example, 
the population health nurse might diagnose an “increased in-
cidence of schizophrenia in the homeless population” or “in-
adequate treatment facilities for persons with chronic mental 
health problems due to reduced program funds.”

Planning and Implementing Strategies 
Related to Mental Health and Illness
The Surgeon General’s report on mental health (NIMH, 
1999) made several recommendations with respect to men-
tal health care in the United States. These recommendations 

included the need to reduce the stigma attached to mental 
illness, improve public awareness of the availability of effec-
tive treatment for most mental health problems, assure the 
supply of providers and services for those in need, and en-
sure the use of state-of-the-art treatments. Additional recom-
mendations addressed the need to tailor treatment to the age, 
gender, race, and culture of those affected; to facilitate early 
entry into treatment; and to reduce financial barriers to treat-
ment (NIMH, 1999). Although these recommendations were 
made a number of years ago, they remain relevant to efforts to 
control community mental health problems, and population 
health nurses can be actively involved in efforts to address 
these recommendations.

MENTAL HEALTH PROMOTION. Prevention of mental 
illness through risk reduction has not been effective in reducing 
the incidence or prevalence of mental health problems, so many 
authors are suggesting a need to focus on active promotion of 
mental health in addition to specific prevention endeavors. 
Positive mental health has been linked to less mental illness, de-
creased ADL limitations, fewer missed work days, better physi-
cal health, and less use of health care services and prescription 
drugs. Gains in mental health over time predict lower risk for 
future mental illness. Conversely, diminished mental health 
predicted an increased risk for mental illness (Keyes, Dhingra, 
& Simoes, 2010).

Promotion of mental health involves moving from a risk 
reduction model of mental illness control to a competence 
enhancement model (Fledderus et al., 2010). WHO has de-
fined mental health promotion as the creation of conditions 
that support mental health and adoption of healthy lifestyles  
(WHO, 2014a). The goal of mental health promotion is to en-
hance both individual competencies and community assets to 
prevent mental health problems and improve quality of life 
(Kobau et al., 2011). General strategies to foster mental health 
include health-enhancing public policy related to employment 
and antidiscrimination, creating supportive environments, 
strengthening community action, developing personal skills, 

FOCuSED ASSESSMENT Assessing Health System Determinants 
Influencing Mental Health and Illness

•	 To	what	extent	are	primary	care	and	mental	health	care	
services integrated in the health care system?

•	 Is	there	parity	in	health	insurance	coverage	for	mental	health	
services?

•	 Does	the	individual	client	exhibit	treatment	side	effects	or	
adverse effects?

•	 Does	treatment	for	other	health	problems	cause	or	
exacerbate mental health problem in the population?

•	 What	are	the	attitudes	of	health	care	providers	to	persons	
with mental health problems?

•	 Are	health	care	providers	alert	to	signs	and	symptoms	of	
mental health problems?

•	 What	treatment	facilities	are	available	to	persons	with	mental	
health problems? How adequate are they? What types of 
therapy are available? How effective are they?

•	 Are	diagnostic	and	treatment	services	available	and	
accessible to persons with mental health problems?
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and reorienting health services to address mental health needs 
(Kobau et al., 2011).

Mental health is also referred to as positive psychology 
and consists of four aspects. The first aspect is positive emo-
tions which have been shown to reduce autonomic arousal and 
promote effective engagement with one’s environment. Posi-
tive emotions have been found to be linked to better immune 
function, decreased risk of injury and illness, speedier recov-
ery from illness, healthier behaviors, and increased longevity 
 (Kobau et al., 2011).

The second aspect of positive psychology is reflected in in-
dividual traits of optimism and resiliency, creativity, bravery, 
kindness, and perseverance, all of which tend to buffer against 
psychological disorder. Development of positive relationships 
with others is the third aspect of positive psychology, and the 
last is the existence of enabling institutions, such as schools 
that prohibit bullying, that foster positive psychological out-
comes (Kobau et al., 2011).

Psychological flexibility is one specific competency that has 
been linked to mental health. Psychological flexibility involves 
an attitude of acceptance of negative experiences, rather than 
attempting to avoid or control them, and engaging in behav-
ior based on personal values. Two approaches can be used to 
increase psychological flexibility: acceptance and commitment 
therapy (ACT) and mindfulness. ACT involves learning to de-
tach oneself from negative experiences and focus on behaviors 
that support personal values. Mindfulness involves awareness 
of and attention to experiences as they occur in a nonjudgmen-
tal and accepting way. Research has indicated that a combina-
tion of the two approaches is even more effective in increasing 
psychological flexibility (Fledderus et al., 2010).

Promotion of coping abilities and resilience also foster men-
tal health. Resilience is the ability to withstand chronic stress 
or to recover from traumatic and stressful events. Population 
health nurses can assist individual clients to develop coping 
skills that will increase their resilience in the face of adversity. 
In addition, nurses can be instrumental in developing pro-
grams that promote coping in school, work, or other settings. 
Population health nurses might also organize stress manage-
ment education programs as part of a school health curriculum 
or in a work setting.

Strategies to promote mental health should be employed 
across the life span. For example, strategies to promote men-
tal health in young children include support for effective par-
enting and improved parent–child interaction, both of which 
may require attention to parental stressors such as poverty, 
unemployment, and so on. Effective strategies include parental 
education, home visiting and support programs, and child care 
programs outside the home. During the school years, programs 
that develop personal coping and social skills and foster inclu-
sion, identity, and connectedness have been shown to enhance 
mental health. Other successful strategies include improving 
problem-solving ability and self-control, addressing learning 
problems, bullying prevention, promotion of self-awareness 

and self-esteem, and programs to foster social and emotional 
skills.

For adults, mental health promotion focuses on two pri-
mary areas: prevention of unemployment and dealing with 
work- related stress. Job training programs and assistance with 
employment can help to promote mental health. Similarly, 
programs to reduce work stress and burnout, creation of bal-
ance between job demands and skills, promoting job control 
and decision latitude, and creating work climates that are 
socially and emotionally supportive can also enhance men-
tal health in adults. Noise reduction, relaxation training, and 
conflict management strategies can also be helpful. For older 
adults, climates of respect and emotional and material sup-
port that help to maintain independence can enhance mental 
health. Prevention of social isolation and loneliness can also 
foster mental health. Population health nurses can be actively 
involved in the development of community programs to pro-
mote mental health at all age levels or can refer individuals to 
existing programs. Table 28-4• summarizes foci and strategies 
for mental health promotion.

ILLNESS AND INjuRy PREvENTION. Prevention of mental  
health problems and mental disorders involves reduction of 
risk factors. Population health nurses may be actively involved 
in risk-reduction efforts. The support provided to clients with 
mental distress and efforts to ameliorate or eliminate sources of 
stress may prevent the occurrence of mental health problems. 
Population health nurses can assist individuals and families to 
identify sources of stress and plan strategies to eliminate or min-
imize them. For example, referral for financial assistance may 
alleviate economic stresses that can contribute to depression. 
The nurse may also refer clients experiencing situational stress-
ors such as divorce or care of a chronically ill family member to 
support groups to help them deal with stress. Assisting clients 
and families to expand social support networks may also prevent 
mental health problems.

Population health nurses can also assist clients with 
chronic physical health problems to cope effectively with 
their illnesses and refer them for counseling when they are 
experiencing adjustment difficulties. Referral for family 
counseling may also help to prevent mental health problems 
arising out of poor family dynamics. Families can also be as-
sisted by population health nurses to develop communication 
and interaction patterns that promote the mental health of 
family members.

At the population level, population health nurses can ad-
vocate for societal conditions that minimize stress and pre-
vent mental illness. They can assist communities to identify 
and develop strategies to address existing sources of stress for 
community members. For example, population health nurses 
in one community were actively involved with other commu-
nity members in advocating for a local ordinance mandating a 
living wage for people working for organizations that received 
city contracts to minimize the stress of poverty.
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Interventions may also be undertaken to prevent postpar-
tum depression (PPD). Population health nurses often work 
with pregnant women so they are in an ideal position to take 
steps to prevent PPD. Interventions that may help to prevent 
PPD include good nutrition, development of social support 
networks, exercise, discussion of and education about parent-
ing expectations, promoting coping skills, and assisting par-
ents to seek the help of others in dealing with other household 
tasks. Population health nurses can also engage in campaigns 
to change public perceptions of “good parents” to incorpo-
rate more realistic parenting expectations and to change poli-
cies that require women to return to work soon after delivery. 
Cultural pressures to regain one’s figure may also lead to ex-
cessive dieting, nutritional imbalance, and increased risk for 
PPD. Women may also need to have avenues for processing 
feelings about perceived birth trauma and population health 
nurses may help to create groups or programs that allow this 
processing to occur. Supportive home visits by health profes-
sionals have also been shown to be helpful in preventing PPD 
and population health nurses can advocate for and create home 
visiting programs for all mothers, not just those with high-risk 
infants, where such services do not exist.

There is also a need to promote health in clients with exist-
ing mental health problems. For example, second-generation 

antipsychotic medications increase the risk of weight gain and 
metabolic disorder, and people taking these drugs for schizo-
phrenia need preventive interventions to control weight, such 
as diet instruction and encouraging physical activity. Popula-
tion health nurses can educate clients regarding the effects of 
psychotropic drugs and assist them to minimize these effects 
through counseling and structured physical activity programs. 
In addition, population health nurses can advocate for smok-
ing cessation assistance for people in mental illness facilities 
(Gfroerer et al., 2013).

At the population level, clients with mental health problems 
should have access to routine health promotion services tai-
lored to meet their needs. For example, walk-in services may 
be needed for clients who, because of cognitive or emotional 
deficits, have difficulty making or keeping appointments. 
Conversely, routine health promotion and illness prevention 
services (e.g., influenza immunization) could be provided in 
the context of mental health services to promote ease of ac-
cess. Population health nurses can educate clients with men-
tal health problems about the need for immunization as well 
as use of safety precautions and avoidance of high-risk behav-
iors such as substance abuse, mixing psychotropic medica-
tions with alcohol, or driving when taking certain medications 
or under the influence of drugs or alcohol. Population health 

Health Promotion Focus Strategies

Promote positive personal traits •	Advocate	for	programs	that	promote	creativity	and	kindness.
•	Role	model	perseverance.

Promote positive relationships with others •	Teach	and	role	model	effective	communication	and	relationship	skills.
Develop institutions that foster  positive 
psychological outcomes

•	Assist	in	the	development	and	implementation	of	mental	health	promotion	curricula	in	schools.
•	Advocate	for	policies	that	promote	inclusiveness	and	connectedness.
•	Advocate	for	anti-bullying	programs	and	policies.

Promote coping skills and resilience •	Teach	and	role	model	coping	skills.
•	Advocate	for	coping	education	in	schools.

Promote psychological flexibility •	Assist	clients	to	accept	negative	events	and	to	engage	in	personal	responses	consistent	with	
 personal values.

•	Promote	mindfulness	and	attention	to	experiences	and	behavioral	responses	consistent	with	
 personal values.

Promote effective parenting •	Teach	parenting	skills.
•	Assist	with	development	of	parenting	programs.
•	Role	model	effective	parent–child	interaction.
•	Modify	parental	stressors.
•	Advocate	for	parenting	support	programs.

Prevent unemployment •	Advocate	for	and	refer	clients	to	job	training	programs	and	employment	services.
Reduce work-related stress •	Advocate	for	or	implement	worksite	stress-reduction	programs.

•	Advocate	for	job	control	and	decision	latitude	in	the	work	setting.
•	Promote	noise	reduction	in	work	settings.
•	Advocate	for	strategies	that	improve	work–family	balance.
•	Provide	relaxation	training	in	workplaces.
•	Assist	with	conflict	management	in	the	workplace.

Provide emotional and material  support  
for older clients

•	Advocate	for	programs	that	provide	material	support	for	the	elderly.
•	Make	referrals	to	prevent	social	isolation.
•	Assist	older	clients	to	maintain	independence.

TAbLE 28-4 Mental Health Promotion Foci and Strategies
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nurses can also assist in the development of mental health ser-
vices that address health promotion and illness prevention as 
well as therapy for mental illness. Finally, they can advocate for 
accessible health promotion and illness prevention services for 
people with mental illness. Table 28-5• summarizes illness and 
injury prevention strategies related to mental health.

RESOLvINg ExISTINg MENTAL HEALTH PRObLEMS.  
Resolution of existing mental health problems involves screen-
ing and treatment interventions.

Screening. Early entry into treatment for mental disorders 
requires identification of those in need of treatment. Although 
there are no specific screening examinations for most mental 
illnesses as there are for some communicable diseases or chron-
ic physical health problems, two aspects of screening are impor-
tant in identifying clients who are in need of and will benefit 
from mental health services. The first aspect of screening is a 
mental health evaluation that includes a client’s psychiatric his-
tory, use of current psychotropic drugs, presence of suicidal ide-
ation or suicide attempt, drug and alcohol use, and a history of 
sex offenses, victimization, or violence. Additional components 
of the mental health evaluation for an individual client include 
a history of special education placement, history of traumatic 
brain injury, incarceration, and evidence of mental retardation.

The second aspect of screening is assessment of a client’s 
motivation for treatment. Areas to be considered include per-
ceptions of the seriousness of mental health problems, desire 
for and perceived importance of treatment, and past attempts 
at treatment and their effects.

There are screening tools for selected mental health prob-
lems. For example, the U.S. Preventive Services Task Force has 
recommended routine depression screening in adults when 
mechanisms are in place for dealing with positive screening 

results (CDC, 2010). Tools for screening for depression and 
other conditions in the elderly were addressed in Chapter 18 . 
The Edinburgh Postnatal Depression Scale (EDPD) is available 
for screening for postpartum depression, although the American 
College of Obstetricians and Gynecologists (2010) has found in-
sufficient evidence for its use in routine screening for pregnant 
and postpartum women. The need for better screening tools for 
PTSD, as well as means of tracking disease incidence in mass 
trauma survivors has been identified, and approaches have been 
suggested for guiding self-evaluation and referral in the general 
public (NIMH, 2012a). Similarly, researchers are looking for bio-
markers that may identify ASDs, but this effort is complicated 
by the number of gene expressions implicated in recent research 
(Johnson et al., 2013). Once population health nurses have iden-
tified people in need of and desiring assistance with mental health 
problems, they can help them find appropriate diagnostic and 
treatment services. Population health nurses should ensure that 
any screening tools used for mental health conditions are cultur-
ally and age appropriate to the populations for which they are 
being used. Population health nurses should be knowledgeable 
about and alert to signs and symptoms of mental illness. They 
can also educate the general public regarding signs and symp-
toms of conditions such as depression to promote self-screening 
or recognition of problems in friends or family members.

Treatment. Primary treatment goals for depression include 
relief of symptoms and return to effective function (Katon & 
Ciechanowski, 2014). Additional goals include preventing per-
sonal and societal effects of mental health problems, improving 
the client’s (and family’s) quality of life, and preventing suicide. 
These goals can be adapted to the treatment of other mental 
health problems.

Several general approaches may be implemented for 
the treatment of mental illness. These approaches include 

Focus Strategies

Modifying risk factors for mental illness •	Assist	with	identification	of	risks	for	mental	illness.
•	Assist	clients	to	modify	sources	of	stress.
•	Refer	clients	for	counseling	to	deal	with	situational	stressors	as	needed.
•	Promote	adjustment	to	chronic	physical	health	problems.
•	Teach	effective	family	interactions.
•	Promote	employment	and	social	support	strategies.

Preventing postpartum depression •	Advocate	for	and	provide	support	to	new	mothers.
•	Promote	realistic	expectations	of	parenthood.
•	Promote	physical	activity	and	good	nutrition.
•	Assist	in	identification	or	development	of	social	support	networks.

Preventing or modifying treatment side effects •	Assist	clients	to	deal	with	medication	side	effects.
Preventing other illnesses •	Promote	smoking	cessation.

•	Promote	immunization.
Preventing injury •	Educate	clients	about	safety	issues.

•	Prevent	high-risk	behaviors.
Providing accessible health promotion and illness prevention 
services

•	Advocate	for	and	refer	clients	to	mental	health	promotion	and	illness	
 prevention services.

TAbLE 28-5 Illness and Injury Prevention Foci and Strategies Related to Mental Health
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pharmacotherapy, individual or group psychotherapy, family 
intervention, and use of self-help groups. Multimodal therapy 
involves a combination of approaches. It is beyond the scope of 
this book to discuss these therapeutic approaches in detail, but 
each will be addressed briefly.

Pharmacotherapy relies on the use of medications alone or 
in conjunction with other treatment approaches to mental ill-
ness. Most pharmacologic agents used in the treatment of men-
tal disorders alter the action of neurotransmitters in the brain, 
either increasing or decreasing their activity. Major categories 
of pharmacotherapeutic agents include antipsychotics (neuro-
leptics), antidepressants, stimulants (used for ADHD), mood 
stabilizers, anxiolytics, and cholinesterase inhibitors (used for 
Alzheimer’s disease). The National Alliance on Mental Illness 
(NAMI) provides information on a wide variety of medications 
used in the treatment of mental illness. The role of population 
health nurses with respect to pharmacotherapy for mental dis-
orders lies primarily in monitoring and motivating medica-
tion adherence, monitoring therapeutic effects, assisting with 
side effects, and identifying adverse effects. Population health 
nurses may also need to advocate for access to therapeutic 
drugs for clients without health insurance or those whose in-
surance does not cover prescription medications. For example, 
one population health nurse was able to convince the County 
Medical Services (CMS) division to cover psychiatric medica-
tions for a low-income client even though CMS services were 
usually reserved for addressing physical health needs rather 
than psychiatric illness. At the population level, population 
health nurses can advocate for changes to assistance programs 
to achieve parity for mental health conditions in comparison to 
physical health needs.

Population health nurses, as well as other providers who 
deal with clients with mental health problems, need an aware-
ness of ethnopsychopharmacology. Ethnopsychopharmacol-
ogy is the study of ethnic and cultural alterations in response to 
medication. These alterations reflect genetic differences in drug 
metabolism as well as cultural practices related to medication 
adherence, placebo effect, diet and its effects on medication 
absorption and effect, and the concomitant use of traditional 
therapies. Members of many ethnic groups have slowed drug 
metabolism compared to Caucasians, which may result in 
higher blood levels with typical dosages, leading to adverse ef-
fects (Wong & Edmond, 2012). Members of ethnic groups and 
others may also use herbal remedies for a variety of conditions 
that interfere with prescription medications or have other ad-
verse effects. For example, St. John’s Wort is an herb frequently 
used for depression that has been found to affect metabolic 
pathways used by medications to treat conditions such as heart 
disease, cancer, and seizures and may interfere with treatment 
for these conditions (NIMH, 2011a). Population health nurses 
can educate clients, other health care providers, and the general 
public regarding ethnopsychopharmacologic implications and 
the potential for adverse drug effects. They can also engage in 
research to evaluate the effectiveness of ethnopsychopharma-
cologic approaches to mental health therapy.

Monitoring clients on psychotropic medications for side ef-
fects is an important role for population health nurses. Popu-
lation health nurses educate clients about the intended effects 
and potential side effects and adverse effects of medications 
used to treat specific mental illnesses. The nurse also monitors 
the client closely for signs of toxicity. Population health nurses 
may need to advocate for coverage of psychotropic medications 
for individual clients. They may also be involved in  political 
advocacy to promote coverage of psychiatric services, includ-
ing medication, as a mandated health insurance benefit on par 
with coverage for physical illnesses.

Psychotherapy may be used with individual clients or with 
groups of people. The intent of psychotherapy is to develop 
an understanding of one’s problems and ways of dealing with 
them (NIMH, 2012a). Psychotherapy may be used alone or in 
conjunction with medication. Several different approaches to 
psychotherapy are used, including cognitive behavioral ther-
apy, dialectical behavior therapy, interpersonal therapy, fam-
ily-focused therapy, psychodynamic therapy, and light therapy 
(NIMH, 2012b), which is used primarily for SAD.

Some other newer therapies have been found to be effec-
tive in assisting people with schizophrenia to deal with symp-
toms that are not eliminated by medication. One such therapy 
is metacognitive training, which is intended to help clients be 
aware of cognitive biases that lead to symptoms, and to criti-
cally analyze them and the problem-solving behaviors used 
to address them. Metacognitive training improves one’s abil-
ity to examine one’s own mental processes, identify reason-
ing or memory errors, and modify their behavioral responses 
( Favrod, Maire, Bardy, Pernier, & Bonsack, 2010). The Uni-
versity Medical Center Hamburg-Eppendorf (2014) has de-
veloped a metacognitive training program to assist people in 
identifying inappropriate thinking and modify their responses. 
For further information about the training modules, see the 
 External  Resources section of the student resources site.

Psychotherapy may not be effective with clients from some 
cultural groups because it is incongruent with cultural norms 
of not dwelling on or thinking about problems. A description 
of key features of several psychotherapeutic approaches is pre-
sented in Table 28-6•.

One other approach to treatment of bipolar disorder is elec-
troconvulsive therapy (ECT), or the use of low-level electric 
shock to stimulate the brain. Although previously discounted 
as a treatment for depression, newer technologies that deliver 
more focused stimulation that is not even consciously per-
ceived by the client have been shown to be highly effective for 
severe depressive, manic, or mixed episodes of bipolar disor-
der. ECT is also useful in conditions, such as pregnancy, when 
medications may not be safe (NIMH, n.d.b).

Additional types of therapy might be warranted for some 
population groups. For example, directly observed therapy has 
been effective in promoting medication adherence in homeless 
and marginally housed HIV-infected individuals with depres-
sion (Tsai et al., 2013). Similarly, people with schizophrenia 
may benefit from specialized education programs to promote 
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social skills, as well as vocational, speech, and language thera-
pies (Wexner Medical Center, n.d.). A horticulture program has 
also resulted in decreased rumination and increased attention 
in people with depression (Gonzalez, Hartig, Patil, Martinsen, 
& Kirkevold, 2010). Integration of a psychiatric liaison into the 
ED at night has also been shown to improve integration of care 
(Waghorn, 2010). Other programs have focused on family edu-
cation and support of people with eating disorders (Gísladóttir 
& Svavarsdóttir, 2011) and people caring for family members 
experiencing a first psychotic episode (Lowenstein et al., 2010). 
Finally, a web-based information center for people with severe 
mental health problems was found to be acceptable and helpful 
by patients once nurses had supported them in learning to use 

the computer and Internet (Kuosmanen, Jakobsson, Hyttinen, 
Koivunen, & Valimäki, 2010).

Population health nurses also need to be conversant with the 
kinds of services available to the individual client and within 
the population. When appropriate services are not available, 
population health nursing intervention may focus on advocacy 
and assurance of access to needed services. For example, nurses 
may campaign for legislation to include mental health treat-
ment as a mandatory health insurance benefit in their state or 
to eliminate time limits and other constraints on existing cov-
erage. Foci and related population health nursing strategies for 
resolving existing mental health problems are summarized in 
Table 28-7•.

Psychotherapeutic Approach Characteristic Features

Cognitive behavioral therapy (CBT) A mix of cognitive and behavioral therapy that focuses on changing one’s thoughts and beliefs 
to be more adaptive and promote changes in unhealthy behaviors.

Dialectical behavioral therapy A form of CBT in which the provider points out unhealthy behaviors and teaches more effective 
strategies for dealing with underlying needs.

Interpersonal therapy (IPT) Focuses on improving communication patterns and relationships with others, identifying  
emotional triggers to behavior and promoting healthy expression of emotions.

Interpersonal and social rhythm therapy Combines IPT with regular routines.
Family-focused therapy Addresses family conflict that may be making the mental health problem worse. Helps with 

family caretaker stress.
Psychodynamic therapy Focuses on self-awareness, unconscious emotions, and motivations influencing behavior.
Light therapy Exposure to bring light. Used with low dose melatonin for seasonal affective disorder.
Metacognitive therapy Focuses on making clients aware of cognitive biases and faulty thinking. Assists them to  

critique their own thought processes, identify errors, and change behavioral responses.

Data from: Favrod, J., Maire, A., Bardy, S., Pernier, S., & Bonsack, C. (2010). Improving insight into delusions: A pilot study of metacognitive training for patients with 
schizophrenia. Journal of Advanced Nursing, 67,	401–407.	doi:	10.1111/j.1365-2648.2010.05470.x;	National	Institute	of	Mental	Health.	(2012b).	Psychotherapies. Retrieved 
from http://www.nimh.nih.gov/health/topics/psychotherapies/index.shtml; University Medical Centre Hamburg-Eppendorf. (2014). Metacognitive training in psychosis. Retrieved from 
http://www.uke.de/kliniken/psychiatrie/index_17380.php#Metacognitive_Training_for_Patients_with_Schizophrenia_MCT

TAbLE 28-6 Characteristic Features of Selected Psychotherapies

Focus Strategies

Promoting early identification of mental health 
problems

•	Advocate	for	availability	of	screening	for	mental	health	problems	for	populations	at	risk.
•	Assist	in	developing	and	implementing	screening	programs.
•	Assess	need	and	motivation	for	screening.
•	Refer	for	screening	as	needed.
•	Assist	in	interpreting	screening	results	and	refer	for	diagnosis	and	treatment	as	needed.
•	Educate	clients	and	the	public	on	signs	and	symptoms	of	mental	health	problems.
•	Assure	that	screening	tools	are	age-	and	culture-appropriate.

Providing effective evidence-based treatment 
for mental health problems

•	Advocate	for	the	availability	of	diagnostic	and	treatment	services.
•	Refer	clients	for	diagnosis	and	treatment.
•	Educate	clients	and	the	public	on	treatment	options.
•	Advocate	for	insurance	coverage	for	mental	health	services	and	medications.
•	Monitor	treatment	adherence	and	effects.
•	Monitor	clients	for	treatment	side	effects.
•	Identify	ethnopharmacologic	influences	on	treatment.
•	Educate	providers,	clients,	and	the	public	on	aspects	of	ethnopharmacology.

TAbLE 28-7 Foci and Strategies for Resolving Mental Health Problems
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HEALTH RESTORATION. In the context of mental illness, 
health restoration is usually thought of in terms of recovery. 
Recovery involves restoration of a meaningful life rather than 
symptom relief, which is the emphasis in the medical model of 
care. In many cases, recovery does not imply a return to full 
function or the ability to discontinue medication use in chronic 
mental illnesses. Self-help groups usually focus on recovery. 
Self-help groups will be discussed in more detail in the context 
of substance abuse disorders in Chapter 29 , but population 
health nurses may be actively involved in initiating and sup-
porting self-help groups for clients with mental health condi-
tions.

Health restoration, in the context of mental illness, also in-
cludes maintenance. As was the case with the chronic physical 
health problems discussed in Chapter 27 , there is a need to 
focus on disease management rather than crisis-oriented care 
for chronic mental health problems. Maintenance involves 
long-term management of chronic mental illness and focuses 
on rehabilitating the client and preventing relapse. The goal of 
maintenance in chronic mental illness is to maintain the cli-
ent’s level of function and to prevent recidivism or frequent 
rehospitalization. Maintenance may include medications and 
a variety of other interventions. Population health nurses may 
be asked to follow clients with diagnoses of chronic mental ill-
ness to provide support, encourage treatment adherence, and 
monitor the effects of treatment. Population health nurses can 
assist clients to plan regular lifestyles and to minimize sources 
of stress in their lives. For example, the nurse might help clients 
with bipolar disorder to reduce stress and to maintain regular 
sleeping and waking cycles to prevent relapses.

Clients using pharmacologic agents should also be cau-
tioned about potential interactions of medications and alcohol. 
The nurse can also help clients and their families to identify 
symptoms that signal a symptomatic relapse and to seek pro-
fessional assistance when these symptoms are noted. Popula-
tion health nurses can educate clients and family members 
regarding signs of relapse and assist them to seek help when 
relapses occur.

Client and family involvement is an important aspect of 
maintenance in the control of chronic mental health problems. 
Population health nurses can promote client and family partic-
ipation in clinical decision making as well as provide them with 
information on which to base decisions regarding treatment 
interventions. In addition, they can regularly monitor clients 
for medication side effects and offer suggestions for amelio-
rating them. If side effects cannot be effectively managed or 
threaten to undermine adherence with treatment, population 
health nurses can advocate with mental health providers for a 
change in the treatment regimen to minimize side effects.

It is important that population health nurses learn to assess 
levels of depression and suicide risk and refer clients at risk to 
a mental health provider immediately if they are not already 
involved in ongoing therapy. Population health nurses are also 
using approaches such as diary writing and physical exercise 

to help individuals deal more effectively with depressive symp-
toms. For example, journaling may allow the client to identify 
triggers for depressive episodes or to recognize initial symp-
toms of depression so that medical assistance can be sought. 
Journaling may serve a similar function for clients with schizo-
phrenia, allowing clients or family members to identify early 
signs of relapse and seek assistance. Open lines of communica-
tion are imperative among nurse, mental health provider, fam-
ily, and client, particularly at times when the client is deeply 
depressed or actively suicidal.

Persons with chronic mental illness often have a high inci-
dence of physical health problems and sometimes lack the ca-
pacity to seek health care in today’s complex delivery systems. 
The population health nurse may be in the situation of fol-
lowing a person for a physical health problem who suddenly 
begins to show signs of mental illness. The nurse’s role in this 
case is to refer the client for further diagnosis and treatment, as 
well as to assist in addressing the physical health problem. The 
population health nurse also refers clients who are exhibiting 
signs of exacerbation of their disorders.

Respite is another aspect of maintenance in the care of 
chronic mental illness. Respite has been shown to benefit both 
clients with serious mental illness and family caregivers. Popu-
lation health nurses can refer clients and family members to 
existing respite services, which may be provided in the home 
or in specialized residential facilities. They may also be actively 
involved in advocating for the availability of respite for these 
families. Families and clients with mental illness may also ben-
efit from participation in mutual support groups, and popula-
tion health nurses can either make referrals to existing groups 
or work with clients and family members to establish such 
groups. Table 28-8• summarizes foci and strategies for health 
restoration related to mental health problems.

Evaluating Interventions for Mental  
Health and Illness
Evaluation of mental health interventions occurs at the indi-
vidual and family level as well as the population level. Evidence 
of effective intervention for the individual client may lie in 
improved mental health, diminished mental distress, or a de-
crease in symptoms of a specific mental disorder. Similarly, 
effective family care may result in improved family dynamics 
or decreased disruption of family life by a mentally ill family 
member.

At the population level, evidence of effective health promo-
tion and prevention activities would lie in improved mental 
health in the population and decreased incidence and preva-
lence of mental disorders as well as decreased reports of mental 
distress in the population. National health objectives for 2020 
may also be used as guidelines for evaluating mental health 
care, particularly care related to resolution of existing problems 
and health restoration. Baseline data and 2020 targets for se-
lected objectives are provided on the next page.
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Focus Strategies

Promoting disease self-management •	Educate	clients	on	long-term	management	of	chronic	mental	health	conditions.
•	Promote	development	of	and	refer	to	mental	illness	support	groups.
•	Encourage	regular	schedules	and	healthy	lifestyles.
•	Promote	physical	activity.
•	Assist	clients/families	to	minimize	sources	of	stress.
•	Advocate	for	services	to	support	self-management.

Promoting adherence to therapeutic regimens •	Advocate	for	client	involvement	in	decision	making.
•	Educate	clients	regarding	the	need	for	continued	adherence.
•	Educate	clients/families	about	drug/alcohol	interactions.
•	Monitor	treatment	adherence	and	effects.
•	Assist	clients	to	deal	with	treatment	side	effects.

Preventing relapse or recognizing early symptoms  
of relapse

•	Assist	clients	and	families	to	identify	and	modify	risk	factors	for	relapse.
•	Educate	clients	and	families	regarding	early	signs	and	symptoms	of	relapse.
•	Encourage	seeking	mental	health	care	for	early	signs	of	relapse.
•	Assess	for	depression	and	signs	of	suicidal	ideation	and	refer	as	needed.

Promoting quality of life •	Assist	clients	with	economic	issues,	job	training,	and	so	on.
•	Educate	clients	and	families	for	health	interpersonal	interactions.
•	Teach	or	refer	for	assistance	in	development	of	life	skills.

Providing caregiver support •	Educate	families	about	mental	illness	and	ways	to	help	affected	family	members.
•	Advocate	for	availability	of	respite	services.
•	Refer	to	respite	services	as	needed.

Preventing stigma and discrimination •	Educate	the	public	about	mental	health	and	illness.
•	Advocate	for	antidiscrimination	laws.
•	Support	antidiscrimination	policies	in	social	and	health	care	institutions.
•	Develop	and	implement	programs	to	decrease	stigma	associated	with	mental	illness.
•	Assist	client	and	families	to	deal	with	stigma	and	discrimination.

TAbLE 28-8  Foci and Strategies for Health Restoration Related  
to Mental Health Problems

ObjeCtive bASeline (yeAr) tArget Current DAtA (yeAr) DAtA SOurCeS

MHMD-3. Reduce the proportion of adoles-
cents engage in eating disordered behavior

14.3% (2009) 12.0% 16.3% (2011) Youth Risk Behavior 
Surveillance System 
(YRBSS), CDC/NCHHSTP

MHMD-4.1. Reduce the proportion of ado-
lescents who experience major depressive 
episodes

8.3% (2008) 7.4% 8.2% (2011) National Survey on Drug 
Use and Health (NSDUH),  
SAMHSA

MHMD-4.2. Reduce the proportion of adults 
who experience major depressive episodes

6.4% (2008) 5.8% 6.6% (2011) NSDUH, SAMHSA

MHMD-5. Increase the proportion of primary 
care providers that provide mental health 
care on site or by paid referral

79% (2006) 87% NDA Uniform Data System, 
HRSA/BPHC

MHMD-8. Increase the proportion of persons 
with serious mental illness who are employed

58.6% (2008) 64.4% 53.4% (2011) NSDUH, SAMHSA

Healthy People 2020

Selected Healthy People 2020 Objectives Related to Mental Health and  
Mental Illness
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Internationally, MiNDbank, an international data base of 
resources launched by WHO in 2013, will assist in evaluat-
ing the state of mental health and mental illness through-
out the world. The intent of MiNDbank is to allow resource 

and best practice sharing and promote integration of mental 
and  physical health, substance abuse, disability, and human 
rights initiatives to promote a holistic approach to health 
(WHO, 2013).

ObjeCtive bASeline (yeAr) tArget Current DAtA (yeAr) DAtA SOurCeS

MHMD-9.1. Increase the proportion of 
adults with serious mental illness who  
receive treatment

58.7% (2008) 64.6% 59.6% (2011) NSDUH, SAMHSA

MHMD-9.2. Increase the proportion of 
adults with major depressive episodes who 
receive treatment

71.1% (2008) 78.2% 68.1% (2011) NSDUH, SAMHSA

MHMD-11.1. Increase the proportion of pri-
mary care physicians who screen adults for 
depression

2.2% (2007) 2.4% 2.4%* (2010) National Ambulatory 
Medical Care Survey 
(NAMCS), CDC/NCHS

MHMD-12. Increase the proportion of home-
less adults with mental health problems who 
receive mental health services

37% (2006) 41% NDA Projects for Assistance 
in Transitioning from 
Homelessness

NDA = No data available

*Objective has met target.

Data from: U.S, Department of Health and Human Services. (2014). Healthy people 2020 – Topics and objectives. Retrieved from http://healthypeople.gov/2020/topic-
sobjectives2020/default.aspx

Healthy People 2020 (continued)

global Perspectives

WHO has established a QualityRights project that is designed 
to improve the quality and human rights conditions in mental 
health and social care facilities. The project will also empower 
organizations to advocate for the rights of people with mental and 
psychosocial disabilities. Major foci of the project include:
•	 Improving	service	quality	and	human	rights	conditions	in	

mental health and social care facilities.
•	 Promoting	human	rights,	recovery,	and	independent	living	

in the community.
•	 Developing	a	movement	of	people	with	mental	disabilities	

to provide mutual support, conduct advocacy, and 
influence policy making.

•	 Reforming	national	policies	and	legislation	(WHO,	2014b).

MiNDbank is an international database of resources launched 
by WHO as part of the QualityRights campaign. The intent of 

WHO QualityRights Project
MiNDbank is to allow resource and best practice sharing and 
promote integration of mental and physical health, substance 
abuse, disability, and human rights initiatives to promote a ho-
listic approach to health. MiNDbank will also help to reduce 
the fragmentation and duplication of efforts across sectors of 
society. Areas of focus within MiNDbank include mental health 
and substance abuse policies and legislation, disability-related 
policies and legislation, human rights of persons with mental 
illness, and mental health services standards. Other resources 
will include international and regional human rights conventions 
and treaties, United Nations (UN) special reports, and UN and 
WHO resolutions (WHO, 2013). For further information about 
the database, see the External Resources section of the student 
resources site.
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Population health nurses are actively involved in the devel-
opment and implementation of programs to promote mental 
health for clients and populations at all age levels. In addition, 
because of their presence in the community and familiarity 
with many community members experiencing adverse life situ-
ations, population health nurses are in a position to identify 
clients at risk for mental health problems. Nurses can engage 
in activities designed to ameliorate these risks and to promote 
resilience and coping. Population health nurses are also able 

to recognize clients with symptomatic mental illness and refer 
them for mental health services. Assisting clients with chronic 
mental illness to adjust to their conditions and live as normally 
as possible is another significant role for population health 
nurses. Finally, population health nurses may be actively in-
volved in advocacy to assure that culturally appropriate health 
promotion and illness preventive, diagnostic, and treatment 
services are available to those in need of them.

CHAPTER RECAP

You are the population health nurse assigned to see Donna for 
a well-baby visit several weeks after she delivered a healthy son. 
Donna is 39 and has been married to Jack, 48, for a year. Stephen 
is their first child. When you arrive at Donna’s house, you note 
that she and her family live in a comfortable home in an upper-
middle-class neighborhood. Donna answers the door, and you 
see that her eyes and nose are red as though she has been crying. 
You explain the purpose of your visit and examine the baby, who 
is in a freshly painted nursery with a bright mobile over the crib 
and plenty of stuffed animals and toys around. Stephen is neat, 
clean, and appears to be well fed, happy, and healthy.

When you finish with the baby, you ask how Donna is doing. 
Donna bursts into tears. She tells you that she has been feeling 
desperately unhappy since her pregnancy began. She has been 
feeling so depressed, she reports that she is not sure she will be 
able to get out of bed anymore to take care of her son. You say, 
“Tell me about this past year.” Donna tells you that this is a first 
marriage for her and for Jack, and neither of them has children 
from previous relationships. In their discussions prior to mar-
riage, she and Jack had never resolved their differences about 
having children. Donna was ambivalent about having a child; 
her husband was sure he did not want one. Because they are 
devout Roman Catholics, they used the rhythm method of birth 
control. When Donna told Jack she was pregnant after 2 months 
of marriage, he became very angry and blamed Donna for trick-
ing him into having a baby. Although she had not tricked him, 
Donna felt guilty and blamed herself for becoming pregnant. 
Terrified that Jack would leave her if she told him how she felt, 
she kept all her own feelings of sadness, anger, and depression 
inside. She did not want to be a single parent. Abortion was 
never considered because of their religious beliefs.

During the pregnancy, Jack was emotionally withdrawn, de-
pressed, and refused to take part in any activity related to the 
upcoming birth. Donna’s sister attended Lamaze classes with 

her and coached her during the birth because Jack would not at-
tend. Donna felt jealous of the women whose husbands were so 
attentive during these classes. Ever since her son’s birth, Donna 
says that she has had “postpartum depression.” She has told no 
one how depressed she feels because she is afraid she will have 
to be hospitalized as she was several times in her late twenties 
and early thirties for episodes of clinical depression.

When you do a genogram with her, you discover a family 
history of depression. Both her grandmother and mother suf-
fered bouts of deep depression, and her grandmother had been 
hospitalized for a year in a psychiatric institution following 
menopause. Donna’s father is an emotionally withdrawn man 
whose only sister committed suicide when she was 40. Donna’s 
sister has an eating disorder; she is bulimic.

Now that Donna has been home for 3 weeks with her son, she 
sees her sister twice a week. Jack is pleased that they have a son, 
and he is beginning to spend time after he comes home from 
work playing with Stephen. Donna cannot understand why it 
makes her angry instead of happy that Jack is becoming involved 
with their child. Because Jack has refused to support them in 
a manner that would allow Donna to stay home with Stephen, 
Donna must return to work after her 6-week maternity leave. 
She is afraid she will be unable to function at work and has yet 
to arrange child care for Stephen. Donna worries about these 
things and has difficulty both falling asleep and getting up dur-
ing the night to feed her son. She says she cries “at the drop of 
a hat” and has lost weight. She weighs less now than before she 
was pregnant. She has little interest in anything, including her 
baby, and she says that life does not really seem worth living 
anymore.

1. Does Donna have any typical signs of depression? If so, 
 describe them.

2. How would you assess her potential for suicide?

CASE STuDy Caring for a Client with Depression
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3. Do you think Donna’s depression is “normal” postpartum 
depression or clinical depression requiring psychiatric as-
sessment and treatment? Why?

4. Based on your assessment, will you follow Donna yourself or 
refer her to a psychiatrist or mental health worker?

5. How will you involve Donna’s husband and sister in the plan 
of care?

6. What other interventions might be warranted with this 
family?
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Key Terms

Substance Abuse29
Learning Outcomes

After reading this chapter, you should be able to:

 1. Identify signs and symptoms of psychoactive substance dependence.

 2. Distinguish between psychoactive substance dependence and abuse.

 3. Identify substances that lead to dependence and abuse.

 4. Analyze personal, family, and societal effects of substance abuse.

 5. Analyze biological, psychological, environmental, sociocultural, behavioral, and health system 
factors that influence substance abuse.

 6. Discuss aspects of population health nursing assessment in relation to substance abuse.

 7. Identify major approaches to prevention of substance abuse and analyze the role of the 
population health nurse with respect to each.

 8. Discuss harm reduction as a preventive measure for substance abusers.

 9. Describe the components of the intervention process in resolving problems of substance abuse.

 10. Identify general principles in the treatment of substance abuse.

 11. Describe treatment modalities in substance abuse control and analyze the role of the population 
health nurse in their implementation.

 12. Analyze the role of the population health nurse in health restoration with regard to substance abuse.

drug use

epigenetics

exposome

freebasing

harm reduction

intoxication

market segmentation

physical dependence

polydrug use

psychoactive substance misuse

psychoactive substances

relapse

relapse prevention therapy (RPT)

relapse risk maps

substance-related disorders

supervised injection 
facilities (SIFs)

teratogenic substances

tolerance

withdrawal
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Drug Addiction Prevention at the Local Level

Charles E. Terry, MD, became city health officer of Jacksonville, Florida, in 1910. In addition to 
promoting strict enforcement of sanitary laws and medical examinations for school children, Terry 
began a concerted campaign against drug addiction while advocating for humane treatment of 
“drug addicts,” the term most often used at the time. He established a system to identify opiate 
and cocaine users and received legal authority for the health department to provide addicts with 
drugs if necessary (Fee, 2011).

In 1912, Terry was instrumental in the passage of a city ordinance regulating the sale of drugs 
containing opium and other addictive drugs, such as cocaine. Sale of these drugs required a 
 written prescription from a physician, prohibited prescription refills, and required that records of 
sales be kept with copies sent to the health department. The law also provided for the health of-
ficer to  provide free prescriptions to users if deemed appropriate. These provisions curtailed illegal 
sales of drugs and brought habitual users into contact with the health officer who obtained histo-
ries of use and identified major contributing factors for addiction. The primary contributing factor 
in more than half of cases was physician prescription or administration of the drugs. Other factors 
included the encouragement of acquaintances, “dissipation and evil companions,” and the pres-
ence of chronic and incurable disease. Terry emphasized the need for community level data on the 
extent of abuse and free publically funded treatment for abusers, noting that merely cutting off the 
supply of drugs would be “inhumane” (Terry, 1914/2011).
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ow Promoting Effective Drug Policies

The Drug Policy Alliance (DPA) is an advocacy organization that contends current U.S. drug  policies 
do more harm than good and seeks to foster more effective policies that recognize individual rights 
and minimize the personal and societal harm related to drug abuse (DPA, 2014a, para 2). DPA 
uses legislative avenues to promote sensible drug policy reform.

DPA was formed in 2000 with the merger of the Lindesmith Center, an activist drug policy 
 think-tank and the Drug Policy Foundation, a drug policy reform organization. DPA is a nonprofit 
 organization that advocates for policy reform as it relates to substance use and abuse (DPA, 
2014b). DPA’s mission is to promote policies that minimize the harm resulting from both drug 
abuse and prohibition of use and foster individual choice in the matter of drug use (DPA, 2014c). 
DPA members include a wide array of disciplines, including legislators, health care professionals, 
members of the legal profession, and others (DPA, 2014a).

The DPA-supported initiatives have led to legalization of marijuana use in Colorado and 
 Washington state, as well as in Uruguay, decriminalization of marijuana use in Rhode Island, and 
legalization of medical marijuana use in several states. Other initiatives have focused on criminal 
justice reforms, such as modification of California’s “three strikes law” such that life imprisonment 
is no longer imposed on people convicted of repeated minor nonviolent drug law offenses. DPA 
has also contributed to the passage of legislation in New Jersey that protects persons who report 
a drug overdose from prosecution for drug possession and expands access to naloxone to prevent 
drug overdose deaths. Improving access to clean syringes in New Jersey was another DPA initia-
tive. DPA has also been involved in legislation to promote drug diversion programs and is currently 
advocating establishment of safe injection facilities in the United States that have been shown to 
be effective in reducing harm among injection drug users (DPA, 2014d, 2014e, 2014f). Several of 
these policy initiatives are discussed in more detail later in this chapter.
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Most drugs are used appropriately for  medicinal 
purposes. Even when used appropriately, 
 however, drugs may result in substance- related 
disorders. Substance-related and addictive 

 disorders is one of the diagnostic categories included in the 
fifth edition of the Diagnostic and Statistical Manual of  Mental 
Disorders (DSM-5) of the American Psychiatric  Association 
(2013a). This diagnostic category combined the prior  separate 
diagnoses of substance abuse and substance  dependence and 
conceptualizes the occurrence of  substance-related disorders on 
a continuum from mild to severe. Addictive disorders are also 
included in the diagnostic category and, at present,  encompass 
only gambling disorder (American Psychiatric Association, 
2013b). Substance-related disorders are defined as maladap-
tive patterns of substance use resulting in impairment or dis-
tress and manifested in specific criteria over a period of time 
(National Alliance on Mental Illness, n.d.). In this chapter, we 
are concerned with substance-related disorders resulting from 
inappropriate use of psychoactive substances. Psychoactive 
substances are drugs or chemicals that alter brain and nervous 
system function (Hartney, 2011). In the International Classi-
fication of Diseases (ICD-10), the World Health Organization 
(WHO, 2014c) defined psychoactive substance use disorders as 
mental and behavioral disorders resulting from psychoactive 
substance abuse and including acute intoxication, harmful use, 
dependence, and withdrawal.

Substance abuse is a growing world problem. The illegal 
drug trade is big business, and the fact that many substances 
with the potential for abuse also have legitimate uses has made 
control of substance abuse difficult. Drug use is the taking of 
a drug in the correct amount, frequency, and strength for its 
medically intended purpose. Psychoactive substance misuse, 
or drug abuse, on the other hand, is the deliberate use of a sub-
stance for a purpose not consistent with its intended legal or 
medical purpose. The term misuse is preferred by many  experts 
as being less judgmental than abuse (WHO, 2014b).

Other terms that are important in an understanding of 
substance abuse include addiction, physical dependence, 
tolerance, withdrawal, and polydrug abuse. Addiction is a 
“chronic relapsing disease, characterized by compulsive drug 
seeking and use, despite serious adverse consequences, and 
by long-lasting changes in the brain” (National Institute on 
Drug Abuse [NIDA], 2011, p. 1). Dependence or physical  
dependence is “an adaptive physiological state that occurs with 
regular drug use and results in withdrawal symptoms when the 
drug is stopped” (NIDA, 2011, p. 1). Dependence can also oc-
cur with appropriate use of many medications and does not, by 
itself, constitute addiction. Signs of psychoactive substance de-
pendence include the following:

•	 Increasing	amounts	of	substance	used,	or	use	extending	over	
a longer period than intended

•	 Persistent	desire	for	the	substance	or	one	or	more	unsuc-
cessful attempts to control its use

•	 Increased	time	spent	in	obtaining,	using,	or	recovering	from	
the effects of the substance

•	 Frequent	symptoms	of	intoxication	or	withdrawal	interfer-
ing with obligations

•	 Elimination	or	reduction	of	important	occupational,	social,	
or recreational activities as a result of substance use

•	 Continued	use	of	the	substance	despite	recurrent	problems	
caused

•	 Increased	tolerance	to	the	substance
•	 Experience	of	characteristic	withdrawal	symptoms
•	 Increased	substance	use	to	decrease	withdrawal	symptoms

Tolerance occurs when higher doses of a drug are required 
to produce the same effect achieved with its initial use; toler-
ance is often associated with dependence. Withdrawal involves 
the development of a complex set of symptoms that occur 
when drug use is abruptly stopped or reduced, usually charac-
terized by severe discomfort, pain, nausea, vomiting, and pos-
sibly convulsions (NIDA, n.d.). The severity of withdrawal may 
vary with the abusive substance and the degree of dependence 
experienced by the client.

In the United States, the abuse of alcohol and other drugs 
and	the	use	of	tobacco	products	are	of	particular	concern.	For	
example, more than 1.1 million people in the United States 
sought substance abuse treatment in 2010 (U.S. Census  
Bureau, 2013a). The magnitude of concern for problems 
of substance use and abuse is also seen in the development 
of more than 100 national health promotion and disease 
prevention objectives and sub-objectives for the year 2020 
related to tobacco use and the abuse of alcohol and other 
drugs (U.S. Department of Health and Human Services 
[USDHHS], 2014). These objectives can be reviewed on 
the Healthy People 2020 website. Baseline data, targets, and 
 current data for selected objectives are provided at the end 
of this chapter.

In this chapter, effects of and trends in substance use and 
abuse are examined. Risk factors contributing to all forms of 
substance abuse, signs and symptoms of specific types of abuse, 
and population health nursing interventions in the control of 
substance abuse are addressed.

Individual, Family, and Societal 
Effects of Substance Abuse
Substance abuse contributes to adverse effects for the abusing 
individual, for his or her family, and for society at large.

Individual Effects
The effects of substance abuse on the individual are physi-
cal, psychological, and social. Physical effects include 
 increased morbidity directly related to the effects of the 
drug or drugs abused, as well as increased risk of a variety 
of diseases and conditions. Some physiologic effects may be 
immediate	and	some	may	constitute	long-term	effects.	For	
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example, marijuana users have an estimated risk of heart attack  
4.8 times that of nonusers in the first hour after use.  Cannabis 
species of plants are the source of marijuana and hashish. 
The primary psychoactive substance in these drugs is delta-
9-tetrahydrocannabinol (THC). THC may be inhaled by 
smoking marijuana or hashish or ingested and produces re-
laxation, euphoria, and occasionally altered perceptions of 
time and space. Marijuana use also results in a productive 
cough and increased risk for acute respiratory illnesses and 
infections (NIDA, 2014a). Synthetic cannabinoids, synthetic 
designer drugs used as a marijuana alternative, have been 
associated with severe illness resulting from hyperglycemia, 
hypokalemia, acidosis, and tachycardia. Other effects include 
nausea and vomiting, seizures, pneumonia, and myocardial 
infarction. Another serious adverse effect of these drugs is 
rhabdomyolysis (Drenzek et al., 2013). Rhabdomyolysis is 
the breakdown of muscle fiber and release of contents into 
the bloodstream resulting in severe kidney damage (National 
Center for Biotechnology Information, 2013).

Methamphetamine use is associated with hyperthermia; 
cardiovascular problems, such as tachycardia, arrhythmias, 
and increased blood pressure; severe dental problems re-
ferred to a “meth mouth,” weight loss, and skin lesions from 
scratching to relieve feelings of “bugs under the skin.” Some 
of these effects are reversible with long-term abstinence, but 
others are permanent (Gruenewald et al., 2013; NIDA, 2013, 
2014b).

Alcohol misuse also contributes to a variety of physi-
cal health problems as well, including cirrhosis and liver 
 cancer. Medical emergencies related to drug abuse resulted in  
2.5  million emergency department visits in 2011 for an inci-
dence rate of 790 visits for every 100,000 people in the United 
States. More than half of those visits (51%) involved use of il-
licit drugs; 51% involved nonmedical use of prescription medi-
cations (some in combination with illicit drugs); and 25% 
involved drugs combined with alcohol (Substance Abuse and 
Mental Health Services Administration [SAMHSA], 2013a). 
Methamphetamine use accounted for 103,000 emergency de-
partment visits in 2011, the fourth most frequent cause after 
cocaine, marijuana, and heroin. This figure, however, repre-
sents a decrease in methamphetamine-related emergency visits 
from 132,576 in 2004. Substance abuse treatment admissions 
were also down from just over 8% of admissions in 2005 to 
5.6% in 2011 (NIDA, 2013).

Alcohol use during pregnancy can result in fetal alcohol 
syndrome, preterm labor, and a variety of fetal abnormali-
ties as indicated in Chapter 16 .	Fetal	exposure	to	nicotine	
adversely affects brain development, and smoking during 
pregnancy may result in preterm delivery and stillbirth, 
and has been associated with attention deficit hyperactiv-
ity disorder (ADHD) and disruptive behavioral disorders, 
although there is insufficient  evidence at present to support 
a causal link between smoking and these neurobehavioral 
disorders (Office of the Surgeon General, 2014). Other 

substances of abuse result in equally  serious physical health 
problems. 

Substance misuse also increases the potential for  exposure 
to diseases such as HIV/AIDS and hepatitis when abuse 
 involves use of contaminated needles or results in sexual 
 promiscuity as a means of financing a drug habit or because 
of	lowered	inhibitions.	For	example,	approximately	one	in	
ten new HIV infections worldwide result from injection 
drug use (IDU), and as much as 80% of all HIV infections in 
parts of Eastern Europe and Central Asia are due to drug use  
(WHO, 2014a). In the United States, 6% of new HIV infections 
in men in 2010 occurred in IDUs, and 4% of HIV infections 
among men in 2011 were associated with combined IDU and 
sexual intercourse with other men (Harris et al., 2013). Injec-
tion drug users are also at high risk for hepatitis B and C and 
for	resulting	liver	cancer,	cirrhosis,	and	death	(Frimpong,	2013;	
Masson et al., 2013). 

Smoking during pregnancy contributes to a variety of problems 
for mother and baby. (Jasmin Merdan/Fotolia)
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Other physical effects of substance abuse include uninten-
tional injury and unintended pregnancy. Substance use also 
contributes to a wide variety of other unintended injuries. 
Smoking and alcohol use are often contributing  factors in 
house fires and burn injuries. In one study of persons burned 
in mobile home fires, for example, 74% of those injured were 
smokers and 64% reported alcohol abuse (Mullins et al., 
2009). Alcohol is widely known to contribute to motor vehicle 
 accidents (MVA), but other substances contribute to MVA in-
juries	as	well.	For	example,	in	one	study	cannabis	use	resulting	
in blood levels of 2 ng/mL THC (the psychoactive substance in 
marijuana) increased the risk of accidents four times that of the 
lowest levels of THC, and stimulants combined with sedatives  
posed the highest risk for MVAs (Kim, Kuypers, Legrand, 
 Ramaekers, & Verstraete, 2012). Alcohol and drug use also 
contribute	to	other	forms	of	injury.	For	example,	in	one	study	
of unnatural deaths involving high alcohol concentrations, 
nearly 15% of the deaths were the result of accidental injury, 
11% resulted from suicide, and nearly 7% involved homicide 
(Darke, Duflou, Torok, & Prolov, 2013).

Some drugs, such as alcohol, nicotine, opiates, and barbi-
turates, also result in withdrawal symptoms when the drug is 
removed from the client’s system. Some drugs also produce 
chromosomal changes that cause congenital malformations in 
children as well as increased potential for spontaneous abor-
tion. Death is the ultimate adverse effect of drug use and may 
result from a drug overdose, from withdrawal, or from the 
long-term effects of drug use such as cirrhosis, cancer, cardio-
vascular disease, and stroke. Assessment for both short-term 
and long-term physical effects of specific substances is dis-
cussed later in this chapter.

In addition to the desired effects that promote drug use and 
abuse, psychological effects of drug abuse can include person-
ality disturbances, anxiety, and depression. Organic mental 
disorders characterized by hallucinations, delusions, demen-
tia, delirium, and disorders of mood or perception may also be 
caused by substance abuse. Aggressive behavior may also result 

from the use of some drugs (e.g., phencyclidine [PCP], ana-
bolic steroids). In addition, substance abuse may trigger exac-
erbations of existing mental disorders, such as schizophrenia, 
depression, and anxiety (NIDA, 2012b).

Preoccupation with the abused substance can lead to a va-
riety of social problems for the substance abuser. Relationships 
with family and friends may be impaired, or abusers may be-
come incapable of or disinterested in performing their jobs 
and may be fired. Substance abuse may also lead to poor edu-
cational outcomes, limiting the abuser’s employability. Initia-
tion of substance use at a young age has been linked to lower 
income and lower occupational and educational attainment at 
midlife (Sloan & Grossman, 2011). Unemployment can lead to 
difficulties in obtaining housing and can contribute to home-
lessness.	Furthermore,	the	need	to	obtain	money	to	support	a	
drug habit or to obtain necessities may lead to criminal activity.

Family Effects
The effects of substance abuse on the family of the abuser can 
be many and severe. These families are characterized by fre-
quent conflict, anger, ambivalence, fear, guilt, confusion, mis-
trust, and violence as a mode of conflict resolution. The family 
frequently becomes socially isolated in efforts to cover up the 
problem of abuse and so may not be able to make use of sources 
of assistance that might be available to them.

Substance abuse may also be a factor in poor parental role 
execution, leading to neglect and abuse of children. Children of 
substance-abusing parents are three to four times more likely 
to abuse substances themselves than children whose parents do 
not abuse alcohol or drugs. In addition, they are more likely 
to exhibit depression, eating disorders, conduct disorders, 
emotional problems, and poor school performance (American 
Academy of Experts in Traumatic Stress, 2012).

Direct exposure of children to psychoactive substances 
within the family and home setting has a variety of adverse 
physical and psychological effects. Children with perinatal 
exposure to alcohol, nicotine, or other drugs may be lower in 
birth weight, be particularly irritable and difficult to comfort, 
and experience poor school performance later in life. Drug 
use during pregnancy may also contribute to premature labor. 
Home exposure to tobacco smoke also affects the health status 
of children and may contribute to a variety of respiratory con-
ditions as well as childhood cancers. The health effects of drug 
exposures for infants and children are discussed in more detail 
later in this chapter.

Other familial effects of substance abuse may include 
increased illness among nonabusers, poor psychologi-
cal and interpersonal function, social adjustment difficul-
ties, and lack of family cohesion (American Psychological 
 Association, 2014). These families may also experience in-
terpersonal conflict; divorce is seven times more common 
among families with substance-abusing members than other 
families.	Family	violence	is	also	six	times	more	common	in	
families  experiencing substance abuse than in other families 
( Academy of Experts in Traumatic Stress, 2012). Legal and 

Injection drug users are at high risk for bloodborne diseases. 
(terekhov igor/Shutterstock)
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financial difficulties are also common, and health care utiliza-
tion rates by family members may be as much as four times 
higher than those of the average American family (American 
Psychological Association, 2014)

Family members may exhibit the phenomenon of codepen-
dence. Codependence is a dysfunctional relationship in which 
one or more family members attempt to deny the existence of 
a substance abuse, mental health, or other problem (e.g., com-
pulsive gambling) in a family member and sacrifice their own 
needs to care for the abuser and try to “fix” his or her problems. 
Codependence is sometimes referred to as “relationship addi-
tion” because the codependent person tends to form relation-
ships that are one-sided and emotionally destructive in order 
to meet their own need to be needed. Codependents practice 
maladaptive behaviors to cope with the problem of abuse. 
Characteristics of codependents center on patterns of denial of 
feelings, emotional repression, conflict avoidance, and low self-
esteem (Mental Health America, n.d.). Codependents may also 
engage in enabling behaviors in which they ignore the behav-
ior of the substance abuser or make excuses for that behavior, 
thereby enabling the behavior to continue without challenge 
(Schimelpfening, 2011).

Co-dependents Anonymous (CoDA), a support group to 
foster healthy interpersonal relationships, has developed a set 
of characteristics and behavior patterns that can help people 
determine if they are codependent (CoDA, 2013). The patterns 
focus on behaviors demonstrating characteristics of denial, low 
self-esteem, compliance with the wishes of others, control, and 
avoidance typical of codependents (CoDA, 2010). In addition, 
the organization has developed tools for recovery that may as-
sist people in overcoming their codependence (CoDA, 2013). 
For more information about these behavior patterns, charac-
teristics, and tools, see the External Resources section of the 
student resources site.

Societal Effects
Societal effects of substance abuse include increased morbidity 
and mortality, economic costs, and increased crime. Physical 
morbidity related to psychoactive substance abuse was ad-
dressed in relation to the personal effects of substance abuse. 
At the societal level, abuse leads to increased incidence and 
prevalence of these conditions.

Mortality. As noted earlier, substance abuse leads to in-
creased mortality, either directly as a result of drug overdose 
or withdrawal or indirectly due to other conditions related to 
abuse. The contribution of smoking to increased mortality was 
discussed in Chapter 27 . Alcohol accounts for 2.5 million  
deaths per year and is the third most common cause of prema-
ture mortality worldwide (Pridemore, Chamlin, &  Andreev, 
2013). Most of these deaths are the result of chronic alcohol-
related diseases, such as cirrhosis, liver cancer, and cardio-
vascular disease (World Health Organization [WHO], 2011). 
In the region of the Americas, alcohol is the most frequent 
cause of disease and disability with more than 9% of the total  

disease burden in the region related to alcohol (Stockwell  
et al., 2013).

In the United States, excessive alcohol use resulted in ap-
proximately 79,000 deaths and 2.3 million years of produc-
tive life lost (YPLL) each year from 2001–2005. Half of those 
deaths and two thirds of YPLL were the result of binge drink-
ing (Kanny, Liu, Brewer, Garvin, & Balluz, 2010). From 2006 to 
2010, an average of 88,000 deaths per year occurred as a result 
of alcohol use (McKnight-Eily et al., 2014). In 2010, alcohol 
was directly related to 25,692 deaths, excluding deaths result-
ing from indirect effects related to MVAs, suicide, and homi-
cide. The mortality rate for alcohol-induced deaths was 8.3 per 
100,000 population (Murphy, Xu, & Kochanek, 2013a, 2013b). 
Globally, the World Health Organization considers alcohol use 
a leading factor for death and disability. Worldwide alcohol  
consumption contributes to 3.8% of all deaths and 4.6% of 
 disability-adjusted life years (DALYs) (Babor & Robaina, 
2013). 

Accidental mortality related to alcohol abuse is of particu-
lar concern. In spite of decreases in the number of alcohol-
related motor vehicle fatalities, 37% of motor vehicle fatalities 
among people 16 to 20 years of age in 2012 involved alcohol, 
a decrease from 60% in the mid-1970s (National Institutes of 
Health [NIH], 2013). Alcohol use is also implicated in other 
injury fatalities, including falls, drowning, and burns. In ad-
dition to accident fatalities, alcohol is a factor in other deaths, 
including homicide; suicide; deaths due to cancers of the lip, 
oral cavity, pharynx, esophagus, stomach, liver, and larynx; 
cardiovascular deaths; and deaths due to respiratory diseases, 
digestive  diseases, and diabetes mellitus. A meta-analysis of 

Alcohol misuse is a leading cause of death and disability 
worldwide. (kmiragaya/Fotolia)
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relevant studies concluded that alcohol consumption led to an 
estimated 18,200 to 21,300 cancer deaths in the United States. 
This amounts to 3.2% to 3.7% of all cancer deaths. People who 
consumed more than one-and-a-half drinks per day accounted 
for 26% to 35% of cancer deaths, and each death resulted in 17 
to 19.1 years of productive life lost (Nelson et al., 2013).

Other addictive substances also contribute to significant 
mortality. In 2010, for example, 40,393 drug-induced deaths 
occurred in the United States, for a mortality rate of 13.1 per 
100,000 population. Again, these figures exclude indirect 
contributions of drug abuse to accidental deaths, suicides, 
and homicide (Murphy et al., 2013a, 2013b). Drug overdose 
is the leading cause of accidental death in the United States, 
outpacing even MVAs. Based on data from the Centers for 
Disease Control and Prevention (CDC), overdose rates have 
increased approximately 500% since 1990 (Harm  Reduction 
Coalition, n.d.a), and in 2007, 100 drug overdose deaths 
 occurred daily in the United States (Paulozzi, Jones, Mack, & 
Rudd, 2011).

Most	of	these	deaths	are	due	to	opioid	analgesics.	From	
2002 to 2006, deaths due to prescription opioid pain reliev-
ers increased by 98% (Momper, Delva, Tauiliili, Muehller- 
Williams, & Goral, 2013) exceeding combined mortality rates 
for heroin and cocaine (Cerdá et al., 2013). In 2010, the U.S. 
opioid poisoning mortality rate was 5.4 per 100,000 population 
(National Center for Health Statistics [NCHS], 2014).

COST. Substance abuse also affects society in terms of its 
economic costs. Estimates of the total economic cost for al-
cohol and drug abuse in the United States are more than $600 
billion per year. Approximately $193 billion is spent each year 
in relation to abuse of illicit drugs, and another $193 billion is 
spent in addressing problems caused by tobacco use.  Alcohol 
abuse costs another $235 billion per year (NIDA, 2012b). 
These costs include health care costs related to substance-
related accidents and chronic health problems, property 
damage related to accidents, and substance abuse treatment 
costs. In addition, substance abuse poses costs for employers 
in terms of increased absences, tardiness, accidents,  workers’ 
compensation claims, and employee turnover and  training 
costs (NIDA, 2014a). In addition, the estimated lifetime cost 
of	 caring	 for	 a	 child	 with	 fetal	 alcohol	 syndrome	 (FAS)	 is	 
$2	million,	and	the	estimated	annual	cost	of	FAS	in	the	United	
States is $4 billion (Division of Birth Defects and Develop-
mental Disabilities, 2012).

Without doubt, drug and alcohol abuse are costly  public 
health problems that the nation can ill afford. Prevention 
and treatment of substance abuse, on the other hand, are 
 cost- effective. NIDA (2012d) estimated that every dollar 
 invested in substance abuse treatment, for example, saves $4 to 
$7	in	reduced	crime,	criminal	justice,	costs,	and	theft.	For	exam-
ple, the average per person cost of 1 year of methadone main-
tenance treatment is $4,700, compared to the cost of 1 year of 
incarceration at $24,000 per person. When reduced health care 
costs are included, savings exceed costs by about 12 to 1. These 

figures do not even consider the reduction in costs due to lost 
productivity and drug-related accidents (NIDA, 2012d).

CrIME. One final social effect associated with the abuse 
of many substances (excluding nicotine) is increased crime.  
According to data from the Arrestee Drug Abuse Monitor-
ing Program (ADAM-II) across selected major cities, arrests 
for drug-related crimes ranged from 19% in Denver to 43% 
in Chicago. Drug use is also implicated in crimes that are not 
drug-related, and 62% to 86% of all arrestees across sites tested 
positive for one or more drugs, and 12% to 34% in different  
jurisdictions were positive for multiple drugs. The most  commonly 
used drug was marijuana (Office of National Drug Control Policy, 
2013).

Alcohol use is also implicated in criminal activity. Alcohol 
use is a factor in 40% of violent crimes, and 36% of people un-
der correctional supervision were drinking at the time of their 
criminal offense (National Council on Alcoholism and Drug 
Dependence [NCADD], n.d.b). With the exception of robber-
ies, alcohol use is more common among perpetrators of violent 
crimes than other drug use (NCADD, n.d.a), and alcohol was a 
contributing factor in 40% of murder convictions of prisoners 
in jails or state prisons (NCADD, n.d.b).

Crimes may be committed as a result of the lowering of 
inhibitions caused by alcohol and other drugs. In other cases, 
crimes such as theft may be a means of supporting a drug or 
alcohol habit.

Trends in Substance  
Use and Abuse
Psychoactive substances are abused because of their desirable 
initial effects. Some of these effects and the drugs associated 
with them are presented in Table 29-1•. Rates of psychoac-
tive substance use in general are relatively high in the United 
States. The most current statistics indicate that the percentage  
of people over 12 years of age who reported ever using any 
illicit drug increased from 46.4% in 2003 to 47% in 2008. The 
percentage of people who reported current illicit drug use 
 declined slightly over the same period from 8.2% to 8%  (U.S. 
Census Bureau, 2013b), but increased to 9.2% in 2012 (NCHS, 
2014). Psychoactive substances commonly involved in either 
dependence or abuse include tobacco, alcohol, prescription 
drugs, illicit drugs, and other drugs. Each category is briefly 
discussed below and selected characteristics are summarized 
in Table 29-1.

Tobacco may be consumed either by smoking or in smoke-
less forms. As noted in Chapter 27 , approximately 19% of the 
U.S. adult population smokes cigarettes. In 2008, nearly 24% 
of the population 12 years of age and older smoked cigarettes, 
5% smoked cigars, and 0.8% smoked pipes. Overall, 3.5% of 
 people reported current use of smokeless forms of tobacco 
(U.S.  Census Bureau, 2013b).

Although the use of smokable forms of tobacco has de-
clined over the last several years, use of smokeless tobacco 
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Substance Street Names
Typical route of 
Administration Effects Promoting Abuse

Alcohol Beer, wine, spirits, booze,  
 various brand names

Orally ingested Relaxation, decreased inhibitions,  
 increased confidence, euphoria

Sedatives, hypnotics, and  
 anxiolytics

Orally ingested, injected Calming effect, decreased  
   nervousness and anxiety, 

 improved sleep, relaxation, mild 
intoxication, loss of inhibition

Barbiturates
Amytal Blues, downers
Nembutal Yellows, yellow jackets
Phenobarbital Phennie, purple hearts
Seconal Reds, F-40s, Redbirds
Tuinal Rainbows, tooies
Quaalude Ludes, 714s, Q’s, Quay,  

 Quad, mandrex
Tranquilizers (minor) Tranks, downs, downers, goof balls, 

sleeping pills, candy
Dalmane
Equanil/Miltown Muscle relaxants, sleeping pills
Librium
Valium
Serax

Opioids
Codeine Schoolboy Orally ingested Pain relief, euphoria
Demerol Demies, dolls, dollies, Amidone Injected
Dilaudid Little D, Lords Injected
Heroin Smack, junk, downtown, H,  

 black tar, horse, stuff
Injected, smoked, sniffed

Methadone Meth, dollies Injected
Morphine M, Miss Emma, morph, morpho,  

 tab, white stuff, monkey
Injected

Opium Blue velvet, black stuff, Dover’s  
 powder, paregoric

Orally ingested, smoked, injected

Percodan Perkies Orally ingested
Cocaine Coke, snow, uptown, flake, crack,  

 bump, toot, c, candy
Snorted, injected, Increased alertness, confidence,  

 euphoria, reduced fatigue Smoked

Amphetamines Orally ingested Increased alertness, confidence,  
 decreased fatigue, euphoria

Benzedrine Bennies, pep pills, uppers,  
 truck drivers

Biphetamine Black beauties
Desoxyn Co-pilots
Dexedrine Dex, speed, dexies
Methedrine Meth, crank, speed, crystal, go fast
MDMA Ecstasy

Hallucinogens Orally ingested, smoked, injected Altered perceptions, mystical  
 experience

Phencyclidine Angel dust, krystal, DOA, hog,  
 PCP, peace pill

Smoked, orally ingested, injected Dreamlike state producing  
 hallucinations

LSD Acid, microdot, cubes
MDA The love drug
Mescaline Cactus, mesc
Peyote Buttons
Psilocybin Magic mushrooms, shrooms,  

  sacred mushrooms

Cannabis Smoked, orally ingested Relaxation, euphoria,  
 altered perceptions

Hashish Kif, herb, hash
Hashish oil Honey, hash oil

(Continued)

TAbLE 29-1  Selected Psychoactive Substances, Street Names, Typical routes of 
Administration, and Effects Promoting Abuse
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has increased. Snus (pronounced “snoose”) or “Swedish to-
bacco” is a spit-free moist fermented tobacco product pack-
aged in tea-bag-like pouches that are placed between the upper 
lip and gums to allow absorption of its psychoactive compo-
nents ( Tobacco Control Legal Consortium, 2013). In 2009, just 
over 5% of U.S. adults reported use of snus in their lifetimes 
and nearly 2% reported current use. Electronic cigarettes or 
e-cigarettes provide aerosolized nicotine, flavoring, and other 
chemicals via a battery-powered electronic device. The resul-
tant	vapors	are	then	inhaled	by	the	user	(U.S.	Food	and	Drug	
Administration	[FDA],	2014).	Lifetime	use	of	e-cigarettes	qua-
drupled from 0.6% in 2009 to 2.7% in 2010, with current use 
reported by 1.2% of the U.S. population over age 12. Snus and 
other dissolvable tobacco products and e-cigarettes provide an 
alternative in smoke-free environments, promote dual use of 
smoked and smokeless tobacco, and are considered gateways 
to smoking initiation by youth (Popova & Ling, 2013). These 
products are generally free from regulatory control except that 
e-cigarettes used therapeutically to assist with smoking cessa-
tion	are	regulated	(FDA,	2014).	

Although moderate alcohol intake has been suggested to 
have possible positive health effects, alcohol abuse remains 
a serious problem in the United States and elsewhere in the 
world. The alcohol contained in alcoholic beverages is ethyl 
alcohol created by the fermentation of grain mixtures or the 
juice of fruits and berries. After ingestion, alcohol is rapidly ab-
sorbed into the bloodstream through the gastrointestinal tract 
and functions as a central nervous system (CNS) depressant.

In 2012, more than half of the U.S. (52.1%) population 
over age 12 reported using alcohol. Almost a fourth of the 
 population (23%) reported binge drinking, and 6.5% reported 
heavy drinking (NCHS, 2014). Binge drinking is defined as five 
or more alcoholic drinks in one session for men and four or 
more drinks for women. Heavy drinking is defined as more 
than two drinks per day for men and more than one drink per 
day for women (Li et al., 2011). Some authors note that the 
figures reported here are probably an underrepresentation of 
binge drinking and heavy drinking because heavy alcohol con-
sumers are likely to underrepresent the extent of their drinking 
(Heath, 2012).

A variety of prescription drugs are misused, but abuse of 
opioid pain relievers (OPRs) is the most common occurrence. 
In terms of overall drug abuse, misuse of OPRs is second only 
to marijuana abuse (Cerdá et al., 2013). CDC and the Office of 
National Drug Control Policy have declared prescription drug 
misuse epidemic (Spoth et al., 2013). OPR sales quadrupled 
between 1999 and 2010 to a level estimated to be sufficient to 
medicate every U.S. adult with a standard dose every 4 hours 
for a month (Paulozzi et al., 2011). In 2010, reported misuse 
of a prescription drug at least once in a lifetime was reported 
by 22% of 12- to 18-year-olds and 26% of those 18 to 25 years 
of age (Spoth et al., 2013). In 2008, 2.5% of the U.S. population 
over 12 years of age engaged in current use of any psychotropic 
drug, and pain relievers were routinely used by nearly 20% of 
the population (U.S. Census Bureau, 2013b).

OPRs and other prescription drugs such as sedatives, hypnot-
ics, and anxiolytics are frequently routinely prescribed in pri-
mary care and mental health settings to relieve pain or reduce 

E-cigarettes may be used in the mistaken belief they are less 
harmful than regular cigarettes. (Diego cervo/Fotolia)

Substance Street Names
Typical route of 
Administration Effects Promoting Abuse

Marijuana Grass, ganja, weed, dope, reefer,  
  Thai sticks, pot, Acapulco gold, 

roach, loco weed, Maui wowie, 
joint, Mary Jane

Inhalants Inhaled Relaxation, euphoria, intoxication
Amyl nitrate Poppers
Butyl nitrate Locker room, rush
Nitrous oxide Laughing gas

Nicotine Various brand names of  
 tobacco products

Smoked, chewed Relaxation, mild stimulation

TAbLE 29-1 (Continued)
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anxiety and tension and promote sleep. Unfortunately, their 
prescription for legitimate use often creates dependence. In low 
doses, these drugs produce a mild state of euphoria, reduce inhi-
bitions, and create feelings of relaxation and  decreased tension. 
Their major pharmacologic action is CNS depression. Because of 
their widespread use for both legitimate and illegitimate reasons 
and their easy availability, precise figures on the abuse of these 
drugs are difficult to obtain. However, in 2008, 0.7% of the popu-
lation reported current use of tranquilizers and 0.1% reported 
use of sedatives (U.S. Census Bureau, 2013b).

Illicit drug use involves substances such as marijuana, co-
caine, heroin, methamphetamine, hallucinogens such as LSD 
and ecstasy, inhalants, and steroids. Marijuana is the most 
commonly used illegal drug in the United States (NIDA, 
2014a) even though its possession and use are legal in some ju-
risdictions and for some purposes. In 2008, more than 6% of 
the U.S. population over 12 years of age reported current use 
of marijuana; 0.1% of the population engaged in current heroin 
use (U.S. Census Bureau, 2013b).

Current cocaine use was reported by 0.7% of the population 
(U.S. Census Bureau, 2013b). Use of cocaine may be accom-
panied by the practice of “freebasing.” Normally, to maintain 
its stability, cocaine is combined with a hydrochloride base, 
creating a substance that is usually only about 25% cocaine. 
Freebasing involves the use of heat and ammonia or sodium 
bicarbonate and water to free the cocaine from its hydrochlo-
ride base, thus creating a purer product that produces a more 
intense effect. Because of the combination of heat and the 
highly volatile and explosive ether, freebasing is an extremely 
dangerous practice. To eliminate the need for freebasing, drug 
dealers created crack, a stable form of cocaine without the hy-
drochloride base that can be smoked rather than inhaled, for a 
more rapid and more intense effect (NIDA, 2010).

Methamphetamine use is a growing problem in the United 
States, particularly in the western states. The 2012 National 
Survey on Drug Use and Health (NSHUD) indicated that 1.2 
million people (0.4% of the U.S. population) had used meth-
amphetamine in the prior year, and 440,000 (0.2%) had used 
it in the prior month. This latter figure is a decrease from 0.3% 
in 2006. In 2012, 133,000 people over 12 years of age initiated 
methamphetamine use for the first time (NIDA, 2013). In Cali-
fornia, methamphetamine abuse increased by 17% per year 
from 1999 through 2008. This growth occurred in three dis-
tinct phases, interrupted by laws limiting access to ingredients 
needed for methamphetamine production and resuming when 
production processes were modified to incorporate unregu-
lated ingredients (Gruenewald et al., 2013).

Amphetamines in general lend themselves to chemical mod-
ifications to create “designer” or “club” drugs. Designer drugs 
are chemical modifications of drugs whose use in their original 
form is restricted (Bellum, 2011). Club drugs are used at night 
clubs, bars, concerts, and parties, and include 3,4-methylene-
dionymethamphetamine (MDMA), better known as “ecstasy”; 
ketamine; gamma-hydroxybutyrate (GHB); and Rohypnol (a 
tranquilizer). Reports of club drugs use by 12th graders in 2013 

ranged from 0.9% for Rohypnol to 1.4% for ketamine (NIDA, 
2012a). Club drugs may cause brain damage and coma as well 
as long-term effects on memory and learning abilities, seizures, 
malignant hyperthermia, paranoia, and hostility. Rohypnol is 
also known as the “date rape” drug because of its strong hyp-
notic properties.

Hallucinogens distort the distinction between self and the 
environment, making the user extremely vulnerable to envi-
ronmental stimuli. Common effects of these drugs include 
changes in mood (euphoria or terror and despair), heightened 
sensation or synesthesia (merging of the senses so colors, for 
example, are experienced as odors or vice versa), changes in 
perceptions of time and objects, and changes in relationships, 
leading to depersonalization and feelings of merging with other 
people and objects.

Inhalants are abused by sniffing products such as  airplane 
model glue, nail polish remover, gasoline, aerosols, and 
 anesthetics such as nitrous oxide. They usually produce a sense 
of euphoria, loss of inhibition, and excitement. Inhalants are 
 often used by people who do not have the financial resources to 
support more expensive drug habits. In addition to a variety of 
adverse physical effects such as kidney and heart damage, there 
is the potential for suffocation while inhaling these substances 
from a plastic bag. Because of their volatile nature, explosion is 
another hazard presented by inhalants. Hallucinogens and inhal-
ants are used by relatively small numbers of people. In 2008, for 
example, only 0.4% of persons aged 12 years and older reported 
current use of hallucinogens, and 0.3% reported inhalant use.

Most steroid use occurs under medical direction for treat-
ment of a variety of conditions in which immunosuppression is 
a desired outcome (e.g., severe arthritis and other inflammatory 
conditions). Steroids are abused by a small segment of the pop-
ulation, however, particularly adolescents. Anabolic steroids, 
more properly called anabolic-androgenic steroids due to their 
dual effects on muscle building and male sex characteristics, 
are increasing in use, particularly among youth. Anabolic ste-
roids may be used by adolescents and athletes because of their 
potential to increase strength and weight and to improve body 
image and athletic performance. In 2013, for example, 2.1% of 
12th graders reported lifetime use of steroids, 1.5% reported 
use in the past year, and 1% reported past month use. Among 
eighth-grade users, lifetime, past year, and past month use rates 
were 1.1%, 0.6%, and 0.3%, respectively (NIDA, 2012f).

Prolonged use of anabolic steroids leads to acne, dimin-
ished breast size, ovulatory and menstrual difficulties, deep-
ened voice, clitoral enlargement, and male-pattern baldness in 
women. In men, effects of prolonged use include continuing 
erections (priapism), difficult urination, gynecomastia, and 
impotence. Both men and women may experience liver impair-
ment, urinary calculi, anemia, gastrointestinal problems (e.g., 
anorexia, nausea), and insomnia.

Over-the-counter (OTC) substances are also subject to mis-
use. Energy drinks, for example, contain caffeine levels equiva-
lent to one to three cups of coffee or cans of caffeinated soda. An 
estimated 6% of adolescents and young adults  consume  energy 
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drinks daily. At present their use is unregulated.  Extensive use 
may result in caffeine intoxication or overdose, withdrawal, in-
teractions with alcohol, sleep difficulties,  daytime drowsiness, 
and potential for diminished performance and accidents. As 
noted in Chapter 23 , excessive energy drink use is common 
among military personnel deployed in combat areas (Toblin, 
Clark-Walper, Kok, Sipos, & Thomas, 2012).

OTC laxatives and diet pills may also be abused for weight 
control, primarily by youth with eating disorders, particularly 
bulimia nervosa. An estimated 6% of adolescent girls and 4% 
of boys use diet products without a health professional’s ad-
vice. Chronic use of laxatives and diet pills can lead to acute 
and chronic gastrointestinal and cardiovascular impairments, 
dehydration, chronic diarrhea or constipation, metabolic aci-
dosis, hypokalemia, and other fluid and electrolyte imbalances. 
In a meta-analysis of 70 studies, the lifetime prevalence of laxa-
tive abuse for weight control was 4% of the general population 
and 15% to 62% of people with bulimia or other unspecified 
eating	disorders.	In	2007,	the	FDA	approved	the	first	OTC	
diet drug (orlistat or alli). Since its OTC designation, approxi-
mately 6% of persons with eating disorders have misused the 
drug (Pomeranz, Taylor, & Austin, 2013).

Population Health Nursing and 
Substance Abuse
Population health nurses use the nursing process in the context 
of the population health nursing model to identify problems 
related to substance use and abuse and to design, implement, 
and evaluate control strategies for substance abuse.

Assessing Risks for and Effects of  
Substance Abuse
The epidemiology of substance abuse indicates that there 
are contributing factors in each of the six categories of 
determinants of health (biological, psychological, envi-
ronmental, sociocultural, behavioral, and health system de-
terminants). Population health nurses should keep in mind 
that the interplay among factors in each of the six areas that 
leads to substance abuse is unique to each individual and 
to	each	population	group.	For	this	reason,	nurses	should	
assess the factors contributing to abuse in a given situa-
tion prior to developing interventions to address substance 
abuse in an individual or a population group. Assessment 
in the control of substance abuse problems occurs at two 
levels: the population or community level and the level of 
the individual client.

bIOLOgICAL DETErMINANTS. Human biological fac-
tors influencing substance abuse and its effects include age, 
gender, and race/ethnicity, genetic inheritance, and physiologic 
function.

Age, gender, and race/ethnicity. Age influences one’s risk of 
exposure to tobacco, alcohol, and other drugs through  social 
factors.	For	example,	young	people	are	more	likely	to	be		exposed	
to peer pressure supporting drug use or smoking than are older 
people. Adolescents and preadolescents are particularly vulner-
able to this type of influence because of their developmental 
need to conform to peer expectations and to be part of a group. 
Often, being part of the group depends on engaging in behaviors 
that place the individual at risk, such as sexual activity, smok-
ing, and drug and alcohol use. In addition, youth are at particu-
lar risk for substance use and abuse because areas of the brain 
that deal with decision making, judgment, and self- control are 
poorly developed in adolescence, leading to  engagement in risk-
taking behaviors (NIDA, 2012b).

Younger age at onset of substance use has been linked to 
greater risk of progression to serious abuse (NIDA, 2012b). 
For	example,	approximately	9%	of	marijuana	users	become	
 addicted, but the rate of addiction prevalence increases to 17% 
for those who initiate marijuana use at a young age. Similarly, 
daily marijuana use increases the risk of addiction to 25% to 
50% (NIDA, 2014a).

Alcohol is the substance most commonly misused by youth. 
Data	from	the	Behavioral	Risk	Factor	Surveillance	System	

global Perspectives

In addition to substances of abuse common in the Western world, 
much of Asia is faced with an epidemic of betel quid abuse. 
Betel quid is an addictive combination of areca nut, betel leaf, 
slaked lime, and regional flavoring ingredients that is widely 
chewed throughout Asia. Its use is socially accepted in all lev-
els of society for both men and women and for young children. 
This is true even in societies where tobacco use is considered 
objectionable. Regular chewers develop tolerance and experi-
ence withdrawal symptoms when not using betel quid. Betel 
quid abuse has been linked to oral premalignant disorders and 
cancers of the oral cavity, pharynx, esophagus, and larynx. When 
tobacco is added, abuse rates increase. In one study rates of 
abuse varied from 0.8% to 46.3% across six Asian populations. 
Among  current chewers abuse rates were over 40%. Factors as-
sociated with abuse include lower education level, younger age 
at  initiation, and familial history of use (Lee et al., 2012).

The combination of betel quid with other addictive substances 
increases the risk of oral cancer. For example, in studies in India 
and Taiwan, the risk or oral cancer for users of betel quid alone 
was 7.9 times that of nonusers; more than double the increased 
risk for those who only smoked tobacco and three times that for 
people who only drank alcohol. Combining betel quid and smoking 
increased the risk to 16 times that of nonusers, and the combina-
tion of tobacco smoking, betel quid, and alcohol increased the risk 
of oral cancer to 40 times higher than that for people who used 
none of the three substances (Petti, Massood, & Scully, 2013).

betel Quid Abuse and Oral Cancers
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(BRFSS)	in	2009	indicted	that	nearly	42%	of	high	school	stu-
dents reported current alcohol use, and 60% of those were 
binge	drinkers	(Kanny	et	al.,	2010).	From	2001	to	2005,	exces-
sive alcohol use accounted for 4,700 deaths and 280,000 years 
of productive life lost among people less than 20 years of age 
in the United States (Jernigan, Ross, Ostroff, McKnight-Eily, & 
Brewer, 2013).

Other	drugs	are	also	misused	by	youth.	For	example,	the	
2012 Monitoring the Future survey of adolescent drug use in-
dicated that approximately 1% of 8th, 10th, and 12th graders 
had used methamphetamine in the prior year (NIDA, 2013). 
Similarly, a 2009 survey of 400 Native American tribes in the 
Midwest indicated that nonmedical use of OxyContin was 
highest in people 18 to 25 years of age (Momper et al., 2013). 
Population health nurses working with young people should 
assess their level of maturity and their ability to resist pressure 
to conform.

Perinatal exposures to drugs and alcohol have a variety of 
adverse effects on the fetus. Some psychoactive substances, 
such as alcohol, amphetamines, and cocaine, have teratogenic 
effects when taken during pregnancy. Teratogenic substances 
are those that cause physical defects in the developing embryo. 
Other drugs do not affect fetal development per se, but have 
other adverse health effects for the neonate or long-term effects 
for	the	child.	For	example,	fetal	alcohol	exposure	may	result	
in prenatal and postnatal growth deficits, CNS abnormality, 
and	delayed	psychomotor	development.	Fetal,	neonatal,	and	

developmental effects of selected psychoactive substances are 
 presented in Table 29-2•.

The	true	incidence	of	fetal	alcohol	syndrome	(FAS)	and		fetal	
alcohol	spectrum	disorders	(FASD)	is	not	known.	An		estimated	
0.2	to	1.5	cases	of	FAS	occur	for	every	1,000	live	births	in	the	
United States, and experts speculate that there may be as many 
as	three	times	as	many	cases	of	FASD	(	Division	of	Birth		Defects	
and	Developmental	Disabilities,	2012).	From	2006	to	2010,	
76% of pregnant women reported some alcohol use  during 
pregnancy, and 1.4% engaged in binge drinking (Marchetta et 
al., 2012).

Use of other drugs during pregnancy can also harm the fe-
tus.	For	example,	methamphetamine	use	by	pregnant	women	
may result in prematurity, placental abruption, small gesta-
tional size, lethargy, and heart and brain abnormalities. Long-
term effects may include attention deficits and increased stress 
(NIDA, 2013).

Population health nurses are often involved in assisting 
 either biological or foster parents to care for infants and chil-
dren exposed to alcohol in utero. As noted in Chapter 16 , FAS	 
is a condition resulting from maternal alcohol consumption 
during pregnancy and is characterized by growth retardation, 
facial malformations, and CNS dysfunctions that may include 
mental	retardation.	Long-term	effects	of	FAS	include	inability	
to hold down a job, impulsivity, social withdrawal, poor judg-
ment, and mental retardation. In working with newborns and 
young children, the population health nurse should be alert to 

TAbLE 29-2  Fetal, Neonatal, and Developmental Effects of Perinatal Psychoactive 
Substance Exposure

Substance Fetal Effects Neonatal Effects Developmental Effects

Alcohol Growth deficiency, microcephaly, 
stillbirth, low birth weight (LBW), 
joint and facial anomalies, cardiac 
and kidney anomalies

Acute withdrawal with sedation, 
seizures, poor feeding

Developmental delay, low IQ, 
hyperactivity

Sedatives, hypnotics Sedation at delivery Tremors, hypertonicity, poor suck, 
high-pitched cry

Unknown

Opioids Intrauterine growth  retardation, 
microcephaly, prematurity, 
hyperactivity

Withdrawal with tremors, hyper-
tonicity, poor feeding, diarrhea, 
seizures, irritability

Increased rate of sudden infant 
death syndrome (SIDS)

Cocaine Spontaneous abortion Tremors, hypertonicity, muscle 
weakness, seizures

Developmental delay, increased 
rate of SIDS

Amphetamines Intrauterine growth retardation, 
biliary atresia, transposition of 
great vessels

Stillbirth, LBW, cardiac anomalies, 
withdrawal

Poor school performance

Hallucinogens Agitation at delivery, microcephaly Irritability, poor fine-motor coordi-
nation, sensory input problems

Unknown

Cannabis Bleeding problems in delivery Sedation, tremors, excessive 
 response to light

Unknown

Inhalants Unknown Unknown Unknown
Nicotine Intrauterine growth retardation, 

microcephaly
Jitteriness, poor feeding Poor school performance, 

 increased rate of SIDS
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signs of perinatal drug exposure. He or she also assesses for 
risk factors that would make children and youth particularly 
 vulnerable to substance abuse and its effects.

Lower rates of binge drinking are found among the elderly 
at only 3.8% of the population over 65 years of age. Binge 
drinking occurs with greater frequency in this age group but 
at lower levels of intensity (number of drinks per episode) 
(Kanny, Liu, & Brewer, 2011). Although generally less likely to 
abuse alcohol and drugs than their younger counterparts, older 
people may experience more severe consequences because of 
their diminished ability to detoxify toxic substances. In addi-
tion, substance abuse problems in older clients may not be di-
agnosed because health care providers are not alert to signs and 
symptoms of abuse in this age group.

Gender differences in substance use and abuse are also com-
mon.	For	example,	2009	BRFSS	data	indicated	twice	as	many	
men as women engaged in binge drinking. Men also engaged 
in binge drinking more often and consumed a greater number 
of drinks per episode than women (Kanny et al., 2011). Simi-
larly, men are slightly more likely to be admitted to a hospital 
for methamphetamine-related problems than women (NIDA, 
2013). In addition, age-adjusted alcohol-induced mortality 
among men was three times that for women in 2010 (11.7 and 
3.9 per 100,000 population respectively), and drug induced 
mortality was 59% higher for men than for women (15.9 vs. 10 
per 100,000 population) (Murphy et al., 2013b).

There is also variability among racial and ethnic groups in 
terms	of	substance	abuse	and	its	effects.	For	example,	in	2010,	the	
age adjusted rate for alcohol-induced deaths for the American 
Indian/Alaska Native (AI/AN) population was 25.4 per 100,000 
population, more than three times that of the next highest group—
Whites at 8 per 100,000. The lowest alcohol-induced mortality was 
experienced by the Asian/Pacific Islander (API) population at 1.6 
deaths per 100,000 population (Murphy et al., 2013b).

Drug-induced mortality in 2010 was highest for the White 
population (14.6/100,000 population), followed by the AI/AN 
population (11.4/100,000), and lowest in the API population. 
People of Hispanic origin had higher alcohol-induced mortal-
ity than non-Hispanics (9.1 vs. 7.4 per 100, 000 population), but 
the Hispanic drug-induced mortality rate was less than half of 
that for non-Hispanics (6.1 and 14.2 per 100,000 population, re-
spectively) (Murphy et al., 2013b). Population health nurses can 
initiate public education campaigns targeted at and relevant to 
high-risk	groups.	For	example,	prevention	campaigns	among	
Native American groups should be culturally relevant and ad-
dress the myriad social factors that may contribute to abuse as 
well as the physiologic differences in drug metabolism that influ-
ence development of substance-related problems. Programs may 
also need to be modified for targeted subpopulations within ra-
cial	or	ethnic	groups.	For	example,	U.S.-born	African	Americans	
have been shown to have higher rates of alcohol dependence and 
drug abuse than Caribbean Blacks (Gibbs et al., 2013).

Genetic inheritance. A growing body of evidence suggests 
that substance abuse is associated with some form of genetic 
 predisposition. Studies of adopted children, for example,  indicate 

that alcohol abuse by one or both of the biological parents is 
 associated with alcohol and drug abuse by the child, but no in-
creased risk has been noted when adoptive parents drink. The 
National Institute on Drug Abuse estimates that genetic factors, 
in combination with environmental influences, account for about 
half of population vulnerability to addiction. In addition, gene– 
environment interactions that occur at particularly critical periods 
of development add to the risk of substance abuse (NIDA, 2012b).

In assessing individuals and families for the level of risk for 
substance abuse, the population health nurse prepares a detailed 
genogram that includes information about the family history of 
substance abuse as well as the presence of physical and emotional 
illnesses with a genetic component. Population health nurses can 
also educate the public about the potential heritability of sub-
stance abuse risks and advocate for prevention among people 
who are at risk due to a family history of abuse.

Physiologic function. The relationship between substance 
abuse and physiologic function is bidirectional. Persons with 
chronic physical health problems or disability may abuse drugs 
or alcohol as an escape from pain, depression, or stress related to 
the disability. Substance abuse may stem from a desire for grati-
fication when other avenues are denied or as a method of regain-
ing control over one’s choices and actions. Data from the 2009 
BRFSS	 indicated	 that	 binge	 drinking	 prevalence,	 for	 example,	
was slightly lower among disabled individuals than in the non-
disabled population (14.3% vs. 16%), but that frequency and in-
tensity of binge drinking were higher in the disabled population 
(Kanny et al., 2011). In working with disabled clients, population 
health nurses assess clients’ responses to disability and their vul-
nerability to substance abuse as a means of coping with disability.

Rates of substance abuse are also high among HIV-infected 
individuals. IDU, of course, is a mode of transmission for HIV 
infection, but even among non-IDUs, rates of substance use 
and abuse are high. In one national sample, for example, 40% 
of HIV-positive individuals reported illicit drug use other than 
marijuana in the prior year, and 12% screened positive for sub-
stance dependence. In another eight-city study, 40% of HIV-
infected individuals reported heavy alcohol or crack cocaine 
use in the prior year; 38% reported marijuana use; 14% used 
heroin or stimulants; and 25% were polydrug users (Mimiaga 
et al., 2013). Polydrug use is the use of more than one psycho-
active substance (NIDA, 2010). HIV-infected substance abus-
ers have also been known to divert their antiretroviral (ARV) 
medications, selling them on the street to support their drug 
habits. ARV diversion is movement of legal regulated drugs to 
illegal markets (Surratt, Kurtz, Cicero, O’Grady, & Levi-Minzi, 
2013). In one study, diverters were significantly less likely than 
non-diverters to maintain the 95% adherence to treatment re-
quired to suppress viral load and prevent HIV transmission 
(Surratt et al., 2013).

Substance use and abuse may result in physiologic changes. 
The trajectory of substance abuse usually begins with occasional 
use and may progress to regular use. In some people, changes 
in brain metabolism and activity lead to the compulsive, uncon-
trollable use that characterizes abuse and dependence. These 
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changes occur through two mechanisms: imitation of the brain’s 
normal neurotransmitters or overstimulating the brain’s “reward 
circuits” (NIDA, 2012b). Unfortunately, many psychoactive 
drugs with potential for abuse have rebound effects that are usu-
ally the opposite of their initial effects and lead to repeated use 
to eliminate the undesirable symptoms created by the rebound. 
These adverse effects are discussed later in this chapter. Because 
of the phenomenon of tolerance defined earlier, the user requires 
larger and larger doses of many drugs to combat rebound effects 
and to achieve the desired pleasurable effect.

Population health nurses assess individual clients for signs 
of intoxication with psychoactive substances, as well as for signs 
of withdrawal from psychoactive substance use. Intoxication is 
a state of diminished physical or mental control that occurs as 

a result of the current use of psychoactive drugs. Intoxication 
with	different	drugs	may	be	reflected	in	differing	symptoms.	For	
 example, cocaine intoxication is characterized by  disinhibition, 
impaired judgment and impulsivity, grandiosity, and com-
pulsively repeated actions. Other common symptoms include 
hypersexuality, hypervigilance, and hyperactivity. Nicotine in-
toxication, on the other hand, is characterized by increased blood 
pressure, heart rate, and muscle tone. Table 29-3• summarizes 
individual signs of intoxication with selected psychoactive sub-
stances, while Table 29-4• provides indicators of withdrawal 
from specific substances. The nurse also assesses the incidence 
and prevalence of intoxication and withdrawal in the population.

Substance abuse disorders increase the risks of death and dis-
ability due to cirrhosis, heart disease, hepatocellular carcinoma, 

TAbLE 29-3 Signs of Intoxication with Selected Psychoactive Substances

Substance Typical Indications of Intoxication

Alcohol Decreased alertness, impaired judgment, slurred speech, nausea, double vision, vertigo, staggering, unpredictable 
emotional changes, stupor, unconsciousness, increased reaction time

Sedatives, hypnotics, 
anxiolytics

Slurred speech; slow, shallow respiration; cold and clammy skin; nystagmus; weak and rapid pulse; drowsiness, 
blurred vision, unconsciousness; disorientation; depression; poor judgment; motor impairment

Opioids Sedation, hypertension, respiratory depression, impaired intellectual function, constipation, pupillary constriction, 
watery eyes, increased pulse and blood pressure

Cocaine Irritability, anxiety, slow weak pulse, slow shallow breathing, sweating, dilated pupils, increased blood pressure, 
 insomnia, seizures, disinhibition, impulsivity, compulsive actions, hypersexuality, hypervigilance, hyperactivity

Amphetamines Sweating, dilated pupils, increased blood pressure, agitation, fever, irritability, headache, chills, insomnia, 
 agitation, tremors, seizures, wakefulness, hyperactivity, confusion, paranoia

Hallucinogens Dilated pupils, mood swings, elevated blood pressure, paranoia, bizarre behavior, nausea and vomiting, tremors, 
panic, flushing, fever, sweating, agitation, aggression, nystagmus (PCP)

Cannabis Reddened eyes; increased pulse, respirations, and blood pressure; laughter; confusion; panic; drowsiness
Inhalants Giddiness, drowsiness, increased vital signs, headache, nausea, fainting, stupor, fatigue, slurred speech, 

 disorientation, delirium
Nicotine Headache; loss of appetite; nausea; increased pulse, blood pressure, and muscle tone

TAbLE 29-4 Indications of Withdrawal from Selected Psychoactive Substances

Substance Indications of Withdrawal

Alcohol Anxiety, insomnia, tremors, delirium, convulsions
Sedatives, hypnotics, 
anxiolytics

Anxiety, insomnia, tremors, delirium, convulsions (may occur up to 2 weeks after stopping use of anxiolytics)

Opioids Restlessness, irritability, tremors, loss of appetite, panic, chills, sweating, cramps, watery eyes, runny nose, nausea, 
 vomiting, muscle spasms, impaired coordination, depressed reflexes, dilated pupils, yawning

Cocaine Early crash: agitation, depression, anorexia, high level of craving, suicidal ideation
Middle crash: fatigue, depression, no craving, insomnia
Late crash: exhaustion, hypersomnolence, hyperphagia, no craving
Early withdrawal: normal sleep and mood, low craving, low anxiety
Middle and late withdrawal: anhedonia, anxiety, anergy, high level of craving exacerbated by conditioned cues
Extinction: normal hedonic response and mood, episodic craving triggered by conditioned cues

Amphetamines Fatigue, hunger, long periods of sleep, disorientation, severe depression
Hallucinogens Slight irritability, restlessness, insomnia, reduced energy level, depression
Cannabis Insomnia, hyperactivity, decreased appetite
Inhalants None reported
Nicotine Nervousness, increased appetite, sleep disturbances, anxiety, irritability
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and stroke. IDUs also have a high risk of impairment due to 
drug impurities and infection. As we saw in Chapter 26 , in-
jection drug use is associated with high incidence of HIV infec-
tion and hepatitis B, C, and D. Drug use is also associated with  
unprotected sexual activity and an increased number of sexual 
partners, increasing the risk for sexually transmitted infections 
(STIs) (Mimiaga et al., 2013). Tetanus and abscesses at the in-
jection site also occur with IDU. Substance abuse also increases 
the risk for other communicable diseases such as tuberculosis 
and influenza. In addition, substance abuse acts as a barrier to 
effective	TB	treatment,	control,	and	prevention.	For	example,	
examination of a cluster of TB patients in one county indicated 
that 88% were engaged in methamphetamine use, and use was 
reported by 67% of their contacts, with 25% of contacts screen-
ing positive for TB infection (Pevzner et al., 2010). As noted 
earlier, substance use and abuse may also contribute to long-
term physical consequences related to accidental injury.

According to the U.S. Surgeon General’s 2014 report on the 
health consequences of smoking and nicotine, the primary psy-
choactive substance in tobacco, is acutely toxic in high doses. 
In addition, tobacco use affects multiple biological pathways 
contributing to elevated risk for diseases such as lung, liver, 
colorectal, and breast cancers and chronic obstructive pul-
monary disease. In addition, smoking increases the risk of 
tuberculosis disease and related mortality, and both smoking 
and second-hand smoke exposure increase the risk of stroke. 
Other effects of smoking include contributions to age-related 
macular degeneration, erectile dysfunction, diabetes, immune 
system compromise, and rheumatoid arthritis. Evidence also 
suggests causal relationships between smoking and asthma 
incidence and exacerbation, dental caries, and inflammatory 
bowel disease (Office of the Surgeon General, 2014).

In addition to assessing clients for signs and symptoms of 
intoxication and withdrawal, population health nurses also 
assess individual clients for symptoms of long-term effects of 
substance abuse. These effects can be physical or psychological  

and	vary	with	the	psychoactive	substance.	For	example,	long-
term effects of alcohol abuse include malnutrition, cirrhosis, 
and liver cancer, and typical effects of phencyclidine abuse are 
 psychoses and insomnia. Long-term effects of selected psycho-
active substances for individuals are summarized in Table 29-5•.  
The population health nurse would assess individual clients 
for long-term effects of substance abuse. He or she would also 
determine the incidence and prevalence of these effects in the 
population. Biological factors contributing to or resulting from 
substance abuse can be identified using the Focused Assessment 
questions provided on the next page.

PSyCHOLOgICAL DETErMINANTS. Both personality 
traits and the presence of psychopathology may contribute to 
problems of substance abuse. There seem to be some common-
alities in the personalities of substance abusers regardless of the 
type of substance abused. Personality traits that may place one 
at risk for substance abuse include rebelliousness and noncon-
formity that may lead to substance abuse as an expression of 
defiance or as an escape from the constraints and expectations 
of the adult world. Other common traits in abusers are a greater 
tolerance of deviant behavior, a poor self-concept, and passive 
surrender to belief in their own inevitable failure in life. Abusers 
of psychoactive substances also tend to be impulsive, be unable 
to value themselves, and have poor tolerance for frustration and 
anxiety. They may also have difficulty in acknowledging their 
feelings and in developing interests and deriving pleasure from 
them. In addition, people who abuse psychoactive substances 
frequently feel alienated from those around them and are 
 socially isolated. They may also feel powerless, and they usually 
have poor coping skills.

Substance abusers also tend to display a common set of 
defense mechanisms that include denial, projection, ratio-
nalization, and conflict minimization and avoidance. Abus-
ers frequently deny that they have a problem with substance 
abuse and assert that they can change their behavior. They may 

TAbLE 29-5  Long-Term Effects Associated with Abuse of Selected Psychoactive 
Substances

Substance Long-Term Effects of Abuse

Alcohol Malnutrition; impotence; ulcers; cirrhosis; esophageal, stomach, and liver cancers; organic brain syndrome; 
deafness

Sedatives, hypnotics, anxiolytics Potential for death due to overdose from increasing doses due to tolerance, impaired sexual function
Opioids Lethargy, weight loss, sexual disinterest and dysfunction, increased susceptibility to infection and accidents, 

constipation
Cocaine Damage to nasal tissue, high blood pressure, weight loss, muscle twitching, paranoia, hallucinations, disrupted 

sleeping and eating patterns, irritability, liver damage
Amphetamines Depression, paranoia, hallucinations, weight loss, impotence
Hallucinogens Memory loss, inability to concentrate, insomnia, chronic or recurrent psychosis, flashbacks
Cannabis Chromosome changes, reduced sperm count, impaired concentration, poor memory, reduced alertness, inabil-

ity to perform complex tasks
Inhalants Organic brain syndrome, liver and kidney damage, bone marrow damage, anemia, hearing loss, nerve damage
Nicotine Cardiovascular disease, lung cancer, bladder cancer, chronic disease, diabetic complications
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exhibit inability to accept responsibility for their own behavior 
in other areas as well, and they frequently project or transfer 
the blame for their own behavior onto others. They also ratio-
nalize their behavior without developing true insights into the 
reason for that behavior. They tend to try to avoid conflict, and 
may turn to substance abuse as a means of escaping from the 
stress generated by conflict rather than engaging in positive 
modes of conflict resolution.

The relationship between substance abuse and other men-
tal	illness	is	often	a	reciprocal	one.	For	example,	the	presence	of	
other mental disorders increases the risk for substance abuse. Psy-
chological stress contributes to substance abuse as well (NIDA, 
2012b). Similarly, the presence of ADHD has been linked to in-
creased tobacco use, higher rates of hazardous alcohol use, and 
greater impairment with the use of drugs such as marijuana and 
other illicit drugs (Rooney, Chronis-Tuscano, & Yoon, 2014). In 
addition, ADHD has been associated with younger initiation of 
use of tobacco and other addictive substances, more severe abuse, 
and a shorter time period from initiation to dependence or abuse 
(Kousha, Shahrivar, & Alaghband-rad, 2014).

Conversely, substance use and abuse may contribute to or 
worsen	mental	illness.	For	example,	marijuana	use	has	been	
found to worsen schizophrenia and is associated with depres-
sion, anxiety, and other personality disorders (NIDA, 2014a). 
Similarly, methamphetamine use is associated with affective psy-
choses, schizophrenia, and depression (Gruenewald et al., 2013). 
Substance	use	and	abuse	is	also	linked	to	suicide.	For	example,	
alcohol use has been associated with suicide, but somewhat dif-
ferently depending on age, ethnicity, and the method of suicide 
chosen. Among young and middle adults, alcohol use frequently 
accompanies	suicide	by	firearms	or	hanging.	For	older	people,	
alcohol use is more often associated with suicide by poisoning. 
Asian/Pacific Islanders often combine alcohol with poisoning as a 
method of suicide, whereas Blacks combine alcohol with hanging. 
Overall, in one study, alcohol was associated with 35% of suicides 
using firearms, 26.8% of hanging suicides, and 32.7% of suicides 
by poisoning (Conner et al., 2014). In all probability, the use of 
alcohol lessens inhibitions against suicide. Questions to help 
identify psychological determinants influencing substance abuse 
in the population are included in the Focused Assessment below.

FOCUSED ASSESSMENT
Assessing biological Determinants 
Influencing Substance Abuse

extent of substance use by among various age groups in the 
population?

•	 Is	the	individual	client	pregnant?	What	effects	will	substance	
abuse have on the fetus? What is the extent of drug or 
alcohol use during pregnancy in the population?

•	 What	physiological	effects	has	substance	use	or	abuse	had	
for the individual client?

•	 What	are	the	incidence	and	prevalence	of	substance-related	
morbidity and mortality in the population?

•	 Are	there	existing	physical	health	problems	contributing	to	
substance abuse? What effects does substance abuse have 
on efforts to control existing physical health problems (e.g., 
diabetes) at individual or population levels?

•	 Is	there	a	family	history	of	substance	abuse?

•	 Does	the	individual	client	exhibit	signs	of	intoxication	
or withdrawal? Does the client exhibit long-term effects 
of substance use or abuse? What are the incidence and 
prevalence of intoxication, withdrawal, and long-term effects 
of substance abuse in the population?

•	 What	influence,	if	any,	does	age	have	on	the	development	of	
substance abuse in the individual or population? What is the 

FOCUSED ASSESSMENT
Assessing Psychological Determinants 
Influencing Substance Abuse

•	 What	sources	of	stress	in	the	population	may	contribute	to	
substance abuse?

•	 Is	there	underlying	psychopathology	contributing	to	substance	
abuse? What is the extent of mental illness in the population 
and what are the associations with substance abuse?

•	 To	what	extent	is	substance	use	or	abuse	associated	with	
suicide or suicide attempts in the population?

•	 Does	the	individual	client	have	a	poor	self-image?

•	 What	are	the	client’s	life	goals?	Are	they	realistic?

•	 Does	the	client	exhibit	poor	impulse	control?	What	is	the	
client’s level of frustration tolerance?

•	 What	life	stresses	is	the	client	experiencing?	What	is	
the extent of the client’s coping abilities? What defense 
mechanisms does the client display?
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ENvIrONMENTAL DETErMINANTS. Recent research 
is confirming the view of substance abuse or addiction as  being 
a product of gene–environment interactions. The interaction 
 between genetic inheritance and environmental factors to re-
sult in disease is referred to as epigenetics. The environmental 
 component of this interaction is termed the exposome, which is 
defined as critical environmental factors that interact with genetic 
and psychological variables to result in addiction (Stahler, Mennis, 
& Baron, 2013). Based on the findings of relevant research, it is 
believed that memories of physical, social, and community envi-
ronmental stimuli and contexts associated with prior drug use are 
stored in the brain. These memories then act as triggers for sub-
sequent use resulting eventually in addiction (Stahler et al., 2013).

It has been proposed that geospatial technology pinpoint-
ing the environments in which drug use occurs can help to 
understand how place and environment influence behavior. 
It has even been suggested that tracking movement and activi-
ties of abusers over time through GPS technology might lead 
to real-time interventions via mobile devices to prevent drug 
use	(Stahler	et	al.,	2013).	For	example,	one’s	phone	might	lo-
cate one in an area with ready access to alcohol. If someone is 
at risk for alcohol abuse, an immediate automatic text message 
or telephone call might be generated to help him or her refrain 
from alcohol use in that environment. Part of the community 
environment may include local attitudes to drug use and toler-
ance of the use of specific drugs in that locale. Abuse of spe-
cific drugs is known to vary widely by geographic region within 
the	United	States.	For	example,	methamphetamine	use	is	more	
common in western states than elsewhere in the country, with 
the highest rates of treatment admissions for methamphet-
amine dependence occurring in Hawaii, followed by San Diego, 
San	Francisco,	Denver,	and	Phoenix	(NIDA,	2013).	Similarly,	
adolescent prescription drug misuse has been found to be more 
common in rural than urban areas (Spoth et al., 2013).

Other elements of the environment that may contribute to 
substance use and abuse include the ease of access to drugs of 
choice.	For	example,	the	density	of	alcohol	outlets	has	been	
found to be associated with rates of binge drinking, with 13% 
of people in areas with 130 alcohol outlets per square mile en-
gaged in binge drinking compared to 8% in areas with only 20 

outlets per square mile. Research has also linked alcohol outlet 
density to arrests for driving under the influence, MVA, inju-
ries, suicide, violence, mean per person alcohol consumption, 
and alcohol-related disorders (Ahern, Margerison-Ziko, Hub-
bard, & Galea, 2013), as well as alcohol-related hospital admis-
sions (Stockwell et al., 2013). Another environmental factor 
linked to increased rates of substance abuse is the extent of 
abandoned housing in the area (Stahler et al., 2013). This link 
may be a product of low socioeconomic status and increased 
stress in neighborhoods or an easy venue for drug exchanges 
and use.

Environmental exposure to drug-related advertising is an-
other	factor	in	substance	use,	particularly	among	youth.	For	
example, one study in Boston found that public school stu-
dents in grades 5 through 12 were routinely exposed to adver-
tising in subway stations and the exposure to such advertising 
was 4.5 times more likely in stations in high poverty areas than 
in more affluent neighborhoods. The authors concluded that 
the equivalent of every adult and every 5th to 12th grade public 
school student in the region received daily exposure to alcohol 
advertising (Gentry et al., 2011).

The environment in which drugs are used may also contribute 
to adverse effects on health beyond triggers for subsequent use. 
For	instance,	many	smoke-free	workplace	regulations	provide	ex-
emptions for indoor hookah lounges, where tobacco is smoked 
through water or “bubble” pipes. A study of air quality in indoor 
hookah lounges found that air quality ranged from unhealthy to 
distinctly	hazardous	(Fiala,	Morris,	&	Pawlak,	2012).

Finally,	substance	use	and	abuse	may	contribute	to	safety	
hazards in the environment. Earlier we discussed the effects of 
drug and alcohol use in terms of MVA, but substance use and 
abuse also contribute to a variety of accidents in occupational 
and other settings. In addition, the environment involved in 
methamphetamine production may result in fires or explosions. 
Furthermore,	methamphetamine	production	includes	a	vari-
ety of toxic chemicals that may affect people living in the sur-
rounding area (NIDA, 2014b). The Focused Assessment below  
provides questions that can assist the population health nurse 
in assessing environmental determinants influencing substance 
use and abuse in the population.

FOCUSED ASSESSMENT
Assessing Environmental Determinants 
Influencing Substance Abuse

•	 What	environmental	factors	are	associated	with	drug	use	and	
may trigger subsequent use?

•	 To	what	extent	are	members	of	the	population	exposed	to	
advertising for alcohol and other substances?

•	 What	are	the	contributions	of	substance	use	and	abuse	to	
safety and other health hazards in the environment?

•	 Do	the	incidence	and	prevalence	of	abuse	of	specific	drugs	
vary by geographic region or neighborhood?

•	 What	is	the	density	of	alcohol	outlets	in	the	area?

•	 How	accessible	are	drugs	of	abuse	in	the	area?

•	 What	is	the	extent	of	abandoned	housing	in	the	area?

•	 Where	do	drugs	tend	to	be	used	within	the	area?
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SOCIOCULTUrAL DETErMINANTS. Sociocultural fac-
tors may also contribute to problems of substance abuse. So-
ciocultural factors addressed here include cultural influences; 
interpersonal interactions; factors related to socioeconomic 
status, employment, and occupation; social policies related to 
substance use and abuse; and addictive substance marketing.

Cultural influences.	 Family	 attitudes	 derive	 from	 cultural	
perceptions of substance use and abuse. Different cultures may 
have different perceptions of the acceptability of substance use. 
For	 example,	 there	 is	 a	 growing	 cultural	 acceptance	 of	 recre-
ational or medical use of marijuana in the United States. These 
changing perceptions are exemplified by the fact that two states 
to date have legalized recreational use of marijuana by adults 
and 20 states have legislation permitting medical marijuana use 
(NIDA, 2014a).

Different cultural groups also have different norms regard-
ing the use of legitimate substances such as alcohol and to-
bacco.	For	example,	cultural	groups	vary	with	respect	to	norms	
regarding who should drink alcohol (e.g., men, women, or 
both), the appropriate age for initiating alcohol use, and what 
beverages are appropriate (e.g., beer or hard liquor). Norms 
may	also	specify	when	alcohol	should	be	consumed.	For	ex-
ample, alcohol may be used primarily for celebratory rea-
sons or at holidays in some cultures and on any occasion in 
others. Similarly, there may be restrictions on the time of day 
one should consume alcohol (e.g., never before noon) or spe-
cific forms of alcohol (e.g., champagne at a fancy brunch or 
mimosas in the morning). Other norms may involve the “eti-
quette” of drinking; for example, should one drink a beer from 
the bottle or from a glass? Whether or not to sip one’s drink 
or belt it down may also be dictated by cultural norms (Heath, 
2012). Knowledge of cultural norms for the use of alcohol and 
other legitimate substances, such as tobacco and prescription 
medications, can assist population health nurses in identifying 
factors that may contribute to the risk for misuse and abuse in 
different segments of the population.

Interpersonal interactions. Day-to-day interpersonal inter-
actions also influence initiation of substance use and risk for 
abuse.	Family	interactions	and	relationships	with	peers	are	two	
common elements influencing substance abuse in populations.

Families	with	 low	cohesion,	high	levels	of	conflict,	 few	
shared interests and activities, poor coping strategies, and 
marital dissatisfaction increase the risk of substance abuse in 
their	members.	Families	who	encounter	multiple	stressors	and	
have inadequate resources are also at risk. Episodes of violence 
within the family can also lead family members to abuse sub-
stances as a means of escape from family tensions. Good par-
ent–child communication, maternal use of reasoning with 
children, and adequate supervision of children, on the other 
hand, may have a protective effect on initiation and use of sub-
stances	with	the	potential	for	abuse.	Family	attitudes	toward	
and use of alcohol, tobacco, and other substances of abuse also 
influence substance use by family members. Population health 

nurses should assess families for conditions that may contrib-
ute to substance abuse by family members.

Peer influence is another interaction factor in the social 
environment that may contribute to substance abuse. In ado-
lescents and preadolescents, in particular, pressure from peers 
to smoke, drink, or use other psychoactive drugs is a power-
ful motivator for initiating these behaviors (NIDA, 2012b). In 
working with young people, in particular, the nurse carefully 
assesses peer attitudes toward substance use and abuse as well 
as the degree to which the individual feels a need to conform to 
peer-dictated norms.

Modes of social interaction may also contribute to access to 
and	misuse	of	psychoactive	substances.	For	example,	the	In-
ternet makes it much easier to obtain controlled substances. 
Similarly, cellular telephones and social networking sites can 
facilitate drug distribution (Stahler et al., 2013).

Socioeconomic status, employment, and occupation. Social 
factors related to one’s socioeconomic status, employment, and 
occupation may also contribute to substance use and abuse. 
For	example,	community level income inequality, or the magni-
tude of differences between the richest and poorest members 
of a population, has been associated with both light and heavy 
drinking, with these associations found to be stronger for Blacks 
and  Hispanics than for Whites (Karriker-Jaffe,  Roberts, & Bond, 
2013). Binge drinking is more common among  people with 
 annual incomes over $75,000 than among those with  incomes 
under $25,000. Persons with cellular telephones also have  higher 
rates of binge drinking at both high and low  socioeconomic 
 levels than those with landline telephones only ( Kanny et al., 
2010), perhaps reflecting the availability of disposable income. 
Heavy drinking is more prevalent at higher-income levels than  
among people with lower annual incomes; however, lower- 
income levels are associated with greater frequency and inten-
sity of heavy drinking (Kanny et al., 2011).

Social factors such as poverty, unemployment, and discrim-
ination may create a sense of hopelessness and powerlessness 
that leads to substance abuse as an escape or to enhance one’s 
own feelings of competence. In addition, income levels may af-
fect the extent and severity of substance-related health prob-
lems.	For	example,	in	one	study	in	New	York	City,	analgesic	
overdose fatalities were less common in higher-income neigh-
borhoods than in lower-income area. Neighborhoods with 
high rates of analgesic overdose fatalities were characterized 
by fragmentation, increased levels of divorce, low employment 
and education levels, lack of health care resources, and neigh-
borhood deprivation (Cerdá et al., 2013).

Substance abuse disorders are prevalent among homeless 
individuals, but the direction of the relationship may be un-
clear. In many cases, individuals become homeless as a result 
of substance abuse disorders and inability to maintain suit-
able housing. In others, homeless people may turn to alcohol 
or drug abuse as a means of coping with their homelessness. 
Substance abuse has been found to be the strongest predictor of 
returning to homelessness (Zur & Mojtabai, 2013).
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Occupation is another sociocultural determinant that may 
contribute to substance abuse. Some occupational groups may 
be at increased risk for substance abuse, particularly those who 
are expected to entertain clients who drink. Similarly, substance 
abuse may occur among health care providers because of easy 
access to controlled drugs. An estimated 10% to 15% of nurses, 
for example, may be impaired by or recovering from substance 
abuse disorders. The legal obligation of coworkers to report 
an impaired nurse varies among jurisdictions, but nurses have 
an ethical obligation to clients, colleagues, the  profession, and 
the public to assure that impaired nurses do not compromise 
 patient safety (Thomas & Siela, 2011).

Employer attitudes toward and sanctions for alcohol, drug, 
and tobacco use also influence the extent of use among em-
ployees. As we saw in Chapters 23  and 27 , smoke-free 
workplaces lead to reduced smoking among employees as well 
as decreased exposure to second-hand smoke for nonsmoking 
employees. Some businesses and industries also perform drug 
testing at the time of employment or periodically throughout 
employment. Unemployment and attendant stress and hope-
lessness may contribute to substance abuse. The effects of un-
employment are also seen in the aftermath of substance abuse 
among recovering substance abusers who experience difficulty 
obtaining work.

Social policy issues. Societal attitudes and policies related 
to drug use and abuse also influence the extent of substance 
abuse in the population. Legal jurisdiction for policies related 
to  substance use and abuse occurs at multiple levels. For ex-
ample, states and municipalities have jurisdiction over laws 
that  govern tobacco and alcohol use and, increasingly, use of 
marijuana for recreational or medicinal purposes. The multi-
plicity of jurisdiction leads to differences in access to addictive 
substances, substance control spending, smoke-free air laws, 
advertising regulations, and excise taxes. Increased excise taxes 
on tobacco and alcohol have been shown to affect per capita 
consumption. For example, in one study of state tobacco excise 
taxes, every ten-cent increase in taxes on a pack of cigarettes re-
duced cigarette consumption by nearly three fourths of a pack 
per person per month (Sanders & Slade, 2013). Similarly, a 10% 
increase in the minimum price per unit of alcohol was associ-
ated with an almost 9% decrease in acute alcohol-related hospi-
tal admissions and a slightly greater decrease in admissions for 
chronic problems related to alcohol use (Stockwell et al., 2013).

States and municipalities also vary with respect to the ex-
tent and strength of tobacco-free legislation. Throughout the 
nation, coverage under such legislation differentially affects 
certain groups. For example, one national study indicated bet-
ter coverage and more comprehensive laws in areas with high 
Asian and Hispanic populations, and less coverage in primarily 
White or Black populations, suggesting a need for regionally 
tailored policy interventions to equalize disparities in coverage 
(Gonzalez, Sanders-Jackson, Song, Chen, & Glantz, 2013).

Tobacco control in the military falls under federal ju-
risdiction. Some authors have noted that Congressional 

opposition has impeded tobacco control in military settings. 
This opposition may even be abetted by the views of civilian 
public health leaders. In one study of national public health 
leaders, several were opposed to banning tobacco use on mil-
itary installations as a violation of smokers’ rights (Smith & 
Malone, 2013).

In Russia, alcohol control policy is federally mandated 
and regulates the production and sale of alcohol-containing 
products. Legislation requires registration of production and 
distribution facilities at relatively high fees. This has resulted 
in fewer producers because many producers were forced to 
close when they could not afford the registration fees. Fewer 
 producers has increased the price of alcohol and decreased 
consumption. As a result, Russia experienced a drastic decline 
in alcohol- related transportation fatalities, male alcohol-poi-
soning deaths, male and female cirrhosis deaths, and suicide 
rates. The policy change, initiated in 2006, has been cred-
ited with saving more than 4,000 lives per year (Pridemore  
et al., 2013).

In the United States, internal possession laws enacted in sev-
eral states have been associated with decreased probability of 
past month drinking among youth. Internal possession laws 
prohibit minors from possessing alcohol within their bodies 
and permit arrests based on behavioral assessment or blood or 
urine alcohol levels rather than being caught with alcohol in 
one’s possession (Disney, Lavallee, & Yi, 2013).

Policy initiatives such as internal possession laws can con-
tribute to substance control, but may also have unanticipated 
consequences. For example, implementation of age-related 
restrictions on the purchase, possession, and consumption of 
alcohol among youth have resulted in decreased hospital ad-
missions for alcohol-related conditions among youth under 
the legal drinking age. Among youth just over the legal age, 
however, hospitalization rates for alcohol use disorders, self-
inflicted injury, and alcohol-related MVA increased. Increased 
rates were also noted for emergency department visits, as-
saults, and alcohol-related suicide in the group just over the le-
gal drinking age (Callaghan, Sanches, Gatley, & Cunningham, 
2013). These figures suggest that youth who are freed from age-
related  restrictions on alcohol use may tend to engage in over-
use in celebration of that freedom.

Other policies also influence control of substance abuse, 
some more successfully than others. For example, Califor-
nia has made several attempts to control methamphetamine 
production, use, and abuse by restricting purchase of chemi-
cals needed for production. Such legislation has resulted in 
transient decreases in methamphetamine arrests and hospi-
talizations, but has inevitably been followed by changes in pro-
duction and distribution processes and subsequent increases in 
abuse (Gruenewald et al., 2013).

As noted earlier, recent policy changes in some jurisdic-
tions reflect changing societal attitudes to marijuana use and 
decreased perception of the associated risks. As of early 2014, 
two states had legalized recreational use of marijuana by adults 
and 20 states had enacted medical marijuana use laws (NIDA, 
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2014a). Medical marijuana use laws typically include four main 
provisions. Users must possess a state issued registry or iden-
tification card authorizing marijuana possession and use. The 
laws also address specific conditions for which marijuana may 
be used and include provisions prohibiting disciplinary action 
against physicians who prescribe marijuana for these condi-
tions. Additional provisions regulate access to and possession 
and	cultivation	of	marijuana.	Finally,	the	legislation	provides	
protection from prosecution for the medical marijuana user. 
Despite concerns that legalization of marijuana for medical 
purposes might lead to increased use by adolescents, research 
has indicated that has not occurred (Lynne- Landsman, Liv-
ingston, & Wagenaar, 2013).

Recreational use of marijuana is proving a bit more dif-
ficult to control, however. In Colorado, recreational use was 
approved in 2014 making it legal for persons over 21 years of 
age to possess up to one ounce of marijuana for any purpose. 
Unlike medicinal marijuana, recreational marijuana is being 
sold in a variety of food and beverage items that require child-
proof packaging. Like regulation of tobacco sales, prevention 
of purchase of these items by minors is difficult with retailers 
not engaging in mandated age verification procedures. In addi-
tion, these products contain less than 10 mg of tetrahydrocan-
nabinol (THC), the main psychoactive ingredient in cannabis 
preparations, resulting in a slower high and temptations to use 
larger amounts (James, 2014).

Attitudes that promote incarceration rather than treatment 
are another example of societal policy issues that influence sub-
stance abuse and its effects. As noted in Chapter 24 , many 
 jurisdictions are opting for drug courts and mandatory treat-
ment rather than incarceration for first-time offenders. Goals 
of drug court programs include reducing substance abuse and 
criminal justice recidivism among abusers and increasing the 
likelihood of drug offenders’ successful rehabilitation. Drug 
courts provide access to substance abuse treatment and mini-
mize use of incarceration as a control strategy (Judicial Council 
of California, 2014). The National Association of Drug Court 
Professionals (NADCP) has developed a set of key principles for 
court-directed treatment programs. These principles include the 
following:

•	 Integration	of	substance	abuse	treatment	with	justice	system	
case processing

•	 Use	of	a	non-adversarial	approach	by	prosecution	and	de-
fense lawyers, focusing on public safety while protecting of-
fenders’ right to due process

•	 Early	identification	of	eligible	offenders
•	 Assured	access	to	substance	abuse	treatment	and	other	reha-

bilitative services
•	 Objective	monitoring	of	continued	substance	use	by	testing
•	 A	coordinated	response	to	noncompliance
•	 Ongoing	interaction	between	offenders	and	the	court
•	 Evaluation	of	program	outcomes
•	 Continuing	interdisciplinary	education	of	program	officials	

and providers

•	 Development	of	partnerships	between	courts	and	public	and	
community-based agencies for program support

•	 Ongoing	 case	 management	 and	 support	 for	 social	
reintegration

•	 Appropriate	program	flexibility	to	address	the	needs	of	spe-
cial populations (e.g., women, ethnic minorities)

•	 Provision	of	post-treatment	and	aftercare	services	and	sup-
port (NADCP, n.d.).

In addition, NADCP (2013) has developed a set of best 
practice standards for drug courts. For	further	information	
about the standards, see the External Resources section of the 
student resources site.

Other jurisdictions are choosing to reduce sentences for 
nonserious, nonviolent crimes, including possession and use 
of	drugs.	For	example,	California	voters	passed	the	Three	
Strikes Reform Act of 2012 (proposition 36), which shortens 
the sentences for prisoners convicted of nonserious, nonvio-
lent crimes, including substance abuse–related crimes. As of 
August, 2013 only 1,000 eligible inmates had been released, 
and less than 2% of them had been rearrested, a recidivism 
rate far below state and national averages. Unfortunately, 
those released are not eligible for state or county employ-
ment, housing, or substance abuse treatment assistance put-
ting them at a disadvantage in successfully reorienting their 
lives. In the first year of implementation, the early release 
program saved the state $10 to $13 million (Stanford Law 
School Three Strikes Project & NAACP Legal Defense and 
Education	Fund	(n.d.).

Addictive substances marketing. In today’s world, cultural 
 attitudes toward specific behaviors may be strongly influenced 
by	media	messages.	For	example,	media	portrayals	of		drinking	
and smoking as desirable behaviors influence use of alcohol 
and tobacco. Media are also being used to send messages to 
 discourage inappropriate use of drugs and alcohol. Some of 
these  media messages are being generated by firms that pro-
duce alcoholic beverages in an attempt to convey an image of 
corporate  social responsibility. Corporate social responsibility 
has been  defined as business practices that assist companies to 
maintain a positive public image and exert favorable influence 
on policy makers (Babor & Robaina, 2013). 

Typical health-related corporate social responsibility ac-
tivities of the alcohol industry center on research sponsorship, 
efforts to mold public perceptions of alcohol policy research, 
sponsorship of scientific documents and conferences, and ef-
forts to influence public health policy. Independent scientific 
evidence generally supports reducing alcohol consumption 
through regulatory measures, but industry-supported research-
ers frequently criticize the methodology and findings of inde-
pendent research. As a result, the alcohol industry has engaged 
in research and policy related activities that fall under the guise 
of corporate social responsibility, but are primarily intended to 
further the industry’s own interests and policy agenda (Babor 
& Robaina, 2013).
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The value of underage drinking is estimated at $22.5 billion 
per year, while excessive drinking among adults accounts for 
another $48.3 billion in revenues the alcohol industry is reluc-
tant to give up. To forestall regulatory initiatives, the alcohol 
industry tends to support research that emphasizes the posi-
tive effects of moderate drinking to offset data on the burden 
of illness  derived from independent studies. Although moder-
ate drinking has been shown to have some positive effects at 
the individual consumer level, these effects have not held up 
in aggregate level studies. The alcohol industry provides re-
search support for grant-making organizations that often have 
industry representatives on boards that award funds and tar-
get	studies	that	are	likely	to	be	favorable	to	the	industry.	For	
this reason, some scientists have called for a moratorium on 
accepting alcohol (and tobacco) industry funding for research 
because of the  potential for conflicts of interest.

The alcohol industry has also attempted to sway public per-
ceptions	of	alcohol-related	research.	For	example,	a	report	on	
alcohol policies generated for the British government with the 
assistance of the Portman Group, a major alcohol producer, 
has been criticized for opposing, minimizing, or ignoring ev-
idence-based alcohol control policies in favor of approaches 
such as school-based alcohol education, which have proven 
less effective, but are less detrimental to industry interests. In 
addition, the industry has also paid academics to write letters 
to editors of professional journals criticizing and discredit-
ing the findings of independent research. Similarly, industry-
sponsored publications and conferences have been criticized 
for ignoring dissenting findings and being overly enthusiastic 
about	the	positive	effects	of	alcohol	use.	Finally,	the	industry	
consistently supports policy initiatives that do not conflict with 
industry interests, such as drunken driving legislation, respon-
sible drinking initiatives, and industry self-regulation (Babor 
& Robaina, 2013). The Smirnoff company, for example, has 

engaged in a campaign to convince policy makers of its com-
mitment to preventing underage drinking and reducing harm-
ful effects of alcohol use. Company efforts have emphasized 
funding prevention programs focused on  education, public 
awareness, and responsible retail practices, which have been 
shown to be ineffective, broadcasting “responsibility” ads, es-
tablishing partnerships with government and public health 
agencies, and establishing a self-regulatory structure to regu-
late advertising (Mosher, 2012).

Industry self-regulation typically focuses on industry 
pledges	not	to	market	addictive	substances	to	youth.	For	ex-
ample, the alcohol industry voluntarily agreed not to advertise 
alcohol on television when more than 30% of the audience is 
expected to be less than 21 years of age. The National Research 
Council of the Institute of Medicine proposed lowering the 
standard to times when more than 15% of viewers would be 
expected to be youth. A study of advertisements in 25 market 
areas indicated that nearly 24% of the ads violated the indus-
try standard and 35% would violate the more stringent IOM 
standard (Jernigan et al., 2013). Similarly, the beer industry has 
developed a self-imposed advertising code that addresses types 
of content and exposure markets to be avoided. A study of beer 
advertising during NCAA basketball tournaments from 1999 
to 2008 indicated that 35% to 74% of the ads had code viola-
tions, primarily related to the association of beer drinking with 
social success and use of content that would appeal to people 
under 21 years of age (Babor, Xuan, Damon, & Noel, 2013).

Media marketing for addictive substances such as tobacco 
and alcohol often relies on market segmentation, which in-
volves the development of tailored marketing plans for specific 
segments of the population. The intent of segmentation is to 
identify groups of potential consumers who share certain char-
acteristics and can be anticipated to respond in similar ways 
to particular marketing strategies. Segmentation requires a 

Evidence-based Practice

Understanding Attempts to Derail Evidence-based Policy
A significant body of research is available that underscores the 
effects of addictive substances and behaviors, such as alcohol, 
tobacco, drug use, and uncontrolled gambling, on personal and 
population health. Unfortunately, this evidence base is rarely used 
in developing control policies. Adams (2013) contended that an-
other body of evidence is needed regarding what he referred to 
as “addiction studies research” to understand the influence ex-
erted by addiction product industries (e.g., tobacco and alcohol 
producers and advertisers, casinos, etc.). Such research could 
inform strategies to counteract industry attempts to derail or mod-
ify legislative policies that might reduce industry profits. Adams 
described three approaches to addiction industries research, all 
of which will be needed to develop a sufficient evidence base to 
counteract addiction industry influence in policy making.

The first area of research involves understanding the  pathways 
by which industry influence occurs. Examples found in recent 
 literature include the expected advertising, targeted marketing, 
and lobbying strategies, but other forms of influence include re-
search and event sponsorship and charitable giving. The second 
focus of addiction industries research should be on determin-
ing and making public the amount of money spent by addiction 
industries on influencing policy and public opinion. Finally, re-
search is needed on effective strategies to minimize industry in-
fluences (Adams, 2013). Some of this research is already being 
conducted, but more is needed. Armed with this three-pronged 
evidence base, public health organizations would be better 
equipped to promote effective policies for addiction prevention 
and control.
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substantial population segment that is measurable in terms of 
its size and purchasing power, is accessible, and is “actionable,” 
meaning that specific marketing strategies can be designed to 
influence its members (Iglesias-Rios & Parascandola, 2013).

Segmented marketing approaches are typically based on so-
phisticated analyses of the target population’s characteristics. 
As an example, the R. J. Reynolds Tobacco Company identi-
fied young Hispanics as an undersold market and developed 
a sophisticated surveillance system to track tobacco use in this 
population. Their research identified five key population seg-
ments, those who were concerned with being ruggedly mas-
culine, the “cool” group, those focused on being stylish, those 
who believed in moderation, and those concerned with sav-
ings. Acknowledging the heterogeneity of the Hispanic market, 
the company then developed marketing strategies to address 
each of these market segments. They also focused on personal-
ity	traits	characteristic	of	the	population.	For	example,	to	ad-
dress the cultural trait of sociability, ads stressed that tobacco 
products were “for sharing and savoring.” In addition, because 
certain segments of the market valued attending Hispanic 
functions, the company sponsored major events (Iglesias-Rios 
& Parascandola, 2013). Similar tactics were used in market-
ing tobacco to White and African American men, focusing on 
the image of the masculine, independent loner (the “Marlboro 
Man”) in marketing to White males and the “Kool” connected 
and influential man among African Americans (White, Oliffe, 
& Bottorff, 2013). 

Diageo, the company that produces the Smirnoff brand of 
vodka, used a marketing approach to undo the effects of pro-
hibition on attitudes to distilled spirits or hard liquor. Control 
policies at the end of the prohibition era in the United States 
were focused on high alcohol content beverages with prior 
links to organized crime and bootlegging operations. At the 
time, beer and wine were viewed as “beverages of modera-
tion” and control strategies promoted a shift to beer and wine 
through higher taxes on distilled spirits, limitation of outlets 
where hard liquor could be sold, and allowing beer and wine 
to be advertised on electronic media. As a result, from 1970 to 
1997, hard liquor was associated with older generations, and 
beer was the beverage of choice for younger consumers. In an 
effort to increase sales of its Smirnoff vodka brand to a younger 
market, the company created beverages with vodka that tasted 
like soft drinks; marketed the products as malt beverages to 
compete with beer in regard to pricing, availability, and adver-
tising restrictions on hard liquor; and posed their products as 
a young people’s drink using fruit flavors and other market-
ing strategies. Such strategies were effective in increasing vodka 
consumption among younger people (Mosher, 2012). Market-
ing and other sociocultural factors influencing substance abuse 
in the population can be assessed using the questions provided 
in the Focused Assessment on the next page.

bEHAvIOrAL DETErMINANTS. Recreational activities 
can contribute to the use of psychoactive substances in that 
 alcohol and tobacco use is a frequent adjunct to such activities. 

People tend to drink and smoke when they socialize with oth-
ers.	 Friday	or	 Saturday	night	binges	 are	 a	 relatively	 common	
phenomenon, when people can “let go” and drink because they 
know they will have time to recover before returning to work 
on Monday. Next to alcohol, marijuana is the most widely used 
recreational drug, but cocaine is also used recreationally and 
has the connotation of high status, glamour, and excitement. 
PCP and the club drugs are also used for recreational purposes.

Alcohol use and frequenting bars are also associated with 
higher rates of tobacco use and with binge drinking. In addi-
tion, alcohol use and bar attendance also make smoking cessa-
tion more difficult. Alcohol use has been negatively associated 
with attempts to quit smoking among light smokers, but has 
a positive association with successful quitting among heavy 
smokers (Jiang & Ling, 2013). Smoking in hookah lounges 
contributes to inhalation of 40 times the volume of smoke as 
cigarette smoking, exacerbating the negative effects of smok-
ing	(Fiala	et	al.,	2012).	Drug	use	is	also	often	combined	with	
smoking (Hunt, Gajewski, Jiang, Cupertino, & Richter, 2013), 
and early marijuana use has been liked to use of other addictive 
substances (NIDA, 2014a).

Drug and alcohol use and abuse may also contribute to un-
safe sexual activity, particularly among members of sexual mi-
nority groups. Substance abuse is more prevalent among sexual 
minorities, probably as a result of exposure to chronic socially 
based stressors (Newcomb, Birkett, Corliss, &  Mustanski, 
2014). Sexual minority youth, in particular, are more likely 
than their heterosexual counterparts to report lifetime and 
past month use of alcohol, heavy episodic drinking, and early 
 initiation of alcohol use (Talley, Hughes, Aranda, Birkett, & 
Marshall, 2014).

Specific behaviors related to actual abuse of drugs also con-
tribute to physical and mental health problems. Injection drug 
use, for example, increases the risk of HIV infection and re-
lated	behaviors.	For	example,	in	one	study	of	IDUs	in	20	cities,	
69% engaged in unprotected sexual activity, 34% shared injec-
tion equipment, and 23% engaged in unprotected heterosexual 

Tobacco companies target their marketing strategies to attract 
specific segments of the population. (Dominique VERNIER /Fotolia)
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anal sex. In 2009, 9% of all new HIV infections occurred among 
men who had sex with men (Wejnert et al., 2012). Metham-
phetamine use also contributes to sexual transmission of HIV, 
HBV, and HCV infections due to drug-related short-term in-
creases in libido. Long-term methamphetamine use, however, 
leads to decreased sexual function (NIDA, 2013, 2014a).

One other surprising behavioral factor that has been linked 
to substance misuse and abuse is participation in high school 
athletics. High school sports result in a high incidence of in-
juries for which Vicodin and OxyContin are increasingly pre-
scribed for pain relief. In fact, the number of prescriptions for 
controlled pain medications for adolescents nearly doubled 
from 6.4% in 1994 to 11.2% in 2007. Prescription of these drugs 
often leads to sharing among friends and teammates (Veliz, 

Boyd, & McCabe, 2013). Assistance for assessment of behav-
ioral determinants influencing substance abuse is provided in 
the Focused Assessment below.

HEALTH SySTEM DETErMINANTS. Many of the psy-
choactive substances with abuse potential originated within the 
health care system. Opioids were widely used for pain control 
even during the American Civil War and are still the drug of 
choice for relief of severe pain. Cocaine and PCP were first used 
as surgical anesthetics, and marijuana has some legitimate med-
ical use in the treatment of glaucoma and chronic pain. Seda-
tives and hypnotics are widely used for controlling anxiety, and 
amphetamines were originally developed as diet aids, although 
they no longer have any accepted medical use.

FOCUSED ASSESSMENT Assessing Sociocultural Determinants 
Influencing Substance Abuse

•	 What	social	factors	(e.g.,	unemployment,	poverty)	contribute	
to substance abuse?

•	 How	readily	available	are	abused	substances?

•	 What	contribution,	if	any,	does	occupation	make	to	
substance abuse? What is the effect of substance abuse on 
the individual client’s ability to work?

•	 What	is	the	contribution	of	substance	abuse	to	criminal	
activity? To homelessness?

•	 What	is	the	extent	of	substance	abuse	among	homeless	
individuals? How does homelessness influence substance 
abuse treatment?

•	 To	what	extent	do	alcohol	and	tobacco	producers	influence	
health policy and control of substance abuse? How is this 
influence exerted?

•	 Does	alcohol	and	tobacco	advertising	employ	market	
segmentation approaches?

•	 To	what	extent	do	cultural	attitudes	and	social	mores	
contribute to substance abuse?

•	 What	effect	does	legislative	activity	have	on	substance	
abuse? What other policy issues influence the incidence and 
prevalence of substance in the population? How do policies 
support or impede control of substance misuse and abuse in 
the population?

•	 Do	peer	networks	support	substance	use	and	abuse?	Is	
substance use a regular part of social interaction in the 
population?

•	 Does	the	individual	client’s	family	exhibit	characteristics	of	
codependence?

•	 What	cultural	or	religious	values	or	practices	influence	
substance abuse among individuals and in the population?

•	 Has	the	individual	client	been	a	victim	or	perpetrator	of	
family violence? To what extent does victimization contribute 
to substance abuse in the population?

FOCUSED ASSESSMENT Assessing behavioral Determinants 
Influencing Substance Abuse

activity)? What are the health effects of these behaviors in 
the population?

•	 What	is	the	extent	of	injection	drug	use	in	the	population?

•	 To	what	extent	do	members	of	the	population	combine	
alcohol and other substance use? What is the extent of 
polydrug use in the population?

•	 What	substances	are	abused	by	members	of	the	population?

•	 What	is	the	extent	of	substance	use	and	abuse	in	various	
segments of the population (e.g., among sexual minority 
group members, members of particular ethnic groups)?

•	 Are	abused	substances	used	recreationally?	Is	substance	use	
associated with leisure activities?

•	 To	what	extent	do	substance	abusers	engage	in	other	high-
risk behaviors (e.g., driving while intoxicated, high-risk sexual 
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Several aspects of the U.S. health care system have contrib-
uted to the growing problem of substance abuse. Lack of atten-
tion to educating clients and the public about the hazards of 
substance abuse and failure to identify clients with substance 
abuse problems have impeded efforts to control abuse. In one 
study, primary care physicians failed to document conducting 
screening or intervention in 62% of encounters with patients 
with risky alcohol use and 59% of encounters with patients en-
gaged in risky drug use even when patients had been screened 
by health educators prior to the encounter (Kim et al., 2013). 
Similarly,	2011	BRFSS	results	from	44	states	and	the	District	
of Columbia indicated that not quite 16% of U.S. adults had 
ever discussed alcohol use with a health care provider and 
only slightly higher percentages of drinkers (17.4%) and binge 
drinkers (25.4%) had ever had a health care provider discuss 
the dangers of excessive alcohol intake (McKnight-Eily et al., 
2014). At the same time, some health care providers have ac-
tively fostered drug abuse by prescribing psychoactive drugs 
inappropriately or by not monitoring the extent of clients’ use 
of these drugs.

In the past, the health care system has impeded control of 
substance abuse by failing to provide adequate insurance cov-
erage for substance abuse treatment. In 2009, spending on sub-
stance abuse treatment accounted for only 1% of all health care 
spending in the United States (SAMHSA, 2013a). In a 2008 re-
port, only 65% of substance abuse treatment facilities accepted 
private insurance reimbursement for services, whereas 96% 
accepted self-payment (Center for Behavioral Health Statistics 
and Quality, 2011). In addition, coverage for services may be 
constrained	by	a	variety	of	regulations.	For	example,	Medicare	
Part A only covers inpatient care for substance abuse with out-
of-pocket expenditures similar to those for hospitalization for 
physical illnesses. Coverage in a psychiatric hospital extends 
to a total of 190 days over an entire lifetime. Some additional 
care for substance abuse services in general hospitals may also 
be covered. As of 2014, Medicare Part B covered 80% of out-
patient substance abuse services from a clinic or hospital out-
patient department. Methadone maintenance, however, is only 
covered if provided in an inpatient setting. Medicare Part D 
drug plans can cover medically necessary drugs to treat sub-
stance abuse under a formulary list, but do not cover metha-
done maintenance treatment. Medicare will also reimburse 
providers for assessment and brief intervention services for 
drug abuse or dependence and screening and counseling for 
persons who exhibit substance misuse but are not dependent 
(Medicare Rights Center, 2011). Medicaid coverage for sub-
stance abuse treatment services varies widely from state to 
state, although all states provide some form of substance abuse 
treatment under their Medicaid programs.

Under the provisions of the Affordable Care Act (ACA), 
insurance purchased through state or federal insurance ex-
changes is required to cover substance abuse services as an 
essential benefit. In addition, any limitations on services, 
copayments and out-of-pocket expenditure limits, and re-
quirements for prior authorization of services will have to be 

comparable to those for medical and surgical services (Centers 
for Medicare and Medicaid Services, n.d.). These provisions 
will undoubtedly increase access to treatment services for some 
substance abusers. As an example, Medicaid eligibility expan-
sion in Massachusetts resulted in a 21% increase in treatment 
admissions for substance abuse (Zur & Mojtabai, 2013).

Coverage for smoking cessation treatment has also been 
lacking for some groups. Medicare, for example, covers med-
ications and counseling for a maximum of two treatment at-
tempts per year for people over 65 years of age. Under the 
provisions of ACA, the Medicare Part D “donut hole” for med-
ication coverage is being reduced, resulting in more affordable 
medications. Medicaid has covered cessation services for preg-
nant women since 2010, but will expand coverage to all low-
income adults in 2014 under ACA. Coverage of comprehensive 
tobacco cessation treatment under state health insurance ex-
changes has not yet been delineated, and all new employer-
sponsored insurance plans will need to cover tobacco cessation 
(American Lung Association, 2014).

In addition, an estimated 77% to 90% of drug abusers also 
smoke, yet few drug treatment centers provide access to to-
bacco cessation treatment. In one study of 405 drug treatment 
facilities, only 14% provided nicotine replacement therapy 
for smoking cessation, while only one third had protocols, 
procedures, or curricula for smoking cessation and only 20% 
reported having the financial resources to support tobacco 
counseling (Hunt et al., 2013).

Another health system factor that impedes control of sub-
stance abuse is failure to refer clients to appropriate sources of 
treatment.	For	example,	in	2011,	approximately	250,000	emer-
gency department visits were made by patients seeking de-
toxification or substance abuse treatment. Unfortunately, only 
about 60% of those patients received any follow-up care. About 
30% of them were hospitalized, 20% were referred to detoxifi-
cation or treatment facilities, and 7% were transferred to other 
facilities (SAMHSA, 2013a).

Provision of adequate treatment of substance abuse may be 
further impeded by negative feelings on the part of health care 
providers toward those who abuse psychoactive substances. 
For	example,	despite	knowledge	of	the	effectiveness	of	harm-
reduction strategies and the prevalence of periodic relapse dur-
ing substance abuse treatment, many programs expel clients 
who revert to drug use during treatment. In addition, many 
clients	in	need	may	not	have	access	to	supportive	services.	For	
example, many shelters for the homeless refuse abusers despite 
the fact that a large proportion of homeless individuals abuse 
alcohol and other drugs. It may also be difficult for pregnant 
abusers or women with children to find appropriate treatment 
programs.

The health care system may pose additional barriers to 
care that are particularly burdensome for some population 
groups.	For	instance,	most	treatment	programs	are	geared	
toward the needs of younger people and may not recognize 
the unique needs of the elderly substance abuser. In addition, 
because older people are often considered nonproductive 
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members of society, priority for placement in overburdened 
treatment facilities may be given to younger people. Tips for 
assessing health system factors influencing substance abuse in 
individuals and in the population are included in the Focused 
 Assessment above.	A	Substance	Abuse	Risk	Factor	Inventory	is	
provided on the student resources site.

Diagnostic Reasoning and Control of 
Substance Abuse
Population health nurses make nursing diagnoses related to 
substance abuse at two levels. The first level involves diag-
noses related to individuals who have problems of substance 
abuse	and	their	families.	For	example,	the	nurse	might	make	
a diagnosis for the individual client of “increased risk of sub-
stance abuse due to family history of alcohol abuse” or “abuse 
of sedatives due to increased life stress and poor coping skills.” 
 Nursing diagnoses related to the family of a substance abuser 
might include “codependency due to family feelings of guilt re-
lated to daughter’s cocaine abuse” and “school behavior prob-
lems due to children’s anxiety over mother’s alcoholism.”

At the second level, the population health nurse might make 
diagnoses of community problems related to substance abuse. 
For	example,	the	nurse	might	diagnose	an	“increased	incidence	
of motor vehicle fatalities due to driving under the influence 
of psychoactive drugs,” or “increased prevalence of drug abuse 
among minority group members due to discrimination and 
feelings of powerlessness.” Another example of a population-
based diagnosis is “increased prevalence of fetal alcohol syn-
drome due to alcohol use by pregnant women.”

Planning and Implementing Control 
Strategies for Substance Abuse
Strategies for controlling problems of substance abuse can in-
volve health promotion, prevention of substance abuse and its 
consequences, resolution of existing substance-related prob-
lems, and health restoration.

HEALTH PrOMOTION AND PrEvENTION. Health 
promotion with respect to substance abuse primarily reflects 

efforts to improve coping skills and promote sound decision 
making related to initiation of substance use. Teaching effective 
coping skills and providing opportunities for their implementa-
tion may assist individual clients to decrease stress that might 
otherwise lead to substance abuse. Similarly, providing people, 
particularly youth with effective problem-solving and decision-
making strategies may lead to healthier decisions regarding 
initiation of psychoactive substance use and subsequent abuse.

Specific prevention strategies may have one of four foci: 
preventing initiation of substance use, preventing progression 
from experimental use to regular use, preventing substance de-
pendence, and preventing adverse consequences of substance 
use and abuse.

Preventing or delaying initiation of tobacco and alcohol 
use are major emphases in the Healthy People 2020 objectives. 
Specific substance abuse objectives reflect efforts to modify at-
titudes toward and perceptions of risk involved in substance 
use and abuse. In addition, tobacco-related objective TU-3 ad-
dresses initiation of tobacco use among children, adolescents, 
and young adults. More information on these and other sub-
stance abuse–related objectives is presented at the end of this 
chapter. Similarly, prevention of drug abuse and excessive al-
cohol use is one of the priority areas in the National Prevention  
Strategy put forth by the U.S. Surgeon General’s Office 
( National Prevention Council, 2011).

Universal prevention interventions targeted to overall pre-
vention of risk behaviors among youth have been shown to be 
effective in preventing prescription opioid and overall prescrip-
tion drug misuse in adolescents and young adults, particularly 
among youth at greatest risk for misuse (Spoth et al., 2013). 
Universal preventive interventions frequently involve school-
based programs designed to target multiple risk behaviors in-
cluding	those	related	to	substance	abuse.	For	example,	the	All 
Stars program addresses substance abuse, fighting, and bully-
ing. Program foci include identifying positive goals and aspi-
rations, establishing positive norms in the school population, 
developing personal commitments to avoid high-risk behaviors, 
promoting bonding to the school or peer group, and foster-
ing positive parental attention (Tanglewood Research, 2013). 
Other similar programs focus on life skills training related to 

FOCUSED ASSESSMENT Assessing Health System Determinants 
Influencing Substance Abuse

•	 What	health	system	factors	contribute	to	substance	abuse	
(e.g., inappropriate prescription of psychoactive drugs)?

•	 What	treatment	facilities	are	available	to	substance	abusers?	
To special populations of substance abusers (e.g., pregnant 
women, adolescents)?

•	 How	is	substance	abuse	treatment	financed?

•	 What	are	the	attitudes	of	health	care	providers	toward	clients	
with substance abuse problems?

•	 Are	health	care	providers	alert	to	signs	and	symptoms	of	
substance abuse? To what extent do health care providers 
screen for substance misuse and abuse?

•	 To	what	extent	do	health	care	providers	educate	clients	about	
substance abuse?
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personal self-management skills, social interaction skills, and 
drug  resistance skills (National Health  Promotion Associates, 
n.d.). For	further	information	on	three	such	programs,	see	the	
External Resources section of the student  resources site.

Prevention of substance use initiation and escalation may in-
volve modification of risk factors for use and abuse. Risk factor 
modification can occur with individuals, families, or society at 
large. Population health nurses may assist individuals to modify 
factors	that	put	them	at	increased	risk	for	substance	abuse.	For	ex-
ample, the nurse might assist clients experiencing stress to elimi-
nate or modify sources of stress in their lives, or the nurse can 
assist clients and families to develop more effective coping skills.

In addition, the nurse may make referrals for social services 
to eliminate financial difficulties and other sources of stress. 
Or, the nurse might assist a harried single parent to obtain 
respite care. Nurses can also assist families to enhance fam-
ily communication and cohesion to minimize the risk of sub-
stance abuse among children. Preventing alcohol use and/or 
promoting contraceptive use among childbearing women can 
help	to	reduce	the	incidence	of	FAS.

At the societal level, population health nurses can engage in 
political activity to control access to and limit the availability 
of psychoactive substances as well as to modify societal factors 
that	contribute	to	abuse.	For	example,	the	nurse	might	advocate	
enforcement of laws restricting the sale of alcohol and tobacco 
to minors, or the nurse might work to reduce discrimination 
against members of minority groups or to ensure a minimal in-
come for all families. Systematic research reviews have indicated 
that control of alcohol outlet density is an effective control mea-
sure for alcohol abuse (Ahern et al., 2013), and nurses may advo-
cate for legislative control of outlet availability. Similarly, nurses 
may advocate for legislative and regulatory controls on the avail-
ability of laxatives and diet drugs and access by youth. Other 
control measures for these drugs that have been recommended 
include specific package labeling with the intended purposes of 
the medications, appropriate duration of use, warnings regard-
ing possible organ damage and other adverse effects, and age 
verification for consumers (Pomeranz et al., 2013). Preventing 
adverse effects of substance use and abuse involves harm reduc-
tion. Harm reduction involves actions to minimize the harmful 
effects of drug use rather than preventing drug use per se (Harm 
Reduction Coalition, n.d.b). Harm reduction has also been de-
scribed as a social justice movement based on respect for the 
rights of those who use drugs. The following principles underlie 
a harm reduction philosophy:

•	 Use	of	illicit	substances	is	a	fact	of	modern	life,	so	control	
strategies should focus on addressing the adverse effects of 
use rather than on its control.

•	 Drug	use	is	a	complex	phenomenon	and	some	approaches	
to use are more harmful than others and should be discour-
aged in favor of safer approaches.

•	 The	quality	of	individual	and	community	life	should	be	the	
focus of intervention, not cessation of use.

•	 Services	provided	to	drug	users	should	be	nonjudgmental	
and noncoercive.

•	 Drug	users	should	be	involved	in	harm-	reduction		program	
design.

•	 A	harm-reduction	approach	emphasizes	reduction	of	harm	
as the primary responsibility of users and promotes mutual 
sharing of information and support among users.

•	 Harm	reduction	recognizes	the	contribution	of	societal	and	
personal factors such as poverty, discrimination, social iso-
lation, past trauma, and social inequalities to substance use.

•	 Harm	reduction	does	not	attempt	to	minimize	or	ignore	the	
dangers of substance abuse, but seeks to reduce its potential 
effects (Harm Reduction Coalition, n.d.b).

The initial focus of harm reduction was on preventing 
 infection-related harm from injection drug use, but has since 
been expanded to encompass other risks of substance abuse. 
Harm reduction may include prevention of overdose fatalities, 
a variety of infections, family disruption, social marginaliza-
tion, and legal risks entailed in substance use (Jauffret-Roustide, 
2009).	For	example,	harm-reduction	strategies	may	not	only	
address the provision of clean injection equipment for IDU, 
but also  prohibition of prosecution of people who make use of 
 syringe exchange programs. In fact, the World Health Organiza-
tion (WHO) supports a wide array of harm-reduction strategies 
for injection drug users, including needle and syringe exchange 
programs; drug abuse treatment; HIV testing, counseling, treat-
ment, and care; condom distribution and STI treatment; and 
 tuberculosis and hepatitis management (WHO, 2014a).

The emphasis in harm reduction is on meeting people where 
they are and reducing the harm of substance use while simulta-
neously addressing other issues and contributing factors (e.g., 
homelessness, mental illness, unemployment). Harm reduction 
focuses on identification of personal goals, not necessarily dis-
continuation of use, as the criteria for success and may result in 
a range of outcomes from controlled use, to non-harmful use, 
to abstinence (Lucas, 2012).

Access to clean needles and syringes is critical to harm re-
duction from IDU and prevention of HIV, hepatitis, and soft 
tissue infections. Research has consistently demonstrated the 
effectiveness of exchange programs in preventing these con-
sequences. Exchange programs also provide opportunities to 
link drug users with drug treatment and other health  services 
and housing assistance, and to provide overdose preven-
tion  education (Harm Reduction Coalition, n.d.c). Exchange 
 programs have also been shown to decrease inappropriate 
disposal of used syringes and needles, thereby minimizing the 
potential for needlestick injuries and infection in the general 
population as well as among IDUs (Wenger et al., 2011).

Other infection prevention strategies include incorporating 
hepatitis immunization and care coordination into methadone 
maintenance programs (Masson et al., 2013). Similarly, antiviral 
prophylactic treatment for IDUs has been suggested as a mecha-
nism for preventing HIV infection, particularly in areas with high 
HIV prevalence resulting from IDU (Alistar,  Owens, & Brandeau, 
2014). Another approach to HIV prevention among drug abusers 
in treatment is a culturally adapted “Real Men are Safe”  program, 
which focuses on safe sexual practices. In one study, 87% of 
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participants completed the program and demonstrated reduced 
incidence of unprotected sexual encounters (Calsyn et al., 2013).

Overdose prevention is another important aspect of harm 
reduction. Prevention efforts include education on preven-
tion, recognition, and response to drug overdoses for users, 
their family members, and service providers (Harm Reduction 
Coalition, n.d.a). The Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) has developed an overdose 
prevention toolkit that addresses strategies and information for 
community members; essential steps for first responders; in-
formation for prescribers, clients, and family members; and in-
formation and resources related to recovery from an overdose 
(SAMHSA, 2013b). For further information about the toolkit, 
see the External Resources section of the student resources site.

Another approach to harm reduction for persons who abuse 
alcohol is the installation of ignition interlocks in their cars. Ig-
nition interlocks are connected to a vehicle’s ignition system. 
They are capable of analyzing alcohol on one’s breath. If the 
alcohol level is above the set limit, the lock prevents the vehicle 
from starting. Some form of ignition interlock legislation ex-
ists in all 50 states and the District of Columbia, and several 
states require all persons convicted of drunken driving offenses 
to install the locks in their vehicles (Teigen, 2013). Such devices 
have been estimated to reduce rearrest for driving under the 
influence of alcohol by a median of 67% across states (National 
Center for Injury Prevention and Control, 2013).

Supervised injection facilities are another harm-reduction 
strategy that is gaining acceptance throughout the world, but 
is not yet approved in the United States. Supervised injec-
tion facilities (SIFs) are legally sanctioned venues in which 

IDUs can inject pre-obtained drugs under medical supervision 
(DPA, 2014e). SIFs may also be referred to as safer injection 
sites, drug consumption rooms, or supervised injecting cen-
ters. In early 2014, 98 SIFs were in operation in 66 cities in ten 
countries. One of the most widely studied sites is the Canadian 
Insite program in Vancouver. The Insite program is funded by 
the British Columbia Ministry of Health through Vancouver 
Coastal Health and the Portland Hotel Society. The program is 
based on a harm-reduction philosophy, focusing on reducing 
the harm related to IDU without requiring abstinence (Van-
couver Coastal Health, n.d.).

Research has consistently demonstrated that SIFs, including 
Insite, increase admissions to drug treatment facilities, reduce 
public injection and increase public safety, serve a population at 
high risk for infection and overdose, and reduce HIV and hepa-
titis risk behaviors related to syringe sharing and unsafe sexual 
practices. In addition, SIFs have saved hundreds of lives through 
overdose management and resulted in health care cost savings 
(DPA, 2014f; Kerr & Montaner, 2013). No evidence has been 
found that SIFs increase rates of drug use, initiate drug use, or 
promote drug-related crime (DPA, 2014f). Finally, a ruling by 
the Supreme Court of Canada in 2011 indicated that “Insite saves 
lives. Its benefits have been proven. There has been no discern-
able negative impact on the public safety and health objectives 
of Canada in its eight years of operation” (quoted in Drug Policy 
Alliance, 2014f, para 10). The Drug Policy Alliance has devel-
oped a toolkit advocating for legislation to promote supervised 
injection facilities in the United States. For further information 
about the toolkit, see the External Resources section of the stu-
dent resources site. Table 29-6• summarizes major emphases  

Table 29-6  Health Promotion and Prevention Strategies in the Control  
of Substance abuse

Health Promotion Foci Related Strategies

Development of effective coping 
strategies

•	Teach	coping	strategies	to	individual	clients/families.
•	Advocate	for	incorporation	of	coping	skills	into	school	curricula.
•	Develop	and	implement	programs	to	foster	effective	coping	skills.

Development of effective 
	problem-solving	skills

•	Teach	problem-solving	skills	to	individual	clients/families.
•	Advocate	for,	develop,	and	implement	programs	to	foster	effective	problem	solving.

Development of strong self-image •	Foster	and	reinforce	strong	self-image	in	individual	clients.
•	Promote	societal	attitudes	and	conditions	that	foster	development	of	healthy	self-images	in	the	public.
•	Work	to	change	social	attitudes	to	stigmatized	groups	that	might	foster	substance	abuse.

Prevention Foci Related Strategies

Prevention	or	delayed	initiation	of	 
substance	use

•	Educate	individual	clients	regarding	substance	use	risks.
•	Advocate	for,	develop,	and	implement	substance	risk	education	programs	in	schools.
•	Advocate	for,	develop,	and	implement	public	substance	risk-education	campaigns.

Control	of	access	to	substances	of	abuse •	Advocate	for	strong	control	policies	regarding	access	to	alcohol,	tobacco,	and	prescription	drugs.
Modification	of	substance	abuse	risk	
factors

•	Advocate	for	social	and	policy	changes	to	modify	or	eliminate	factors	contributing	to	substance	abuse	
(e.g.,	poverty,	unemployment).

Harm	reduction •	Advocate	for	harm-reduction	programs	for	substance	abusers	(e.g.,	syringe	exchanges,	SIFs,	
immunizations).

•	Educate	substance	abusers	and	the	public	regarding	harm-reduction	strategies.
•	Educate	abusers,	family	and	friends,	and	service	providers	for	overdose	prevention,	recognition,	and	response
•	Develop	and	implement	harm-reduction	programs.
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and related population health nursing strategies for health pro-
motion and prevention related to substance abuse.

rESOLvINg ExISTINg SUbSTANCE AbUSE PrOb-
LEMS. Resolution of existing problems related to substance 
abuse among individuals and population groups involves 
screening, brief intervention, and treatment.

Screening. Problem resolution with respect to substance abuse 
begins with screening for excessive or inappropriate use of psy-
choactive	substances.	The	U.S.	Preventive	Services	Task	Force	
(USPSTF)	has	recommended	that	health	care	providers	ask	all	
adults and pregnant women about tobacco use and provide to-
bacco cessation interventions for those who use tobacco prod-
ucts, with interventions specially tailored for pregnant women 
who	 smoke	 (USPSTF,	 2009).	 This	 recommendation	 is	 in	 the	
process	of	being	updated.	USPSTF	also	recommended	univer-
sal screening for alcohol misuse for all adults 18 years of age 
and older, followed by brief behavioral intervention for those 
engaged	in	high-risk	drinking	behaviors	(USPSTF,	2013).	How-
ever, there is insufficient evidence to date to warrant recom-
mending routine screening of adults, adolescents, or pregnant 
women	for	illicit	drug	use	(USPSTF,	2008).

In	addition,	the	Community	Preventive	Services	Task	Force	
(CPSTF)	has	recommended	routing	electronic	screening	for	
excessive alcohol consumption in the general public, with brief 
intervention for those engaged in high level consumption. This 
recommendation was based on strong evidence of the effective-
ness of electronic screening and intervention in decreasing binge 
drinking	and	drinking	intensity	(CPSTF,	2013).	Similarly,	the	
SAMHSA-HRSA Center for Integrated Health Solutions (SAM-
HSA-HRSA CISH) has recommended screening, brief interven-
tion, and referral to treatment (SBIRT) to identify persons with 
substance use problems and link them to appropriate services. 
SBIRT components include screening for risky substance use in 
any health care setting, brief intervention, and referral to treat-
ment for those needing additional services (SAMHSA-HRSA 
CISH, n.d.b). Screening for substance misuse usually involves 
use of a brief initial screening questionnaire such as the Na-
tional Institute on Alcohol Abuse and Alcoholism’s (NIAAA) 
three-item screening tool or NIDA’s quick screen tool. A posi-
tive screening result is followed by more in-depth assessment 
using tools such as WHO’s Alcohol, Smoking, and Substance 
Involvement Screening Test (ASSIST) or Alcohol Use Disorders 
Identification Test (AUDIT) for those whose initial screening 
result is positive (SAMHSA-HRSA CISH, n.d.c). For	further	
information about a variety of screening tools, see the External 
Resources section of the student resources site.

Brief intervention. Brief intervention is a 5- to 30-minute in-
teraction between a health care provider who is not a substance 
abuse expert and substance users who are not drug dependent 
to motivate changes in high-risk behaviors. Brief intervention 
is designed to assist people at risk for substance abuse to reduce 
or eliminate substance use by assisting them to fully understand 

potential consequences of use and abuse. Brief intervention fre-
quently employs cognitive behavioral therapy (CBT) or motiva-
tional interviewing techniques (SAMHSA-HRSA CISH, n.d.a).

Key components of brief interventions for high-risk alcohol 
use have been identified by the National Institute on Alcohol 
Abuse and Alcoholism (NIAAA, 2014). These components and 
their characteristic features are summarized in Table 29-7•.  
For	 further	 information	about	brief	 intervention,	 see	 the	
 External Resources section of the student resources site. Brief 
interventions have been shown to result in significant reduc-
tions in risk scores for cannabis, opioid, cocaine, and amphet-
amine-type stimulant use and overall illicit drug involvement 
in several countries (Humeniuk et al., 2012). Population health 
nurses may provide brief interventions to clients perceived to 
engage in risky substance use behaviors incorporating the key 
components included in Table 29-7.

Treatment. Treatment for substance abuse is based on  several 
general principles that have been identified by the  National 
 Institute on Drug Abuse (NIDA, 2012c). A similar set of  treatment 
principles has been developed for substance abuse treatment in 
correctional facilities (NIDA, 2012e). Table 29-8•  summarizes 
these two sets of principles.

Treatment for substance abuse employs many of the same 
psychotherapeutic modalities used for mental illness and dis-
cussed in Chapter 28 . Evidence-based treatment modalities 
include medications, behavioral therapies, or some combina-
tion of both. The type of treatment modality used is frequently 
based on client and provider preference and comfort and the 
type of drug involved. Medications such as methadone, bu-
prenorphine, and naltrexone are often used for opioid addic-
tion, while nicotine patches and other forms of nicotine may 
assist with tobacco cessation. Disulfiram, acamprosate, and 
naltrexone may also be used for alcohol dependence (NIDA, 
2012a). Currently no medication is available to assist with 
methamphetamine abuse, although there is some promise for 
drugs that target glial cell activity or anti-methamphetamine 
vaccines or antibodies that are currently being studied in hu-
man beings (NIDA, 2013). Medications may also be used to 
help clients deal with the symptoms of withdrawal.

Although smokeless tobacco products have been touted as pro-
moting tobacco use cessation, they are themselves addictive and 
have not been shown to be of much help in cessation. In some 
studies, use of such products has been associated with attempts to 
quit, but not with successful cessation (Popova & Ling, 2013). In 
fact, in one study of military recruits, initiation of smokeless to-
bacco use actually led to harm escalation rather than reduction 
(Klesges, Sherrukk-Mittleman, Ebbert, Talcott, & DeBon, 2010).

Behavioral therapies are often used in conjunction with 
medication to assist substance abusers to identify and address 
underlying reasons for their substance misuse and to help de-
velop strategies that will promote abstinence and/or harm re-
duction. Treatment for dual diagnosis of substance abuse and 
other psychiatric disorders often requires integrated treatment 
approaches addressing both conditions at once.
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TAbLE 29-8  general Evidence-based Principles of Drug Abuse Treatment and 
Evidence-based Principles of Drug Abuse Treatment in  
Correctional Settings

general Evidence-based Principles of  
Drug Abuse Treatment

Evidence-based Principles of Drug Abuse 
Treatment in Correctional Settings

Addiction is a complex but treatable disease that affects brain function 
and behavior.

Drug addiction is a brain disease that affects behavior.

No single treatment approach works for everyone. Recovery from addiction requires effective treatment followed by 
 long-term management.

Treatment services need to be readily available. Treatment must last long enough to result in stable behavioral changes.
Effective treatment addresses multiple needs of the individual,  
not just his or her drug abuse.

Assessment is the first step in treatment.

Retention in treatment for sufficient time is critical. Services need to be tailored to fit the needs of the individual.
Behavioral therapies are the most commonly used forms of drug abuse 
treatment.

Drugs used in treatment should be carefully monitored.

Medications are an important element of treatment for many abusers, 
especially in conjunction with behavioral therapies and counseling.

Treatment should target factors associated with criminal activity.

The client’s treatment and services plan must be assessed and modified 
as needed.

Criminal justice supervision should include treatment planning for 
 drug-abusing offenders, and treatment providers should be aware of cor-
rectional supervision requirements.

Drug abuse often co-occurs with other mental disorders. Continuity of care is essential on reentry into the community.
Detoxification is only the first step in substance abuse treatment. A balance of rewards and sanctions encourages prosocial behavior and 

treatment participation.
Treatment does not need to be voluntary to be effective. Persons with co-occurring substance abuse and mental health problems 

often require integrated treatment.
Drug misuse during treatment must be monitored because lapses 
 frequently occur.

Medications are an important part of treatment.

Treatment programs should incorporate HIV, hepatitis, tuberculosis, and 
other infection disease testing as well as providing risk-reduction educa-
tion and treatment for existing health problems as needed.

Treatment planning for community reentry should include treatment of 
other medical conditions as well.

Data from: National Institute on Drug Abuse. (2012c). Principles of drug addiction treatment: A research-based guide (3rd ed.). Retrieved from http://www.drugabuse.
gov/sites/default/files/podat_1.pdf; National Institute on Drug Abuse. (2012e). Principles of drug abuse treatment for criminal justice populations: A research-based 
guide. Retrieved from http://atforum.com/addiction-resources/documents/podat_cj_2012.pdf

TAbLE 29-7 Key Components and Characteristic Features of brief Interventions

Key Components Characteristic Features

Feedback related to personal risk Provision of information on users’ personal risks for adverse effects of substance use based 
on current use patterns, problem indicators (e.g., abnormal lab values), and existing medi-
cal problems due to use

Emphasis on client responsibility Emphasis on personal control and choice to reduce risk behaviors
Advice for changing behaviors Provision of suggestions on ways to reduce or eliminate risky  

substance use
Options for reducing use Provision of several strategies to reduce substance risk (e.g., setting specific limits on use, 

recognizing and counteracting antecedents to excessive use)
Empathetic counseling style Use of a concerned and reflective style for delivering the intervention rather than a con-

frontational or coercive style
Focus on self-efficacy Emphasis on client strengths and resources, optimistic focus on client ability to change 

behavior
Goal setting Development of a specific negotiated goal for behavior change, written as a contract or 

prescription
Incorporation of follow-up Periodic follow-up and monitoring of client’s success in changing behavior
Timing Assessment of readiness to change and implementation of strategies to promote readiness

Source: National Institute on Alcohol Abuse and Alcoholism. (2014). Brief intervention for alcohol problems. Retrieved from http://alcoholism.about.com/library/blnaa43.htm
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In today’s electronic environment, delivery of treatment mo-
dalities	might	encompass	electronic	approaches.	For	example,	in	
one study, face-to-face and telephone treatment strategies were 
equally effective in treating tobacco addiction. Results varied 
somewhat	based	on	client	characteristics.	For	example,	telephone	
intervention was more effective among people of higher socio-
economic status than lower status. Whichever modality was used, 
long-term abstinence was associated with exposure to more con-
tent (Sheffer, Stitzer, Landes, Brackman, & Munn, 2013). As we 
saw earlier, there is increasing potential for delivery of interven-
tions in real time at critical points through geospatial technology.

Some complementary therapies have also been used for 
treating	substance	abuse.	For	example,	hypnosis	has	been	used	
successfully to assist some clients with smoking cessation and 
alcohol abuse. A novel approach to treatment for families of 
alcohol abusers using a systemic reflecting intervention has 
been effective in changing both drinking behavior on the part 
of the abuser and family behaviors. In this approach, families 
meet with a therapist and their interaction is watched by a team 
of observers through one-way mirrors. When the family and 
therapist agree that they are ready to receive feedback, team 
members provide reflections and observations on family inter-
actions providing the family with outside perspectives on their 
behavior and its influence on drinking. Three studies using 
this technique demonstrated a decrease in drinking behavior, 
improved family problem-solving abilities, better communica-
tion,	and	retention	in	treatment	(Flynn,	2010).

Population health nurses may be involved in treatment for 
substance	abuse	in	a	number	of	ways.	First,	nurses	might	iden-
tify cases of substance abuse and plan to refer clients and their 
families to treatment resources in the community. Nurses may 
also educate the general public on the signs and symptoms of 
substance abuse as well as the availability of treatment facilities. 
In addition, population health nurses can monitor the use of 
medications during withdrawal (if this is done on an outpatient 
basis) or on a long-term basis (e.g., methadone maintenance).

Population health nurses might also be involved in psychoso-
cial therapies by referring clients to sources of group, individual, 
or family therapy, or the nurse might reinforce contracts made 
for reducing the use of substances. This is particularly true in 

measures to help clients stop smoking. In this instance, popula-
tion health nurses may initiate behavioral contracts with clients 
to enable them to gradually cut down on tobacco consumption 
or quit smoking for gradually lengthened periods of time.

At the population level, nursing efforts to control substance 
abuse might include political activity to support the develop-
ment of adequate treatment facilities, especially those geared 
to the needs of currently underserved population groups such 
as pregnant women, the homeless, and the elderly. Popula-
tion health nurses might also be involved in political activity 
and advocacy to encourage insurance coverage of treatment 
for substance abuse. Major foci and related population health 
nursing strategies for resolving substance abuse–related health 
problems are summarized in Table 29-9•.

HEALTH rESTOrATION. Health restoration in the context 
of substance abuse is often referred to as recovery. SAMHSA 
developed a working definition of substance abuse–related 
recovery as “a process of change through which individuals 
improve their health and wellness, live a self-directed life, and 
strive to reach their full potential” (SAMHSA, 2012, p. 3). The 
agency has also identified four dimensions that support re-
covery: health, home, purpose, and community. The health 
dimension focuses on managing related diseases or symptoms 
of addiction (e.g., cravings) and making decisions that support 
physical and mental health. The home dimension reflects the 
need for a safe and stable residence. The purpose dimension 
emphasizes the importance of carrying out meaningful daily 
activities such as work, school, and family responsibilities and 
having	 the	 resources	 needed	 to	 do	 so	 effectively.	 Finally,	 the	
community dimension focuses on interpersonal relationships 
and social networks that provide support and promote absti-
nence (SAMHSA, 2012).

In addition, SAMHSA has identified ten guiding principles 
of recovery. These principles include the following:
•	 Recovery	derives	from	hope	and	a	belief	that	recovery	is	

possible and will lead to a better future.
•	 Recovery	is	person-driven	and	requires	self-determination	

and self-direction in defining and achieving individually de-
fined goals.

TAbLE 29-9  Major Foci and Strategies related to resolution of Existing Substance 
Abuse–related Problems

Focus related Strategies

Early identification of persons with 
 substance use and abuse problems

•	Screen	individual	clients	for	risk	for	substance	abuse.
•	Screen	individual	clients	for	evidence	of	excessive	substance	use,	misuse,	or	dependence.
•	Educate	clients,	families,	and	the	public	regarding	signs	of	substance	use	problems.
•	Promote	substance	abuse	screening	in	multiple	health	care	venues.

Brief intervention for persons engaged in 
risky substance use

•	Provide	brief	intervention	for	clients	engaged	in	high-risk	substance	use.

Treatment of substance abuse •	Refer	substance-abusing	clients	to	treatment	services.
•	Monitor	clients	during	treatment.
•	Advocate	for	the	availability	of	substance	abuse	treatment.
•	Advocate	for	insurance	coverage	of	substance	abuse	treatment.
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•	 There	are	many	pathways	to	recovery	and	the	recovery	
needs, goals, and strengths of each individual are unique 
and dependent on cultural background, life experiences, and 
other factors.

•	 Recovery	is	holistic	and	addresses	all	of	an	individual’s	
needs, not just the substance-abusing behaviors.

•	 Effective	recovery	is	supported	by	peers	and	allies	including	
the support of mutual support and mutual aid groups.

•	 Recovery	is	supported	through	interpersonal	relationships	
and social networks of people who believe in the person’s 
ability to recover.

•	 Recovery	is	culturally	based	and	influenced	by	cultural	fac-
tors, and recovery services need to be culturally sensitive and 
congruent with client’s cultural values, attitudes, and beliefs.

•	 Recovery	is	supported	by	addressing	prior	experiences	of	
trauma.

•	 Recovery	 involves	 individual,	 family,	 and	 community	
strengths and resources; individuals have personal respon-
sibility for their own self-care but may need assistance with 
self-advocacy.	Families	have	responsibilities	in	supporting	
recovering members, and communities have a responsibility 
to provide resources that support recovery, promote inclu-
sion, and minimize discrimination.

•	 Recovery	is	based	on	respect	for	the	rights	of	those	affected	
with mental health and substance abuse problems. Self-
respect is also essential for successful recovery (SAMHSA, 
2012).

Recovery or health restoration is aimed at preventing a re-
lapse into prior substance-abusing behaviors by the individual 
or into enabling behaviors by family members and significant 
others. Additional foci in health restoration include dealing 
with the consequences of substance abuse, and building a foun-
dation for recovery.

Relapse prevention. Relapse has been defined as a return to 
substance use behaviors after a prolonged period of abstinence. 
Relapse is a common phenomenon among substance abusers, 
and the emphasis in relapse prevention is elimination of per-
sonal triggers for substance use and abuse. Relapse frequently 
results in response to one of three types of triggers: a small 
amount of the abused substance, exposure to environmental 
cues or contexts associated with use and abuse, and stress. Re-
search has indicated that abusers tend to be more susceptible to 
the action of such cues than nonabusers (Becker, n.d.).

Relapse Prevention Therapy (RPT) is a treatment ap-
proach that emphasizes self-control and assists abusers to 
 anticipate and cope with factors that may contribute to relapse 
(SAMHSA’s National Registry of Evidence-based Programs, 
2014). Relapse prevention is based on the perspective that drug 
use behavior is reinforced by external cues that have become 
linked with rewards (e.g., the positive effects of drugs) and that 
these cues must be avoided to promote abstinence. Such cues 
may include people, places, drug use paraphernalia, or sensa-
tions previously associated with drug use. Other factors that 

may contribute to relapse include inadequate skill in dealing 
with pressures to return to substance use, poor conflict man-
agement skills, and a desire to test one’s personal control over 
behavior.

Development of coping skills is central to relapse preven-
tion. RPT focuses on understanding relapse as a process and 
on identifying and coping with high-risk situations that may 
precipitate relapse. RPT also emphasizes coping with urges and 
cravings, minimizing negative consequences of relapse, contin-
ued engagement in treatment despite relapse, and creation of a 
more balanced lifestyle. RPT has been found to be effective in 
promoting smoking abstinence, treatment for cocaine use and  
drinking behavior, and in marital adjustment (SAMHSA’s 
 National Registry of Evidence-based Programs, 2014).

Relapse prevention may be facilitated by the use of relapse 
risk maps. Relapse risk maps are graphic representations of 
the factors that contribute to relapse into substance-abusing 
behaviors drawn by the client with the assistance of a nurse or 
counselor.	For	example,	the	relapse	prevention	map	of	a	col-
lege student with an alcohol problem might include a drawing 
of the university to represent the stress of making good grades; 
an endless circle among classrooms, the library, and work rep-
resenting stressful demands on the student; and the bar where 
the student stops to relax every night on the way home from 
class. Other elements of the map might include a demanding 
employer or girlfriend or friends who encourage drinking. Re-
lapse prevention maps can help clients with substance abuse 
problems identify factors that contribute to relapse and suggest 
strategies for dealing with them (e.g., making new friends, cut-
ting back on work, or going to school part-time) (Weegmann, 
2008). Similar maps can also be used during the early recovery 
stage to help identify factors that contribute to substance abuse 
behaviors.

Mutual-support and self-help groups are another strategy 
to aid in health restoration and relapse prevention related to 
substance abuse. Mutual-help groups consist of people who are 
abusers of the same substance and who provide for each other 
understanding and support in conquering their substance 
abuse	habit.	For	example,	Alcoholics	Anonymous	(AA)	is	a	
mutual-help group for alcohol abusers, and Potsmokers Anon-
ymous is a mutual-help group for marijuana abusers.

In 2010, AA, the first organized mutual support group, cel-
ebrated its 75th anniversary. At that time, the organization in-
cluded more than 2 million members (1.2 million in the United 
States alone) in 160 countries. AA originated out of the tenets 
of the Oxford Group, a Christian sect, but includes no specific 
religious doctrine. It is better described as a spiritual, rather 
than a religious program. AA support services are usually used 
in conjunction with professional care, and there is extensive 
evidence of its success in helping members maintain sobriety. 
The emphasis in this and other mutual support groups is vol-
untary service by recovering substance users helping other us-
ers (Gross, 2010). AA, in particular, does not rely on external 
monetary support, and its funding comes from voluntary con-
tributions of members (AA, 2014).
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Self-help therapies usually involve use of publications and 
educational materials that help people identify underlying rea-
sons and triggers for substance use and suggest specific strate-
gies for curtailing use. SMART Recovery is a self-help program 
that combines self-help education and literature and group 
interaction to implement its four-point recovery program that 
includes tools and techniques to help people: (a) build and 
maintain motivation to stop addictive behaviors, (b) cope with 
urges to engage in the behavior, (c) manage their thoughts, 
feelings, and behaviors, and (d) live a balanced life. Unlike 
AA, which is focused on alcohol addiction, SMART Recovery 
addresses multiple forms of addictive behavior. Group inter-
action is accompanied by manuals that provide practical tools 
and strategies for addressing each of the four points (SMART 
Recovery, n.d.). Recently a tailored manual was developed spe-
cifically for use by health care professionals with addictions 
(SMART Recovery, 2014).

The concepts of self-help or mutual support are predicated 
on perceptions that “the needs of patients are not adequately 
taken into account by institutions and professionals” and the  
concept that substance users are “lay experts” (Jauffret-Roustide,  
2009, p. 159). Support groups for substance abusers may be 
of two types: therapeutic peer support groups, such as AA 
and SMART Recovery, and interest groups. Interest groups 
are groups of substance abusers focused on empowerment of 
group members to advocate for public policies that “change 
society and make it more tolerant of differences” including 
drug use (Jauffret-Roustide, 2009, p. 159). The intent of such 
groups is to advocate for the rights of drug users to choose 
drug use. These groups are less focused on day-to-day support 
for abstinence than on advocacy for alternatives based on the 
concept of harm reduction discussed earlier. The activities of 
such groups have led to changes in perceptions of users as ir-
responsible persons with an illness to responsible persons able 
to adopt behaviors that reduce the personal and societal harm 
due to substance abuse (Jauffret-Roustide, 2009).

Population health nurses can assist clients with substance 
abuse problems to identify triggers for relapse and to develop 
strategies for dealing with them. They can also assist in the de-
velopment of relapse prevention groups that provide clients with 
the support of others in dealing with their relapse issues. They 
may also help to motivate family members and significant others 
to participate in relapse prevention, educating both clients and 
significant others about relapse, its causes, and prevention strat-
egies. Population health nurses’ involvement with self-help and 
mutual-help groups usually occurs in the form of referrals for 
these types of services. In some instances, however, population 
health nurses are actively involved in initiating support groups. 
Population health nurses may also be involved in empowerment-
focused groups advocating for the rights of substance abusers.

Population health nurses can also contribute to health res-
toration efforts by providing emotional support to recovering 
abusers and their families and by linking them with other sources 
of support. Other health restoration measures might include ef-
forts to eliminate or modify stressors that contribute to relapse. 

For	example,	assisting	the	recovering	abuser	to	find	work	can	al-
leviate the stress of unemployment and financial worries.

The nurse can also reinforce the individual’s motivation to 
abstain from drug use or engage in harm-reduction strategies 
by commending and highlighting successes. Development of 
positive coping skills may also prevent relapse. Other health 
restoration needs may involve providing information on re-
sources, providing respite from onerous burdens of care, or 
helping individuals plan time for themselves.

At the population level, population health nurses may be in-
volved in planning and implementing services for people with 
substance abuse problems (e.g., initiating a mutual-help group 
or a relapse prevention group). They may also need to partic-
ipate in political advocacy to assure the availability of health 
restoration services or to mandate their coverage as a routine 
health insurance benefit.

Dealing with consequences of abuse. Substance abuse may 
lead to a variety of physical, psychological, and social conse-
quences with which population health nurses need to assist 
 clients. Population health nurses may provide treatment for 
physical consequences of substance abuse and assist clients to 
deal	with	psychological	and	social	consequences.	For	example,	 
they may treat abscesses due to injection drug use or refer  clients 
for treatment if necessary. Other examples include assisting 
 clients in recovery to deal with the feelings of guilt engendered 
by their behavior and its effects on loved ones, or helping them 
to regain custody of children placed in foster care.

Population health nurses may also need to help family mem-
bers deal with the consequences of substance abuse in the fam-
ily.	For	example,	group	interventions	for	schoolchildren	whose	
parents have substance abuse disorders have been shown to 
reduce feelings of isolation and to improve problem solving, 
conflict resolution, and social skills as well as enhance academic 
skills. In addition, such programs provide a sense of personal 
safety and belonging, and program staff can engage in advocacy 
for appropriate care of these children. Population health nurses 
can be actively involved in developing these and similar pro-
grams. They can also engage in political activity to assure access 
to and funding for these types of programs. Political advocacy 
may also be needed to assure insurance coverage for health ser-
vices to deal with the physical and emotional consequences of 
abuse for substance abusers and their family members.

Building a foundation for recovery. Treatment for substance 
abuse is more than a matter of detoxification and modification 
of cravings for the drug in question. It is usually a total program 
of modification that results in changes in modes of thinking and 
acting. This may be achieved through professional therapy as 
discussed above, participation in mutual-help groups, changes  
in environment and lifestyle, self-image enhancement, and 
 development of new coping skills and new patterns of family 
interaction.

Nurses can also assist clients to plan changes in their envi-
ronment to minimize stresses that may contribute to substance 
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abuse.	For	example,	the	nurse	can	refer	a	client	for	help	with	fi-
nancial difficulties or for respite from the care of a handicapped 
child or elderly parent. Socially isolated older persons who 
abuse substances can be linked to sources of social support, and 
unemployed persons can be assisted to find employment or 
to learn skills that enhance their employability. The provision 
of housing for homeless substance abusers has been shown to 
reduce emergency department use, detoxification center use, 
hospital admission, and jail bookings. One such program cost 
approximately $18,600 per person, but resulted in per capita 
savings of $36,579 (Srebnik, Connor, & Sylla, 2013). Similarly, 
the Pathways Housing First program focuses on housing and 
community-based treatment services for homeless individuals, 
many of whom have substance abuse disorders. In one study, 
the program resulted in an 84% rate of retention in treatment 
after 2 years, reductions in psychiatric symptoms, improve-
ments in alcohol dependence, and declines in community ser-
vices use (Tsemberis, Kent, & Respress, 2012).

Population health nurses can also help individual clients 
develop stronger self-images by reinforcing their successes and 
helping them realistically examine their expectations for them-
selves. In addition, nurses can help clients who abuse psycho-
active substances to develop alternative ways of coping with 
stress by taking action to modify stressors or changing their 
perceptions of and responses to stressors.

Treatment efforts are also needed for members of the 
abuser’s family to enable them to recover from codependence. 
Goals in the care of families of substance abusers include stabi-
lizing the family system, making changes in family interactions, 
and developing mechanisms for maintaining those changes. 

Family	stabilization	may	be	achieved	by	linking	families	to	
needed support services and engaging in the crisis intervention 
strategies described in Chapter 14 . The nurse can also make 
 referrals for marital or family therapy as needed and can assist 
families to identify their use of defense mechanisms similar to 
those used by the substance abuser.

The population health nurse might also provide families 
with anticipatory guidance about the negative effects of life 
change events and help them deal with these events without 
resorting	to	substance	abuse.	Family	members	may	also	need	
help in working through resentment related to substance abuse 
and subsequent behaviors by the abuser.

Building positive experiences in the life of the family also 
fosters cohesion and helps to stabilize the family. The popu-
lation health nurse can assist the family to plan activities in 
which all members can participate. It is particularly important 
to integrate the substance-abusing member into these occa-
sions, if possible, to prevent further alienation.

The population health nurse can also assist families to de-
velop	new	patterns	of	interaction.	For	example,	the	nurse	might	
help the family realign members into the more usual husband–
wife coalition rather than parent–child coalitions by improving 
family communication and developing joint problem-solving 
skills. The nurse can also assist family members to identify and 
express feelings and learn negotiating strategies. The systemic 
reflecting strategy discussed earlier is one approach to assisting 
families to develop new patterns of interaction. Even children 
can	be	incorporated	into	such	an	approach	if	desired	(Flynn,	
2010). Areas of focus and strategies for health restoration with 
respect to substance abuse are summarized in Table 29-10•.

TAbLE 29-10 Health restoration Strategies in the Control of Substance Abuse

Focus Strategies

Support for abusers •	Provide	emotional	support	and	encouragement	to	individual	clients	and	their	families.
•	Assist	with	abuser	reintegration	into	the	family.
•	Refer	for	emotional	or	material	support	services	as	needed.
•	Advocate	for	development	of	and	access	to	support	services	for	abusers	and	their	families.

Relapse prevention •	Educate	individual	clients	and	families	regarding	the	process	of	relapse	and	relapse	prevention.
•	Assist	abusers	to	identify	relapse	triggers.
•	Assist	with	the	development	of	relapse	risk	maps	and	relapse	prevention	plans.
•	Assist	in	minimizing	effects	when	relapse	occurs.
•	Initiate	or	refer	clients	to	mutual	support	groups	or	self-help	groups.

Modification or elimination 
of factors contributing to 
relapse

•	Assist	with	employment,	housing,	etc.
•	Refer	for	financial	assistance	as	needed.
•	Refer	for	respite	services	to	address	caregiver	burden.
•	Advocate	for	societal	changes	that	eliminate	stressors	that	contribute	to	substance	abuse.
•	Advocate	for	changes	in	societal	attitudes	toward	substance	abusers.

Dealing with the conse-
quences of abuse

•	Provide	care	to	individual	clients	or	refer	for	services	to	address	physical	and	psychological	consequences	of	
 substance abuse.

•	Advocate	for	availability	of	and	access	to	treatment	services	to	address	consequences	of	substance	abuse.
•	Assist	family	members	to	deal	with	the	effects	of	substance	abuse	on	the	family	or	refer	for	needed	services.
•	Advocate	for	available	services	for	family	members	of	substance	abusers.

Building a foundation for 
recovery

•	Assist	substance	abusers	and	family	members	to	develop	effective	coping	strategies.
•	Promote	new	family	interaction	patterns.
•	Promote	family	cohesion	and	reintegration	of	the	substance	abuser.
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Evaluating Control Strategies for  
Substance Abuse
Evaluating interventions with individual substance abusers 
and their families focuses on the extent to which problems of 
substance abuse have been resolved. Has the abuser been able 
to abstain from substance use or to engage in harm-reduction 
strategies? Have stresses contributing to substance abuse been 
modified? Have personal and family consequences of sub-
stance abuse been addressed as far as possible?

At the population level, the nurse could evaluate the effects 
of intervention programs on the incidence and prevalence of 
substance abuse as well as indicators of morbidity and mortality 
related to abuse. The nurse evaluating the effects of programs 
directed at substance abuse might examine the extent to which 
national health promotion and disease prevention objectives 
have been met in the population. The current status of selected 
Healthy People 2020 objectives related to substance use and 
abuse is presented below. As can be seen, very few of the objec-
tives have already reached the targets, but other objectives (e.g., 

exposure of young people to tobacco marketing on the Internet) 
are	moving	away	from	their	targets.	For	others,	the	movement	
toward the target has been slow, suggesting the need for more 
concerted efforts to control substance use and abuse.

Another source of evaluative information on the overall 
effectiveness of criminal justice approaches to the control of 
substance abuse lies in the Office of Management and Budget 
(OMB) assessment of federal agencies. In its most recent as-
sessment of the Drug Enforcement Administration (DEA) in 
2003, the OMB rated the agency’s performance as “adequate.” 
In its report, the OMB noted that “the Drug Enforcement Ad-
ministration is unable to demonstrate its impact on the avail-
ability of drugs in the U.S. but has shown sustained progress in 
disrupting and dismantling high priority drug trafficking orga-
nizations” (OMB, 2003, para 2). Based on this assessment and 
the continued problem of substance abuse, it would seem clear 
that drug enforcement activities are not having a significant ef-
fect on the problem of substance abuse in the United States, 
and that other strategies are needed.

ObjEcTIVE bASElInE (yEAR) TARgET cuRREnT DATA (yEAR) DATA SOuRcES

SA-2. Increased the proportion of high 
school seniors who have never used

2.3. alcoholic beverages
2.4. illicit drugs

 
 
27.7% (2009)
53.3% (2009)

 
 
30.5%
58.6%

 
 
NDA
NDA

 
 
Monitoring the Future 
Study (MTF), NIH/NIDA

SA-4. Increase the proportion of adoles-
cents who perceive great risk associated 
with

4.1. Binge drinking
4.2. Marijuana use
4.3. Cocaine use

 
 
 
40% (2008)
33.4% (2008)
49.4% (2006)

 
 
 
44%
36.7%
54.3%

 
 
 
40.7% (2011)
27.6% (2011)
48.1% (2011)

 
 
 
National Survey on 
Drug Use and Health 
( NSDUH) SAMHSA

SA-6. Increase the number of states with 
mandatory ignition lock laws for first and 
repeat impaired driving offenders

13
(2009)

50 states and DC NDA Mothers Against Drunk 
Driving

SA-7. Increase the number of admis-
sions to treatment for injection drug use 
(per year)

254,278
(2006)

279,706 NDA Treatment Episode Data 
Set (TEDS), SAMHSA

SA-11 Reduce cirrhosis deaths (per 
100,000 population)

9.1
(2007)

8.2 9.4
(2010)

National Vital Statis-
tics System-Mortality 
(NVSS-M), CDC/NCHS

SA-12. Reduce drug-induced deaths 
(per 100,000 population)

12.6
(2007)

11.3 12.9
(2010)

NSDUH, SAMHSA

Healthy People 2020

Selected Objectives related to Substance Use and Abuse

Continued on next page
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ObjEcTIVE bASElInE (yEAR) TARgET cuRREnT DATA (yEAR) DATA SOuRcES

SA-14 Reduce the proportion of people 
engaged in binge drinking in the last 
month

14.3. Adults
14.4 Adolescents 12–17 years of age

 
 
 
21.7% (2008)
9.5% (2008)

 
 
 
24.4%
8.6%

 
 
 
26.7% (2011)
7.9% (2011

 
 
 
NSDUH, SAMHSA

SA-16. Reduce average annual alcohol 
consumption (gallons per person)

2.3 gal
(2007)

2.1 gal NDA Alcohol Epidemiologic 
Data System (AEDS)

SA-17. Reduce the rate of alcohol 
 impaired driving (per million vehicle 
miles driven)

0.4
(2008)

0.38 NDA Fatality Analysis 
 Reporting System 
(FARS), DOT/NHTSA

SA-18.3 Reduce steroid use by 12th 
graders (similar objective for 8th and 
10th graders)

2.2%
(2009)

NT NDA MTF, NIH/NIDA

SA-19 Reduce nonmedical use of any 
psychotherapeutic drug (in past year)

6.1%
(2008)

5.5% 5.7%
(2011)

NSDUH, SAMHSA

SA-20. Reduce the number of deaths 
 attributable to alcohol

79,646
(Avg 2001–2005)

71,681 NDA Alcohol Related Disease 
Impact System (ARDI), 
CDC

SA-21. Reduce the proportion of 
 adolescents who use inhalants

4%
(2008)

NT 3.3%
(2011)

NSDUH, SAMHSA

TU-1.1. Reduce cigarette smoking by 
adults

20.6%
(2008)

12% 19%
(2011)

National Health 
 Interview Survey 
(NHIS), CDC/NCHS

TU-2.1. Reduce past month tobacco use 
by adolescents

26%
(2009)

21% 23.4%
(2011)

Youth Risk Behavior 
Surveillance  System 
(YRBSS), CDC/
NCHHSTP

TU-3. Reduce initiation of tobacco 
 product use

3.1 by adolescents (12–17 years)
3.5. by young adults (18–25 years)

 
 
7.7% (2008)
10.8% (2008)

 
 
5.7%
8.8%

 
 
6.9% (2011)
10.4% (2011)

 
 
NSDUH, SAMHSA

TU-5.1. Increase smoking cessation 
 success by adults

6%
(2008)

8% 6.7%
(2011)

NHIS, CDC/NCHS

TU-6. Increase smoking cessation during 
pregnancy

11.3%
(2005)

30% 18.9%
(2010)

NHIS, CDC/NCHS

TU-8. Increase states with Medicaid 
coverage of treatment for nicotine 
dependence

6 states
(2007)

50 states and DC 5 states
(2009)

State Medicaid Cov-
erage for Tobacco 
Treatment

TU-11. Reduce the proportion of 
 children 3–11 years of age exposed to 
environmental tobacco smoke (similar 
objectives for adolescents and adults)

52.2%
(2005–2008)

47% NDA National Health and 
Nutrition Examination 
Survey (NHANES), CDC/
NCHS

Healthy People 2020 (Continued)
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ObjEcTIVE bASElInE (yEAR) TARgET cuRREnT DATA (yEAR) DATA SOuRcES

TU-12. Increase the proportion of people 
covered by indoor worksite polices that 
prohibit smoking

75.3%
(2006–2007)

100% NDA Current Population 
Survey (CPS), Census & 
DOL,BLS

TU-15.1. Increase tobacco-free 
 environments in junior high schools 
(similar objectives for middle schools, 
high schools, and Head Start programs)

65.4%
(2006)

100% NDA School Health  Policies 
and Practices Study 
(SHPPS), CDC/
NCHHSTP

TU-18.1 Reduce the proportion of 
 adolescents and young adults exposed 
to tobacco marketing on the Internet 
( similar objectives for other media)

36.8%
(2009)

33.1% 40.6%
(2011)

National Youth Tobacco 
Survey (NYTS), CDC/ 
NCCDPHP/OSH

NT = No target set yet, informational data only
NDA = No data available
Data from: U.S. Department of Health and Human Services. (2014). Healthy people 2020: Topics and objectives. Retrieved from http://healthypeople.gov/2020/ 
topicsobjectives2020/default.aspx

Healthy People 2020 (Continued)

Factors	related	to	each	of	the	six	categories	of	determinants	of	
health influence psychoactive substance use and abuse. Popula-
tion health nurses engage in a variety of strategies at each level 
of health to address the problems of substance use and abuse. 
Health promotion strategies, for example, include development 
of effective coping and problem-solving strategies and strong 
individual self-images. Prevention activities focus on prevent-
ing substance use initiation, controlling access to drugs and 
alcohol, modifying substance use and abuse risk factors, and 
engaging in harm reduction to prevent harmful consequences 

of substance use and abuse. Strategies designed to resolve exist-
ing problems of abuse include screening for excessive use and 
abuse,	 brief	 intervention,	 and	 substance	 abuse	 treatment.	 Fi-
nally, health restoration involves support for the abuser and his 
or her family, relapse prevention, modification of factors that 
promote relapse, dealing with the physical and psychological 
consequences of abuse, and building a foundation for recovery. 
Evaluation of control efforts occurs at both the individual client 
and population levels.

CHAPTEr rECAP

Members of the senior class of the baccalaureate nursing 
program at a state university have noticed that alcohol use is 
prevalent on their campus. Several friends have been arrested 
for driving under the influence and one student’s boyfriend 
was killed in a drunk-driving accident. The students have also 
noted a significant amount of binge drinking at weekend par-
ties when people “let down their hair.” The university has a 
no-drinking-on-campus policy, but enforcement is lax, and 
alcohol is frequently smuggled into the dorms. The student 
health center does not really address the problem of excessive 
alcohol intake and few students use the campus counseling 
center.

1. What factors related to biological, psychological, environ-
mental, sociocultural, behavioral, and health system deter-
minants of health are operating in this situation?

2. What additional information related to determinants of 
health might the nursing students need to collect? Where 
might they obtain that information?

3. What actions by the nursing students might help to address 
the problem of alcohol use in the campus population? Would 
these actions primarily reflect health promotion, prevention, 
resolution of existing problems, or health restoration?

4. How might the students evaluate the effects of their efforts?

CASE STUDy Alcohol on Campus
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aggravated assault

alcohol-facilitated sexual abuse

assault

code of the street

collective violence

community violence

dating violence

domestic violence

domestic violence restraining order

family/partner violence

female genital mutilation (FGM)

homicide

interpersonal violence

intimate partner violence (IPV)

psychological violence

self-directed violence

sexual violence

shaken baby syndrome

stalking

street efficacy

suicidal ideation

suicide

suicide attempt

trafficking

violence

Key Terms

Learning Outcomes
After reading this chapter, you should be able to:

 1. Compare types of societal violence.

 2. Analyze the influence of biological, psychological, environmental, sociocultural, behavioral, and 
health system determinants on societal violence.

 3. Identify major foci in health promotion and prevention related to societal violence.

 4. Describe approaches to resolving existing problems of societal violence.

 5. Discuss considerations in health restoration related to societal violence.

 6. Analyze the role of population health nurses with respect to control of societal violence.

Societal Violence30
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Protecting Children from Abuse

Until the late 1800s, there was no systematic protection of children from abuse, although iso-
lated instances of criminal prosecution for egregious abuse occurred periodically. Arguments 
against intervention included parental rights to raise their children as they saw fit. In 1869, 
however, the Illinois Supreme Court ruled that punitive action could legally be taken against 
parents who failed to exercise their parental authority “within the bounds of reason and human-
ity” (Myers, 2008). Similarly, as early as 1642, Massachusetts enacted legislation that enabled 
magistrates to remove children from parents who did not care for them properly, but such ac-
tions were rare.

In 1866, the American Society for the Prevention of Cruelty to Animals (ASPCA) was formed 
and provided the foundation for similar protective organizations for children. The first such orga-
nization in the world was the New York Society for the Prevention of Cruelty to Children (NYSPCC) 
established in 1875. The impetus for the society’s establishment was the case of a young girl 
named Mary Ellen, who was routinely abused by her guardian. Mary Ellen’s plight was reported 
by a neighbor to a church worker who sought the aid of Henry Berg, founder of the ASPCA. Berg 
enlisted the aid of the organization’s attorney, Elbridge Gerry. Gerry employed an obscure section 
of the rule of habeas corpus to file a complaint, initiating the child’s removal from the home and 
criminal proceedings against the guardian.

As a result of the case, Berg and Gerry enlisted the aid of philanthropist John D. Wright in 
 establishing the NYSPCC. The organization’s purpose was to

Rescue little children from the cruelty and demoralization which neglect, abandonment and 
improper treatment engender; to aid by all lawful means in the enforcement of the laws in-
tended for their protection and benefit; to secure by like means the prompt conviction and 
punishment of all persons violating such laws and especially such persons as cruelly ill-treat 
and shamefully neglect such little children of whom they claim the care, custody or control. 
(NYSPCC, 2000, p. 7)

Through links established with local police, the society was notified of all cases of abuse of 
children, and the New York State Attorney General and the county district attorney authorized the 
 society to act on their behalf in court proceedings. During its first 8 months, the society rescued 
72 children and prosecuted 68 criminal cases. In addition, the society was active in promoting 
legislation to protect children and is credited with being the impetus for most of the body of 
modern child protective law (NYSPCC, 2000). It was not until 1962 that child protective ser-
vices were identified as part of public responsibility with amendments to the Social Security Act 
 (Myers, 2008).
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ow Establishing a Women’s Shelter

Rates of domestic violence against American Indian women are higher than in the general popula-
tion. In one small town on the Navajo Indian Reservation, community members collaborated to 
establish a shelter for abused women. For most of the community and residents of surrounding 
rural homes or sheep camps, domestic violence was not considered a problem, or was not one 
that outweighed the daily struggle for survival. However, churches and agencies serving abused 
women were amenable to taking action and provided volunteers to help with establishing the shel-
ter. Other organizations, including members of the tribal police force, also became allies and were 
kept  apprised of progress (Begay, 2011).
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Considerable initial resistance to the project was encountered in the community based on denial 
of a problem or beliefs that domestic violence was a family issue that should be addressed within 
the confines of the family. Other sources of resistance included beliefs that the problem of domes-
tic violence stemmed from excessive alcohol use, which should be the focus of community efforts 
(Begay, 2011).

Efforts began with a campaign to educate tribal elders and convince them of the problem within 
cultural constraints of respect for authority. These efforts were followed by presentations and dis-
cussion in multiple community venues, including the weekly flea market, WIC program office, po-
lice departments, and schools. The planning group also sponsored an educational float in the high 
school home coming parade (Begay, 2011).

Barriers to shelter development included difficulties raising funds and finding a site for the 
shelter. The latter was complicated by community members’ reluctance to have the shelter located 
in their neighborhoods. The initial shelter site was in a mobile home. Due to funding inadequacies, 
the shelter was forced to close periodically. Development of policies and procedures was another 
aspect to be considered, and the community group adopted and adapted policies and procedures 
from another shelter. Assuring the safety of residents from the local community was difficult be-
cause the shelter’s location was well known, so women from the local area were transferred to an-
other shelter as soon as possible (Begay, 2011).

Lessons learned from the project included the need for clarity in the mission and commitment 
from the working group and from other supporters, particularly elders and tribal leaders. Developing 
community awareness of domestic violence was an early issue that needed to be overcome. Continu-
ous outreach to other individuals and groups and flexibility were also essential as was maintaining 
the enthusiasm and commitment of those involved. Despite the obstacles encountered, the shelter 
was established and continues to meet the needs of women in the surrounding area (Begay, 2011).

V iolence is a pervasive phenomenon in our society. In 
part, this is a function of the American heritage and 
the actions required to carve a nation from a wild and 
uncivilized land. Violence has historically been seen 

as a mode of resolving conflict and even of ensuring support of 
law and order. The vigilante approach to justice on the Western 
frontier is one example of the use of violence to protect society. 
 Excessive  attention to “national security” issues may also be used 
to  justify societal violence and is an outcome that population 
health nurses can help to guard against by advocating the protec-
tion of civil  liberties. The World Health Organization (WHO) 
 defined  violence as the purposeful use of actual or threatened 
force against another individual or a group that results in, or 
could result in, harm (Violence Prevention Alliance [VPA], 2014).

In societies in which survival is subjected to physical threats 
that must be countered by physical force, violent behavior may 
be more or less of a necessity. Some authorities, however, con-
tend that humankind has failed to adapt to changes in survival 
needs and has continued to exercise proclivities to violence 
that are not warranted in today’s society. Societal violence has 
become a global as well as national concern.

Violence may occur in one of three forms: self-directed 
violence, interpersonal violence, and collective violence. 
Self-directed violence is deliberate behavior directed at 
oneself that results in or has the potential for injury (Haeg-
erich & Dahlberg, 2011). Self-directed violence encompasses 
self-abuse and neglect and suicide (VPA, 2014). Interper-
sonal violence involves violence between individuals and 
includes violence within families or intimate partner rela-
tionships and community violence. Family/partner violence 
includes child maltreatment, intimate partner violence 
(IPV), and elder abuse. Community violence occurs out-
side of family or intimate partner relationships and may 
involve acquaintances or strangers; examples include youth 
violence, assault by strangers, violence in the commission of 
a crime, workplace violence, and so on. Homicide, which 
is the intentional killing of one person by another, overlaps 
all of the family/partner and community violence catego-
ries.  Collective violence is violence perpetrated by a group 
of individuals on another group (VPA, 2014). War, geno-
cide, and political or economic repression are examples of 
collective violence. Figure 30-1• presents on overview of 
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the types of societal violence. The focus of this chapter is on 
self- directed and interpersonal violence.

Societal violence seems to be escalating throughout the 
world and in the United States in particular. In part, the in-
creasing frequency with which violence is reported may be a 

result of greater recognition of violent behaviors, but the fol-
lowing figures serve to highlight the magnitude of the problem 
of violence in the United States.

•	 The	U.S.	homicide	rate	is	three	to	five	times	that	of	any	other	
Western democracy.

•	 A	violent	crime	occurs	every	23	minutes.
•	 Someone	is	murdered	every	33	minutes.
•	 Someone	is	raped	every	6	minutes.
•	 A	child	is	abused	or	neglected	every	13	to	35	seconds.
•	 An	incident	of	elder	victimization	occurs	every	3	minutes.
•	 IPV	against	a	woman	occurs	every	1.3	minutes	and	every	6.7	

minutes against a man.
•	 Someone	attempts	suicide	every	39	seconds.
•	 Someone	successfully	ends	their	own	life	every	16	minutes.	

(Gellert, 2010)

These factors may actually underrepresent the extent of vio-
lence in America. In fact, the Department of Justice estimates 
that	only	37%	to	half	of	violent	crimes	are	reported	(Gellert,	
2010).

Worldwide,	violence	results	in	an	estimated	1.6	million	
deaths each year (Centers for Disease Control and Prevention 
[CDC],	2013).	Approximately	55,000	of	those	deaths	occur	
in the United States (Parks, Johnson, McDaniel, & Gladden, 
2014). Violence is one of the top ten causes of death for all age 
groups	from	birth	to	64	years	of	age	and	results	in	1.5	million	
years	of	productive	life	lost	before	age	65	each	year	(Haegerich	
& Dahlberg, 2011). In addition, violence results in significant 
injury	as	well	as	fatality.	For	example,	from	2005	to	2010,	vio-
lence contributed to approximately 388,000 emergency de-
partment visits (National Center for Health Statistics [NCHS], 
2013b). Dealing with the problem of violence by promoting 
“injury and violence free living” is one of the national priorities 
identified in the National Prevention Council’s (2011)  National 
Prevention Strategy.

Trends in Societal Violence
We will briefly describe features of and trends in the different 
forms of violence encountered in society. Areas to be addressed 
include self-directed violence and suicide, family/partner vio-
lence, community violence, and homicide.

Self-Directed Violence
Self-directed violence includes both suicidal and nonsuicidal 
behavior (Haegerich & Dahlberg, 2011). Nonsuicidal self-
injury involves deliberately causing physical harm to oneself 
without the intention to cause death. Self-injurious behavior 
was discussed in Chapter 24 . Cutting and burning are two 
examples of self-injury that may be employed by young people 
as a means of coping with emotional pain, anger, or frustration. 
Self-injury may build to more serious self-aggressive action 
(Mayo Clinic Staff, 2012). As	we	saw	in	Chapter	19 , self- 
injury may also include self-neglect which may be seen among 

Global Perspectives

Violence is a growing global problem. Violence results in 1.4 
million deaths per year, or 3,800 deaths per day. More than half 
(58%) of these deaths are self-inflicted; 36% are caused by oth-
ers, and 6% resulted from war or other forms of collective vio-
lence. Deaths due to violence are particularly prevalent among 
men aged 15 to 44 years. For every person killed by violence 
perpetrated by others, another 20 to 40 people receive injuries 
severe enough to require hospitalization. Similarly for every sui-
cide among people under age 25, another 100 people attempt 
suicide (World Health Organization [WHO], 2014a).

In 2002, WHO initiated its Global Campaign for Violence 
 Prevention. In 2012, the Violence Prevention Alliance estab-
lished its plan of action for 2012 to 2020. The plan of action is 
directed toward the achievement of six global goals for violence 
prevention throughout the world. The first two goals focus on 
prioritizing violence prevention within the global public health 
agenda. Goals 3, 4, and 5 address the construction of a founda-
tion for ongoing-violence prevention efforts. The final goal em-
phasizes the use of evidence-based strategies to prevent multiple 
forms of violence. The six goals are as follows:

 1.  Intensify global communication and advocacy for allocation of 
resources to prevention programs and support for clear vio-
lence prevention policy agendas.

 2.  Enhance integration of violence prevention in global agendas.
 3.  Strengthen national violence prevention action plans.
 4.  Increase individual and institutional capacity for vio-

lence prevention and provision of services to victims and 
perpetrators.

 5.  Promote research and data collection related to  violence and its 
prevention.

 6.  Implement evidence-based violence prevention  strategies, 
including
a. Parenting support strategies
b. Life and social skills training
c.  Initiatives to change social and cultural norms that sup-

port violence and to promote nonviolent norms
d.  Reducing access to excessive use of alcohol as a con-

tributing factor in social violence
e. Programs to reduce firearms-related deaths and injuries
f.  Services to address the consequences of violence and 

prevent recurrence (Violence Prevention Alliance, 2012)

 Violence Prevention at  
a Global Level
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the elderly who fail to address their own physical, emotional, 
or social needs through inadequate nutrition, shelter, clothing, 
medication use, or administration of finances (National Center 
for Injury Prevention and Control [NCIPC], 2014d). Although 
self-injury is not intended to result in death, those who engage 
in these behaviors may die as a result of miscalculating the po-
tential effects of their actions.

Suicide, on the other hand, is a “death caused by self-
directed injurious behavior with the intent to die as a result” 
(NCIPC, 2013a, para. 1). A suicide attempt is “a nonfatal self-
directed potentially injurious behavior with an intent to die as 
a result” (NCIPC, 2013a, para. 2). Suicidal ideation involves 
thinking about or planning to end one’s own life (NCIPC, 
2013a).

Suicide	rates	increased	by	about	60%	in	the	last	50	years	
(Demirçin, Akkoyun, Yilmaz, & Gökdoğan, 2011) to the point 
that suicide has become the tenth leading cause of death in 
the	United	States	(NCIPC,	2013f).	In	2009,	suicide	surpassed	
motor vehicle accidents as the leading cause of injury deaths 
(Rockett et al., 2012). The age-adjusted suicide rate for 2010 
was 12.1 per 100,000 population (NCHS, 2014), resulting in 
38,000 deaths. Another 1 million people attempted suicide, 
and 2 million engaged in suicidal ideation (NCIPC, 2013f). On 
average, 31,000 suicide deaths occur each year in the United 
States (Degutis, 2013). Suicide is also one of the top ten causes 
of death throughout the world, with an estimated 10 to 20 
suicide attempts for every completed suicide (Demirçin et al., 
2011).

U.S.	costs	for	suicide	are	estimated	at	$34.6	billion	per	year.	
When the costs of lost productivity for lives cut short are cal-
culated, the average cost of suicide is more than $1 million per 

person. In addition, suicide has long-term psychological costs 
for	survivors	of	suicide	victims.	Approximately	7%	of	the	U.S.	
population knows someone who committed suicide in the last 
year, and suicide by a family member increases the risk of sui-
cide in survivors (NCIPC, 2013f).

Interpersonal Violence
Forms of interpersonal violence include family or intimate 
partner violence and community violence. Both will be briefly 
addressed here.

FAmiLy/PArTNEr ViOLENCE. Family violence has been 
defined by Canada’s Department of Justice (2013) as “any form 
of abuse, mistreatment, or neglect that a child or adult experi-
ences from a family member, or from someone with whom they 
have an intimate relationship” (para. 1). Similarly, Family Law 
Courts (n.d.) of Australia defined family violence as “violent, 
threatening or other behavior by a person that coerces or con-
trols a member of the person’s family . . . or causes the family 
member to be fearful” (para. 1). In the United States, the term 
domestic violence is more often used and is defined as a “pat-
tern of abusive behavior in any relationship that is used by one 
partner to gain or maintain power or control over another in-
timate partner (U.S. Department of Justice, 2013, para. 1). The 
definition of family/partner violence used here is any form of 
violence or coercion perpetrated by one family member or part-
ner against another.

Family/partner violence encompasses child maltreatment, 
elder abuse, and intimate partner violence. In many families, 
these forms of abuse are intertwined, creating an intergenera-
tional pattern of violence in which children who are subjected 

FIGure 30-1 Categories of Societal Violence
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to or witness violence in the family internalize violence as a 
mode of family interaction. These children may then become 
abusive or enter abusive relationships in adulthood (Spivak 
et al., 2014). These abusive relationships may also carry over 
into care of aging parents, particularly if the parents were abu-
sive themselves. 

Child maltreatment. Child maltreatment or abuse was de-
fined	 in	 Chapter	 16  and involves intentional physical or 
mental harm to a child by someone responsible for the child’s 
welfare including parents, caregivers, or other persons in a cus-
todial role (e.g., a coach, teacher, or clergy person) (NCIPC, 
2014b). Child maltreatment includes both acts of commission 
and omission. Acts of commission are intentional and deliberate 
actions or words that cause or threaten harm to a child or have 
the potential to cause harm. Acts of commission include physi-
cal, sexual, and psychological abuse (NCIPC, 2014a). Physical 
violence involves nonaccidental physical injury to a child by a 
parent or other person responsible for the child’s welfare.  Sexual 

abuse encompasses a wide array of sexual activities, such as 
 genital fondling, penetration, incest, rape, sodomy, or exploita-
tion through prostitution or production of pornographic ma-
terials. Emotional or psychological abuse involves actions that 
undermine a child’s emotional development or sense of self-
worth. These actions may be positive actions, such as engaging 
in constant criticism, or negative actions, as in withholding love 
and support (Child Welfare Information Gateway, 2013).

Acts of omission or neglect involve “failure to provide for 
a child’s basic physical, emotional, or educational needs or to 
protect a child from harm or potential harm” (NCIPC, 2014a, 
p. 2). In physical neglect, caretakers fail to provide the child 
with the material requirements for healthy growth. Physical ne-
glect may include failure to feed or clothe a child appropriately. 
Emotional neglect involves failure to provide a child with the 
love and affection needed for optimal emotional development. 
Educational neglect is failure to educate the child or to provide 
for special education needs. Medical neglect is another aspect 
of neglect in which caretakers fail to provide needed medical, 
dental, or mental health treatment (Child Welfare Information 
Gateway, 2013; NCIPC, 2014a). Abandonment is another form 
of neglect and occurs when caretakers leave children alone in 
circumstances that may cause harm or fail to maintain contact 
with children (Child Welfare Information Gateway, 2013). Fi-
nally, failure to provide adequate supervision for children or 
exposing children to dangerous environments (including drug 
use) is considered an act of omission constituting child mal-
treatment (NCIPC, 2014a).

In 2012, more than 3.2 million reports of maltreatment af-
fecting	more	than	6.3	million	children	were	made	to	child	pro-
tective service (CPS) agencies in the United States. Of these, 
62%	or	2.1	million	reports	involving	3.2	million	children	were	
investigated,	and	more	than	686,000	children	were	found	to	
be	victims	of	maltreatment.	The	majority	of	cases	(78%)	in-
volved	neglect,	but	more	than	18%	involved	physical	abuse,	
and	9%	involved	sexual	abuse,	7%	involved	emotional	abuse,	
and	2.2%	involved	medical	neglect.	Child	maltreatment	re-
sulted	in	1,649	deaths	among	children	as	a	result	of	abuse	for	a	
national fatality rate of 2.2 per 100,000 children. Slightly more 
than	70%	of	fatalities	occurred	in	children	under	3	years	of	age	
 (Administration for Children and Families, 2012).

Perpetrators of child abuse tend to be family members, typi-
cally parents. Other perpetrators include mothers’ boyfriends, 
babysitters,	and	stepfathers.	In	2012,	just	over	80%	of	child	
maltreatment was perpetrated by parents, most of whom were 
biological parents (Administration for Children and Families, 
2012).

Societal costs for child maltreatment are extensive. For ex-
ample, the lifetime cost for 1 year’s worth of confirmed child 
maltreatment cases was estimated at $124 billion. When lost 
productivity costs are considered, each death due to child mal-
treatment costs approximately $1.3 million, and lifetime costs for 
children who survive are estimated at $210,012 per child, a figure 
higher than or similar to the lifetime cost of conditions such as 
stroke and diabetes (Division of Violence Prevention, 2014).

Children exposed to violence in the home experience a wide 
variety of negative consequences. (Pixel Memoirs/Fotolia)
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Intimate partner violence. Intimate partner violence (IPV) 
is defined as violence between two people of the same or op-
posite sex who are current or past intimate partners (Degutis, 
2013). An estimated 1.3 million women and more than 834,000 
men	experience	IPV.	In	addition	7.7%	of	women	and	0.3%	of	
men report being raped by an intimate partner at some point in 
their lives (Haegerich & Dahlberg, 2011). Like child maltreat-
ment, there are several forms of IPV: physical violence, sexual 
violence, threats of physical or sexual violence, and psychologi-
cal or emotional violence. Physical violence is the intentional 
use of force with the potential to cause harm and may involve 
the use of a weapon, restraints, or one’s body size or strength 
to cause damage (NCIPC, 2013c). Physical violence may 
also be referred to as “battering” (Women against  Domestic 
 Violence, n.d.).

Sexual violence involves the use of force to compel sexual 
activity against one’s will. It also includes attempted or com-
pleted sex acts against a person who cannot understand the na-
ture of the act (e.g., a cognitively disabled person) or one who 
cannot communicate their unwillingness. Sexual violence also 
includes coercion to engage in sexual activity and noncontact 
sexual acts, such as verbal sexual harassment, being flashed, or 
being forced to look at sexually graphic materials.

In some parts of the world, sexual violence against women 
also includes female genital mutilation (Basile & Smith, 2011). 
Female genital mutilation (FGM) includes any procedure in-
volving partial or total removal of external female genitalia or 
other nonmedical injury to female genital organs. Approaches 
to FGM may include clitoridectomy (removal of the clitoris), 
excision (removal of the clitoris and labia minora, with or 
without removal of the labia majora), or infibulation (narrow-
ing of the vaginal opening). FGM may be motivated by social 
or cultural conventions, efforts to prevent illicit sexual activ-
ity, or conceptions of femininity and modesty. FGM is most 
often performed in African and Middle Eastern countries, but 
population health nurses may encounter immigrant women 
who have been subjected to FGM. Although most FGM is 
performed by unlicensed personnel, WHO has reported that 
more	than	18%	of	FGM	is	carried	out	by	health	care	providers.	
Consequences of FGM include infection, hemorrhage, urinary 
retention and infection, cysts, infertility, and increased risk of 
complications	in	childbirth.	More	than	125	million	girls	and	
women have been affected in the countries where FGM is most 
commonly practiced (WHO, 2014b).

Threatening physical or sexual violence also constitutes IPV. 
Psychological violence or “psychological battering” includes 

Evidence-Based Practice

Combining Efforts to Address Sexual Violence and HiV/AiDS
International literature suggests that HIV/AIDS and gender vi-
olence are twin epidemics resulting from gender inequities in 
many regions of the world. This underlying cause suggests that 
approaches to resolving gender inequities can assist in prevent-
ing both HIV/AIDS and violence. Two evidence-based approaches 
have been suggested to address the problem of gender inequity: 
one focused on empowerment of women and the other focused on 
changing attitudes and behaviors among men (Dworkin,  Dunbar, 
Krishnan, Hatcher, & Sawires, 2011).

Strategies to empower women focus on changing social and 
cultural conceptualizations of gender that constrain women in 
much of the world (Dworkin et al., 2011). Examples of such 
strategies include the Intervention for Microfinance and Gen-
der Equity (IMAGE) program in South Africa and Shaping the 
Health of Adolescents in Zimbabwe (SHAZ). IMAGE combines 
education for women on gender equity, violence prevention, and 
HIV prevention with microfinance of women’s businesses. The 
program also includes training on community mobilization for 
change. The program has been shown to increase participant use 
of counseling and HIV testing, improved communication with 
partners and families, and individual and community action re-
lated to IPV resulting in a 55% reduction in IPV (Dworkin et al., 
2011).

The SHAZ program includes vocational training and micro-
grants for small businesses, skill development related to HIV 

prevention and interpersonal communication, development of 
peer social support networks and counseling, and reproduc-
tive health and HIV services. Program results included im-
proved economic status and “relationship power” as well as a 
50% reduction in physical and sexual violence (Dworkin et al.,  
2011).

Because women’s ability to even participate in empowerment 
programs is often constrained by domination by their partners, 
other programs have focused on masculinity and its effects on 
the health of men and women. In these programs men are as-
sisted to reflect on conceptualizations of masculinity and their 
potential to lead to behaviors that put both men and women at 
risk for poor health outcomes. Viewing current conceptualiza-
tions of masculinity as harmful to themselves can lead men to 
adopt new gender identities that are more conducive to health 
and may also lead to reduced gender discrimination. For ex-
ample, the Men as Partners program focuses on getting men to 
question patriarchal attitudes and their effects on family health 
resulting in more equitable views of gender, particularly with 
respect to gender-based violence. A similar program, Stepping 
Stones, led to decreases in herpes simplex virus (HSV) infec-
tion rates and IPV incidence (Dworkin et al., 2011). Perhaps 
the most effective response to the problem of gender-based vio-
lence would be to combine approaches to address both men and 
women.

M30_MARY9591_06_SE_C30.indd   913 06/09/14   8:31 PM



914  Unit 5 Population Health issues

denigrating the victim, diminishing their sense of self-worth, 
or socially isolating him or her from others (NCIPC, 2013c; 
Women against Domestic Violence, n.d.). 

IPV is believed to occur in a predictable cycle that includes 
a period of growing tension in the batterer, culminating in a 
specific incident of battering followed by a period of remorse 
and forgiveness (Strengthen Our Sisters, n.d.).

Approximately 24 people per minute experience IPV. This fig-
ure is most likely an underrepresentation of the true magnitude 
of the problem, because many incidents of IPV go unreported. 
In 2010, IPV accounted for 10% of all homicides in the United 
States (Spivak et al., 2014). Approximately one in four women 
will experience some form of domestic violence or IPV in their 
lifetimes, and IPV is a significant contributor to homelessness 
among women (National Coalition for the Homeless, 2012).

Stalking is another form of IPV. Stalking involves “a pat-
tern of harassing or threatening tactics used by a perpetra-
tor that is both unwanted and causes fear or safety concerns 
in the victim” (Division of Violence Prevention, 2011, p. 29). 
Stalking may include following someone, appearing at their 
home or work place, making harassing telephone calls, leaving 
threatening messages, or vandalizing their property. Stalking 
may also employ technological approaches such as text mes-
sages, surveillance, and global positioning systems to track 
victims  (Division of Violence Prevention, 2011). An estimated 
6.6  million people or 1 in 6 women and 1 in 19 men are sub-
jected to stalking each year. Nearly half (46%) are stalked at 
least weekly, and 11% have been stalked for 5 years or longer 
 (Stalking Resource Center, 2012).

Stalking may lead to violence, and one in five stalkers uses a 
weapon to threaten his or her victim. More than three fourths 
(76%) of women killed by an intimate partner had been stalked 
beforehand. More than half of these women had reported being 
stalked prior to being killed (Stalking Resource Center, 2012).

When IPV involves violence that occurs in a dating re-
lationship, it is often referred to as dating violence. Nearly  
one third of high school and college women report dating 

 violence, and dating violence accounts for half of the sexual as-
saults experienced by women aged 12 to 24 years. Women who 
have a history of childhood sexual abuse are at higher risk for 
dating violence than women who were not abused as children 
 (Degutis, 2013). Dating violence may involve physical, sexual, 
and emotional abuse and stalking (NCIPC, 2012).

The estimated annual direct and indirect cost of IPV is $8.3 
billion (NCIPC, 2013b). Mental and physical health care costs 
may be as high as $4.1 million per year (National Coalition for 
the Homeless, 2012). Stalking also results in lost worktime and 
productivity. For example, one in eight stalking victims loses 
worktime (Stalking Resource Center, 2012). Severe IPV results 
in the loss of nearly 8 million days of work productivity for em-
ployed women and 5.6 million days of lost household produc-
tivity (NCIPC, 2013b).

In addition to its economic costs, IPV also has significant 
health effects for victims as well as for family members who 
witness the abuse. Health effects are both physical and emo-
tional and include injury, sexually transmitted infections, de-
pression, anxiety, and post-traumatic stress disorder (PTSD). 
These effects will be discussed in more detail in the section on 
psychological determinants. Pregnancy is another effect of sex-
ual violence, and pregnancy in the context of IPV may lead to 
abortion. In a study in one abortion clinic, for example, almost 
10% of patients reported a history of physical abuse and 2.5% 
reported sexual abuse. Most often the violence in these cases 
was perpetrated by former, rather than current, intimate part-
ners (Saftlis et al., 2010). In another study, IPV was associated 
with male involvement in a pregnancy ending in abortion and 
with conflict related to abortion decisions. The authors noted 
that policies requiring partner consent for an abortion may put 
women at risk for IPV (Silverman et al., 2010).

IPV occurs throughout the world in all nations and in all 
social, economic, religious, and cultural groups. IPV is often 
referred to as gender-based violence because in many cultures it 
arises in part from women’s subordinate social status.

Although most people think of IPV as occurring in hetero-
sexual relationships, there is evidence to suggest that IPV also 
occurs in same-sex relationships (Spivak et al., 2014). IPV in 
same-sex relationships was discussed in Chapter 20 .

Elder abuse. As we saw in Chapter 19 , elder abuse or mal-
treatment is purposeful physical or psychological harm or ex-
ploitation of elderly persons. Elder abuse can occur within fami-
lies or in institutional settings such as nursing homes and other 
residential facilities for the elderly. The focus of this chapter, 
however, is on abuse of older persons within community, rather 
than institutional, settings.

Excluding financial exploitation, approximately one in ten 
elderly individuals in the United States experiences maltreat-
ment. This figure probably represents only about a fourth of 
the actual incidence of elder abuse. In one study in New York 
State, there are an estimated 24 unknown cases of elder abuse 
for every known case (National Center on Elder Abuse, n.d.). 
There are few national studies of the incidence of elder abuse, 

Sexual violence often results from highly traditional gender roles. 
(BlueSkyImages/Fotolia)
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but in another state study, the average annual rate of elder vic-
timization	from	2005	to	2009	was	204.5	per	100,000	popula-
tion. Half of these incidents involved serious violence against 
older individuals (National Center for Victims of Crime, 2013).

Several forms of elder abuse occur, many of them simi-
lar to the types of abuse found among children and intimate 
partners. Types of abuse that may be encountered by popula-
tion health nurses working with elderly clients include physical 
and sexual abuse, neglect, emotional abuse, abandonment, and 
 financial or material exploitation (NCIPC, 2013h). Physical 
abuse of the elderly may include injury, inappropriate restraint, 
or overmedication. Neglect may involve failure to meet physi-
cal or emotional needs, failure to attend to medical needs, or 
self-neglect by the older person himself or herself. Emotional 
abuse may consist of verbal abuse or disrespect or social isola-
tion. Older clients may also be financially exploited when their 
funds or material goods are appropriated by others rather than 
used to meet their needs. Older clients’ personal rights may 
be violated if they are not allowed to participate in decisions 
 regarding their lives when they are capable of making such 
 decisions. Some older clients may be abandoned or deserted by 
those responsible for their care. In addition, there is an increas-
ing incidence of Internet crime focused on the elderly. For ex-
ample,	people	over	60	years	of	age	make	14%	of	fraud	reports	
to	the	Federal	Trade	Commission	and	as	many	as	14%	may	
be subjected to identity theft (National Center for Victims of 
Crime, 2013). Community violence and political violence dis-
proportionately affect the elderly as well as children.

Perpetrators of elder maltreatment are usually family mem-
bers	or	acquaintances.	In	fact,	up	to	90%	of	elder	abuse	is	per-
petrated by family members, most often spouses (Acierno, 
Hernandez-Tejeda,	Muzzy,	&	Steve,	2009;	National	Center	on	
Elder Abuse, n.d.)

In	a	2009	national	epidemiologic	study	funded	by	a	National	
Institute of Justice grant, emotional mistreatment was the form 
of	elder	abuse	most	frequently	reported,	affecting	4.6%	of	the	re-
spondents.	Only	8%	of	the	mistreatment	was	reported,	and	more	
than	half	was	perpetrated	by	family	members—25%	by	spouses	
and	19%	by	children	or	grandchildren.	Physical	abuse	was	re-
ported	by	1.6%	of	the	elders	in	the	study.	Elders	were	more	likely	
to	report	physical	abuse	to	police	(31%),	and	more	than	three-
fourths	of	the	perpetrators	were	family	members.	Less	than	1%	
of	the	elders	(0.6%)	reported	experiencing	sexual	abuse,	but	
only	16%	of	those	reported	it	to	the	authorities.	Again,	half	of	
sexual abuse against elders was perpetrated by family members, 
typically	a	partner	or	spouse.	Slightly	more	than	5%	of	the	elders	
were experiencing current potential neglect (defined as at least 
one essential need not being met, although no one in particular 
may have been designated responsibility for meeting that need). 
A	total	of	11%	of	the	elderly	respondents	had	experienced	any	of	
these	forms	of	abuse	(Acierno	et	al.,	2009).

In the same study, financial exploitation by family members 
was	reported	by	5.2%	of	the	elders.	Exploitation	was	more	com-
mon among elders who were functionally impaired or those re-
ceiving social services whose providers should have been alert 

to	the	potential	for	financial	abuse.	An	additional	6.5%	of	the	
elderly reported lifetime experience of financial exploitation by 
strangers,	usually	involving	fraud	(Acierno	et	al.,	2009).

COmmuNiTy ViOLENCE. Interpersonal violence also oc-
curs outside of family or partner relationships. Forms of com-
munity violence to be addressed here include assault and sexual 
assault, hate crimes, and trafficking.

Assault and sexual assault. Multiple forms of physical assault 
take place each day in the United States, with the most extreme 
form of assault resulting in homicide. Assault is defined as “an 
unlawful physical attack or threat of attack” (Bureau of  Justice 
Statistics, 2013, para. 1). Assault may be classified as either 
simple or aggravated. An aggravated assault is one in which 
a weapon is used or in which serious injury is inflicted without 
use of a weapon (e.g., a severe beating). In a simple assault, no 
weapon is used and no injury or minimal injury results (Bureau 
of Justice Statistics, 2013). Incidents of rape, attempted rape, 
and sexual assault are excluded from assault figures. In 2012, 
more than 1 million aggravated assaults occurred in the United 
States. These assaults involved more than 1.2 million victims 
and nearly 1.2 million offenders (Criminal Justice Information 
Systems	Division,	2013b).	During	the	first	6	months	of	2013,	the	
number	of	aggravated	assaults	decreased	by	6.6%	from	the	same	
period in 2012 (Federal Bureau of Investigation [FBI], 2013).

As we saw earlier, sexual assault not only occurs frequently 
within family or intimate partner relationships, but also oc-
curs	as	a	form	of	community	violence.	In	2012,	73,132	forcible	
sexual	offenses	and	6,493	nonforcible	offenses	were	reported	
to the FBI (Criminal Justice Information Systems Division, 
2013b).	In	the	first	6	months	of	2013,	reports	of	forcible	rape	
declined	by	10.6%	(FBI,	2013).	Approximately	18.3%	of	U.S.	
women	and	1.4%	of	men	will	be	raped	at	some	point	in	their	
lives. As we noted earlier, the majority of rape of women in the 
United States occurs within the context of an intimate partner 
relationship,	but	just	over	40%	of	women	report	being	raped	by	
an acquaintance rather than a partner. More than half of men 
are	raped	by	an	acquaintance	and	15%	by	strangers.

Most incidents of sexual violence are perpetrated by single 
offenders, but sexual violence is often used in civil conflicts, 
such as war and insurrection, as a systematic tactic to desta-
bilize and demoralize whole populations. For example, over 
several years of civil war in the Democratic Republic of Congo, 
an estimated 1 million women and girls have been subjected 
to sexual violence (Peterman, Palermo, & Bredenkamp, 2011).

Hate crimes. As we saw in Chapter 20 , hate crimes are mo-
tivated by a bias against a particular group of people. In 2012, 
1,730	law	enforcement	agencies	reported	5,796	incidents	of	hate	
crimes to the Federal Bureau of Investigation. Nearly half of 
the single-bias incidents (these motivated by a single source of 
bias)	were	racially	motivated,	and	nearly	20%	were	motivated	
by	 sexual	orientation.	Another	17.4%	of	 incidents	were	based	
on	religious	bias,	11.5%	on	the	victim’s	ethnicity	or	national	ori-
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gin,	and	1.6%	on	disability	bias.	Two	thirds	of	racially	motivated	
incidents	were	directed	at	Blacks	and	22%	at	Whites.	 Smaller	
proportions of incidents were the result of bias against Asians/
Pacific Islanders, American Indian/Alaska Native, or people 
of	mixed	 race	 (4.1%,	 3.3%,	 and	 4.1%,	 respectively)	 (Criminal	
 Justice Information Systems Division, 2013a).

Nearly	two	thirds	(59.7%)	of	religiously	motivated	hate	
crimes	were	directed	at	Jews,	12.8%	toward	members	of	Islam,	
and	6.8%	at	Catholics.	More	than	half	of	hate	crimes	based	on	
sexual	orientation	were	directed	at	gay	men,	and	only	12.3%	
involved	lesbian	victims.	An	additional	2%	of	hate	crimes	in	
this	category	involved	anti-heterosexual	bias.	Nearly	60%	of	
hate crimes based on ethnic bias were directed at Hispanics 
and the remainder at members of other ethnic groups. Finally, 
a	large	majority	(82%)	of	disability	bias-motivated	incidents	
involved	victims	who	were	mentally	ill;	only	20%	involved	
bias against physical disability (Criminal Justice Information 
 Systems  Division, 2013a).

Trafficking. Trafficking is another form of community vio-
lence. Trafficking is defined as:

All acts involved in the recruitment, abduction, transport, har-
boring, transfer, sale or receipt of persons, within national or 
across international borders, through force, coercion, fraud or 
deception, to place persons in situations of slavery or slavery-
like conditions, forced labor or services, such as forced prostitu-
tion or sexual services, domestic servitude, bonded sweatshop 
labor, or other debt bondage. (California Department of Justice, 
n.d.,	para.	5).

The International Labor  Organization has estimated that 
12.3 million people, half of them girls and women, are held in 
situations of forced or bonded labor (Hossain, Zimmerman, 
Abas, Light, & Watts, 2010). Although there are many forms 
of trafficking, the most common are forced labor and sex traf-
ficking, and as many as 1.3 million persons may be involved 
in	sexual	servitude,	56%	of	whom	are	women.	Trafficking	is	a	
crime in the United States and in many other countries. The 
Trafficking Victims Protection Act of 2000 makes provision for 
prosecution of persons engaged in human trafficking and pro-
motes rescue and long-term assistance for trafficking victims 
(Moynihan & Gaboury, 2013).

Victims of trafficking may be prevented from escape by a 
number of means, including being illegally confined. Other 
traffickers use debt bondage, social isolation, confiscation of le-
gal documents, and threats of violence to prevent victims from 
leaving the situation. Other controlling tactics include threats 
of shaming, threat of imprisonment or deportation, and con-
trol of money (Office of Refugee Resettlement, 2012). Traffick-
ing results in a variety of health and social consequences for 
victims, including PTSD, depression, anxiety, injury, sexually 
transmitted infections, pregnancy and abortion, and substance 
abuse (Hossain et al., 2010; Moynihan & Gaboury, 2013).

A report from the National Academies of Science identified 
risk factors for trafficking at several levels: individual, relation-
ship, community, and societal. Individual level risk factors 

include a history of childhood maltreatment, being homeless or 
a runaway or thrown-away youth, being a member of a sexual 
minority, and criminal justice or foster care involvement. Rela-
tionship factors reflect family conflict or dysfunctional family 
dynamics. Community level factors include social norms that 
create a demand for trafficked labor or sexual partners; social 
isolation; gang involvement; and under-resourced schools, 
communities, and neighborhoods. Societal level risk fac-
tors include lack of awareness of commercial sexual exploita-
tion, sexualization of children, and lack of resources  (Clayton, 
 Krugman, & Simon, 2013). For example, in some parts of the 
world, poverty-stricken families may sell young children into 
forced labor or prostitution as a means of supporting other 
family members.

HOmiCiDE. As noted earlier, homicide is a form of societal 
violence that cuts across the family/intimate partner and com-
munity categories of violence. For that reason, it is addressed 
separately.	Approximately	37%	of	intentional	injury	deaths	are	
the result of homicide (Degutis, 2013). The 2010 age-adjusted 
homicide	rate	in	the	United	States	was	5.3	deaths	per	100,000	
population.	This	figure	represents	a	decline	from	5.9	per	100,000	
population	in	2000	to	5.5	per	100,000	in	2009	(NCHS,	2014).	
In	2012,	3,943	homicides	were	 reported	 to	 the	FBI	 (Criminal	
Justice Information Systems Division, 2013b). The number of 
homicides reported from January to June of 2013 decreased by 
6.9%	from	the	number	of	cases	reported	during	the	same	period	
in 2012.

Population Health Nursing  
and Societal Violence
Violence contributes to a variety of physical, psychological, 
and social problems that can be prevented by population health 
nursing efforts to modify factors that contribute to violence 
against self or others. Population health nurses play an active 
role in responding to societal violence. This role may be enacted 
in services to individual clients and families or in planning and 
implementing interventions to control the problem of violence 
at the community or population level. Control involves use of 
the nursing process to assess factors contributing to and im-
peding violence, planning and implementing evidence-based 
control strategies, and evaluating their effectiveness.

Assessing Risks for and Effects  
of Societal Violence
The National Academies Panel on the Understanding and 
 Control of Violent Behavior (Gellert, 2010) identified four 
levels of risk factors for societal violence. These included bio-
logical, psychological, microsocial, and macrosocial level 
factors. Biological factors include hormonal and chemical in-
fluences on violence, genetics, and the effects of drug use and 
traumatic brain injury on cognitive ability and impulse con-
trol.  Psychological factors include temperament, coping skills, 
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learned responses, and negative emotions. Microsocial factors 
reflect the influence of encounters and relationships between 
people. Finally, macrosocial factors include societal character-
istics at community or population levels that promote or deter 
violence. As we will see, these categories of risk factors are en-
compassed within the discussion of determinants of health as 
they affect societal violence.

BiOLOGiCAL DETErmiNANTS. Biological considerations 
related to violence include both factors that contribute to or pro-
tect against violence and those that arise as a consequence of vio-
lence. Areas to be addressed include age, gender, race/ethnicity, 
and physiologic function.

Age. Age influences both one’s potential for exposure to vio-
lence	and	the	severity	of	its	effects.	During	2009–2010,	homicide	
was	the	15th	leading	cause	of	death	for	the	overall		population,	
but was the 2nd most common cause of death for people 10 to 
19	years	of	age	(Kegler	&	Mercy,	2013).	U.S.	homicide	rates	in	
2010 were highest among people 20 to 24 years of age at 13.2 
per	100,000	population	and	second	highest	for	those	15	to	19	
years old (8.3/100,000). When these two groups are combined, 
the	overall	homicide	mortality	rate	was	10.7	per	100,000	people.	
A	 shocking	 7.9	 per	 100,000	 infants	 under	 1	 year	 of	 age	were	
victims of homicide, but the rate decreased dramatically to 1.1 
for children from 1 to 14 years of age and to 2 per 100,000 for 
people	over	65	years	of	age	(NCHS,	2014).

Infants and toddlers are also at increased risk for injury from 
abuse.	For	example,	12%	to	20%	of	fractures	in	very	young	
children are due to abuse, and premature infants are at greater 
risk for abuse than infants born at term, possibly due to their 
greater neediness (Harrison & Vega, 2014). In addition, an es-
timated 1,300 children experience shaken baby syndrome each 
year,	and	death	occurs	in	about	20%	of	victims	(National	Cen-
ter on Shaken Baby Syndrome, n.d.). Shaken baby syndrome is 
a traumatic brain injury that results from violently shaking an 
infant. Effects include visual, motor, and cognitive impairment 
(National Institute of Neurological Disorders and Stroke, 2014).

In	2009,	762,940	children	were	victims	of	abuse.	Three	fourths	
of	them	(76%)	were	subjected	to	neglect,	16.4%	experienced	
physical	abuse,	8.8%	experienced	sexual	abuse,	and	7%	were	
subjected	to	emotional	abuse.	In	addition,	2.2%	of	child	mal-
treatment involved medical neglect. Overall incidence of child 
maltreatment	is	highest	in	2-	to	5-year-olds	(25.9%	of	abuse),	fol-
lowed	by	6-	to	9-year-olds	at	21.5%	(U.S.	Census		Bureau,	2013b).	
Among	the	elderly,	“younger”	elders	(those	under	70	years	of	
age) are less likely to be subjected to emotional abuse than “older” 
persons	(those	over	age	70)	(Acierno	et	al.,	2009).

The first incident of IPV is also more likely to occur at 
younger	than	older	ages.	For	example,	22%	of	women	victims	en-
countered	IPV	between	11	and	17	years	of	age,	and	another	47%	
before	the	age	of	25	years.	The	first	experience	of	IPV	occurred	
between	the	ages	of	11	and	17	for	15%	of	abused	men,	while	39%	
experienced IPV for the first time between 18 and 24 years of 
age.	In	addition,	21%	of	women	and	31%	of	men	reported	their	

first	experience	of	IPV	victimization	between	25	and	34	years	of	
age.	Overall,	90%	of	women	and	85%	of	men	experience	their	
first	episode	of	IPV	before	35	years	of	age		(Spivak	et	al.,	2014).	
Similarly,	most	(71%)	victims	of	rape	are	under	18	years	of	age	
and half of those are under age 12 (Basile & Smith, 2011).

The age distribution for suicide mortality shows somewhat 
different patterns. In one study, people under 30 years of age 
were significantly more likely than those over age 30 to engage 
in thoughts of suicide, formulate a plan, and attempt suicide 
(Crosby, Han, Ortega, Parks, & Gfroerer, 2011). Despite these 
findings, the highest rate of completed suicide in 2010 was 
among	people	45	to	64	years	of	age	(18.6/100,000	population),	
then	decreased	for	older	ages,	to	rise	again	to	17.6	among	peo-
ple	85	years	of	age	and	older.	In	contrast,	the	2010	suicide	rate	
for	people	aged	15	to	24	years	was	10.5	(American	Foundation	
for	Suicide	Prevention,	2014),	and	for	youth	10	to	19	years	of	
age,	the	rate	was	4.5	per	100,000	population	(Perou	et	al.,	2013).

Gender. Gender also influences risk of violence. For example, 
men are approximately three times more likely than women to 
be victims of homicide (U.S. Census Bureau, 2013a). In 2010, 
the age-adjusted homicide rate was 8.4 per 100,000 men com-
pared to 2.3 for women (NCHS, 2014). Only among people over 
65	years	of	age	are	women	more	likely	to	be	victims	of	homicide	
than men (National Center for Victims of Crime, 2013).

With respect to suicide, some research has indicated that 
women have more suicidal thoughts than men (Crosby et al., 
2011), but men have higher rates of completed suicide than 
women, primarily because men choose more lethal methods 
for suicide (Haegerich & Dahlberg, 2011). In 2010, the suicide 
mortality	rate	for	men	was	19.8	per	100,000	population,	com-
pared	to	5	per	100,000	women	(NCHS,	2014).

On the other hand, women are more likely than men to ex-
perience severe physical and sexual violence related to IPV and 
are more likely than men to be injured. Women are also twice 
as likely as men to be killed as a result of IPV.  Approximately 
24%	of	women	are	subjected	to	physical	and/or	sexual	IPV,	
whereas	only	13.8%	of	men	experience	violence	from	an	in-
timate partner (Spivak et al., 2014). Similarly, women are 
at higher risk for sexual violence in general (Basile & Smith, 
2011), whereas men are nearly always the perpetrators of sex-
ual violence (Black et al., 2011). 

Race and ethnicity. Racial and ethnic disparities are also noted 
in the incidence of particular forms of societal violence. For ex-
ample, in 2010 suicide rates were highest for non-Hispanic White 
men at 24.2 per 100,000 men; followed by American Indian/ 
Native	Alaskan	(AI/AN)	men	(15.5	per	100,000);	and	Hispanic,	
Asian	Pacific/Islander,	and	Black	men	(at	9.9,	9.5,	and	9.1	deaths	
per 100,000 population, respectively). A similar distribution, but 
lower rates are noted for suicide among women. Overall, from 
1999	to	2010,	suicide	rates	were	twice	as	high	for	Whites	as	for	
Blacks	(NCHS,	2013a),	with	increases	of	more	than	65%	in	sui-
cide	 rates	 among	AI/AN	populations	 and	40%	among	Whites	
(Sullivan, Annest, Luo, Simon, & Dahlberg, 2013).
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Conversely, homicide rates were highest among Black or 
African	American	men	(31.5	per	100,000),	with	rates	nearly	
four times higher than any other racial or ethnic group. The 
second highest rate was noted for AI/AN men (8.8/100,000), 
followed	by	Hispanic	men	at	8.7,	and	non-Hispanic	Whites	at	
3.3 per 100,000 population, The lowest homicide rates were 
noted	among	API	men	(2.6/100,000).	The	distribution	of	ho-
micide rates by race or ethnicity among women was similar, 
with the highest rates for Black or African American women, 
followed by AI/AN women, non-Hispanic White women, 
	Hispanic	women,	and	API	women	(NCHS,	2014).	From	1999	
to 2010, age-adjusted homicide rates were four times higher for 
Blacks than Whites (NCHS, 2013a).

With respect to IPV and sexual violence, Hispanic and AI/
AN women have been found in some studies to be at greater 
risk for rape than other women (Basile & Smith, 2011). IPV has 
been	found	to	occur	in	AI/AN	women	at	rates	80%	above	those	
of	other	women,	and	as	many	as	65%	of	urban	AI/AN	women	
may be subject to IPV (Begay, 2011). In other studies, approxi-
mately	22%	of	Black	women,	27%	of	AI/AN	women,	19%	of	

non-Hispanic	White	women,	and	15%	of	Hispanic	women	
have	been	raped	at	some	point	in	their	lives.	Among	men,	45%	
of	AI/AN	men	and	40%	of	Black	and	multiracial	men	have	
been subjected to sexual violence by an intimate partner in 
their lifetimes (Black et al., 2011). Although racial and ethnic 
variations in violence occur, studies have found that disparities 
are explained by a variety of socioeconomic factors, including 
marital and immigration status and neighborhood social con-
text. These findings suggest that general interventions to im-
prove social and economic factors affecting populations will 
help to reduce racial and ethnic disparities in the incidence and 
prevalence of violence. For instance, among immigrant popu-
lations, the stresses arising from acculturation and language 
and economic barriers may contribute to abuse and could also 
be resolved by improvement in social conditions.  Population 
health nurses can be actively involved in advocacy to improve 
living conditions for both immigrant and nonimmigrant 
populations.

Physiologic function. Physiologic status may influence one’s 
risk for violence victimization. Conversely, violence may result 
in a variety of physiologic effects. Physical illness and disability 
may increase one’s risk of abuse. For example, older persons who 
need assistance with activities of daily living have been found to 
be at twice the risk of emotional abuse as those without func-
tional	limitations	(Acierno	et	al.,	2009).	Similarly,	poor	overall	
health among the elderly has been associated with greater risk 
of abuse (National Center for Victims of Crime, 2013) and in-
stitutionalized women with disabilities were more likely to re-
port a history of IPV, including sexual and physical abuse, than 
nondisabled women (National Center on Elder Abuse, n.d.). 
Physical health problems and disability are also risk factors for 
suicide (NCIPC, 2013g; Parks et al., 2014).

Violence victimization also leads to a variety of physical 
health effects. For example, sexual violence may lead to inju-
ries,	genital	tearing	(experienced	by	50%	to	90%	of	rape	vic-
tims),	sexually	transmitted	diseases	(4%	to	30%	of	victims),	and	
pregnancy	(5%).	In	addition,	IPV	may	result	in	a	20%	preg-
nancy rate. Other effects include pelvic inflammatory disease 

Although both men and women perpetrate intimate partner 
violence, women are more likely to sustain serious injuries.  
(Amyinlondon/Fotolia)

FOCuSED ASSESSmENT Assessing Biological Determinants 
influencing Societal Violence

•	 Are	there	physical	considerations	that	place	clients	at	risk	for	
family violence or suicide (e.g., disability, pregnancy)? What 
is the extent of these conditions in the population?

•	 Is	there	physical	evidence	of	abuse?

•	 What	are	the	physical	effects	of	violence	for	the	individual	
victim? What is the extent of physical effects of violence in 
the population?

•	 What	influence	does	age	have	on	the	incidence	and	
prevalence of violence in the population? What is the age 
distribution among victims of specific types of violence? 
What is the age distribution among perpetrators of violence?

•	 Are	there	gender	differences	in	victimization	or	perpetration	
of specific forms of violence in the population?

•	 What	is	the	racial/ethnic	distribution	of	violence	victimization	
and perpetration in the population?
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and other genito-urinary problems (Basile & Smith, 2011). IPV 
has also been shown to affect endocrine and immune systems 
as a result of chronic stress, resulting in conditions like fibro-
myalgia, irritable bowel syndrome, gynecologic disorders, and 
complications of pregnancy (NCIPC, 2013b). Physical abuse 
also results in multiple injuries for children and older per-
sons and population health nurses should be alert to signs and 
symptoms of abuse. Focused Assessment questions for assessing 
biological determinants influencing societal violence are pro-
vided on the previous page.

PSyCHOLOGiCAL DETErmiNANTS. As was the case 
with biological determinants, psychological factors serve as 
both contributors to and consequences of violence. For exam-
ple, caregiver resentment, fatigue, family conflict, and person-
ality traits have been found to contribute to elder abuse. The 
presence of psychiatric disorders also increases the potential for 
all forms of violence. For example, major depressive disorder, 
borderline personality disorder, PTSD, and nicotine depen-
dence have been linked to suicide risk (Bolton &  Robinson, 
2010). Similarly, other psychological factors such as hopeless-
ness, impulsivity, and aggressiveness may contribute to suicide. 
Conversely, protective factors include effective coping, prob-
lem-solving skills, and conflict resolution skills and knowledge 
of nonviolent ways of addressing disputes (NCIPC, 2013g). 
 Suicide is often precipitated by mental health problems, inti-
mate partner conflict, or a recent crisis (Parks et al., 2014).

Risk for IPV increases in the presence of low self-esteem on 
the part of both victims and perpetrators, a history of aggres-
sive or delinquent behavior as a youth, depression, anger and 
hostility, antisocial or borderline personality disorders, emo-
tional dependence and insecurity, and desires for power and 
control (NCIPC, 2013d). IPV is also associated with adverse 
psychological effects, such as depression, suicidal behavior, 
anxiety, low self-esteem, PTSD, fear of intimacy and inability 
to trust others, emotional detachment, and difficulties sleeping 
(NCIPC, 2013b). Sexual assault results in similar psychologi-
cal consequences. PTSD, in particular, is common, and is more 
likely to occur in people who experience rape as adults, rather 
than in childhood, and with forcible rape. Experience of gang 
rape is also more likely to result in suicide than rape by a single 
perpetrator (Basile & Smith, 2011). Perpetration of elder abuse 
is associated with high levels of hostility and poor coping skills, 
as well as current mental illness in the perpetrator. Exposure 
to abuse as a child may also contribute to elder abuse (NCIPC, 
2014e). Elder abuse may also be the result of caregiver strain 
or emotional or material dependence on the elder (NCIPC, 
2013h). Older persons with dementia may be at higher risk for 
abuse than those with normal cognitive abilities. An estimated 
47%	to	50%	of	people	with	dementia	are	abused	by	their	care-
takers (National Center on Elder Abuse, n.d.). Psychological ef-
fects of elder abuse include fear, anxiety, and distrust (NCIPC, 
2013h), as well as lower feelings of self-efficacy and greater psy-
chological distress than in nonabused elders (NCIPC, 2013h; 
National Center on Elder Abuse, n.d.). Psychological effects of 

violence experienced by parents may also affect the behavior of 
their children. For example, the occurrence of a homicide near 
the home increased caretaker distress and was also associated 
with decreased attention and impulse control in their children 
(Sharkey, Tirado-Strayer, Papachristos, & Raver, 2012).

The emotional climate in the family can also contribute to 
abuse. Families that exhibit increased emotional tension and 
anxiety, with little display of visible affection or emotional sup-
port, are considered emotionally impoverished and are at risk 
for violence. Similarly, family communication patterns that are 
non-nurturing, destructive, or ambiguous may also indicate 
risk for family violence. Couples that experience IPV have been 
found to have poorer communication skills and less satisfy-
ing relationships than other couples. These couples may also 
be characterized by poor conflict negotiation skills and poor 
problem-solving skills.

Child abusers may exhibit unrealistic expectations of chil-
dren, particularly as sources of warmth and love. When they 
are disappointed in these expectations, abuse may occur. For 
example, children who are irritable, who cry often, or who do 
not care to be cuddled may be perceived as rejecting the par-
ent. For parents with low self-esteem, this perceived rejection 
can set the stage for abuse. Population health nurses can assist 
parents to develop age-appropriate expectations of their chil-
dren and engage in strategies that assist parents to recognize 
and foster normal child development.

Population health nurses can identify risk factors for perpe-
tration of violence or victimization in individuals and families 
or in population groups. In addition, they can assist individuals 
and families to deal with the psychological effects of violence. 
They may also need to advocate for changes in societal percep-
tions of and attitudes toward victims of abuse to prevent feel-
ings of guilt and diminished self-worth.

Witnessing abuse may also have psychological effects. 
Consequences of witnessing abuse among children include 
emotional and behavioral problems, anxiety, poor school per-
formance, low self-esteem, disobedience, nightmares, physical 
complaints, and aggression. Depression is a particularly com-
mon effect of witnessing parental domestic violence, especially 
among adolescents. Witnessing violence in childhood may also 
contribute to perpetration of violence as an adult (Haegerich 
& Dahlberg, 2011). The Focused Assessment on the next page 
includes questions that the population health nurse can use to 
examine psychological determinants influencing violence in a 
specific population group or family.

ENVirONmENTAL DETErmiNANTS. Environmental 
factors may also influence the incidence and prevalence of so-
cietal violence. For example, schools have become a source of 
exposure to violence in today’s society. In 2011, for example, 
597,500	students	12	to	18	years	of	age	experienced	nonfatal	vio-
lence victimization, with more incidents occurring within than 
outside	of	 school.	During	 the	2010–2011	school	year,	31	vio-
lent	deaths	occurred	in	schools	(25	homicides	and	6	suicides)	
among	 children	5	 to	 18	 years	of	 age,	 and	24%	of	U.S.	 public	
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schools	 reported	 at	 least	 one	 incident	 of	 violence,	 with	 16%	
reporting incidents involving serious violence (Robers, Kemp, 
Truman, & Snyder, 2013).

A significant portion of school-related violence is directed at 
sexual minority youth, but the character of the school environ-
ment may have a protective effect for this population group. In 
one study, for example, gay, lesbian, bisexual, and transgender 
(GLBT) youth in states and cities with more protective school 
climates exhibited a decreased prevalence of suicidal ideation. 
Protective school climates include antibullying policies that ad-
dress sexual orientation, have active gay-straight student alli-
ances on campus, incorporate information on HIV, STI, and 
pregnancy prevention relevant to GLBT youth into school cur-
ricula, provide safe spaces in which youth can receive support 
from staff, provide staff training on supportive environments 
for GLBT youth, and make referrals to offsite providers to 
meet the needs of this vulnerable population (Hatzenbuehler, 
Birkett, Van Wagenen, & Meyer, 2014).

The home is another potential environment for violence. 
Both suicides and homicides occur more frequently in houses 
or apartments than in any other locale (Parks et al., 2014). 
 Central cities also have higher rates of some forms of homicide 
than	other	areas.	For	example,	from	2006	to	2007,	two	thirds	
of	the	50	largest	metropolitan	statistical	areas	(MSAs)	in	the	
United States had firearms homicide rates that exceeded na-
tional	rates,	and	86%	of	center	city	areas	had	rates	higher	than	
the related MSAs (Kegler, Annest, Kresnow, & Mercy, 2011). 
Similar distributions were noted for both homicides and sui-
cides	employing	firearms	in	2009–2010,	although	suicide	rates	
were lower than those for homicides (Kegler & Mercy, 2013). 
From	2007	to	2009,	homicide	rates	were	highest	in	large	central	
metropolitan counties, and homicide rates for men in these ar-
eas	were	76%	higher	than	in	other	locales	(NCHS,	2012).

Occupational environment may also contribute to violence. 
For	example,	more	than	15%	of	women	and	0.7%	of	men	re-
ceiving care from the Veteran’s Health Administration re-
ported military sexual trauma (Kimerling et al., 2010). Risk for 

violence also increases in occupational settings associated with 
the use of alcohol.

One other influence of environment on societal violence 
lies in the availability of means of suicide or homicide. For ex-
ample,	from	1999	to	2010,	there	was	a	more	than	81%	increase	
in	suicides	due	to	suffocation,	a	24%	increase	in	suicides	due	
to	poisoning,	and	a	14%	increase	in	suicides	using	firearms	
 (Sullivan et al., 2013). Suffocation may result from mixing 
household chemicals and inhaling the resulting fumes in an 
enclosed space, or exposure to exhaust fumes in a closed area 
(McNew et al., 2011).The extent of household gun ownership 
in a area has been found to be a significant predictor of fire-
arms-related	homicide	rates.	An	estimated	1%	increase	in	the	
number	of	guns	is	associated	with	a	0.9%	increase	in	homicide	
rates (Siegel, Ross, & King, 2013).

In other locales, jumping from high places may be the pre-
ferred form of suicide. For example, falls and firearms were 
the two most common modes of suicide in 284 incidents in 
84	national	parks	over	a	period	of	7	years	(Newman,	Akre,	
Bossarte, Mack, & Crosby, 2010). Similarly, high bridges may 
be a common venue for suicides. Installation of a bridge barrier 
on a bridge in Montreal, Canada, effectively reduced suicide 
rates. Suicides were not found to be displaced to other places 
because of the iconic value of the bridge as a site for taking 
one’s life (Perron, Burrows, Fournier, Perron, & Ouellet, 2013). 
 Population health nurses should be alert to environmental in-
fluences on societal violence and can assess those influences us-
ing the Focused Assessment questions posed on the next page.

SOCiOCuLTurAL DETErmiNANTS. Sociocultural factors 
influence both perpetration of and victimization in societal vio-
lence, and risk factors for violence occur at both individual and 
community levels. Individual level risk factors for perpetration 
of violence include low educational level, low income, social 
isolation, association with delinquent peers, gang involvement, 
family disruption and poor family function, family  conflict, un-
supportive	environments,	and	poor	parent–child	 	relationships	

FOCuSED ASSESSmENT Assessing Psychological Determinants 
influencing Societal Violence

population and what effect does it have on the incidence of 
societal violence?

•	 Are	members	of	the	population	with	mental	illnesses	
subjected to stigma or violence?

•	 Do	potential	victims	or	perpetrators	of	violence	exhibit	poor	
self-esteem? Poor impulse control?

•	 Is	there	a	negative	emotional	climate	in	the	setting	that	
might contribute to violence? In the population (e.g., general 
hostility or feelings of frustration with life circumstances)?

•	 What	is	the	level	of	stress	experienced	by	potential	abusers	
or suicide victims? To what extent are stressors present in 
the population (e.g., unemployment) that might influence 
violence or suicide?

•	 What	coping	strategies	are	employed	by	members	of	the	
population? By family members? How effective is coping 
among members of the population or family?

•	 Is	there	evidence	of	psychiatric	disorder	in	the	family?	
Depression? What is the extent of psychiatric illness in the 
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(Haegerich & Dahlberg, 2011). Additional individual risk  factors 
for perpetration of violence include unemployment, marital 
conflict or instability, and economic stress (NCIPC, 2013d). 
 Elder abuse is associated with caregivers’ assumption of respon-
sibility for elder caregiving at a young age, exposure to abuse as 
a child, lack of formal support, and expectations of caregiving 
without assistance from others (NCIPC, 2014e).

Risk factors for violence victimization at the individual level 
include unemployment or retirement among older persons, 
low household income, and lack of social support (National 
Center for Victims of Crime, 2013). Having strong relation-
ships with a variety of people and the availability of social sup-
port are protective factors against elder abuse (NCIPC, 2014e). 
IPV risk may be increased by being divorced or separated and 
by emotional or financial dependence on the abuser (Basile & 
Smith, 2011).

Family relationships and dynamics may increase the risk for 
child maltreatment or serve as protective factors. Family risk 
factors include social isolation, parental lack of understanding 
of child development, family disorganization, and lack of fam-
ily cohesion. Negative parent–child interactions and parental 
stress levels may also contribute to family violence.  Protective 
factors within families include supportive family relation-
ships, nurturing parenting skills, stable family relationships, 
household rules, and adequate role models outside the family. 
Population health nurses can work with families to enhance 
protective factors against violence and to modify those that 
contribute to violence. For example, the nurse may teach par-
enting skills or assist with finding employment.

Community or population level sociocultural risk factors 
for violence include poverty and diminished economic oppor-
tunity, residential instability, overcrowding, low levels of social 
capital, social disorganization, and lack of institutional sup-
port. Additional population level factors include a general tol-
erance for violence and cultural norms that support violence, 
traditional gender norms and support for male dominance 
and sexual entitlement, weak laws and policies related to vio-
lence, and weak social sanctions against violence (Haegerich & 
 Dahlberg, 2011; NCIPC, 2013d). Other population level factors 

that influence elder abuse include negative societal beliefs and 
attitudes toward the elderly, the societal latitude frequently 
given to their caretakers, and failure to monitor the welfare of 
elderly community members. Conversely, the availability of  
support services and respite for caretakers, a strong sense  
of community cohesion, greater community efficacy, and the 
presence of effective monitoring systems for older individuals 
are protective factors against elder abuse (NCIPC, 2014e).

Social networks and attitudes may also contribute to in-
creased incidence and prevalence of violence. For example, 
membership in social networks of co-offenders (people 
 arrested together for the same crime) that include homicide 
victims has been shown to increase one’s risk of homicide.  
The closer one’s relationship to the homicide victim is within 
the network, the greater one’s own risk of being killed. In 
 another similar study, 85% of gunshot injuries in one commu-
nity were among members of a single network (Papachristos &  
 Wildeman, 2014).

The social context of violence in some communities re-
flects a so-called code of the street, or informal expectations 
for interpersonal interaction among various members of the 
community that both “street” people and “decent” people must 
adhere to (Richardson, Brown & Van Brakle, 2013). The code 
relies on the use of violence to acquire, defend, and maintain 
personal respect within the system. A series of focus groups 
with violent juvenile offenders in adult prisons indicated that 
one needed to be willing to engage in violence at any moment 
to protect and maintain respect leading to desensitization to the 
threat of violence and belief in the inevitability of violent death 
 (Richardson et al., 2013). Street efficacy is a converse concept 
to the code of the street. Street efficacy is the ability to avoid 
entanglement in dangerous interpersonal interactions (Gibson, 
Fagan, & Antle, 2014). While the code of the street necessitates 
dealing with violence by becoming violent, street efficacy is as-
sociated with a decreased likelihood of violent victimization in 
which youth actively avoid situations where violence is likely 
to occur. Street efficacious youth are less likely than others to 
spend time with peers who engage in delinquency and violence 
(Gibson et al., 2014).

Focused Assessment Assessing environmental determinants 
Influencing societal Violence

locations, such as famous bridges for jumping to one’s 
death)?

•	 What	physical	environmental	features,	if	any,	deter	violence	
in the population (e.g., bridge barriers, well-lighted streets)? 
What	physical	environmental	features	promote	violence	(e.g.,	
secluded	areas,	poor	lighting,	prevalence	of	bars	and	retail	
alcohol outlets, abandoned building)?

•	 Do	school	environments	support	or	impede	violence?

•	 To	what	extent	do	schools	incorporate	violence	prevention	
strategies into school curricula?

•	 In	what	settings	does	violence	typically	occur	within	the	
population?

•	 What	methods	of	violence	are	available	within	the	home	or	
the	population	(e.g.,	availability	of	firearms,	iconic	suicide	
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Population level risks for suicide include cultural and reli-
gious beliefs that suicide is an “honorable” way out of personal 
difficulties, easy access to lethal methods of suicide, and unwill-
ingness to seek assistance with mental health problems due to 
perceived stigma. Conversely, cultural or religious proscrip-
tions against suicide have a protective effect (NCIPC, 2013g). 
As	noted	in	Chapter	25 , forced migration is a risk factor for 
suicide. For example, suicide rates among Bhutanese refugees 
resettled in the United States were higher than the global sui-
cide rate and were comparable to those of people awaiting 
resettlement in camps in Nepal, suggesting that resettlement 
resulted in stressors beyond those that caused migration from 
their homeland. Some of the stressors identified included lan-
guage issues, lack of residential and occupational choices, and 
worry about family members left in Bhutan (Cochran et al., 
2013).

The social response to violence also influences its occur-
rence. Cultural factors, for example, influence the willingness 
of persons outside the intimate relationship to take action 
when IPV is suspected. The incidence of abuse tends to be 
higher in cultures in which family matters are considered “pri-
vate” and where community sanctions against IPV are weak 
(NCIPC, 2013d). Being a victim of certain forms of violence 
may carry with it a level of social stigma that may prevent vic-
tims from reporting the violence or taking action to escape it. 
For example, social stigma attached to rape is often the product 
of enduring myths such as perceptions that women lead men 
on, participate willingly in the violation, or make false accusa-
tions of rape for their own purposes. Population health nurses 
can be involved in educating the public to change these percep-
tions and foster willingness to report and take action to prevent 
abuse.

Legislation prohibiting violence, protecting victims, and 
mandating sanctions for abusive behaviors is another social 
response to violence, particularly family violence. While all 
U.S. states have legislation related to child abuse, fewer states 
have adequate legislation and policy addressing IPV and el-
der abuse. For example, Futures Without Violence, a domestic 
violence advocacy organization, has evaluated state and ter-
ritorial efforts with respect to six criteria related to domestic 
violence. The criteria include conducting a state- or territory-
wide  domestic violence fatality review, mandatory reporting 
of domestic violence by health care providers, prohibition of 
insurance discrimination against victims of domestic vio-
lence, development of protocols addressing domestic violence, 
screening for domestic violence by health care professionals, 
and training of health professionals regarding domestic vio-
lence. This evaluation has been conducted three times since 
2001. In the most recent edition, only three states, California, 
New York, and Pennsylvania, and none of the territories or the 
District of Columbia had effectively addressed all of the crite-
ria. An additional eight states had met five of the six criteria, 
with the criterion related to screening for domestic violence 
the one least likely to have been addressed (Durborow, Lizdas, 
O’Flaherty, & Marjavi, 2013).

Social responses to violence also include the development 
of support services for victims of violence, particularly family 
violence. In many U.S. cities, for example, there are safe houses 
and shelters for abused women, children, and elders. Use of 
shelters, of course, depends upon the willingness of victims to 
leave an abusive situation.

Legal alternatives open to victims may also influence re-
sponse to violence. For example, women may be more likely 
to seek a domestic violence restraining order or personal pro-
tection order (PO) against an abusive partner than to press 
criminal charges. A domestic violence restraining order is a 
court order that prohibits the restrained person from engaging 
in abusive activities directed at a family member or intimate 
partner. Restraining orders and processes for obtaining them 
vary from state to state, but in many jurisdictions they apply 
to married or registered domestic partners, divorced or sepa-
rated individuals, dating or former dating partners, cohabiting 
partners, or other closely related person (parent, child, sibling, 
etc.). Depending on the specifications of the order, the re-
strained person may be prohibited from contacting the person 
who requested the order or others close to that person, coming 
to the home or place of work of the person requesting the or-
der, or possessing a gun. The order may also mandate certain 
behaviors such as support payments, return of property, and so 
on (California Courts, n.d.).

Research funded by the National Institute of Justice (2011) 
indicated that restraining orders resulted in decreased abuse 
and	fear	of	abuse	in	about	50%	of	cases,	even	when	the	abuser	
violated the order. POs were also found to save money for jus-
tice and social service systems, but ease of obtaining an order 
and enforcement varied among jurisdictions. Restraining or-
ders may not be as effective among abusers with a history of 
other criminal activity or juvenile offenders. Similarly, threat 
of prosecution and the ability to drop charges if warranted pro-
vided some protection from further abuse, but mandatory in-
tervention programs for abusers did not seem to be effective in 
deterring future abuse (National Institute of Justice, 2011).

Restraining orders may also be available to prevent elder 
abuse and abuse of children. Men subjected to IPV, particu-
larly in same-sex couples, may have more difficulty obtain-
ing restraining orders or other services that are designed 
primarily to address the needs of abused women. In some 
jurisdictions, abuse within same-sex couples may not even 
be acknowledged as IPV (Herek & Sims, 2008). Similarly, al-
though stalking is considered a crime in most jurisdictions, 
less than a third of states classify stalking as a felony on the 
first offense, and only half consider it a felony on the second 
offense or when stalking involves aggravating factors, such as 
weapons possession or violation of a court order (Stalking Re-
source Center, 2012).

Another social factor that influences societal violence is 
media attention. Some authors contend that unbalanced me-
dia attention to some types of homicide (e.g., of children or 
by children) provides the public with an inaccurate view of 
the problem that hampers their ability to engage in effective 
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problem solving. Others suggest that exposure to media vio-
lence is a causal factor in homicide and suicide. The media 
no longer presents extensive coverage of youth suicides, for 
example, because of the known effect seen in cluster suicides. 
The contention is made that similar coverage of adolescent 
homicide creates inappropriate role models for vulner-
able youth. Questions for exploring the sociocultural fac-
tors influencing societal violence are included in the  Focused 
 Assessment below.

BEHAViOrAL DETErmiNANTS. Behavioral risk factors 
contribute to societal violence and may also be a consequence 
of violence. For example, data from the National Council on 
Alcoholism and Drug Dependence [NCADD] (n.d.b) indicate 
that	40%	of	violent	crimes	involve	alcohol	use.	In	addition,	al-
cohol use is implicated in 3 million crimes each year, including 
37%	of	 rapes,	 27%	of	 aggravated	 assaults,	 and	25%	of	 simple	
assaults. Approximately two thirds of violent victimizations by 
a known perpetrator involve alcohol use, as do 1.4 million inci-
dents of violence among strangers. Alcohol use is also a factor 
in half a million incidents of IPV and 118,000 incidents of other 
forms of family violence. In addition, use of alcohol is a con-
tributing factor in half of murder convictions among inmates in 
state prisons (NCADD, n.d.a.). Similarly, IPV and elder abuse 
have both been linked to heavy alcohol and other drug use and 
abuse (NCIPC, 2013d, 2013h).

Alcohol use also contributes to suicide, but differentially for 
different methods of suicide, age groups, and ethnic groups. 
Alcohol use in general is linked to suicide using firearms, 

hanging, and poisoning. For young and middle adults, alcohol 
use is more likely to be associated with use of guns and hang-
ing than among older persons. Among older age groups and 
members of Asian Pacific Islander groups, alcohol use is more 
closely associated with suicide by means of poisoning. For 
Blacks, however, the strongest link between alcohol and suicide 
method relates to hanging (Conner et al., 2014).

Drugs and alcohol may also be used by perpetrators of 
sexual violence to facilitate sexual abuse. Alcohol-facilitated 
sexual abuse occurs when someone who is intoxicated or in-
capacitated due to drugs or alcohol is subjected to sexual be-
havior to which he or she is unable to consent or refuse (Basile 
& Smith, 2011). The behavior of the perpetrator in such a situ-
ation may be either opportunistic or proactive. An opportu-
nistic perpetrator takes advantage of the fact that a potential 
victim is intoxicated or incapacitated by drugs or alcohol. In 
proactive alcohol-facilitated sexual abuse, the perpetrator 
purposely introduces the drug or alcohol without the victim’s 
knowledge. In either case, the drug or alcohol may either de-
crease the victim’s inhibitions related to sexual activity or 
may actually incapacitate them rendering them vulnerable to 
assault. Sexual penetration has been found to be more likely 
when the victim has been drinking, and perpetrators may be 
less aggressive when victims are intoxicated. In one emergency 
department	approximately	12%	of	cases	of	sexual	assault	were	
suspected to be alcohol- or drug- facilitated, and figures have 
been	as	high	as	18%	of	cases	in	other	studies.	Drug	and	alco-
hol use also tend to occur in settings where exposure to sexual 
predators is more likely (Basile & Smith, 2011).

FOCuSED ASSESSmENT Assessing Sociocultural Determinants 
influencing Societal Violence

•	 Are	family	social	interactions	positive	or	negative?	What	is	
the quality of social interactions between various segments of 
the population?

•	 Do	societal	conditions	contribute	to	stress	(e.g.,	
unemployment, homelessness)?

•	 Do	cultural	or	religious	values	influence	the	risk	of	violence?	
Is this influence protective or does it support violence?

•	 Are	there	adequate	social	support	networks	available	to	
family members? To members of society?

•	 Are	there	occupational	risks	for	violence?	If	so,	what	
occupations are most affected? What features of these 
occupations increase the risk for violence?

•	 What	is	the	societal	response	to	violence?	What	is	the	media	
response to violence?

•	 Is	there	a	perception	of	social	stigma	attached	to	reporting	or	
experiencing violence?

•	 Is	there	social	unrest	in	the	population	that	may	contribute	
to increased violence (e.g., war or other social conflict)?

•	 Do	sociocultural	norms	support	violence?

•	 Is	there	evidence	of	a	“street	culture”	that	supports	violence	
as a means of conflict resolution or achieving respect?

•	 What	is	the	extent	of	“street	efficacy”	in	neighborhoods	with	
high rates of violence?

•	 To	what	extent	is	the	welfare	of	vulnerable	groups	within	the	
population monitored (e.g., the elderly)?

•	 What	is	the	extent	of	latitude	accorded	to	heads	of	
households or caretakers to control the behavior of others 
without outside interference?

•	 What	effects	do	expected	gender	roles	have	on	violence	
within families? In the population?

•	 What	is	the	legal	and	economic	status	of	women,	minors,	
and the elderly in the population?

•	 What	legislative	approaches	have	been	taken	to	prevent	
violence? To support victims of violence?

•	 Is	there	intergenerational	evidence	of	violence	in	the	family?	
In the population?
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Sexual orientation is another behavioral factor associated 
with the risk of violence. For example, meta-analyses indicated 
the	lifetime	risk	of	suicide	is	2.47	greater	for	members	of	sexual	
minority groups than for the heterosexual population (Choi, 
Paul, Ayala, Boylan, & Gregorich, 2013). As we saw earlier, 
sexual orientation and gender identity may put people at risk 
for hate crime victimization. Experience of physical or sexual 
abuse by sexual minority youth has also been associated with in-
creased risk of injection drug use and high-risk sexual behavior.

Exposure to violence may also contribute to risky behaviors. 
For example, sexually abused women have been found to be more 
likely to use drugs and alcohol than nonabused women (Basile & 
Smith, 2011). Similarly, sexual abuse of women in childhood has 
been linked to other negative health-related behaviors such as un-
protected sexual activity, multiple sexual partners, early initiation 
of consensual sexual activity, and participation in sex work. A his-
tory of prior sexual abuse has also been associated with smoking, 
overeating, and failure to use seat belts (Basile & Smith, 2011).

IPV among adult women is also associated with high-risk 
sexual behaviors, multiple partners, smoking, and unhealthy 
eating behaviors, such as fasting, purging and vomiting, abuse 
of diet pills, and overeating (NCIPC, 2013b). A meta-analysis 
of related research has indicated that victims of IPV, particu-
larly women, are also more likely to smoke than those who are 
not subjected to violence (Crane, Hawes, & Weinberger, 2013).
The Focused Assessment below includes questions to identify 
behavioral determinants influencing societal violence among 
individuals and in population groups.

 HEALTH SySTEm DETErmiNANTS. Health system fac-
tors contributing to violence relate primarily to the failure of 
health care providers to identify clients at risk for or experienc-
ing violence. Providers are generally able to deal with the physi-
cal effects of IPV or attempted suicide or homicide but may be 
less adept at dealing with underlying causes or addressing safety 
issues. Only a small percentage of health care providers rou-
tinely screen clients for risk for violence.

Even when abuse is suspected or confirmed, providers may 
be hesitant to report findings. Barriers to reporting abuse of 

older clients also exist. For example, some providers report 
confidentiality issues, fear regarding the response of the abuser, 
desires to avoid involvement in court proceedings, distrust of 
the effectiveness of follow-up, and doubt of their own abili-
ties to accurately recognize abuse as reasons for not reporting 
abuse. Population health nurses can help to educate providers 
about the need to identify and report abuse and can help them 
develop skills in intervening in abusive situations.

Health care providers also often fail to identify clients at 
risk for suicide. Suicide risk is increased in people with chronic 
physical illness, particularly illnesses that result in significant 
long-term pain. This suggests that better disease management 
for prevalent chronic illnesses could help to reduce suicide. 
Similarly, better access to care for substance abuse and mental 
health problems could serve to decrease suicide rates among 
these populations (NCIPC, 2013g). In addition, victims of IPV 
and sexual violence have been found to overuse health care ser-
vices, providing opportunities for alert health care providers 
to identify problems of violence victimization (Basile & Smith, 
2011; NCIPC, 2013b).

In part, the lack of health care provider screening for soci-
etal violence may lie in lack of education regarding issues of 
violence or lack of ability to identify persons at risk for or expe-
riencing violence. For example, health care providers have been 
found	to	misdiagnose	as	much	as	20%	of	fractures	related	to	
abuse in children under 3 years of age (Harrison & Vega, 2014). 
Tables 30-1•, 30-2•, and 30-3• present common physical and 
psychological indicators of child maltreatment, IPV, and elder 
abuse, respectively. Even with knowledge, however, providers 
may be reluctant to address issues of abuse and  violence for 
a variety of reasons (e.g., unwillingness to become involved, 
lack of comfort in asking about abuse, or lack of knowledge of 
 resources for dealing with abuse).   

As we have seen, numerous biological, psychological, envi-
ronmental, sociocultural, behavioral, and health system factors 
contribute to the occurrence of violence in individual clients 
and families and in society at large. Tips for exploring health 
system factors involved in societal violence are presented in the 
Focused Assessment	on	p.	927. Tools for assessing individual 

FOCuSED ASSESSmENT Assessing Behavioral Determinants 
influencing Societal Violence

•	 To	what	extent	does	sexual	orientation	or	gender	identity	
contribute to risk for violence in the individual or population?

•	 To	what	extent	do	members	of	the	population	engage	in	other	
behaviors that might lead to violence (e.g., bullying, carrying 
weapons)?

•	 Is	there	evidence	of	substance	abuse	in	the	family	situation?	
What is the extent of substance abuse in the population? 
How does substance abuse influence societal violence?

•	 What	is	the	extent	of	smoking	among	family	members?	In	the	
general population?

•	 Is	there	evidence	of	high-risk	sexual	behavior	by	family	
members? In the general population?
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TABLE 30-1 Physical and Psychological indications of Child maltreatment

Type of Abuse Physical indications Psychological indications

Neglect Persistent hunger

Poor hygiene

Inappropriate dress for the weather

Constant fatigue

Unattended physical health problems

Poor growth patterns

Delinquency due to lack of supervision

School truancy/poor school performance

Begging or stealing food

Behavior problems

Physical abuse Bruises or welts in unusual places or in several stages of 
healing; distinctive shapes

Burns (especially cigarette burns; immersion burns of hands, 
feet, or buttocks; rope burns; or distinctively shaped burns)

Fractures (multiple or in various stages of healing, incon-
sistent with explanations of injury)

Joint swelling or limited mobility

Long-bone deformities

Lacerations and abrasions to the mouth, lip, gums, eye, 
genitalia

Human bite marks

Signs of intracranial trauma

Deformed or displaced nasal septum

Bleeding or fluid drainage from the ears or ruptured eardrums

Broken, loose, or missing teeth

Difficulty in respirations, tenderness or crepitus over ribs

Abdominal pain or tenderness

Recurrent urinary tract infection

Wary of physical contact with adults

Behavioral extremes of withdrawal or aggression

Apprehensive when other children cry

Inappropriate response to pain

Emotional abuse Nothing specific Overly compliant, passive, and undemanding

Extremely aggressive, demanding, or angry

Behavior inappropriate for age (either overly adult or overly 
infantile)

Developmental delay

Attempted suicide
Sexual abuse Torn, stained, or bloody underwear

Pain or itching in genital areas

Bruises or bleeding from external genitalia, vagina, rectum

Sexually transmitted diseases

Swollen or red cervix, vulva, or perineum

Semen around the mouth or genitalia or on clothing

Pregnancy

Withdrawn

Engages in fantasy behavior or infantile behavior

Poor peer relationships

Unwilling to participate in physical activities

Wears long sleeves and several layers of clothes even in 
hot weather

Delinquency or running away

Inappropriate sexual behavior or mannerisms

FOCuSED ASSESSmENT Assessing Health System Determinants 
influencing Societal Violence

•	 To	what	extent	does	the	health	care	system	provide	for	
support and care of victims of societal violence? For 
perpetrators of violence?

•	 To	what	extent	do	victims	of	violence	use	health	care	
services?

•	 Are	health	care	providers	alert	to	risk	for	or	evidence	of	
violence? To what extent do health care providers screen for 
risk for or evidence of violence perpetration or victimization?

•	 What	is	the	response	of	health	care	providers	to	evidence	of	
violence or potential for violence?
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TABLE 30-2 Physical and Psychological indications of intimate Partner Violence

Physical indications Psychological indications

Chronic fatigue

Vague complaints, aches, and pains

Frequent injuries

Recurrent sexually transmitted diseases

Muscle tension

Facial lacerations

Injuries to chest, breasts, back, abdomen, or genitalia

Bilateral injuries of arms or legs

Symmetric injuries

Obvious patterns of belt buckles, bite, fist, or hand marks

Burns of hands, feet, buttocks, or with distinctive patterns

Headaches

Ulcers

Casual response to a serious injury or excessively emotional response  
to a relatively minor injury

Frequent ambulatory or emergency room visits

Nightmares

Depression

Anxiety

Anorexia or other eating disorder

Drug or alcohol abuse

Poor self-esteem

Suicide attempts

TABLE 30-3 Physical and Psychological indications of Elder maltreatment

Type of Abuse Physical indications Psychological indications

Neglect Constant hunger or malnutrition
Poor hygiene
Inappropriate dress for the weather
Chronic fatigue
Unattended medical needs
Poor skin integrity or decubiti
Contractures
Urine burns/excoriation
Dehydration
Fecal impaction

Listlessness
Social isolation

Emotional abuse Hypochondria Habit disorder (biting, sucking, rocking)
Destructive or antisocial conduct
Neurotic traits (sleep or speech disorder,  inhibition of play)
Hysteria
Obsessions or compulsions
Phobias

Physical abuse Bruises and welts
Burns
Fractures
Sprains or dislocations
Lacerations or abrasions
Evidence of oversedation

Withdrawal
Confusion
Fear of caretaker or other family members
Listlessness

Sexual abuse Difficulty walking
Torn, stained, or bloody underwear
Pain or itching in genital area
Bruises or bleeding on external genitalia or in vaginal or anal areas
Sexually transmitted diseases

Withdrawal

Financial abuse Inappropriate clothing
Unmet medical needs

Failure to meet financial obligations
Anxiety over expenses

Denial of rights Nothing specific Hesitancy in making decisions
Listlessness and apathy
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risk for family violence and suicide are also provided on the 
student resources site.

Population health nursing assessment related to societal 
violence may entail identification of risk factors at individual/
family or population levels. For example, nurses working with 
families would assess them for factors in each of the six dimen-
sions of health that increases their risk for family violence, sui-
cide, or homicide. In addition, nurses would be alert to the signs 
and symptoms of actual family/partner violence presented in 
Tables 30-1, 30-2, and 30-3 or signs of impending suicide. At 
the community or population level, nurses would identify risk 
factors that lend themselves to high incidence and prevalence of 
societal violence. For example, they would identify unemploy-
ment or other causes of social stress (e.g., homelessness, racial/
ethnic tension) as risk factors for social violence.  Information 
on risk factors for and the incidence and prevalence of violence 
would be used to derive nursing diagnoses and to plan strategies 
to minimize or control societal violence.

Diagnostic Reasoning and Societal Violence
Nursing diagnoses may be derived from assessment data re-
lated to individual clients and families or population groups. 
An example of a nursing diagnosis for an individual client 
might be “potential for child abuse due to increased stress of 
single parenthood and care of a disabled child.” A population-
based diagnosis might be “increased potential for violence 
due to prevalence of weapons carrying among high school 
students.”

Planning and Implementing Control 
Strategies for Societal Violence
Population health nurses are actively involved in planning con-
trol strategies for societal violence related to health promotion, 
prevention, resolution of existing problems, and health resto-
ration. Some interventions at each level are discussed below.

HEALTH PrOmOTiON. Health promotion related to so-
cietal violence involves development of effective coping skills 
in individuals and adoption of nonviolent conflict resolution 
strategies by individuals and groups of people. Specific strat-
egies at the population level might include teaching effective 
coping, conflict resolution, and anger management strategies 
within school curricula. Similar strategies might be used to de-
velop healthy coping skills and aversion to violence in individu-
als and families.

Increasing aversion to violence may be accomplished by 
teaching alternative methods of conflict resolution and by im-
posing cultural and social sanctions against violent behavior. 
For example, in societies in which violence is not perceived 
as an acceptable approach to interpersonal conflict, less vio-
lence occurs. Similarly, strong religious convictions may deter 
attempted suicide. Population health nurses can be actively 
involved in teaching positive modes of conflict resolution, 

anger management, and coping strategies and in activities 
 designed to change societal attitudes toward the acceptability 
of violence.

Population health nurses can also assist clients and families 
at	risk	to	develop	effective	parent–child	and	intimate	partner	
relationships by providing anticipatory guidance, assistance 
with communication, and so on. For instance, the nurse can 
educate new parents about child behavioral cues and appropri-
ate parental responses as well as provide reinforcement for pos-
itive responses. In addition, the nurse can suggest activities that 
will enhance the bond between parents and child (e.g.,  reading 
to or playing with the child), and educate parents regarding 
 appropriate forms of discipline.

PrEVENTiON. A public health approach to violence preven-
tion encompasses four major activities: monitoring the incidence 
and burden of violence over time, identifying contributing and 
protective factors, developing and testing control strategies to 
address those factors, and disseminating and promoting adop-
tion and adaptation of effective strategies in families, communi-
ties, and populations (Haegerich &  Dahlberg, 2011).

Several general evidence-based strategies have been devel-
oped to prevent each of the types of violence discussed in this 
chapter. For example, family support and parenting programs 
and hospital-based programs to educate new parents on crying 
and its management have been shown to be effective in reduc-
ing child maltreatment, particularly for young children. Simi-
larly, school-based programs to develop social and emotional 
skills coupled with intensive family and community-based ap-
proaches have reduced youth violence. Street-level outreach 
and conflict mediation strategies among violent youth have 
also been found to be effective (Haegerich & Dahlberg, 2011).

Effective prevention programs for IPV have included school-
based curricula focusing on healthy interpersonal relationships 
and social norms that inhibit violence as a mode of conflict 
resolution. Screening for and amelioration of risk factors for 
violence perpetration or victimization have also been effective 
in reducing IPV. Similarly, school-based programs focused on 
healthy relationships and changing social norms have been 
shown to reduce the incidence of sexual violence (Haegerich 
& Dahlberg, 2011). Prevention of sexual violence needs to 
start early with efforts to promote healthy and respectful rela-
tionships	in	families,	foster	healthy	parent–child	relationships,	
and create supportive family environments. Several effective 
programs have been found to decrease IPV. Examples include 
the “Start Strong: Building Healthy Teen Relationships Initia-
tive” (Spivak et al., 2014) and “Safe Dates” programs designed 
to change social norms related to sexual violence and improve 
problem-solving skills in youth (NCIPC, 2012). These and simi-
lar school-based programs have been found to reduce violence 
among	high-school	students	by	as	much	as	29%	and	by	15%	
across all grade levels (NCIPC, 2013e). For further information 
about the Start Strong and Safe Dates programs, see the  External 
Resources section of the student resources site.
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Prevention of child maltreatment may employ similar strat-
egies.	For	example,	child–parent	centers	provide	support	to	ec-
onomically disadvantaged families focusing on a child-centered 
approach	to	services.	Such	services	resulted	in	a	52%	decline	in	
child maltreatment in one study. Similarly, the  “Durham Fam-
ily Initiative” coordinates services to families at high risk for 
child	maltreatment	and	has	resulted	in	a	57%	decline	in	inci-
dence in the affected county compared to other counties with-
out similar services. Comparable results in decreasing child 
maltreatment have been noted for other similar programs such 
as the “Nurse-Family Partnership” program, the “Triple P: Pos-
itive Parenting Program,” and the “Safe  Environment for Every 
Kid” (SEEK) program (NCIPC, 2014c). For more information 
about the these programs, see the  External Resources section 
of the student resources site. Population health nurses may be 
involved in providing services through these and other similar 
programs or may refer families at risk for child maltreatment 
to appropriate services and programs.

Prevention strategies for elder abuse include listening 
to elders and their caregivers and addressing their needs. 
 Population health nurses can also encourage both elders and 
caregivers to seek help and refer them to appropriate services 
that can minimize the stress of caregiving (NCIPC, 2013h). 
They may also refer elders to day care centers or assist caregiv-
ers to access respite services. Population health nurses may also 
need to advocate for the availability of such services.

Evidence-based prevention measures for self-directed vio-
lence include screening for risk in health care settings, sui-
cide awareness programs in schools, reduced stigma attached 
to sexual minority membership and mental illness, and re-
striction of access to lethal means of suicide (Haegerich & 
 Dahlberg, 2011). Programs such as the U.S. Air Force Suicide 
Prevention Program focus on early recognition and treatment 
of people at high risk for suicide. Other foci include education 
and reduction of stigma attached to seeking help. The program 
is designed to normalize feelings of distress, promote effec-
tive coping skills, and eliminate negative career consequences 
of help seeking and treatment (Knox et al., 2010). The Youth 
Suicide Prevention Program has developed suicide prevention 
curricula for elementary, middle, and high school students as 
well as community programs and initiatives targeted to par-
ticularly vulnerable populations such as sexual minority youth 
(Youth Suicide Prevention Program, n.d.). See the External 
 Resources section of the student resources site for sources of in-
formation about these programs.

Population health nurses can also help to remove or reduce 
factors that contribute to stress and the potential for abuse. For 
example, the nurse might refer caretakers of an elderly client 
or a child with disabilities for respite services, assist an unem-
ployed parent to find employment, or increase social support 
networks for socially isolated families. Treatment of substance 
abuse problems in the individual or family may also decrease 
the potential for violence. Crisis intervention and hotlines may 
also prevent suicide.

Decreasing access to weapons has also been suggested as a 
preventive measure for violence, but the  Community Preventive 
Services Task Force (CPSTF, 2014) has found insufficient evi-
dence that firearms control legislation prevents violence. The 
task force examined such approaches as bans on specific types 
of weapons, waiting periods before purchase, purchase restric-
tions, registration and licensing of firearms, prevention of child 
access to firearms, and zero tolerance policies in schools and 
found insufficient evidence to recommend any of them as ma-
jor foci for violence prevention. Other research has indicated 
that weapons control is an effective measure against violence 
in specific circumstances. For example, easy access to firearms 
has been found to increase the risk of murder by perpetrators 
of IPV. Federal law prohibits the purchase or possession of 
firearms by persons convicted of IPV who are under a restrain-
ing order. Ten states require and another 20 states authorize 
courts to order respondents to restraining orders to surrender 
their firearms for the duration of the order. A California pro-
gram uses a variety of data sources to identify perpetrators of 
IPV who own firearms, which are then confiscated under the 
terms of a restraining order. Such programs have been shown 
to decrease retaliatory homicides against family members seek-
ing restraining orders  (Wintemute,  Frattaroli, Claire, Vittes, & 
Webster, 2014). 

Environmental measures to deter suicide include placing 
barriers at iconic jumping locations (Perron et al., 2013). Rec-
ommendations have also been made to erect site-specific sui-
cide barriers in National Parks with a high incidence of suicide 
(Newman et al., 2010).

Older clients may use several options to safeguard their 
funds and property from financial abuse. Some of these op-
tions include a financial representative trust, durable power of 
attorney, and joint tenancy. In a financial representative trust, 
the older person transfers to a trustee, selected by himself or 
herself, responsibility for managing his or her property. A 

easy access to lethal weapons contributes to violence-related 
deaths. (Oocoskun/Fotolia)
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durable power of attorney is a written document in which the 
older person grants another person the authority to handle fi-
nancial matters in his or her stead. In joint tenancy, the older 
person is co-owner of the assets covered with one or more 
designated others. All parties involved have the use of funds 
or property covered under joint tenancy. In the event of the 
death of one party, ownership automatically devolves on other 
members of the joint tenancy agreement. Each of these op-
tions has advantages and disadvantages and population health 
nurses would be best advised to refer older clients to reputable 
sources of legal and financial information to assist them in 
selecting options to protect themselves from financial abuse. 
Health promotion strategies and prevention strategies related 
to elder abuse and other forms of societal violence are sum-
marized in Table 30-4•.

rESOLViNG ExiSTiNG PrOBLEmS OF ViOLENCE.  
Resolving existing problems related to family/partner violence 
involves identification of abuse and treatment for its immediate 
effects. Many victims of abuse choose not to identify themselves 
or report the abuse for a variety of reasons. Female victims of 
IPV, for example, may fear additional violence. In other cases, 
victims may feel stigmatized or wish to protect the abuser.

Identification requires screening for those at risk for or ex-
periencing abuse, and routine screening for abuse has been 
suggested in emergency departments, women’s health clinics, 
and primary care settings. Workplace screening programs have 
also been suggested, and population health nurses can be in-
volved in designing and implementing screening programs in 
the work setting and other venues.

Screening for family/partner violence should be conducted 
when the client is alone using any of a variety of screening 
tools. Available tools deal with different issues depending on 
client characteristics (Sheridan, Nash, Hawkins, Makely, & 
Campbell, 2013). For example, screening tools for the elderly 
or disabled individual would include questions about the with-
holding of needed care or financial abuse in addition to asking 
about other forms of abuse. Tools for IPV and child maltreat-
ment would address psychological as well as physical and 
sexual abuse. Child maltreatment screening tools would also 
explore issues of neglect.

A variety of screening tools have been developed for screen-
ing for IPV, most of them directed toward women. NCIPC has 
published a compendium of assessment tools for IPV screen-
ing. For further information about these tools, see the External 
Resources section of the student resources site. Information re-
sources for elder abuse screening tools are also provided. 

In 2012, the U.S. Preventive Services Task Force  updated 
its 2004 recommendation related to IPV screening. The pre-
vious recommendation had indicated insufficient evidence 
that screening for IPV was effective in reducing the incidence 
and prevalence of abuse. The updated recommendation, 
however, indicates that “screening instruments accurately 
identify women experiencing IPV” and their use is unlikely to 

result in adverse effects (Nelson, Bougatsos, & Blazina, 2012, 
p.	796).

Similarly, the task force found insufficient evidence for the 
effectiveness of screening for abuse in older clients (Moyer, 
2013). Another systematic review by Caldwell, Gilden, and 
Mueller (2013) found a growing body of evidence that sug-
gests that routine screening for abuse among the elderly is 
an effective intervention. Once evidence of family/partner 
violence has been detected, treatment focuses on assessing 
the client for immediate danger, providing appropriate care 
for the consequences of violence, documenting the client’s 
condition, developing a safety plan, and making needed re-
ferrals to community services. Management of IPV should 
include assurances that the client is not alone, that he or she 
is not at fault for the abuse, and that confidentiality of in-
formation shared is dependent upon applicable state laws. 
Injuries must be thoroughly documented, with photographs, 
if possible. In addition, the victim should be educated re-
garding available resources and options, including resources, 
and should be assisted to develop a safety plan for himself 
or herself or other family members threatened by violence. 
This may include children who may be harmed by witness-
ing abuse even if they are not abused themselves. Elements 
of a safety plan should include hiding money and extra keys, 
establishing a secret code with friends or family members, 
asking neighbors to call the police in the event of an alter-
cation, removing weapons from the home, and putting cop-
ies of important documents in a handy and secure location. 
Documents may include Social Security numbers (for the 
victim and children as well as the abuser), rent and utility 
receipts, birth certificates and marriage license if relevant, 
driver’s license or other identification (e.g., a passport), bank 
account and insurance policy numbers, jewelry and other 
easily transported valuables, names and telephone numbers 
of important contacts, extra clothing, and essential toiletries. 
Population health nurses can assist clients at risk for family/
partner violence in developing a safety plan and in identify-
ing sources of assistance.

Intervention may include referring an abused family mem-
ber to a shelter or removing a dependent victim from the abu-
sive situation. Resolution at this point also includes treatment 
for the perpetrator of violence and for family members who 
witness violence. Resources may need to be developed to ad-
dress the needs of male as well as female victims of violence. In 
addition, criminal justice systems must provide equitable treat-
ment for victims of abuse, whether they are men or women. 
Population health nurses can advocate for equitable enforce-
ment of laws prohibiting violence as well as for legislation that 
protects victims from abuse and assures the availability of re-
sources to both victims and perpetrators.

Resolution of violence also involves mandatory reporting 
of suspected child maltreatment and, in some jurisdictions, re-
porting of IPV or elder abuse. Reports are generally made ini-
tially by telephone to the appropriate agency and are followed, 
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TABLE 30-4 individual/Family-Oriented and Population-Oriented Health Promotion 
and Prevention Strategies related to Societal Violence

 
Health Promotion Focus

individual/Family-Oriented 
Strategies

 
Population-Oriented Strategies

Development of effective coping skills •	Teach	coping	and	stress	management	skills	
to individuals and families.

•	Teach	coping	and	stress	management	skills	
to population groups.

•	Advocate	for	inclusion	of	coping	and	stress	
management in school curricula.

Development of self-esteem •	Foster	self-image. •	Advocate	for	school	programs	to	foster	self-
esteem in young people.

Development of realistic expectations of self 
and others

•	Educate	parents	on	child	development.
•	Educate	caregivers	on	the	needs	of	the	

elderly.
•	Help	clients	recognize	strengths.

•	Educate	the	public	regarding	developmental	
expectations.

•	Advocate	for	and	implement	parenting	
 education programs.

•	Develop	and	implement	caregiver	education	
programs.

Development of effective parenting and 
 interpersonal skills

•	Teach	parenting	skills.
•	Teach	and	role	model	effective	

 communication skills.
•	Refer	families	with	communication	

 difficulties for counseling assistance.

•	Advocate	for	communication	education	in	
school curricula.

•	Advocate	for	and	implement	parenting	
 education programs.

•	Advocate	for	available	counseling	services	to	
improve family communication.

Promotion of nonviolent conflict resolution •	Teach	nonviolent	conflict	management	
strategies.

•	Advocate	for	inclusion	of	conflict	manage-
ment content in school curricula and other 
education programs.

 
Prevention Focus

individual/Family-Oriented 
Strategies

 
Population-Oriented Strategies

Treatment of psychopathology or substance 
abuse

•	Refer	for	treatment. •	Advocate	for	available	and	accessible	
 treatment services.

Provision of emotional and material support •	Refer	to	sources	of	assistance	as	needed.
•	Assist	in	development	and	expansion	of	

 social support networks.

•	Advocate	for	supportive	services	for		 
persons at risk for violence perpetration  
or victimization.

•	Advocate	for	societal	changes	to	 
minimize sources of stress contributing  
to violence.

Reduction of risk behaviors •	Encourage	clients	not	to	frequent	places	
where violence is likely to occur.

•	Encourage	clients	not	to	use	alcohol	or	drugs	
in circumstances in which interpersonal 
 conflict is likely.

•	Educate	the	public	on	the	influence	of	drugs	
and alcohol on violence.

•	Advocate	for	adequate	police	protection	in	
high crime areas.

•	Advocate	for	social	mores	to	promote	early	
intervention to prevent escalation of conflict 
to violent behaviors.

Decreased availability of weapons, drugs, and 
alcohol

•	Encourage	removal	of	weapons	from	homes.
•	Encourage	responsible	alcohol	use.

•	Engage	in	political	activity	to	promote	
 weapons control and limit access to drugs 
and alcohol.

Change in societal attitudes to violence •	Teach	nonviolent	modes	of	conflict	
resolution.

•	Teach	problem-solving	and	decision-making	
skills.

•	Discuss	appropriate	approaches	to	 
discipline.

•	Develop	and	implement	campaigns	to	change	
cultural perceptions of violence as a means 
of conflict resolution.

Development of policies that discourage 
 violence and protect potential victims

•	Engage	in	political	activity	and	advocacy.
•	Promote	positive	attitudes	toward	the	elderly	

and disabled.
•	Advocate	for	women’s	social	rights.
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usually within 48 hours, by a written report. In making a re-
port, the population health nurse should be careful to focus on 
objective evidence that suggests violence victimization and to 
report exactly what he or she has seen or verbatim reports of 
those involved.

When IPV involves sexual assault or rape, or when such 
events occur outside intimate relationships, population health 
nurses should refer victimized clients to a local emergency de-
partment for assessment. Most emergency departments have 
sexual assault response teams (SART) or sexual assault nurse 
examiners (SANE nurses) that have extensive background in 
assessment and care of persons who have been sexually as-
saulted. Members of SART teams and SANE nurses also have 
expertise in the collection of forensic evidence that may be used 
in criminal proceedings against the abuser  (International As-
sociation of Forensic Nurses & American Nurses  Association, 
2009).	SANE	nurses	also	provide	emotional	support,	emer-
gency contraception, STI or injury treatment, education re-
garding HIV and pregnancy risk, and practical assistance with 
clothing, transportation, and safety planning (Basile & Smith, 
2011). Population health nurses should encourage victims of 
sexual abuse and other forms of IPV to report the event and to 
seek help in an emergency department. Clients should be par-
ticularly cautioned not to “clean themselves up” following the 
assault as this destroys physical evidence of the assault.

Programs to prevent violence by chronically delinquent 
youth have shown some success. Therapeutic foster care is 
one such program and is recommended by the Community 
 Preventive Services Task Force (2014). Therapeutic foster care 
is an approach in which young people with emotional, behav-
ioral, physical, or developmental needs unable to be met within 
their own families are placed with a foster family with special 
training in providing a structured environment that fosters the 
development of social and emotional skills (Northern  Virginia 
Family Services, 2014; Oklahoma Department of Health 
 Services, 2014). Foster parents receive intensive training in 
dealing with youth with special needs and become part of the 
treatment team to meet those needs. Goals of therapeutic fos-
ter care include community integration of services, meeting the 
health care needs of the child, eliminating inappropriate be-
haviors, and supporting the child’s educational needs (Friends 
of Youth, n.d.). Based on evaluation of the effectiveness of ther-
apeutic foster care, the Community Preventive Services Task 
Force has recommended this intervention for use in prevent-
ing violence among youth (CPSTF, 2014). Such programs may 
be used in place of incarceration for juvenile offenders and are 
more effective. Similarly, research has indicated that programs 
developed for violent offenders in juvenile justice settings are 
not appropriate for juveniles held in adult correctional facili-
ties (Richardson et al., 2013). Population health nurses may 
be involved in the establishment of therapeutic foster care 
programs or in providing support to foster parents and their 
young charges.

Much of the nursing research related to IPV and other 
forms of societal violence is directed toward identifying con-
tributing factors and responses of and effects on victims or 
witnesses, with few controlled studies of the effectiveness of 
interventions. Recent research, however, has demonstrated the 
effectiveness of integrated treatment for substance abuse and 
IPV among substance-abusing perpetrators (Kraanen, Vedel, 
Scholing, & Emmelkamp, 2013). Similarly, a telephone inter-
vention providing personalized feedback on factors contribut-
ing to IPV among substance-abusing men has demonstrated 
some effectiveness in reducing IPV perpetration (Mbillinyi 
et al., 2011).

A systematic review of interventions with victims of do-
mestic violence suggested that brief interventions that in-
cluded specific foci were effective in addressing the needs 
of  survivors. The recommended foci included provision of 
information on the dynamics of IPV and safety concerns, 
development of cognitive reframing and survival skills, cultur-
ally competent interventions, promoting social connections, 
and individualization to specific survivor needs (Warshaw, 
 Sullivan, & Rivera, 2013).

Resolution of problems related to societal violence also in-
volves the early identification of persons who are contemplat-
ing suicide or homicide and intervention to prevent the act or 
limit the consequences. Health care providers, teachers, and 
counselors may recognize the signs of impending suicide or 
escalating aggression and should take immediate action. Such 
action might include counseling, referral, or hospitalization 
if the danger appears imminent. Population health nurses 
may also be involved in educating individuals who work with 
young people, the elderly, and others at risk for suicide to rec-
ognize indicators of a potential suicide attempt. Indications of 
suicide risk are summarized in the Focused Assessment on the 
next page. Foci and strategies for resolving existing problems 
of violence at individual/family and population levels are sum-
marized	in	Table 30-5•.

HEALTH rESTOrATiON iN SOCiETAL ViOLENCE.  
Health restoration in the context of societal violence involves 
dealing with the consequences of violence and preventing its 
recurrence. Interventions intended for the individual or fam-
ily level include providing treatment for long-term physical 
or psychological effects of violence. For example, victims of 
IPV may need a referral for treatment of PTSD, or children 
who witness or experience abuse can be referred for counsel-
ing. Victims of abuse may also need assistance in finding cop-
ing strategies as alternatives to subsequent alcohol and drug 
abuse or high-risk sexual behaviors. Similarly, the loved ones 
of suicide or homicide victims may need assistance in dealing 
with their loss. Assistance needed may range from counseling 
to cope with the loss of a loved one to help with concrete tasks 
like planning a funeral, filing claims for death benefits, settling 
the victim’s estate, and dealing with the criminal justice sys-
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TABLE 30-5  individual/Family-Oriented and Population-Oriented Strategies to 
Address Existing Problems of Societal Violence

 
Focus

individual/Family-Oriented 
Strategies

 
Population-Oriented Strategies

Identification of persons at risk for or experi-
encing violence

•	Engage	in	case	finding.
•	Teach	teachers	and	counselors	to	recognize	

signs of abuse or risk for violence.
•	Screen	for	evidence	of	abuse	or	potential	for	

violence.

•	Educate	the	public	regarding	risks	and	signs	
of violence victimization.

•	Develop	screening	programs	for	risk	or	experi-
ence of violence.

Provision of counseling for victims and 
 perpetrators of violence

•	Refer	for	counseling.
•	Provide	emotional	support	to	both	victims	

and perpetrators.

•	Advocate	for	available	counseling	services.

Provision of treatment for victims of violence •	Refer	for	necessary	services. •	Engage	in	political	activity	and	advocacy	to	
assure availability of adequate treatment 
facilities.

Identification of episodes of violence •	Report	instances	of	violence. •	Monitor	trends	in	societal	violence	to	identify	
problem areas.

Provision of safe environments •	Remove	victims	of	abuse	to	safe	
environments.

•	Plan	with	victims	to	achieve	a	safe	
environment.

•	Refer	to	a	shelter	as	needed.
•	Initiate	involuntary	commitment	proceed-

ings if the person is a clear danger to self or 
others.

•	Advocate	for	available	shelter	or	other	re-
sources for victims of violence.

Education of health care providers for effective 
response to incidents of violence

•	Educate	individual	providers	for	sensitive	and	
caring response to victims of violence and 
family members.

•	Advocate	for	effective	training	regarding	
response to violence in health professions 
curricula.

FOCuSED ASSESSmENT Assessing Suicide risk

•	 Does	the	client	talk	about	wanting	to	die	or	express	the	wish	
that he or she were dead?

•	 Does	the	client	express	feelings	of	being	a	burden	to	others?

•	 Does	the	client	express	feelings	of	isolation?

•	 Does	the	client	display	evidence	of	anxiety,	irritability,	or	panic?

•	 Does	the	client	fail	to	refer	to	future	goals	or	activities?

•	 Does	the	client	express	frequent	or	persistent	thoughts	of	
suicide?

•	 Has	the	client	developed	a	carefully	thought-out	plan	for	suicide?

•	 Has	the	client	chosen	a	lethal	method	for	suicide	with	
reduced likelihood of rescue?

•	 Does	the	client	have	easy	access	to	lethal	methods	of	suicide?

•	 Is	suicide	planned	for	the	near	future?

•	 Does	the	client	exhibit	behavior	designed	to	“put	one’s	
house in order” (e.g., making a will, giving away prized 
possessions)?

•	 Does	the	client	engage	in	behavior	that	would	be	likely	to	
result in death (e.g., provoking fights with others, hazardous 
driving)?

•	 Has	there	been	extensive	media	attention	to	recent	suicides?

•	 Is	there	a	family	history	of	suicide?	Of	other	forms	of	violence?

•	 Do	family	or	cultural	views	support	suicide?	Do	cultural	
beliefs lead to stigma and unwillingness to seek help for 
depression or other problems?

•	 Does	the	client	hold	religious	beliefs	that	would	protect	
against suicide?

•	 Is	there	a	history	of	prior	suicide	attempt(s)	by	the	client	or	
by significant others?

•	 Is	there	a	history	of	mental	illness?	Is	the	client	exhibiting	
current symptoms of mental illness? Has the client 
experienced barriers to obtaining mental health services?

•	 Is	there	a	history	of	substance	abuse	by	the	client	or	
significant others?

•	 Does	the	client	exhibit	impulsive	or	aggressive	behavior?

•	 Has	the	client	experienced	a	recent	serious	loss	(particularly	
in the last 6 months)?

•	 Does	the	client	have	a	chronic	illness	that	is	severely	
affecting his or her quality of life?

•	 Does	the	client	exhibit	signs	of	depression?

•	 Does	the	client	express	feelings	of	hopelessness	or	
helplessness?
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tem. Another health restoration measure for suicide and homi-
cide is control of media representations that promote copycat 
events.

Health restoration for family/partner violence also entails 
changing circumstances that promote violence. For example, 
the population health nurse may assist abusive parents to un-
derstand the needs and behavioral cues of their children or 
help caregivers of disabled children or elderly family members 
to find respite. Other potential health restoration strategies for 
elder maltreatment include providing alternatives to home care 
of the elderly and increasing community support services for 
persons who are caring for older family members.

Population health nurses may also be involved in the devel-
opment of programs to assist the perpetrators of violence. For 
example, they may plan and implement anger management 
programs for people who see violence as a means of dealing 
with anger. They may also advocate for and assist in initiating 
treatment programs for abusers. Another approach involves 
parenting classes for abusive parents and referral to Parents 
Anonymous, a mutual-help group for parents who have a his-
tory of or are at risk for child abuse.

Nurses may also assist family members to improve cop-
ing and communication skills as well as to improve self-
esteem. This is particularly important for victims of child 
abuse if the intergenerational cycle of abusive behavior is to 
be broken. This may involve identifying past family interac-
tion patterns, needed changes in those patterns, and mech-
anisms	to	achieve	those	changes.	Table	30-6• summarizes 

areas of focus and related strategies in the context of societal 
violence.

Evaluating Control Strategies  
for Societal Violence
The effectiveness of control strategies for societal violence can 
be evaluated at the level of the individual client or family or at 
the population level. For example, the nurse might determine 
whether or not child abuse has been prevented in a family at 
high risk for abuse, or whether subsequent instances of abuse 
have been experienced by an older client or pregnant woman. 
At the population level, the population health nurse might look 
for changes in suicide or homicide rates or the frequency of re-
ports to child protective services to evaluate the effectiveness 
of population-based interventions. As noted earlier, there is a 
great need for nursing research to examine the effectiveness of 
interventions to address societal violence. For example, nurses 
might study the effects of school curricula on culturally pre-
scribed gender roles and their influence on IPV. Or they might 
contribute to the body of knowledge on the effectiveness of 
screening for suicide risk in decreasing the incidence of suicide 
in the elderly.

In assessing the effectiveness of strategies to reduce societal 
violence, population health nurses and others might evaluate 
the extent to which national objectives related to violence and 
suicide have been achieved. Baseline and target information for 
selected objectives are presented on the next page.

TABLE 30-6  individual/Family-Oriented and Population-Oriented Foci and Strategies 
related to Health restoration in Societal Violence

 
Focus

individual/Family-Oriented 
Strategies

 
Population-Oriented Strategies

Prevention of suicide clusters and copycat 
murders

•	Assist	in	the	development	of	community	
 response plans.

•	Advocate	for	control	of	media	exposure	to	
violence.

Provision of care to families of homicide and 
suicide victims

•	Assist	families	to	work	through	feelings	of	
grief, anger, and guilt.

•	Assist	families	to	find	positive	ways	to	cope	
with loss.

•	Refer	for	assistance	with	legal	and	other	
tasks as needed.

•	Refer	for	counseling	as	needed.

•	Advocate	for	support	services	for	families	of	
victims.

Treatment of consequences of violence •	Refer	for	physical	and	psychological	
 treatment services as needed.

•	Advocate	for	available	services	for	victims	
and perpetrators of violence.

Reduction of sources of stress to prevent recur-
rence of violence

•	Refer	to	sources	of	assistance.
•	Develop	or	expand	social	support	networks.
•	Arrange	for	respite	care	as	needed.
•	Assist	with	employment	and	other	social	

needs.

•	Advocate	for	social	changes	to	minimize	
sources of stress contributing to violence.

•	Advocate	for	development	of	respite	care	and	
other support services.
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ObjeCtIVe bASelIne (yeAr) tArGet Current DAtA (yeAr) DAtA SOurCeS

IVP-29. Reduce homicide deaths  
(per 100,000 population)

6.1
(2007)

5.5 5.3*
(2010)

National Vital  Statistics 
System—Mortality 
(NVSS-M), CDC/NCHS

IVP-33. Reduce physical assaults  
(per 1,000 population 12 years and 
older)

21.3
(2008)

19.2 19.4
(2011)

National Crime 
 Victimization Survey 
(NCVS), DOJ/BJS

IVP-36. Reduce weapon carrying by 
 adolescents on school property

5.6%
(2009)

4.6% 5.4%
(2011)

Youth Behavior Risk 
Surveillance System 
(YRBSS), CDC/NCHHSTP

IVP-37. Reduce child maltreatment 
deaths (per 100,000 children)

2.3
(2008)

2.1 2.1*
(2011)

National Child Abuse 
and Neglect Data 
 System (NCANDS), ACF

IVP-38. Reduce nonfatal child 
 maltreatment (per 1,000 children)

9.4
(2008)

8.5 9.1
(2011)

NCANDS, ACF

IVP-41. Reduce nonfatal intentional 
self-harm requiring medical attention 
(ED visits per 100,000 population)

125.3
(2008)

112.8 153.0
(2010)

National Electronic 
Injury Surveillance 
 System—All Injury 
Program (NEISS-AIP), 
CDC/NCIPC and CPSC

IVP-42. Reduce children’s exposure to 
violence

58.8%
(2008)

52.9% 56.5%
(2011)

National Survey on 
Children’s Exposure to 
Violence (NatSCEV), 
DOJ/OJJDP

MHMD-1. Reduce the suicide rate (per 
100,000 population)

11.3
(2007)

10.2 12.1
(2011)

NVSS-M, CDC/NCHS

MHMD-2. Reduce suicide attempts by 
adolescents (per 100 population)

1.9
(2009)

1.7 2.4
(2011)

YRBSS, CDC/NCHHSTP

* Objective has met target.

Data from: U.S. Department of Health and Human Services. (2014). Healthy people 2020: Topics and objectives. Retrieved from http://healthypeople.gov/2020 
/topicsobjectives2020/default.aspx

Healthy People 2020 

Selected Objectives related to Societal Violence

Societal violence occurs in many forms including self-directed 
violence, family/partner violence, and community violence. 
Collective violence by one social group against another may 

also occur, but is less amenable to intervention by popula-
tion health nurses than the forms of violence presented in this 
 chapter.
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Factors related to each of the six categories of determinants 
of health influence the development of problems related to so-
cietal violence. In some instances factors related to some deter-
minants of health may be protective against violence (e.g., street 
efficacy and family or community cohesion). Control strategies 

related to societal violence may include health promotion and 
specific prevention strategies as well as strategies for resolving 
existing problems related to violence and health restoration 
 after violence has occurred.

You are a population health nurse assigned to an adolescent 
clinic. Part of your responsibility in the clinic is to conduct intake 
interviews for girls who come to the clinic requesting pregnancy 
tests. In the last several months, you have identified several girls 
who indicate that they became pregnant as result of sexual activ-
ity in which they were verbally coerced by their boyfriends de-
spite not really wanting to engage in sex. Subsequent focus group 
interviews with adolescent girls at the local public high school in-
dicated that many girls engage in sex because they are afraid they 
will lose their boyfriends or because boyfriends have specifically 
indicated they will end the relationship unless the girls “put out.” 
In addition, several of the girls reported incidents of parties at 
which girls who had had too much to drink were subjected to un-
wanted sexual activity. In a few cases, boys had been heard joking 
about purposely getting their girlfriends drunk to decrease their 
inhibitions. A small minority of the girls reported being subjected 
to physical force when their boyfriends wanted to have sex.

None of the girls in the clinic or those in the focus group had 
reported the sexual coercion to their parents or school officials. 

In the case of parents, the girls were reluctant to admit to en-
gaging in sexual activity. With respect to school officials, the 
girls felt they would not be listened to or would be perceived 
as bringing the problems on themselves by getting into com-
promising situations with their boyfriends. Most of the girls 
were also afraid their parents might forbid them to see their 
boyfriends if they knew about the situation. In addition, they 
reported not wanting to get their boyfriends in trouble or make 
them angry.
1. What biological, psychological, environmental, sociocul-

tural, behavioral, and health system factors are contributing 
to the problem?

2. What interventions might be appropriate for addressing the 
problem?

3. Who might you collaborate with in resolving the problem?
4. How would you evaluate the effectiveness of your interventions?
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Abandonment

case management, 292
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ABC approach for sexual health promotion, 
438

ABCD (Asset-Based Community  
Development) model, 355

Abdominal aortic aneurysm, 506t
Ableism, defined, 121
Abortion

cultural attitudes to,  122
spontaneous, 870

Absolute risk, defined, 57
Abuse

child maltreatment, 912, 909, 911f
children and adolescents, 398, 398t
elder, 914–915
gay, bisexual, and transgender individu-

als, 914
homelessness, as a result of, 572
homicide, 909, 916–924, 927, 928, 931, 

933
intimate partner violence (IPV), 913–914
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older clients, 493, 493t, 496t, 504, 505, 
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psychological consequences of, 919
witnessing, consequences of, 919
women’s health, 458

Acceptance as a factor in home visits, 311
Access to health care

child and adolescents, 404–405, 407t
chronic physical health problems, 
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health disparities, 149
health insurance, 149–150, 153–162, 154t, 
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as health system outcome, 169
homeless clients, 567–568
influence on U.S. health care system, 169
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women’s health, 449, 461, 464

Access to information, as element of com-
munity engagement, 356t

Accidents. See Injuries
Accommodation

community empowerment, 248–249, 248t
stage of group development, 248–249, 
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Accountability, in health care system, 169
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munity engagement, 356t
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Accuracy standards, 383t
ACE (Active Community Engagement) Con-

tinuum, 355
Acellular pertussis (Tdap) vaccine, 504–505
Achieving Health for All: A Framework for the 

Health of Canadians (Epp Report), 
46, 47t

ACHI (Association for Community Health 
Improvement) model, 355

Act for Relief of Sick and Disabled Seamen, 
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Acting, as key principle of symbolic interac-
tionism, 330

Active Community Engagement (ACE) 
 Continuum, 355

Active transportation, 591
Activities of daily living

advanced, defined, 483
basic, defined, 483
instrumental, defined, 483

Activity limitations, defined, 793, 794
Acupuncture, 130t, 131t, 132
Adaptation, to family life cycle transitions, 
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Addictive substances marketing, 885–887
Adjustment, promoting

child and adolescent health care, 417, 417t
chronic physical health problems, 

823–824, 827t
Administration for Children and Families, 

175, 175f, 177t
Administration on Aging, 177t
Administrative decisions, 223
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homosexuals, 539
second-parent, 539

Advance directives, 483, 514
Advanced activities of daily living (AADLS), 
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Adversarial intermediaries, 12
Adverse childhood events (ACEs), 393
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APRN consensus, campaign for, 215–216
Children’s Bureau, creating the, 215
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conviction and, 12
culturally sensitive prenatal care, 257
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Dorothea Dix and asylum reform, 837
Dorothy Irene Height and women’s rights, 
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drug addiction prevention at the local 

level, 867
Elinor Delight Gregg, 103
emotion and, 12
environmental advocates, nurses as, 
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Escherichia coli outbreak, 55
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father of epidemiology, 54
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GLBT population, 537
Harriet Tubman, 240
Henry Street Settlement, 30
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International Council of Nurses, 188
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policy change and environmental con-
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population health nursing as, 10–13
population health nursing functions in 
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Advocacy (continued)
promoting breast-feeding at work, 625
promoting disaster preparedness, 697
promoting effective drug policies, 867
promoting end-of-life care, 476
promoting the health of New York city’s 

poor, 552
protecting children from abuse, 908
providing permanent housing for the 

chronically homeless, 552
recycling, 73
responding to the San Francisco earth-

quake, 697
screening for perinatal depression, 286
self-empowerment of Indian women, 240
in a shoestring clinic, 145
sled dogs and communicable disease, 741
for social justice, 11
store front health services, 353
supplying health needs, 792
Suzie Walking Bear Yellowtail, 30
for tobacco control, 257
voluntary health agencies, 173
Whittier Center, 327
winning freedom from discrimination, 526
women workers, 625

AFDC. See Aid to Families with Dependent 
Children (AFDC)

Affective domain of health learning, 266, 267t
Affordable Care Act (ACA), 47t, 48, 147, 

161–162, 163, 168–169, 172, 177, 
179, 184, 228, 235–236, 292, 302, 
306, 357–358, 461, 603, 675

Affordable Care Act—PL 111–148, 235–236
elements of, 235
salient aspects of, 235–236

Affordable housing, defined, 559
African American population, 41
African traditional healing, 132t
Age and aging. See also Maturation and aging

aging, defined, 478
aging, theories of, 478–479, 479t
aging in place, 496
biological changes, 478, 480–481t, 

480–486
children and adolescents, 395–396
communicable diseases, 752–753
correctional populations, 667–668
cultural assessment, 111
family decision making, 118
female genital mutilation, 123
societal violence, 917
substance abuse, 876–878
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Agency for Healthcare Research and Quality 

(AHCRQ), 175f, 176, 177t
Agency for Toxic Substances and Disease 

Registry (ATSDR), 91, 175f, 176
Agenda setting, 229

Agents, 66t
characteristics of infectious, 65–66
characteristics of noninfectious, 66
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in epidemiologic triad, 64–65, 65f, 66t

Aging
gender, 480–481
theoretical perspectives, 478–479, 478t, 

479t
Aggravated assault, defined, 915
Aggregates, 4

types of, 64–65
Aggression, in the workplace, 640–641
Agroterrorism, 716
Aid to Families with Dependent Children 

(AFDC), 561
Airborne transmission of communicable 

diseases, 743, 745t
Air quality and health implications, 84, 84t
Air pollution, 82–84, 96t, 97t

ambient, 84
biogenic sources, 82
children and adolescents, health needs 

for, 399
chronic physical health problems, 803, 817
criteria pollutants, 82–83
indoor, 84
natural environment, 82–84
point sources, 82

Alberta District Nursing Service, establish-
ment of, 44t

Alcohol, Drug Abuse, and Mental Health 
Administration Reorganization 
Act, 805

Alcohol, Smoking, and Substance 
 Involvement Screening Test  
(ASSIST), 893

Alcohol as a psychoactive substance, 880t
Alcohol control, 205
Alcohol-facilitated sexual abuse, 923
Alcoholics Anonymous, 896
Alcohol use/abuse. See also Substance abuse

children and adolescents, 402
chronic physical health problems, 809
correctional populations, 677
cultural assessment, 126–127
GLBT population, 541
long-term effects, 880t
men’s health, 434–435
older clients, 493, 876, 878
parental, and influences on children, 402
perinatal exposure, 877, 877t
Report of the Massachusetts Sanitary 

Commission, 36
in Russia, 884
screening, 466t
substance abuse, 884
suicide, 923
underage drinking, 886

women’s health, 459
work population, 642–643

Alcohol Use Disorders Identification Test 
(AUDIT), 893

Alcott, Louisa May, 37
Allergens, 635
Allocative policies, 217–218
Alternative health systems, 170–171
Alternative practices, defined, 170–171
Alternative practitioners , 129, 132–134
Alzheimer’s disease

older clients, 487
reminiscence therapy, 501
treatment, 508
work population, 631

American Academy of Family Physicians, 590
American Academy of Pediatrics (AAP), 393, 

590, 613
American Association of Occupational 

Health Nurses, 627
American Cancer Society, 361
American Civil War, nursing in, 37
American Heart Association, 361
American Hospital Association, 45
American Journal of Health Promotion, 24
American Medical Association

accreditation of correctional  
facilities, 665

American Nurses Association (ANA), 3, 10, 
11, 42, 43, 91, 586

Code for Nurses with Interpretive State-
ments, 11

Hall of Fame, 30
home health and hospice services, 319
nursing education, 43
Political Action Committee, 233
Public Health Nursing Scope and 

Standards of Practice, 11Scope and 
Standards of Community Health 
Nursing Pracice

American Public Health Association 
(APHA), 10

establishment of, 36, 36t
Public Health Nursing Section, 37

American Red Cross
Clara Barton and, 37
founding in 1881, 37, 40, 41, 43t
Native Americans’ health conditions, 41
rural nursing services, 41, 43t

Americans with Disabilities Act (ADA), 
637–638

Amphetamines
long-term effects, 880t
perinatal exposure, 877, 877t

Analytic epidemiology, 63
Anergy, defined, 762
Animals

communicable diseases, 744
communication diseases, 201
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environmental health, 96t, 97t
in natural environment, 78–79

Anorexia nervosa
cultural assessment, 114
mental health problems, 841
women’s health, 455, 459

Antepartum depression, 844
Anthrax

bioterrorism, 700
decontamination, 778
occupational health, 626
transmission of, 744, 744t

Anticipatory guidance, defined, 405
Antidepressant medications, 857
Antigenicity, defined, 66
Antihypertensives, 498t
Antisocial capital, 88
Antonites, 32
Anxiety disorders, 840
Anxiolytics, 880t
APRN Regulatory Model, 228
Arboviral diseases. See Arthropodborne 

diseases
Army Nurse Corps, 37
Arrestee Drug Abuse Monitoring Program 

(ADAM-II), 872
Arthritis

in children and adolescents, 392
chronic physical health problems, 797
cost, 795
descriptive epidemiology, 62
men’s health, 428t
morbidity, 428t, 797
women’s health, 451

Arthropodborne diseases, 751–752
Artificial insemination

GLBT population, 539
ARV diversion, defined, 878
Asexual, defined, 528t
Asperger syndrome, 393
Assault, defined, 915
Assessment, 5

case management situation, 293–294
case management needs, 290, 290t
children and adolescents, 394–403
cognitive function in older clients, 488t
community, 357–358
community empowerment, 245, 246t
community/population, 357–358, 

357–370
community strengths and needs, 245, 246t
correctional populations, 667–680
as core function of public health, 174, 176
defined, 172
disaster settings, 712–720, 714t, 721–722
economic status of population, 149
of environmental influences on health, 

91–94
evaluating fitness for work, 653

family health, 333–347
gay, bisexual, and transgender men’s 

health, 426–436
GLBT population and, 529–543
group process, 247–250, 248t
health education situation, 270
health in work settings, 628–646
health of school population, 588–604
home visits, 308–309, 310, 315t
involvement in, as community engage-

ment element, 356t
medication use by older clients, 497
men’s health, 426–436
mental health status, 842–853
need for case management, 293
older population, 479–499
of policy situation, 226–229
population health status, 357–370
preliminary, on home visit, 308–309, 315t
process, population health and, 358–360
social marketing design, 276
societal violence, risk and effects,  

910–927
substance abuse, 876–890
suicide risk, indications of, 932
validating, on home visits, 312
women’s health, 448–462
working population, 628–647

Asset-Based Community Development 
(ABCD) model, 243–244, 355

Asset mapping, defined, 359
Assignment, defined, 159
Assimilation, 106
Assisted outpatient treatment (AOT),  

defined, 675
Association for Community Health Improve-

ment (ACHI) model, 355
Assurance, defined, 5, 174, 179f
Asthma

children and adolescents, 396
chronic physical health problems, 806
GLBT population, 529
morbidity, 796–797
school nursing, 589
women’s health, 451
work population, 630–631

ATSDR. See Agency for Toxic Substances and 
Disease Registry (ATSDR)

Attack rate, defined, 65
Attention deficit hyperactivity disorder 

(ADHD)
children and adolescents, 392–393,  

589
gender, 843
school nursing, 589

Attention span, in older clients, 488t
Attitude toward health, 346–347
Australian health care system, 182
Authority, in disaster response, 727

Autism
autism spectrum disorders, 393, 841–842, 

842t
autistic disorders, 393, 841–842
children and adolescents, 393

Ayurveda
as a health care system, 130t
early health care, 33

B
Bacille Calmette-Guerin (BCG)  

vaccine, 766
Back injuries, 630, 657
Bacteria, specific identification of, 36, 36t
Bacteriologic era, 56
Bacteruria, screening, 466t
Balanced aging, 482
Barton, Clara, 11, 37, 39, 43t
Basic activities of daily living (BADLS), 483
Battering, 913
BCG (Bacille Calmette-Guerin) vaccine, 766
Behavioral determinants, 92

case management situation, 293
children and adolescents, 401–403
chronic physical health problems, 

807–810
communicable diseases, 761–762
correctional populations, 677–678, 681
disaster settings, 719, 721–722
environmental health and, 92
family health, 344–346
GLBT population, 541–542
health education, 270
home visits, 309, 310
mental health problems, 851
men’s health, 434–435
older clients, 493–496
policy development, 228
population health assessment, 367–368
poor and homeless populations, 566–567
school population, 596–599
societal violence, 923–924
substance abuse, 887–888
women’s health, 458–460
work population, 641–645

Behavioral distractions, 313
Behavioral learning theory, 259–263
Behavioral Risk Factor Surveillance System 

(BRFSS), 46, 47t, 529
Bell, Henry, 626
Benchmark, defined, 298
Benchmarking

steps in, 299t
Bertheau, Caroline, 38
Bilateral agencies

defined, 196–197
involving the United States, 197

Bill & Melinda Gates Foundation, 198
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Bills, legislative, 219
Binge drinking, 393, 541, 871, 874, 877–878, 

882–883, 887, 889, 893
Binge eating, 841

women’s health and, 455
Bioidentical hormone replacement therapy 

(BHRT), 465
Biological determinants, 91–92

assessing, 334
children and adolescents, 395–397
chronic physical health problems, 

798–802, 799t
communicable diseases, 752–755
correctional populations, 667–672, 681
disaster settings, 713–714, 714t, 721
environmental health and, 91–92, 93f
family health, 333
GLBT population, 529–530
health education, 269, 270
health of school population, 588–589
in home visits, 308, 310, 315t
men’s health, 426–429, 427t, 428t
mental health problems, 842–844
in older clients, 480–481t, 480–486, 482t, 

485t, 486t
policy development, 227, 230
poor and homeless populations,  

556–557
population health, 360–361, 362
societal violence, 917–918
substance abuse, 876–880
women’s health, 427t, 428t, 449–454, 450t
in work population, 628–631

Biological environment, in epidemiologic 
triad, 67

Biological wastes, 90
Biomedical culture

birthing rituals, 123
health and, 107–108

Biomedicine (allopathy), 130t
Biostatistics, 60
Bioterrorism

category A agents, 700
category B agents, 700
category C agents, 700
communicable diseases, 769
defined, 700
disasters, 700, 723
preparedness, 769, 770t

Biphobia, definition, 535
Bipolar disorder, 839, 844
Birth rituals, 123
Bisexual, defined, 528t
Blended families, defined, 332
Block grants, defined, 146
Blood and blood products, 744
Bloodborne diseases, 751
Blue Cross, 45, 47t
Blue Ribbon Schools program, 605

Board on Population Health and Public 
Health Practice, 172

Boards of health, 34, 36, 36t
Body parts, attitude toward, 212–213
Borderline personality disorder (BPD), 841
Boston Instructive District Nursing  

Association, 38, 43t
Botulism

fecal-oral transmission, 743
sanitation, 755

Boundaries, systems approaches, 328
Branding in social marketing, 274–277
BRCA2 (ovarian) cancer, 801
Breach of contract, in case  

management, 292
Breast cancer

BRCA1 gene, 57, 801
women’s health, 449t, 466t

Breast-feeding, 401–402
child and adolescent health care, 405
communicable diseases, 762

Breckenridge, Mary, 41, 44t, 46
Brewster, Mary, 30, 39
Brief intervention 

defined, 893
characteristics of, 894t
key components of, 894t

Broad Street pump, 36, 54
Brown report, 43
Brucellosis, bioterrorism and, 700
Bubonic plague, 756
Built environment, 85–87

direct effects, 85
home safety, 85
human health related behavior, 86
indirect effects, 85
rural areas, 85
urban sprawl, 86–87

Bulimia nervosa
mental health problems, 841
women’s health, 455

Bullycide, 595
Bullying

defined, 595
pack bullying, 595
preventing, 611
school population and, 595–596
in work population, 641

Burden of disease, 203
Bureaucracy, 573
Bureau of Indian Affairs

hospital care promotion, 30, 41, 45
Native Americans’ health conditions, 41

Bush Nursing Associations, 38

C
Calcium intake in older clients, 494
California Commission on Teacher Creden-

tialing, 586

Caloric needs of older clients, 501
Campaigning

defined, 233
for policy implementation strategies, 

233–234, 234t
Canadian Association of Trained Nurses, 42, 

44t
Canadian Medicare system, 182
Canadian Red Cross Society, 38, 41
Cancer. See also specific types of cancer

in children and adolescents, 392
financial cost, 795
morbidity, 428t
mortality rates, 58–59, 425t, 796
pancreatic, mortality rates, 59
women’s health, 451
work population, 629, 630

Cancer navigation, defined, 823
Cancer registries, population health assess-

ment and, 360
Cancer survivors, defined, 825
Cannabis

long-term effects, 880t
perinatal exposure, 877t

Capacity building, 242
Capitation, defined, 152
Carbon monoxide, 83
Carbon monoxide poisoning, preventing, 

715, 716
Cardiotonics, older clients and, 498t
Cardiovascular disorders

chronic physical health problems, 795, 
816–817

correctional populations, 670
cost, 795
depression, 633, 844
financial costs, 795
morbidity, 796
mortality rates, 58, 796
transgender individuals and, 530
work population, 630, 633

Caregiver burden, 347, 824
Caregivers and caregiving

caregiver burden, 824
family health, 341–342
GLBT population, 540
mental health problems, 838
older clients, 489–490, 502, 502t
women as, 456

Carpal tunnel syndrome, 630, 657, 806
Case fatality rate, 59
Case finding

communicable diseases, 41, 769, 776t
as population health nursing interven-

tions, 22
Case management

in action, 301
competencies of case managers, 289–290
defined, 287–288
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ethical and legal issues, 291–292
evaluating, 928–300
functions of case managers, 289, 290–291t
goals for, 286
health care reform, 292
implementation monitoring, 298
key features, 286
models, 288
planning and implementing, 294–298
population health nursing and, 292–300
as population health nursing interven-

tions, 21
principles of case managers, 288–289
process, 290–291, 297f
standards, 288–289
strategies, 285–302

Case Management Society of America, 287, 
292

Case managers, 21
appropriate use of health services, 291t

Case reports, 62
of communicable diseases, 774

Case series, 62
Category taxes, 814
Causality

coherence, 56–57
consistency, 56
criteria for, 56–57
defined, 56
specificity, 57
strength of association, 56–57
temporal relationship, 57
theories of, 56

CDC. See Centers for Disease Control and 
Prevention (CDC)

Centers for Disease Control and Prevention 
(CDC), 48, 79, 197

children and adolescents, 390, 392
essential public health services, 180t
older clients, 487
population health assessment, 361
public health program evaluation, 378
U.S. health care system, 175f, 177t

Centers for Medicare and Medicaid Services 
(CMS), 175f, 176, 177, 177t

Cerebral palsy (CP), 393
Cerebrovascular disease

cost, 795
morbidity, 796
mortality, 796

Certificate of need, defined, 318
Certification of agencies, defined, 318
Cervical cancer, screening of, 466t
Chadwick, Edwin, 35–36
Chain of infection, defined, 743
Change, attitude toward, 113–114
CHAP (Community Health Accreditation 

Program), 319
Charity care, defined, 161

Chemical agents, in epidemiologic triad, 64, 
66t

Chemical emergencies
defined, 698
types of, 699t

Chickenpox vaccine, older clients and, 505
Child Health Act of 1967, 45
Childhood disintegrative disorder, 842t
Childhood obesity

behavioral determinants influencing, 19
biological determinants influencing, 16
environmental determinants influencing, 

17
health system determinants influencing, 

19
psychological determinants influencing, 

17
sociocultural determinants influencing, 18

Childless family, defined, 332
Child maltreatment, 912

physical and psychological indications of, 
925t

Children
adoption by GLBT population, 539
child care, 458
child labor, 35, 40
child maltreatment, 394, 912
child-rearing, 338
diarrheal diseases among, 200
effect on, of parents’ incarceration, 676
and human trafficking, 199–200
mortality rate of, 200
parental substance abuse, 870
parents role, in health of, 587
pertussis, 57
and vaccination, 200
violence against, 200

Children and adolescents, care of. See also 
Youth and adolescents

abuse, 398, 398t
assessing health status, 394–420
behavioral determinants, 401–403
behavioral health problems, 392–393
biological determinants, 395–397
caring for chronic illness, 413–414,  

416t
caring for minor illness, 412–413, 416t
caring for terminal illness in, 414–415, 

416t
chronic conditions in, 392
communicable diseases, 391–392
environmental determinants, 398–400
evaluating health care, 417
health issues for, 390–394
health promotion, 404–406, 407t
health system determinants, 403–404
injuries, 390
mental health problems, 398
mortality, 390, 391t

planning and implementing health care, 
404

poor and homeless populations, 555, 570, 
571

preventing chronic conditions, 409, 412t
preventing consequences, 416–417, 417t
preventing injury, 409–410, 412t, 411t
preventing communicable diseases, 408, 

412t
preventing illness and injury, 406–410
preventing prematurity, low birth weight, 

and infant mortality, 407–408, 412t
preventing violence, 398t, 410, 412t
promoting adjustment, 417, 417t
promoting dental health, 405–407t
promoting growth and development, 405, 

407t
promoting physical activity, 405, 407t
providing adequate nutrition 405, 407t
psychological determinants, 397–398, 

411t, 412t
psychological health problems, 392–393
resolving existing health problems, 

410–415, 416t
screening for health problems, 411–412, 

413t, 416t
sociocultural determinants, 400–401
supporting effective parenting, 405–406, 

407t
violence in, 394

Chinese medicine, 130t–131t, 134
CHIP, Kansas, 161
Chiropractic, 131t
Chlamydia, screening of, 466t
Chlamydia trachomatis

correctional populations, 670
diagnosis, 772
expedited partner therapy (EPT), 767
GLBT population, 529, 544
racial and ethnic disparities in incidence, 

753
sexual transmission, 749
women who have sex with women, 761

Cholera
bioterrorism, 54, 700
cause of determined, 36–37, 36t
cholera vaccine, 765
epidemic, 36, 37

Christianity
influence of, 32–33
and nursing, 32–33

Chronic bronchitis, women’s health and, 451
Chronic condition, preventing, 409
Chronic disease/condition

children and adolescents, 392, 409
correctional populations, 670–671
defined, 793
health promotion, 259
mental health problems, 844
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Chronic disease/condition (continued)
mortality, 796
older clients, 482–483
in older clients, 482
school setting, 614
work population, 655, 656t

Chronic fatigue syndrome, 455
Chronic liver disease/cirrhosis

chronic physical health problems, 809
communicable diseases, 754
homeless populations, 557
men’s health, 427t

Chronic obstructive pulmonary disease 
(COPD), 449t, 483

biophysical determinants, 798–802, 799t
chronic physical health problems, 799
mortality, 797
older clients, 512t

Chronic physical health problems
access to health care, 810–811
assessing risks and effects of, 797–812
behavioral determinants, 807–810
biological determinants, 798–802, 799t
care of, 791–835
children and adolescents, 392, 409
client–provider relationships, 811–812
costs, 795
cultural factors, 807
discrimination, 806–807
early diagnosis, 819–820, 822t
effects of, 793–797
end-of-life care, 415, 514, 825–826
environmental determinants, 803–804
evaluating control strategies, 826
evidence-based practice, 811
goals for health restoration, 826–817t
health promotion, 813–814, 818t
health restoration, 822–826, 826–827t
health system capacity, 810
health system determinants, 810–812
illness prevention, 814–817, 818t
income and employment, 806
injury prevention, 814–817, 818t
lack of preventive focus, 811
lifestyle and, 810
lifestyle changes and, 794, 813–814
mental health problems, 844
morbidity and mortality, 795–797
physical activity, 809
planning and implementing control 

strategies, 812–826, 818t, 822t, 
826t–827t

policy issue, 805
political activity, 814
population health nursing for, 797–826
psychological determinants, 802–803
resolving existing problems, 817–821, 822t
safety, 810
screening, 817–819, 822t

self-management, 509–510, 821
social isolation, 806–807
social marketing, 807
sociocultural determinants, 804–807
stigmatization, 806–807
surveillance for clusters, 819
tobacco use, 807–809
treatment, 820–821, 822t

Cisgender, defined, 527, 528t
Civil conflict, disaster and, 699–700
Civil society, defined, 198
Civil society organizations (CSOs), 196, 

198–199
characteristics of, 198
defined, 198
functions of, 198
types of, 198

Civil Works Administration, 44t, 45
CLAS standards (National Standards for 

Culturally and Linguistically  
Appropriate Services in Health 
Care), 138–140, 138t

Clean Air Act, 88
Clean Water Act, 88
Clear credential, school nurse, 586
Cleveland Visiting Nurse Association, 42
Client education

air quality and health, 84
carbon monoxide poisoning, 716
family disaster planning, 724–725
preventing carbon monoxide (CO) poi-

soning, 716
preventing heat-related deaths, 80

Client-family interactions, 309
Client-provider interactions, 499
Client–provider relationships, 811–812
Clients, homebound, 318
Climate, environmental determinants and, 

804
Climate change

and food production, 204
and health, 205–206
natural environment and, 79–80, 80t

Clinical Commissioning Groups (CCGs),  
182

Clinical pathways, 294–295
Clinical practice guidelines (CPGs), 23
Clinical trials, 63
Closed-panel HMOs, 154t
Closed system, 329
Club drugs, 875, 887
CMS (Centers for Medicare and Medicaid 

Services), 175f, 176, 177t
Coalitions/coalition building

defined, 231
policy implementation strategies, 

231–232, 234t, 236
as population health nursing  

interventions, 22

COBRA (Consolidated Omnibus Reconcilia-
tion Act), 154

Cocaine
long-term effects, 880t
perinatal exposure, 877t

Coccidioidomycosis, 743, 744t
Cocooning, 391
Code of Conduct for the International Red 

Cross and Red Crescent Movement 
and Non-Governmental Organiza-
tions, 716

Code of the street, defined, 921
Codependence, defined, 871
Cognitive ability of older clients, 508, 512t
Cognitive learning, health promotion and, 

266, 267t
Cognitive symptoms of schizophrenia, 840, 

841t
Cohort studies, 63
Co-infection, defined, 750
Cold, common, 743
Collaboration

home health and hospice care, 317
as population health nursing interven-

tions, 22
school health team, 587

Collective violence, defined, 909
Colon and rectal cancers, 449t
Colonial period, public health and, 33
Colorectal cancer

chronic physical health problems, 806
men’s health, 428t
older clients, 506t
screening, 466t, 819

Coming of age, 123
Coming out, defined, 536
Commercial insurance, 153–157, 154t, 156f

employment-based insurance, 154–156
health insurance exchanges, 156–157
individual health insurance, 154

Commonwealth Fund, U.S. health care sys-
tem performance and, 183

Communicable/infectious diseases
arboviral diseases, 751–752
arthropodborne diseases, 751–752
assessing determinants of health, 752–763
behavioral determianants, 761–762
biological determinants, 752–755
bioterrorism, 723, 769
bloodborne diseases, 751
case finding, 769, 776t
chain of infection, defined, 743
changing patterns of, 201
children and adolescents, 391–392, 

408–410
co-infection, 750
contact investigation and notification, 

766–767, 779t
control, 746

Z01_MARY9591_06_SE_IND.indd   944 09/09/14   7:41 PM



Index  945

correctional settings, 757, 670 
diagnosis, 772–773, 773t, 776t
diagnostic reasoning and, 763–764
defined, 742
directly observed, 774–775
directly observed therapy, 686
drug-resistant microorganisms, 775
emerging diseases, 752
endemic disease, 745
environmental determinants, 755–757
epidemic, 745
eradication initiatives, 200–201
evaluating control strategies, 779–780, 782
extinction, 746
foodborne diseases, 750–751
general concepts related to, 743–746, 745t
health system determinants, 762–763, 764
illness prevention, 764–769, 770t
immunization, 765–766, 770t
incubation period, 745
isolation, 778
mandatory reporting, 774
modes of transmission, 743–744, 745t
older clients, 504–505
planning and implementing control strat-

egies for, 764–779
portals of entry, 744, 745t
portals of exit, 744, 745t
postexposure prophylaxis (PEP), 649, 766, 

770t
preventing spread, 607, 778
prevention of, in work population, 649
prodromal period, 745
psychological determinants, 755, 756
quarantine, 778
reservoirs for, 743
resolving existing problems, 769–776
reporting, 772–773, 776t
school settings, 40, 584
screening, 771–772, 771f, 776t
sexually transmitted infections (STIs), 749
social effects of, 760
sociocultural determinants, 757–760
superinfection, 750
surveillance, 769, 776t
treatment, 773t, 774–776, 776t
trends in, 746–752
tuberculosis, 750
universal precautions, 682, 768
vaccine-preventable diseases, 746–749
viral hepatitis, 749–750
waterborne diseases, 750–751
work population, 655, 656t

Communication
case management plan, 295
community empowerment, 248t, 249
cultural assessment, 118–121
disaster response planning, 727–728
group process, 248t, 249 

nonverbal, culture and, 121
patterns, in family health, 334–335, 335f, 

336f
policy implementation strategies, 231, 

234t
societal violence, 919, 933

Community activation, 253t
Community building, defined, 241f, 242
Community capacity, defined, 241f, 242
Community Collaborative, 3
Community competence, defined, 241f, 242
Community competence development, 253t
Community development, defined, 241, 241f
Community-driven care, 10
Community empowerment

communication, 248t, 249
domains of, 246
evaluating, 251–253, 251t, 253t 
issue selection in, 246–247
levels of, 242–243
models for, 243–244
planning and implementing, 245–251
population health nursing and, 244–253
principles of, 246, 247
strategies, 239–255

Community engagement, 354–356
benefits of, 355
components of, 356t
defined, 355
developing strategies of, 356, 357
in disaster planning, 717
models for, 355–356
principles of, 356, 357

Community-focused care, 10
Community Health Accreditation Program 

(CHAP), 319
Community health nurse, 10
Community health nursing, 10

disaster settings, 714t, 720, 730f, 734
standardizing practice, 42, 44t

Community health workers (CHWs)
in health promotion, 277–279
models of, 278–279
roles of, 278

Community(ies). See also Community em-
powerment

assessment, 357–370
care of, 352–387
defined, 4
disaster preparedness, 280–281t
geopolitical, 4
organizing, 232, 234t
planning and implementing care for, 

370–377, 375f
population surveys, 369t
school health program, 603
target groups and, 373–374
types of, 357–370

Community level income inequality, 883

Community management, 251t
Community mental health problems,  

defined, 838
Community mobilization, as population 

health nursing interventions, 22
Community organizing

defined, 232
policy implementation strategies, 232, 234t
process of, 232, 234t

Community/population assessment
asset mapping, 359
behavioral determinants, 367–368
biological determinants, 360–361, 362
data sources, 369t
defined, 357
environmental determinants,  

363–364, 365
health system determinants, 368–370
key informants, 358
population health, 357–370
principles of, 358
process for, 358–360, 359t, 369t
psychological determinants, 361–363
sociocultural determinants, 364–367
steps in, 359t

Community Preventive Services Task Force 
(CPSTF), 806, 850, 893

Community resilience, 716–717
defined, 716
components of, 716–717

Community resource maps, defined, 
710–711, 710f

Community risk maps, defined, 709–710, 
709f

Community stigma, 849
Community trials, 63
Community violence, 915–916

assault and sexual assault, 915
defined, 909
hate crimes, 915–916
trafficking, 916

Comorbidity
defined, 481
mental health problems, 845

Compassionate release, 691
Competitive foods, defined, 595
Complementary/alternative health care 

subsystem
defined, 170–171
older clients, 495

Complementary and alternative medicine 
(CAM)

Ayurveda, 128, 130t
in biomedical practice, 139t
categories of, 128, 129, 130t–132t
defined, 128
education for safe use, 139–140
health care practices, in cultural assess-

ment, 129, 132–135
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Complementary (continued)
older clients, 495
use of, 140

Complementary and alternative therapies 
(CAT)

Ayurveda, 33
chronic physical health problems, 

809–810
Complex emergencies, defined, 698
Compliance

communicable disease treatment, 
775–776, 777

men’s health, 439
poor and homeless population, 568

Comprehensive community engagement 
strategy (CCES), 356, 357

Comprehensive Environmental Response, 
Compensation, and Liability Act, 
90

Comprehensive Health Planning Act (1966), 
45, 47t

Conceptual models, epidemiologic, 64–69, 
65f, 66t

Conditions of participation, defined, 318
Condom use, 402, 452, 755, 758, 759, 761, 768
Confidentiality

case management, 291
public health program evaluation, 379

Conflict
community empowerment, 248t, 249
resolution, group process and, 249

Confusion, in older clients, 487, 498t, 508
Congenital rubella syndrome (CRS)

communicable diseases, social effects of, 
760

consequences, dealing with, 777
perinatal transmission, 753

Congenital syphilis
perinatal transmission, 753
social effects of, 760

Congestive heart failure, 795–796
Congressional Review Act, 80
Consciousness raising techniques, 264
Consequences

of health problems, dealing with, 777
of health problems, preventing, 416–417

Consolidated Omnibus Reconciliation Act 
(COBRA), 154

Constipation, 506, 511t
Consumer-driven health insurance plans, 155
Consumer price index (CPI), defined, 147
Consumption patterns

chronic physical health problems, 809 
cultural assessment and, 126–127
disaster settings, 719
family health, 344–345
men’s health, 434–435
older clients, 494
women’s health, 459

work population, 642–643
Contact investigation and notification, 

766–767, 770t
Contagion control, 258
Content, selecting, for health education, 271
Continuity theories of aging, 479
Contraception

cultural assessment, 122
options, 452

Control, defined, 746
Control procedures, in disaster response, 729
Conviction, advocacy and, 12
Coordinated school health program, 599, 

600f
components of, 600t, 600–603
considerations in, 605t
counseling, psychological, and social 

services, 602
defined, 599
family and community involvement, 603
goals of, 599
health education, 600–601, 601t
health promotion for staff, 603
health services, 601–602
healthy and safe school environment, 

602–603
implementing, 605–606, 605t
nutrition services, 602
physical education, 601
steps in planning and implementing, 606t

Coordination, as population health nursing 
interventions, 21

Coordinators of care, case managers as, 290t
Copayment, 148

correctional populations, 678
defined, 153
out-of-pocket payment, 153

COPD. See Chronic obstructive pulmonary 
disease (COPD)

Coping skills
chronic physical health problems, 813
development of, 896
family health, 337–338
health promotion, 607
mental health problems, 845–846
older clients, 487
parental, 397
societal violence, 919, 931
women’s health, 454
work population, 656

Coping strategies, 464
Core functions of public health, 46, 176, 179, 

179f
Coronary heart disease, 640, 796, 800, 802, 

809
Corporal punishment, 590
Corporate social responsibility, 885
Correctional nursing, 679

defined, 679

ethical concerns in, 679–680
standards and guidelines for, 679

Correctional populations, 665–666
communicable diseases, 757
disaster settings, 719

Correctional settings, care of clients in
adolescents/youth, 667–668
behavioral determinants, 677–678, 681
biological determinants, 667–672, 681
chronic diseases, 670–671
communicable/infectious diseases, 670, 

682
communicable diseases, 670, 686, 757
copayment for health services in, 678
directly observed therapy, 686
environmental determinants, 673–674, 

681
ethical principles for, 680
evaluating health care, 692
health care, need for, 666–667
health restoration and end-of-life strate-

gies for, 691t
health system determinants, 678–680, 681
HIV/AIDS in, 670
injury in, 671
need for health care in, 666–667
planning and implementing care, 

680–691, 689t
population health nursing and, 667–692
pregnancy, 671–672
psychological determinants, 672–673, 681
reentry planning, 689–690, 691t
sociocultural determinants, 674–677, 681
standards for, 679

Cost-effectiveness, case management and, 287
Cost-push theory, 159
Cost sharing by client, 162
Cost shifting, defined, 147
Costs of health care. See also Economic issues

cost shifting, defined, 147
influence on U.S. health care system, 169
older clients, 497–498
out-of-pocket, 147, 150, 152, 153
poor and homeless populations, 567–568
population, aging of, 478
prescription drugs and, 147–148, 158t, 

159, 498–499
substance abuse, 872
technology and, 169
women’s health, 461

Counseling
as population health nursing interven-

tions, 20
school health program, 602
school setting, 613

Counselors, 587
Crack, defined, 875
Crime

hate crimes, 566
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nuisance crimes, 565
poor and homeless populations, 565–566
school neighborhoods, in, 596
substance abuse, 872

Crimean War, 3, 37
Criminalization

defined, 565
poor and homeless populations, 565–566

Crisis
defined, 339–340
developmental, 339
families and, 339–340
situational, 339
structural, 339
types of, 339

Crisis intervention teams (CITs), defined, 675
Critical Challenges: Revitalizing the Health 

Profession, 43
Cross-dresser, defined, 528t
Cross-immunity, defined, 745
Cross-sectional studies, 62
Crusades, public health and, 32
CSOs. See Civil society organizations (CSOs)
Cultural assessment

behavioral determinants in, 127
biological determinants in, 111–113
environmental determinants in, 115–116
health system determinants in, 127–135
obtaining information for, 109–110
principles of, 109
psychological determinants in, 116–126
sociocultural determinants in, 116–126

Cultural beliefs, 105
Cultural competence

correctional populations, 674
national health care system in U.S., 

179–181
Cultural competency

chalenges in, 137–138
characteristics of, 137, 137t
CLAS standards, 138–140, 138t
defined, 106
evaluation of, 140
individual characteristics, 137t
system-level characteristics, 137t

Cultural Complementarity Model, 355
Cultural considerations

expectations, in roles and relationships, 
456–457

family consumption patterns, 344–345
rural nurse midwives, 41–42, 43t

Cultural exploration, modes of, 110
Cultural factors, 107

chronic physical health problems, 807
mental health problems, 848

Cultural humility, 136
Cultural imposition, 106

Cultural influences
on population health, 102–143 

substance abuse and, 883
Culturally congruent care

cultural competence, 136–140
and delivery systems, 135–140

Culturally sensitive health care, 543
Cultural proficiency, 139
Cultural variation, 105
Culture

defined, 104
dominant, 104, 105, 106
ethnic diversity in the U.S., 108
family health, sociocultural determinants 

in, 342
and health, 106–108
influence of, 105
organizational, 104, 105
of origin, 106
professional, 105
school population, 594
traditional ethnic, 104

Culture-bound syndromes, 114
Culture shock, 39
Curanderas, 171
A Curriculum for Schools of Nursing, 43
Cyberbullying, 595

D
DALY. See Disability-adjusted life year 

(DALY)
Data

GLBT population, 531
population health assessment, 358, 369t

Dating violence, defined, 914
Death

children and adolescents, 396, 414–415
as a cultural life event, 124–126
disaster settings, 714
preparation for, with older clients, 514, 

515t
Death rates. See Mortality and mortality rates
Death-row inmates, 673
De Chantal, Madame, 33
Decision making

community empowerment, 248, 248t
and global health governance, 195–196
national health systems, 180

Declaration of Alma-Ata, 46, 192, 258
Decontamination, 778
Deductible, defined, 153
Defense mechanisms, 337, 880, 898
Defined benefits plans, 155
Defined contribution plans, 155
Deformity, GLBT population and, 542
Dehydration, chronic, 494
Deindustrialization, defined, 563
Deinstitutionalization, of mentally ill persons

correctional populations, 675
defined, 558
poor and homeless populations, 558

Delegation, defined, 295, 296t
Delirium, 508
Delivery-related principles of learning, 266, 

268t
De Marillac, Louise, 33
Dementia. See also Alzheimer’s disease

defined, 486
HIV/AIDS, 755
HIV and syphilis, 844
mental health problems, 844
older clients, 486–487, 508

Demographics, changing, as influence on U.S. 
health care system, 169

Dental health
children and adolescents, 405, 407t
correctional populations, 671
poverty and health disparities, 147, 147f

Dental screening, 612, 613
Dentists, 587
Department of Health and Human Services 

(USDHHS), 605
Department of Veteran’s Affairs, 158
De Paul, St. Vincent, 33
Depression. See also Antepartum depression; 

Postpartum depression
characteristic changes in, 840t
gender, 842–843
GLBT population, 530, 537
HIV/AIDS, 755
maturation and aging, 842–843
mental health problems, 839–840, 840t
older clients, 487, 508, 512t
older clients, screening for, 506t
population health, 361
screening tools, 856
societal violence, 919
substance abuse, 870
women’s health, 450, 453, 455, 458, 466t
work population, 633
in work population, 640

Dermatologic conditions, 631
DeSales, St. Francis, 33
Descriptive epidemiology, 62–63

case reports, 62
cross-sectional studies, 62
prevalence surveys, 62
purpose of, 62–63
surveillance studies, 62

Designer drugs, defined, 875
Detainees, defined, 665
Determinants

behavioral, 92
biological, 91–92
environmental, 92
health system, 92–93
psychological, 92
sociocultural, 92

Determinants-of-health, 46, 67–68
epidemiologic models, 67–68, 69f
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Detoxification, 889, 897, 898
Development

community, defined, 241, 241f
defined, 395
promoting, in children and adolescents, 

405, 407t
Developmental crisis, 339
Developmental disorders

children and adolescents, 393–394
correctional populations, 672

Developmental milestones, 395
Devolution, defined, 161
Diabetes

in children and adolescents, 392
morbidity, 796
prediabetes, defined, 796

Diabetes mellitus
chronic physical health problems, 800
correctional populations, 671
older clients, 482
school population, 588
women’s health, 449t, 453

Diagnosis
communicable diseases, 772–774
correctional populations, 686–688, 689t
early, of chronic physical health problems, 

819–820, 822t
population level, 370
positive community nursing diagnoses, 

370
problem-focused community nursing 

diagnoses, 370
validating, on home visits, 312

Diagnosis-related groups (DRGs), 820
defined, 46
development of, 46, 47t
reimbursement, 152

Diagnostic and Statistical Manual (DSM-5), 
114, 393

Diagnostic and Statistical Manual of Mental 
Disorders (DSM), 530

Diagnostic and Statistical Manual of Mental 
Disorders III-R (DSM-III-TR), 838

Diagnostic reasoning. see also Nursing diag-
noses

children and adolescents, 403–404
chronic physical health problems, 812
communicable diseases, 763–764
correctional populations, 680
disaster settings, 720, 722
families, 347
home visits, 309, 315t
men’s health, 436
mental health problems, 853
older populations, 499–500
of poor and homeless population, 

570–571
population health, 370
school population, 604

societal violence, 927
substance abuse, 890
women’s health, 462–463
work population, 646–647

Diagnostic reasoning, societal violence and, 
927

Diarrheal diseases
water quality and health, 81
women’s health, 449t

Dietary practices, cultural assessment, 126
Digoxin, older clients and, 498t
Dimensions of health care, community em-

powerment and, 245
Diphenhydramine hydrochloride, 498t
Diphtheria

early immunization against, 36, 36t
older clients, 486
quarantine, 778

Diphtheria, tetanus, and pertussis (DTP) 
vaccine, 766

Diphtheria and tetanus toxoids and acellular 
pertussis vaccine (DTaP), 408

Direct contact transmission, 743–744, 744t
Direct inoculation, transmission by, 744, 744t
Directly observed therapy (DOT), 774–775

correctional populations, 686
defined, 774

Disability/disabling conditions
activity limitations, defined, 793, 794
Americans with Disabilities Act, 637–638
chronic physical health problems, 

793–794
correctional populations, 688
defined, 793
GLBT population, 542
mental health problems, 838
older clients, 483–484
school setting, 616
substance abuse, 878
women’s health, 451–452
work population, 637–638

Disability-adjusted life year (DALY), 203, 871
Disabled persons, defined, 793
Disablement process, 804
Disaster assessment 

considerations in, 713–720, 721
postdisaster assessment, 712–713
risk and capacity assessment, 712

Disaster preparedness
authority and, 727
communication and, 727–728
community health education, 280–281t
control and, 729
cultural perspectives, 716–717
defined, 725
disaster response plans, 728–732, 730f
evaluating, 734
general considerations, 727–728
principles and challenges of, 726

principles of community engagement in, 
717

principles of psychological response in, 
731–732

promoting, 280–281t
public/client education, 707t, 716
public health systems, role in, 703
purposes of, 725–726
records and, 728
transportation and, 728

Disasters
categorization of, 697–700
characteristics of, 701–703
community resource maps, 710–711, 710f
community risk maps, 709–710, 709f
correctional populations, 673
correctional settings, 719
defined, 697
effects of, 711
elements of, 703–711, 705t, 707t
federal declaration of, 708, 708f
helpers in, 711
minimizing effects of, 723–725
mitigation, 704
preventing, 722–723
risk, assessing, 712–713
stages of, 703–706, 705t, 707f
trends, 700–701, 702t

Disaster settings, care of clients in
assessment, 712–720, 714t
evaluating disaster care, 734
health promotion, 722, 723t
health restoration/recovery, 732–734, 733t
implementing disaster care, 733–734
nursing responsibilities in, 711–734, 714t, 

726t
planning disaster preparedness, 722–733, 

724t, 726t, 730f
prevention, 722–725, 726t
public health system, role in  

disasters, 703
resolving problems, 725–732, 733t

Discharge planning, 294
Discipline

children and adolescents, 397
family health, 338

Disclosure
of chronic illness, 824
defined, 536
GLBT population, 538

Discounted fee-for-service mechanism, 152
Discrimination, 106, 121

chronic physical health problems, 
806–807

GLBT population, 535–537, 542
housing, 566
language, 848
mental health problems, 848–850
substance abuse, 883
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Disease causation
cultural assessment, 127
historical perspectives, 39
microorganisms, 36

Disease management
case management and, 294
chronic physical health problems, 820
defined, 294
evidence-based, 820

Diseases
causality, 56–57
epidemiologic investigation, 62–64
epidemiologic models, 64–69
epidemiologic process, 60–62
extent of exposure, 65
infective dose, 65
natural history of, 60–61
prevention, 183

Disease self-management, 509–510
Disengagement theory of aging, 479
Disengagement theory of development, 478
Dissolution of community empowerment 

team, 248t, 250
Dissolution stage of group development, 248t, 

250
Distractions during home visits, 313–314
Distribution of health care funding sources, 

and national expenditures, 147f
District nursing

in Canada, 38, 43t
in England, 37–38, 43t
historical context, 37–38, 43t

Diuretics, older clients and, 498t
Diversion, defined, 674
Division of Public Health Nursing, 42
Divorce, 432
Dix, Dorothea, 37, 39
Dock, Lavinia, 11, 45, 188
Doctor of Nursing Practice (DNP) degree, 

14, 43
Documentation of home visits, 315, 315t
Domains of learning, 266, 267t
Domestic violence

defined, 911
restraining order, 922

Dose-response gradient, 57
Drag kings/queens, defined, 528t
Drowning, 390
Drug abuse. See also Substance abuse

communicable diseases, 762
Drugs, illicit

children and adolescents, 402
communicable diseases, 762
men’s health, 434
women’s health, 459

Drug use
correctional population, 677
defined, 868
GLBT population and, 529

Dual diagnosis
defined, 845
mental health problems, 845
substance abuse and other psychiatric 

disorders, 893
Dysmenorrhea, defined, 450
Dysthymia, defined, 839

E
Early Head Start model, home visiting pro-

grams and, 306t
Early warning systems for disasters, 731
Earthquakes

in China, 700
in Japan, 700

Eastern equine encephalitis virus infection 
(EEEV), 751

Eating disorders, 455, 642, 841
Ebola virus, 46, 202, 700
Ecological footprint, defined, 87
Ecological studies, 63
Economic context of population health nursing

economic factors and health, interrela-
tionships among, 146–150

financing health care services, 154t, 156f, 
157–161, 158t, 160t

Economic crisis, 146
Economic influences on population health, 

144–146
Economic issues. See also Costs of health 

care; Funding; Income
chronic physical health problems, 795
family health, 342–343
and globalization, 190
men’s health, 432–433
older clients, 490–492
school population, 594
substance abuse, 872
women’s health, 457–458

Economics
crisis, 146
defined, 146
and health, 146–150

Economic status of population, 149
ED (erectile dysfunction), 428
Edinburgh Postnatal Depression Scale 

(EDPD), 856
Education

community health nurses, 42–43, 44t
correctional populations, 674
GLBT population, 540
occupational health nursing, for, 627
parental levels, and child and adolescent 

health, 400
of poor and homeless population, 570
population health nursing, 14
as population health nursing  

interventions, 20

of public, for disaster prevention, 723
relationship to health, 583
voluntary health agency function, 171

Educational institutions, personal health care 
sector, 171

Education for All Handicapped Children Act 
of 1975, 850

Effects element of disasters, 711
The Effects of Arts, Trades, and Professions … 

on Health and Longevity (Thack-
rah), 35

Effects of disasters, minimizing, 723–725, 
726t

Effluvia, 57
Effort-reward imbalance (ERI) model, 632
Elderly people. See also Older clients, meeting 

health needs of
correctional populations, 668, 688
elder abuse, 914–915
“elder speak,” 499
homelessness, 555
poor and homeless populations, 557
substance abuse, 876, 878

Elderly support ratio, defined, 492
Elders, maltreatment of, 915, 926t, 933. See 

also Elder abuse
Electioneering, defined, 233
Electroconvulsive therapy (ECT), 857
Elephantiasis. See Lymphatic filariasis
Eligibility for services, 295, 296
Elimination of disease, 200
Emergencies, defined, 697–698
Emergency health care

mental health problems, 852
work population, 654–655, 655t

Emergency Operations Center (EOC), 701
Emergency stage of disasters, 706, 707t
Emerging diseases, 752
Emotion, advocacy and, 12
Emotional climate in the family, 919
Emotional labor, defined, 632
Emotional strengths, 337–338
Empedocles of Acragas, 31
Emphysema, 451
Employee assistance programs (EAPs), 654
Employee populations, care of, 624–666
Employee Retirement Income Security Act 

(ERISA), 156
Employees’ Benefit Association (Wanamaker’s 

department store), 41
Employment

chronic physical health problems, 806
correctional populations, following incar-

ceration, 690
family health, sociocultural determinants 

in, 343
health insurance benefits, 45, 154, 154t, 

156f, 169
mental health problems, 847
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Employment (continued)
older clients, 490–492
parental, and child and adolescent health, 

400
of poor and homeless population, 

562–564, 570, 572
substance abuse, 883–884
women’s health, 455–456

Empowerment
as case manager role functions, 290t
defined, 241
older clients, 492
related concepts, 241–242, 241f

Empowerment evaluation, defined, 379
Encephalitis, viral, 700
Encore careers, 491
Endemic disease, defined, 745
Endocrine system, 481t
End-of-life care

chronic physical health problems, 
825–826, 826t–827t

correctional populations, 690–691, 691t
goals of, 514
older clients, 514, 515t

Energy consumption, 88–89, 96t
Environment. See also Air pollution

epidemiologic triad, 65f, 67
modifications, for chronic physical health 

problems, 817
of poor and homeless population, 570
work population, 631, 654

Environment and health, 73–74, 93t
Environmental control measures, evaluation 

of, 98
Environmental determinants, 92, 591–593

assessing, 341
children and adolescents, 398–400
chronic physical health problems,  

803–804
communicable diseases, 755–757
correctional populations, 673–674
disaster settings, 715–716, 721
environmental dimension of health home 

visits, 308–309, 310
of family health, 340–341
GLBT population, 535
in home visits, 308–309, 310, 315t
men’s health, 430
mental health problems, 846
older clients, 488–489
policy development, 227, 230
poor and homeless populations, 558–559
population health, 363–364, 365
school population, 591–593
societal violence, 919–920
women’s health, 455, 456
work population, 633–635, 636

Environmental health
defined, 73–74

early concern for, 34
Healthy People 2020 objectives, 74, 75–77t
World Health Organization and, 73–74

Environmental health issues, planning inter-
ventions

prevention strategies, 94–95, 95–96t
promotion, 94
resolution-related activities, 95, 97, 97t
restoration activities, 97–98, 98t

Environmental impact assessments (EIAs), 217
Environmental influences on population 

health, 72–101
Environmental influences, population health 

nursing and
assessment of, 91–94
built environment, 85–87
environmental control measures, evalua-

tion of, 98
interactions among components, 90–91
natural environment, 78–85
planning to address issues, 94–98
social environment, 87–90

Environmental pollution, chronic health 
problems and, 803–804

Environmental Protection Agency (EPA), 47t, 
80, 88, 89t

Environmental sustainability, 85
EPA. See Environmental Protection Agency 

(EPA)
Epidemics

defined, 745
history of public health and, 31–32

Epidemiology
basic concepts, 55–60
definition, 55
eras, 55

Epidemiology and population health nursing, 
53–70

Epidemiology of health and illness
analytic epidemiology, 63
bacteriologic era, 56
basic concepts, 55–60
beginnings of, 36
defined, 55
descriptive epidemiology, 62–63
determinants-of-health models, 67–69
epidemiologic models, 64–69
epidemiologic triad, 64–67, 65f
experimental epidemiology, 63–64
intervention, 63, 64f
investigation, 62–64
models, 64–69
molecular, 55
process, 60–62

defining the condition, 60
designing, implementing, and evaluat-

ing control strategies, 62
natural history of condition,  

60–61, 61f

strategic points of control, 61–62
purpose of, 56
religious era, 56
risk factor epidemiology, 57
triad model, 64–67
web of causation model, 67, 68f

Epigenetics, defined, 882
Epilepsy

in children and adolescents, 392
chronic physical health problems, 807

Epilepsy/seizure disorder. See also Seizure 
disorders

chronic physical health problems, 797, 
799

morbidity, 797
Epp Report (Achieving Health for All: A 

Framework for the Health of Cana-
dians), 46, 47t

Eradication of disease
defined, 200
feasibility perspectives, 201

Erectile dysfunction (ED), 428
Ergonomics, defined, 644
Erik Erikson’s stage theory of development, 

478, 479t
Escherichia coli

bioterrorism, 55, 700
sanitation, 755

Espiritistas, 133
Essays on State Medicine (Rumsey), 35
Essential public health functions and services, 

179, 181t
Essentials for Doctoral Education for Advanced 

Nursing Practice, 14
Ethical issues

case management, 291–292
public health program evaluation, 380

Ethical poverty line, 204
Ethnic and societal cultures, 107
Ethnicity and race, 104

chronic physical health problems, 
798–800

communicable diseases, 753
correctional populations, 667–669
ethnic diversity in the U.S., 108
mental health problems, 842–844
poverty and health disparities, 150
school population, 594
societal violence, 917–918
substance abuse, 876–878

Ethnic minority cultures, 107
Ethnopsychopharmacology

defined, 857
and health, 107

European Renaissance, 33
Evacuation procedures, 729
Evaluation of health care

children and adolescents, 417
chronic physical health problems, 826
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communicable disease control strategy, 
779–780

correctional populations, 692
disaster care, 734
empowerment, 251–253, 251t, 253t
environmental health measures, 98
families, 349
GLBT population, 545–546
health promotion programs, 279, 

280–281t
home health and hospice services, 

319–320
home visits, 311–312, 314, 315t
mental health problems, 859
older clients, 516
poor and homeless populations, 577
population-based health care programs

considerations in, 379–382, 381t
disseminating and us, 384
evaluation process, 382–384
framework for, 378–379
setting the stage for, 376–377
standards of, 382, 383t
types of evaluations, 380–382,  

381t
process and outcomes of case manage-

ment, 298–300
school population, 616–617
societal violence, 933
substance abuse, 899
women, 468
work population, 657

Evidence-based practice, 23
advocating smoke-free workplaces, 643
basing evidence on real people, 536
building the evidence base for school 

health, 598
care-giver burden, 347
combining efforts to address sexual 

 violence and HIV/AIDS, 913
community involvement in generating 

evidence, 734
contraceptive options, 452
dealing with homelessness among the 

mentally ill and substance abusers, 
567

effective health promotion strategies,  
272

effectiveness of case management, 300
health communication and social 

 marketing, 373
HIV symptom relief, 133
misplaced evidence, 815
nurse-family partnership program, 319
policy development, 218
as population health nursing interven-

tions, 23–24
preexposure prophylaxis (PrEP) for HIV 

infection, 752

preventing incarceration, 683
promoting health in the elderly, 492
prostate and testicular cancer screening, 

440
reducing stigma, 850
research regarding children as subjects, 

390
supporting community empowerment, 

250
understanding attempts to derail 

evidence-based policy, 886
Evidence-informed case rate (ECR), 820
Exanthems, 743
Executive orders, defined, 223
Exercise

children and adolescents, 402
chronic physical health problems, 813
correctional populations, 680
disaster settings, 719
men’s health, 435
older clients, 504
women’s health, 459–460
work population, 643

Existing conditions, workplace health care 
for, 654, 655t

Expanded Program on Immunization, 201
Expectations of children, 919
Expedited partner therapy (EPT), 767
Experimental epidemiology, 63–64
Exposome, defined, 882
Exposure potential, defined, 57
Extended family, defined, 331
Extending the Scope of Nursing Practice, 46
External health system, 645–646
External resources, and family health, 

343–344
Extinction, defined, 746

F
Fabia, of Rome, 32
Fair Labor Standards Act, 35
Faith healers, 133
Families

chronic physical health problems, 
794–795, 812

communication patterns, 334–335, 335f, 
336f

coping, 337–338
crisis, 339–340
defined, 331
developmental stages, 329t
disaster settings, 718
dynamics, 335, 336–337
ecomap, 335–336, 337t
employment and occupation, 343
family violence, 911–912
goals, 338–339
homelessness, 555

intervention, with mental health prob-
lems, 857

life cycle theory, 329–330, 329t
life cycle transitions, 330
mental health problems, effects on, 838
mental illness in, 339 
population health nursing and, 332–349
power in, 337
relationships, 335–337
risk factors, 921
school health program, 603
social and economic status, 342
stages and transitions in, 329t
stress in, 329
structure, change in, 332
substance abuse, 870–871, 883
symbolic interactionism, 330–331
systems models and, 328–329, 329f
theoretical perspectives on, 328–331, 328f, 

329t
types of, 331–332
as unit of care, 331–332
work–family conflict, 638
work–family interface, 638–639

Families, care of
assessing family health, 332–333
behavioral determinants, 344–346
biological determinants, 333–334, 334f
developmental approaches, 329–330, 329t
environmental determinants, 340–341
evaluating, 349
health promotion and illness/injury pre-

vention, 348
health restoration, 349
health system determinants, 346–348
planning and implementing, 347–349
psychological determinants, 334–340
resolving health problems, 348–349
sociocultural determinants, 341–344
systems approaches, 328–329

Family acceptance, GLBT population and, 
537–538

Family composition, population health and, 
365–366

Family culture and religion, 342
Family disaster planning education, 724–725
Family dynamics

children and adolescents, 397
family health, psychological determinants 

in, 336–337, 336f
Family interactions

men and, 431–432
mental health problems and, 838

Family life course, defined, 329
Family life cycle theory, 329–330, 329t
Family/partner violence, 911–915

child maltreatment, 912
defined, 911
elder abuse, 914–915
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Family/partner violence (continued)
intimate partner violence (IPV), 540, 911
psychological determinants, 919

Family relationships, 335–337
correctional populations, 669, 676, 690
cultural, 118
levels of change in, 330
mental health problems, 847–848
psychological dimension of health care, 

335–337
Family resilience, defined, 338
Family resources, 343–344
Family roles

care of families, 341–342
cultural assessment, 118
mental health problems, 838

Family Smoking Prevention and Tobacco 
Control Act of 2009, 805

Family stage, defined, 329
FAO. See Food and Agricultural Organization 

(FAO)
Fatalism, 114, 263–264
Feasibility standards, 383t
Fecal incontinence, 485, 506–507, 511t
Fecal-oral transmission of communicable 

diseases, 743, 744t
Federal Emergency Management Administra-

tion (FEMA), 592, 708
Federal Emergency Relief Act, 44t, 45
Federal government involvement in health 

care, 44–45
Federally qualified health centers (FQHCs), 616
Federal monies, 182
Federal Register, 223
Federal Water Pollution Control Act, 88
Feedback, defined, 329
Fee-for-service reimbursement, 151
Female genital mutilation (FGM), 123, 396, 

913
Fenwick, Bedford, 38
Fenwick, Ethel Gordon, 188
Fetal alcohol spectrum disorders  

(FASD), 877
Fetal alcohol syndrome (FAS), 393, 869, 872, 

877, 890
Filariasis, 751
Finance care, personal health care sector, 171
Financial resources, older clients and, 513t
Fires, residential, 870
First responders, and communicable diseases, 

760
Fixed contribution plans, 155
Flat-rate medical clinics, 153
Fliedner, Theodor, 37
Food

consumption pattern, 204
contamination, 204
cost of, hunger and, 204
production and climate change, 204

Food and Agricultural Organization (FAO), 
197

Food and Drug Administration (FDA), 174, 
175f, 176, 177t

Foodborne diseases, 79, 750–751
Foodborne Diseases Active Surveillance 

Network (FoodNet), 751
Food insecurity, 204
Food supplies

contamination, preventing, 409
disaster response plans, 731
sanitation, in school settings, 593

Forensic nursing, 679
Forming, as a stage of group process, 248, 

248t
For-profit segments of personal health care 

sector, 171
Foundations, 198
FQHCs (federally qualified health centers), 

616
Fractures, in older clients, 481t, 504
Franklin, Benjamin, 585
Fr. Bonaventure, 188
Freebasing, defined, 875
Frontier Nursing Service, 41, 44t
Frostbite, 558
Frye, Elizabeth, 37, 43t
Function, physical

preventing loss in affected systems, 822, 
826t–827t

restoring, 823, 826t–827t
Functional adjustment to chronic physical 

health problems, 824
Functional status

assessing, in the elderly, 483–484
defined, 483
voluntary health agencies, 172–173

Funding. See also Economic issues
for global health governance, 196
home health and hospice services, 318
school-based health services, 616

The Future of Public Health, 46
Futures Without Violence, advocacy organiza-

tion, 922

G
G7/G8 nations

contributions to global health initiatives, 
194

decision-making power, 196
Galen, 32
Gambling, 599
GANES. See Global Alliance for Leadership 

in Nursing Education and Science 
(GANES)

Gastrointestinal system, 480t
Gates, Bill, 198
Gay, lesbian, bisexual, and transgender popu-

lation. See GLBT population

Gay/gay man, 528t
Gender

chronic physical health problems, 
798–800

conceptualization models, 425, 425t
correctional populations, 667–669
defined, 448
mental health problems, 842–843
sexually transmitted diseases, 759
societal violence, 917
substance abuse, 876–878
work population, 629

Gender and aging in older clients, 480–482
Gender-based violence, 914
Gender diverse, 528t
Gender dysphoria, 530
Gender expression, 527
Gender fluid, 528t
Gender identity

defined, 527
GLBT population, 526–528, 528t

Gender-nonconforming individual, 527, 528t
Gender queer/two spirit, 528t
Gender role conformity, 527
Gender specific family roles, 118, 335–337
General anxiety disorder, 841, 842t
Genetics

agents, in epidemiologic triad, 64, 66t
children and adolescents, 396
chromosomal changes, with substance 

abuse, 870
chronic physical health problems, 

800–801
health of school population, 588
substance abuse, 878
women’s health, 449–454
work population, factors relating to, 629

Genogram, 333, 334f
Gentrification of housing

defined, 560
homelessness and, 560–561

Geographic information systems, 360
Geopolitical community, 4
German health care system, 182–183
German Nurses Association, 188
Germ theory, 39
Gestational diabetes mellitus, 453
GLBT population, 526–546

barriers to health care, 542–543
behavioral determinants, 541–542
biological determinants, 529–530
coming out, 536
cultural assessment, 118
culturally sensitive health care, 543, 543t
defined, 526
disclosure, 536
environmental determinants, 535
evaluating health care, 545–546, 546t
family relationships, 537–540, 536t
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gender identity, 526–527, 528t
health care barriers and, 542–543
health problems, 544–545, 545t
health promotion, 543–544, 544t
health restoration, 543–545, 545t
health system determinants, 542
illness and injury prevention, 544, 544t
planning and implementation of, 543–545
population health nursing and, 529–546
principles, 543
psychological determinants, 530–534
resolving existing health problems, 

544–545, 545t
sexual orientation, 526–527, 528t
sexual practices, 541
size determination, 528–529
societal violence and, 920
sociocultural determinants, 535–541
socioeconomic status, 540
stigmatization and discrimination, 

535–537, 540–541
substance use and abuse, 541–542

Global Alliance for Leadership in Nursing 
Education and Science (GANES)

activities, 208
establishment of, 208

Global Alliance for Vaccines and Immuniza-
tion (GAVI), 766

Global governance, 195
Global health

collaboration trends, 191–193
defined, 191
governance, 194–196
initiatives, 193–194
issues, 199–206
and population health nursing, 206–208
and United States, 193

Global health agencies
bilateral agencies, 196–197
civil society organizations, 198–199
multilateral agencies, 197–198

Global health governance, 194–196
challenges for, 196
decision making power, 195–196
defined, 195
development gaps in, 196
elements of, 196
and WHO, 196

Global health issues, 199–203
health status issues, 199–204
social determinants of health, 203–206

Global influences on population health, 
187–212

Global perspectives, 191–196
addressing women’s health issues, 449
betel quid abuse and oral cancers, 876
case management around the world, 288
change in family structure, 332
conditions of incarceration, 666

developing a National Population Health 
Nurse Practitioner Program in 
Korea, 22

eliminating communicable diseases 
worldwide, 41, 747

fostering education for all, 584
global rise of noncommunicable diseases, 

798
global vaccination coverage, 408
health promotion initiatives, 259
influenza immunization rates among 

elders, 486
international capacity building, 242
promoting infant survival, 307
protecting the rights of sexual minorities, 

531
Sphere project, 734, 735
violence prevention at a global level, 910
voluntary nursing service in Japan, 358
WHO quality rights project, 861
world poverty, 554

Global Polio Eradication Initiative (GPEI), 
748

Global Strategies for Health for All by the Year 
2000, 46, 48t

Global warming, 80
Globalization

defined, 189
dimensions of, 189–190
effects on health systems, 169170
health effects of, 190
influence on U.S. health care system, 170
positive and negative effects of, 191t

Glucose-6-phosphate dehydrogenase defi-
ciency, 113

Goals. See also Objectives
family, 338–339
group goals, cultural assessment, 113
health education, 271
planning home visits, 310–311
public health practice, 171

Goldmark Report, 42
Gonorrhea

communicable diseases, social factors in, 
760

expedited partner therapy (EPT), 767
GLBT population, 544
sexual transmission, 744, 744t, 749
women’s health, 466t

Governance, defined, 216
Government

health care financing, 157–161,  
158t, 160t

national health as social obligation of, 35
Government-supported services, reductions 

in, 146
Grandfamilies, 332
Gratz, Rebecca, 34
Great Depression, 44t, 45

Greeks, public health and, 31
Greenhouse gases, 80
Grief, 415

culture and, 124–126
Elinor Delight Gregg, 103
GLBT population, 538

Gross domestic product (GDP), 194
Group development, stages in, 146, 194, 

247–250, 248t
Growth, defined, 395
Growth and development, promoting, 405, 

407t
Gynecomastia, male, 396

H
H1N1 influenza

school exclusion, 609
Haemophilus influenzae type B (HiB)

immunizations in school settings, 607, 
748

Hallucinogens
long-term effects, 880t
perinatal exposure, 877t

Halth promotion, community health workers 
(CHWs) in, 277–279

Handicaps, health restoration of, 615
Handwashing

communicable disease prevention, 768
correctional populations, 683

Hantavirus infections, 202
airborne transmission, 743, 744t
bioterrorism, 700

Harassment of school population, 595–596
Hardiness, defined, 338
Harm reduction

communicable diseases, 779
defined, 891

Hatch Act, 234
Hate crimes, 566, 915–916

defined, 540
GLBT population, 540–541
principles of, 891
substance abuse, 891

Hay fever, women’s health and, 451
Hazard, defined, 592
Hazard analysis, in work settings, 635
Hazardous materials and conditions

children and adolescents, 402
home care services, 317
work population, 649–650

Hazardous wastes
defined, 89–90
population health, 364, 365

HCFA (Health Care Financing Administra-
tion), 176

Health
basic concepts related to culture and, 

104–106
biomedical culture, 107–108
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Health (continued)
and climate change, 205–206
cultural influences, 106–108
economic factors, relationship to, 146–150
and ethnic/societal culture, 107
family, 332–350, 336f
globalization and, 190
insurance and reform, 161–162
men’s, 426–436, 427t, 428t
older clients, 477, 478–519, 480–481t, 

498t, 506t, 511–513t, 515t
parents role, for children, 587
policy, defined, 216
policy influencing, 216–217
and poverty, 204
promotion for staff, 603
relationship to education, 583
school environment, 602–603
school health team, 585–588
social determinants of, 203–206
teachers role, for children, 587
women’s, 448–471

Health and health care, cultural influences on
behavioral considerations, 111–113
cultural assessment principles, 109
cultural information, obtaining,  

109–110
Health Belief Model, 261–262, 262f
Health care

barriers, 542–543
community-focused, 10
cost in U.S., 184
culturally sensitive, 543
discrimination in, 542
federal involvement in, 35, 44–45, 47t, 

174–177, 176t, 177t, 178f
GLBT population, 542–545, 544t, 545t
home visits, 316–319
levels of, 24–25
obesity and levels of, 25t
outcomes of, 183–184
planning, 404, 436, 463
quality, 184
resolution level of, 24
spending and coverage, 183
structural barriers to, 542
supply and utilization, 183

Health Care and Education Affordability 
Reconciliation Act, 461

Health care delivery systems, 138–140
complementary/alternative health care 

subsystem, 170–171, 170f
components of, 170–176, 170f 
levels of, 173–176, 174f, 175f, 176t, 178f
local public health system, 173–174, 174f
national public health system, 174–176
organizational structure, 170, 170f
popular health care subsystem, 170, 170f
primary professional labor issues in, 170

scientific health care subsystem, 170f, 
171–176

state public health system, 174
Health care disaster, defined, 698
Health Care Financing Administration 

(HCFA), 176. See also Centers for 
Medicare and Medicaid Services

Health Care for the Homeless (HCH) pro-
gram, 568

Health care funding
charity care, 161
commercial insurance, 153–157
government-funded care, 157–161
performance measures, 177
personal payment, 153
public health and, 154t, 156f, 157–161, 

158t, 160t, 173
research, 173
sources, 153–161

Health care policy, planning
delineating the policy, 230
evaluating policy alternatives, 229–230
implementation strategies, 230–234
nurse involvement, 229

Health care provider control expectations, 264
Health care reform, 157f

home visiting programs in, 168–169, 304
insurance and, 161–162
Metropolitan Life Insurance Company, 304
population health and, 162–163

Health care services
distribution of national expenditures, 146, 

147f
financing, 154t, 156f, 157–161, 158t, 160t
spending in U.S., 147–148
utilization of subpopulations, 149

Health care systems
cultural assessment, 127–129, 130–132t
defined, 170
forces influencing, 169–170
subsystems of, 170–173, 170f
U.S., influences on health, 167–186

Health communication and social  
marketing, 373

Health culture, 107–108
Health determinants, 6
Health diplomacy, 195
Health disparity, defined, 149
Health education

assessing needs, 268–270
chronic physical health problems, 818t
communicable diseases, 762
defined, 266
developing goals and objectives, 271
domains of learning, 266, 267t
health promotion strategy, 266–274, 267t
Henry Street and, 38–39
Internet and, 273, 813
national standards for, in schools, 600t

older clients, 500–502
planning and implementing programs, 

270–274
as a population health nursing emphasis, 

40 
principles of learning, 266–268, 268t
prioritizing needs for, 271 
school health program, 600–601
in school setting, 606
selecting content and learning strategies, 

271 
social media in, 271–274
strategies, 266–274, 267t, 268t, 272
using media in, 271–274 
websites in, 273–274

Health Education Curriculum Analysis Tool 
(HEACT), 601

“Health for all” concept of WHO, 46, 192
Health governance, defined, 194
Health impact assessment (HIA)

defined, 217
elements of, 217

Health insurance. See also Medicare
access to care and, 149–150, 153–162, 

154t, 156f
benefits as tax deduction, 45 
cancer screening, 819
commercial insurance, 153–154, 154t, 

156f
employment benefits, 45
indemnity insurance, 153
influence on U.S. health care system, 169
lack of, 149–150
men’s health, 436
mental health problems, 850, 852, 857, 

858
older clients, 497–498
premiums, 155

defined, 153
prescription drug coverage, 148, 158t, 159, 

498–499, 510
public insurance programs, 154t, 156f, 

157–161, 158t, 160t
self-funded insurance, 156
sources of, 150–161, 154t, 156f, 158t, 160t
state-funded, in Germany, 35
substance abuse, 889
supplemental policies, 159
women’s health, 461
work population, health care in, 645–646

Health insurance, lack of, 169
Health Insurance Portability and Account-

ability Act (HIPAA), 145
Health literacy, 119, 120, 264–265
Health Maintenance Organization Act (1973), 

44t, 45
Health maintenance organizations (HMOs)

home health services mandated, 44t, 45
key features, 154t
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Health Plan Employer Data and Information 
Set (HEDIS), 298 

Health policy, defined, 216 
Health Principles of Housing, 553
Health professionals’ attitudes, 265
Health program implementation

plan acceptance, 377
program activities to achieve outcome 

objectives, 378
strategies for, 378
tasks of, 377–378

Health promotion, 24, 32, 39, 183
Boston Instructive District Nursing As-

sociation, 38
caregiver, 502, 502t, 503t
child and adolescents, 404–406, 407t
chronic physical health problems, 

813–814, 818t
community health workers in, 277–279
 coping skills, 607
correctional populations, 680–682, 682t
Declaration of Alma-Ata, 46, 48, 258
defined, 258–259
for disaster preparedness, 280t-281t 
early public practice and, 35 
as era of public health practice, 258
Essays on State Medicine, 35
evaluating programs, 279
factors influencing, 263–265

fatalism and, 263–264
health literacy, 264–265
readiness for change, 264

family health, 348
focus on early public health nursing, 

39–42, 44t
GLBT population, 543–544, 544t
health professionals’ attitudes to, 265
Henry Street Settlement, 30, 38–39
home visits, 309
horizontal, 258
individual/family-oriented, 930t
Jakarta Declaration on Leading Health 

Promotion into the 21st Century, 
46, 258

legislation in, 277
men’s health, 436–437, 437t
mission of community health nursing,  

279
models for, 259–263, 260f, 261f, 262f, 263f
need for, 259
Nurses Settlement of Richmond, Virginia, 

39
nursing research, increased focus of, 48
older clients, 500–502
Ottawa Charter for Health Promotion,  

258 
population health nursing and, 263–281
population-oriented, 930t
and prevention, 890–893, 892t

public health focus, 172, 173, 180t
in school setting, 606–607
social marketing and, 274–276 
social media in, 271–274
societal violence, 927
strategies for, 265–279, 267t, 268t, 272, 

503t
using media in, 271–274
vertical, 258 
women’s health, 463–465
work population, 647–648

Health Promotion Directorate, Canada, 46, 
47t

Health protection, 258. See also Prevention
Health-related powers of attorney, 514
Health Resources and Services Administra-

tion (HRSA), 175f, 176, 177t
Health restoration, 415–417, 417t, 614–616

adjustment, promoting, 417, 417t
for chronic problems, 614–616
family health, 349
GLBT population, 544–545, 545t
for handicaps, 615
men’s health, 439–440
mental health problems, 859
older clients, 510, 513–516
for school population, 617t
self-management, promoting, 415, 416t
societal violence, 931–933, 932t, 933t
women’s health, 468

Health services
school health program, 601–602
school-linked health centers, 602

Health status issues, 199–206
comunicable diseases, 200–202
life expectancy and mortality, 199
noncomunicable diseases, 202–203
older clients, 515t
socioeconomic factors, 148–150, 149f
women’s and children’s health, 199–200

Health system considerations
case management situation, 293
health education needs, 270, 271

Health system determinants, 92–93
assessing, 348
children and adolescents, 403–404
chronic physical health problems, 

810–812
communicable diseases, 762–763
correctional population, 678–680
disaster settings, 719–720, 722
environmental health and, 92–94 
family health, 346–347, 348
GLBT population, 542–543
home visits, 309, 310, 315t
men’s health, 436
mental health problems, 851–853
older clients, 496–500, 498t
policy development, 228–229

poor and homeless populations,  
567–570

population health assessment, 230, 
368–370

school population, 599–604
societal violence, 924–927
substance abuse, 888–890
women’s health, 460–462
work population, 645–646

Health system outcomes, comparison, 
183–184

Health website accreditation, 273–274, 273t
Healthy behaviors, promoting, 463
Healthy eating, 608t
Healthy Families America model, 306t
Healthy life expectancy (HALE), 199
Healthy People 2010, 48, 79

economic context of health care, 149
Healthy People 2020, 48, 184, 193, 194

access to health services and, 151t
aims of, 6
child and adolescent health care, 408, 409, 

414, 417, 418–420
chronic physical health problems, 

827–828
communicable diseases, 780–781
foundation health measures for, 8t
global health and, 194t
health determinants as defined in, 6
health promotion programs, 279
health of school populations, 618–619
health of the poor, 577–578
leading health indicators for, 9t
men’s health, 441–442
mental health and mental illness, 860–861
model for, 7f
objectives, 74, 75–77t, 82, 84, 88
occupational health, 657–658
older clients, 516–519
poor, 577–578
public health infrastructure, 47t
societal violence, 934
stakeholders in development process of, 8f
substance use and abuse, 899–901
topical areas, 7t
women’s health, 469–471

Healthy People: Surgeon General’s Report 
on Health Promotion and Disease 
Prevention, 6, 47t

Healthy pregnancy, 464–465
Hearing impairment

older clients, screening for, 506t
work population, 631, 633–634

Heart disease, 451
Heat, exposure to, 57, 633, 634
Heat-related deaths, 79–80
Heavy metals exposure, 95t, 97t
Hebrew Female Benevolent Society of 

 Philadelphia, 34, 43t
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Helper roles, in disasters, 711
Helper woman, 103 
Hematocrit screening, 612
Henle, Jacob, 36
Henry Street Settlement House

school nursing, 40, 43t, 585
settlement movement, 30, 38–39, 145

Hepatitis A
correctional populations, 683
diagnosis, 772
fecal-oral transmission, 743, 744t
immunizations, 465t, 505
older clients, 486
prevention, 768
sanitation, 755
screening, 771
viral hepatitis, 749–750

Hepatitis B
age, 753
co-infection with hepatitis D, 750
correctional populations, 670, 683
diagnosis, 772
direct inoculation, transmission by, 744, 

744t
high-risk behaviors as social norms, 760
immunization, 408, 465t, 505, 607
older clients, 486
poor and homeless populations, 567
postexposure prophylaxis (PEP), 649
prevention, 768
screening, 466t, 771
sexual transmission, 744, 744t, 761
substance abuse, 880
viral hepatitis, 749–750
work population, 631

Hepatitis B virus (HBV), U.S. recommenda-
tions for, 765

Hepatitis C
age, 753
bloodborne infection, 750
correctional populations, 670, 683
diagnosis, 772
direct inoculation, transmission by, 744, 

744t
high-risk behaviors as social norms, 760
perinatal transmission, 753
poor and homeless populations, 567
population health assessment, 368
postexposure prophylaxis (PEP), 649
prevention, 768
risk-taking behaviors, 755
screening, 771
sexual transmission, 744, 744t, 761
substance abuse, 880
viral hepatitis, 749–750

Hepatitis D
age, 753
chronic liver disease, 755
co-infection with hepatitis B, 750

diagnosis, 772
direct inoculation, transmission by, 744, 

744t
high-risk behaviors as social norms, 760
prevention, 768
sexual transmission, 744, 744t, 761
substance abuse, 880
trends in communicable diseases, 750
viral hepatitis, 749–750

Hepatitis E
prevention, 768
sanitation, 750, 755
trends in communicable diseases, 750
viral hepatitis, 749–750

Herbalists, 171
Herbal remedies, 32, 37, 41

mental health problems, 857
older clients, 495

Herd immunity
communicable diseases, 745
defined, 397

Heritage consistency, 109
Herpes simplex virus (HSV) infection

screening, 771
sexual transmission, 744, 744t

Herpes zoster vaccine (HZV), 486, 505
Heterosexism, 535
HHRG (home health resource group), 318
Hierarchical systems, defined, 328, 328f
Highly active antiretroviral therapy 

(HAART), 686
High-risk behaviors as social norms, 760
Hill-Burton Act (1946), 45, 47t
HIPAA (Health Insurance Portability and 

Accountability Act), 145
Hippocrates, 31–32, 56
Historical context of population health 

 nursing
20th century, latter half of, 45–47
American continent, 33–34, 36t, 38, 43t
Christianity, influence of, 32–33, 36t
development of population health 

 nursing, 43t-44t
district nursing in England, 37–38, 38–39, 

43t
education of population health nurses, 

42–43, 44t
European Renaissance, 33
federal involvement, 35, 44–45, 44t
historical events in the development of, 

43–44t
Industrial Revolution, 34–36, 35f, 36t
international events influencing public 

health, 33, 48t
middle ages, 32–33
in the New World, 33–34
non-Christian religious influences, 32–33
protestant reformation, 33
present and beyond, 48

prevention, expanding the focus on, 
39–42, 44t

settlement houses, 38–39, 43t
significant 20th century events in Ameri-

can public health, 47t
significant events prior to 20th century, 

36t
standardization of practice, 42, 44t

Historical perspectives of school nursing, 
584–585

Holistic health care, 372
Holy Innocents Children’s Hospital, 188–189
Home health agencies

certificate of need, 318
clinical pathways, 311
documentation, 317, 320
DRGs and, 318
hospice agencies and, 316–319
licensing of, 318–319
national models for, 307–308
reimbursement in, 317

Home health care
defined, 316
evaluating, 319–320
standards for, 319
technology in, 317–318

Home Health Compare, 320
Home health resource groups (HHRGs), 318
Home Instruction Program for Preschool 

Youngsters (HIPPY) model, 306t
Homeless individual, defined, 554
Homelessness. See also Poor and homeless 

populations, meeting the needs of
assessing the health of, 556–570
biological determinants, 556–557
causes of, 567
correctional populations, 674
defined, 553–554
families and, 555
homeless individuals, defined, 553–554
magnitude of, 555
prevention, 571–573
substance abuse, 883, 889, 898
welfare programs, 572, 577

Homeopathy, 131t
historiography, 31

Home setting, care of clients in
assessment, 308–309, 315t
distractions in, 313–314
documenting, 315, 315t
evaluating home visits, 311–312, 314, 315t
home health and hospice care, 316–319
home visit process, 307–315
home visits, advantages of, 305–306
home visits, challenges of, 313t
implementing planned visits, 312–314, 

315t
infection control, 308
initiating visits, 307–308
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modifying the plan of care, 313
planning, 309–312, 315t
preliminary health assessments, 308–309, 

315t
safety considerations, 313t
termination, 315, 315t

Home visiting programs, 306–307, 306t
characteristics of, 307defined, 306
in health care reform, 304
national models for, 306t, 306–307

Home visits, 41
advantages/disadvantages of, 305–306
definition of, 305
implementing, 312–314
personal safety considerations, 313, 313t
planning, 309–312, 315t
as a population health nursing strategy, 

304–323
process, 307–315, 315t
proselytizing and, 38
types of, 305

Homicide, 426, 909, 916
Homophobia, definition, 535, 543
Homosexuality

cultural attitudes toward, 122
culturally defined, 122
defined, 528t

Hookworm, 744t
Horizontal empowerment, 243
Horizontal health promotion, 258
Hormone injections, 542
Hospice care

evaluating, 319–320 
defined, 316
home visits, 316–319

Hospice(s), 32, 41 
Hospital-acquired conditions, 153
Hospitalcentrism, 192 
Hospital construction, 45, 47t
Hospitaler Dames of the Order of St. John of 

Jerusalem, 32
Hospital of St. John in Jerusalem, 32
Hospitals, historical development of, 31–32, 

45, 47t
Host

defined, 64
in epidemiologic triad, 64, 65f

Housing
communicable diseases, 755
correctional populations, following incar-

ceration, 690
disaster response plans, 730–731
federal assistance programs, 562–563t
housing policy, influencing, 234
lack of affordable, 559–561 
poor and homeless populations, 559–561, 

562–563t, 566
HRSA (Health Resources and Services Ad-

ministration), 175f, 176, 177t

Human environment, components of
built environment, 85–87
interaction among components, 90–91
natural environment, 78–85
social environment, 87–90

Human-generated disasters, defined, 698
Human immunodeficiency virus (HIV)

anergy with TB tests, 762
and children death, 202
chronic illness in, 39
confidentiality, 679–680
consequences of, 202
correctional populations, 682, 683
dementia, 844
disaster settings, 713
drugs, illicit, 761–762
educating students, 609–610
gender socialization, 759
high-risk behaviors as social norms, 760
MMR vaccine for, 765
morbidity rates, 428t
mortality rates, 426t
occupational exposure, 760
older clients, screening for, 506t
perinatal transmission, 753
population health assessment, 368
postexposure prophylaxis (PEP), 649
prevention, 607, 609–610
risk-taking behaviors, 755
sexual activity, 63
sexual transmission, 749
substance abuse, 869, 878, 891
treatment, 774

Human immunodeficiency virus (HIV)/
acquired immunodeficiency syn-
drome (AIDS)

communicable diseases, social effects of, 
760

correctional populations, 670, 686
correctional populations, following incar-

ceration, 690
direct inoculation, transmission by, 744, 

744t
educating students, 609–610
evaluating disease control strategies, 

779–780, 782
female sex workers, 761
GLBT population, 529, 541, 542, 543
older clients, 483
poor and homeless populations, 567
preventing, 409
preventing bloodborne diseases, 768
screening, 771
sexual transmission, 744, 744t, 749, 761
social stigma, 760
virulence, 66
women’s health, 452

Humanitarian aid, 717, 732
Humanitarianism, 198

Human papillomavirus (HPV) immuniza-
tion, 465t

Human papillomavirus (HPV) infection
chronic physical health problems, 802
vaccine for, 765

Human rights law and GLBT populations, 
531–534t 

Human trafficking, 199
Humoral theory of disease, 31, 32 
Hurricane Katrina, 700
Hydrological disasters, 701
Hygiene

children and adolescents, 409
community health nursing focus, 34f
prevention, 768

Hypertension
correctional populations, 670
depression, 844
men’s health, 428t
modifications, for chronic physical health 

problems, 816
morbidity, 427t, 796
morbidity rates, 59
older clients, 482, 482t, 506t
screening, 466t

Hypnosis, 895
Hypnotics

long-term effects, 880t
perinatal exposure, 877t

Hypothermia, 558

I
ICN. See International Council of Nurses 

(ICN)
Illegal activities, 565
Illicit drugs, GLBT population and, 541–542
Illness

acute, older clients, 482–483
chronic physical health problems, 

814–817
correctional populations, 682–684
cultural assessment, 114–115
GLBT population, 544, 544t
and injury prevention, 607–611
minor, children and adolescents, 412–413, 

412t
prevention, 682–684, 814–817
prevention school population, 607–611, 

612t
response to, 346–347
terminal, in children and adolescents, 

414–415, 416t
women’s health, 454–455
working while ill, 645
work population, 633

Illness, chronic
children and adolescents, 392, 409, 

413–414, 416t
correctional populations, 670–671
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Illness, chronic (continued)
family health, 347, 348
men’s health, 437, 438t
school population, 588
school setting, 614
suicide risk, 924
women’s health, 451–452
work population, 631

Illness prevention
correctional populations, 682–684
men’s health, 437–438, 438t
nursing research, increased focus  

of, 48
for school populations, 607–611, 612t
as a social obligation, 35 
women’s health, 465–466, 466t
work population, 648–650, 652t

Immediate care, after disasters, 729–730, 
730f, 733t

Immigrants, 35, 39
mental health problems, 847

Immigration, 36
correctional populations, 674
cultural assessment, 126
illegal, 206
and immunization, 206
and mental health problems, 206, 846–847
and work, 639

Immunity
active immunity, 745
cross-immunity, 745
defined, 745
herd immunity, 397, 745
passive, 745

Immunization
access to health care, 173, 183
barriers to usage, 766
children and adolescents, 397, 408–409
communicable diseases, 762, 765–766
correctional populations, 682–683
cultural and religious opposition to, 759
decline in, 746
disaster prevention, 723
GLBT population, 530
immunization information systems (IIS), 

766
measles, 746
men’s health, 428–429
missed opportunities for, 762
mumps, 746
older clients, 485–486, 486t, 504–505
poor and homeless populations, 573
postdisaster campaigns, 725
poverty and, 149
rubella, 748
school entry, 607
unintended illness, causing, 763
women’s health, 454, 465, 465t
work population, 631, 644–645, 649

Immunization information systems (IISs), 
408–409

Immunization status
definition, 408
measles, 746
poor and homeless population, 570
population health, 360, 369t
school population, 589
school settings, 607
work population, 631, 644–645

Immunosuppressive therapy, and influenza, 
763

Impact stage of disasters, 706, 707t
Impairment, defined, 793
Impetigo, direct contact transmission,  

744, 744t
Implementation of health care, 245–250, 248t

case management plan, 294–298, 297f
child and adolescents, 404
chronic physical health problems, 

812–826, 818t, 822t, 826t–827t, 
826t–827t

communicable diseases, 764–779
correctional populations, 680–691, 689t
disaster care, 733–734
family health, 347–348
GLBT population, 543–545, 544t, 545t
home visits, 312–314, 315t
implementation monitoring, 380
mental health problems, 853–859
older populations, 514–516
population health care programs, 377–378

Inactivated polio vaccine (IPV), 408
Incarceration

preventing, 682
social consequences of, 676
societal costs of, 676

Incidencerate
defined, 59
formula for calculating, 60

Inclusion in decision making, as element of 
community engagement, 356t

Income. See also Economic issues
child and adolescents, 400
chronic physical health problems, 806
family, 342–343
GLBT population, 540
mental health problems, 838
older clients, 491–492
substance abuse, 345
women’s health, 457

Incontinence
fecal, 485, 506–507, 511t
prevention of, 505, 505t
types of, 485, 485t
urinary, 485, 485t, 506–507, 511t

Incubation periods, defined, 745
Independence

chronic physical health problems, 824

older clients, 501, 503t
Indian Health Service, 175f, 176, 177t
Indigent health care, 157–158, 254
Individual practice associations (IPAs), 154t
Individual religiosity, 117
Individual stigma, 849
Individuals with Disabilities Act of  

1997, 585
Individuals with Disabilities Education Act 

(IDEA), 589
Induration, defined, 771
Industrial Revolution, 34–36, 36t
Infant mortality

child and adolescent health care, 407–408
preterm births, 390

Infection control, home visits and, 308
Infections

home visits, 308
previous, and chronic physical health 

problems, 801–802
Infectious agents, 65–66

environmental health, 96t, 97t
epidemiologic triad, 64, 65–66, 66t

Infectious diseases
correctional populations, 670
defined, 742
work population, 631

Infectivity, 65, 66
Infertility

men’s health, 428
treatment, 467

Infibulation, 913
Influenza

airborne transmission, 743, 744t
correctional populations, 683
immunization, 465t
immunosuppressive therapy, 763
older clients, 483
vaccination for, 748

Influenza immunization
correctional populations, 683
men’s health, 428–429
older clients, 505
poor and homeless populations, 573
school settings, 607

Information management systems
confidentiality in, 170
effects on health system, 170

Inhalants
long-term effects, 880t
perinatal exposure, 877t

Injection/intravenous drug use
communicable diseases, 761–762
correctional populations, 670, 683
harm reduction, 768
HIV infection, 869
men who have sex with men, 888
poor and homeless populations, 567
substance abuse, 869, 879–880
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Injuries
back injuries, 630
children and adolescents, 390–391, 411t, 

412t
chronic physical health problems, 795, 

797, 799, 799t, 802, 814–817
correctional populations, 671, 684
falls, 504
GLBT population, 544, 544t
men’s health, 428, 434, 437–438, 438t
morbidity, 797
mortality, 797
older clients, 483, 502–505
prevention, 409–410, 411t, 412t, 465–466, 

466t, 611, 650, 652t, 684, 814–817
rehabilitation services, students, 614
school nursing, 588
societal costs, 797
substance abuse, 870
traumatic brain injury, 803
work population, 628, 630–631, 650, 652t
work settings, 491

Input, system, 329
Inquiry into the Sanitary Conditions of the La-

bouring Population of Great Britain 
(Chadwick), 35

Insects
disease transmission, 744, 744t
environmental health, 96t, 97t

Institute of Medicine (IOM), 4, 5, 105
core public health functions, 174
effective population health, change in, 172
federal health responsibilities, 176
health care system reform in U.S., 172
recommendations for global health enter-

prise, 193
responsibilities of state health depart-

ments, 173
Institute of Nursing, London, 37, 43t
Institutional component, personal health care 

sector, 171
Institutional stigma, 849
Instructive District Nursing Association of 

Boston, 43, 44t
Instructive Visiting Nurse Association of 

Richmond, 39
Instrumental activities of daily living 

(IADLS), defined, 483
Integrated delivery systems, 154t
Integrating agencies, 173
Integrative medicine, 139
Integumentary system, 480t
Intelligence, 488t
Interaction

client-provider, 499
parent-child, 397, 405–406, 407t

Interest group, 228
Interferon ã release assay (IGRA), 771
Internal health systems, work population, 646

Internally displaced persons (IDPs), defined, 
699

International Classification of Disease (ICD-
10), 127

International Council of Nurses, 38, 108
establishment of, 43t
overview of, 188

International Council of Nurses (ICN)
defined, 208
goals, 208

International health, 191
International Health Regulations, 191

and health diplomacy, 195
revision of, 191, 195

International nursing organizations, 208
International Refugee Organization, 188
International Sanitary Regulations. See Inter-

national Health Regulations
International Standards for Tuberculosis Care, 

772, 773t
Internet

chronic physical health problems, 813
GLBT population, 536
health education, 273

Interpersonal interactions, substance  
abuse, 883

Interpersonal violence
defined, 909
signs of, 879t

Interpretation needs, assessing, 119
Intervention

for children and adolescents, 412t
negative, 63
population health care planning, 373–374, 

377
positive, 63

Intimate partner violence (IPV)
defined, 913
GLBT population, 540
mandatory reporting, 929
physical and psychological indications of, 

926t
safety plan, 929
societal violence, trends in, 913–914

Intoxication, defined, 879
Involuntary smoking, 816
Involvement in assessment, as element of 

community engagement, 356t
Ionizing radiation, 84–85
Islamic medicine, 33
Isolation, 34

correctional populations, 683
defined, 778

Isolation, social
chronic physical health problems, 794
mental health problems, 848
older clients, 512t
school setting, 616

Issues, analyzing, 229t,  373–374, 377

Issue selection, 246–247
Italian National Nurses Association, 188

J
Jails, defined, 665
Jakarta Declaration on Leading Health Promo-

tion into the 21st Century, 46, 258
Jamestown Canyon virus (JCV), 751
Jenner, Edward, 36
Jewish influences on health, 33
Job control, defined, 632
Job demands, defined, 632
Joblessness, defined, 433
Job strain, defined, 632
Joint advocacy, 291t
Joint conference committees, legislative, 222
Judgment, in older clients, 488t
Judicial decisions, 223
Jung’s theory of individualism, 478
Juvenile detention facilities

defined, 665
health needs of inmates, 667–668
mental illness, 672

Juvenile detention facilities, defined, 665
Juvenile Justice and Delinquency Prevention 

Act, 682
Juvenile offenders, statement on care for, 688

K
Kaiser Family Foundation, 193
Karll, Agnes, 188
Key informants

defined, 358
population health, 358, 369t

Kim, Mo Im, 41, 227
Knights Hospitalers of St. John of Jerusalem, 

32
Knights of the Teutonic Order, 32
Knights Templar, 32
Knowledge, advocacy and, 12
Koch, Robert, 36, 36t
Komen, Susan, 199
Kyoto Protocol, 80

L
Label avoidance, defined, 850
La Crosse virus infection (LACV), 751
Ladies’ Benevolent Society of Charleston, 

South Carolina, 34, 43t
Lalonde Report, 46
Language, as sociocultural factor, 365, 366
Language discrimination, 848
Languages and communication

communicable diseases, 759
cultural assessment, 118–121
disaster settings, 716
language proficiency, English, 105
mental health problems, 848
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Latchkey children, 594
Lazarites, 32
Lead, exposure to, 90, 92, 95t, 97, 97t

mental health problems, 846
occupational medicine, 626
poor and homeless populations, 556

Learning
cognitive function in older clients, 488t
principles of, 266–268, 268t
prioritizing needs, 270
risk for, 86

Learning disabilities
psychological effects of diagnosis, 616
school setting, 616

Learning domains
defined, 266
health education, 266, 267t
seleting strategies for, 271

Lee, Florence, 38
Legal issues

case management, 291–292
correctional populations, 674–675

Legal jurisdiction
substance abuse, 884

Legionnaires’ disease
outbreak reports, 774

Legislation
children and adolescents, 400–401
in health promotion, 277
legislative process, 218–222, 220f, 221t-

222t
mental health problems, 850
same-sex marriage, 537
school population, 594–595
smoking control, 816
societal violence, 922
voluntary health agencies, 177
work population, 635–638

Legislative proposals, defined, 219
Leisure activities

disaster settings, 719
family health, 345
men’s health, 435

Lesbian, defined, 528t
Liaison, as population health nursing inter-

ventions, 22
Lice, transmission of, 744, 744t
Licensing of home health and hospice ser-

vices, 318–319
Life events, 122–126
Life expectancy, 199
Life experiences, culture and, 122
Life resolution, 501, 503t
Lifestyle, chronic physical health problems 

and, 794, 807, 810, 813–814
Life-sustaining treatment, defined, 514
Light, artificial, 633
Linguistic competence, 119
Linguistic services, 119

Lipid disorders
older clients, 506, 506t
screening, 466t

Literacy, defined, 264
Liver disorders, 557
Living wage, 145
Living wills, 514
Lobbying

defined, 232
in policy development, 232–233, 234t

Local agencies, and population health assess-
ment, 360, 369t

Local public health system. See also Public
core public health functions, 174, 176
defined, 173
essential services in, 171
health departments authority of, 173
health ordinances and, 173
local health department, 173–174, 174f
organizational structure, 174, 174f
performance standards for, 173
responsibilities, 173–174

Lockdown, defined, 686
Lockup, defined, 672
Locus of control, 263
Logic model for health programs, 370–377
Logistical coordination, in disasters, defined, 

729
Long-term care

cancer survival, 825
correctional populations, 688–689, 691t

Long-term effects
chronic physical health problems, 

793–797
psychoactive substances, 880t

Los Angeles, CA, school nurses, 40
Low birth weight

preventing, 407–408
women’s health, 449t

Lung cancer, 428t
Lying-in Charity for Attending Indigent 

Women in Their Homes, 34, 43t
Lyme disease

transmission by insect bites, 744, 744t
Lymphatic filariasis, 751

M
Magic, 117–118
Mainstreaming, defined, 585
Malaria, 37

as cause of death, 202
in developed countries, 202
and insecticide-treated mosquito nets 

(ITNs), 203
and malnutrition, 202
transmission by insect bites, 744, 744t
transmitted by mosquito bites, 751
treatment effectiveness, 203

women’s health, 449t
Malnutrition

children and adolescents, 395
and malaria, 202
older clients, 486, 494

Mammograms
chronic physical health problems, 819
older clients, 506t

Managed-care organizations (MCOs), 171
common forms of, 154t
defined, 153
funding approach, 156f

Mance, Jeanne, 33
Mandala model, 68
Mania, 839–840, 840t
Marine Hospital Service, 34, 36t, 44, 47t
Marital status, population health and, 

365–366
Marketing mix, 275
Market segmentation

defined, 886
tobacco and alcohol advertising, 886

Marriage
cultural assessment, 123–124
GLBT population, 536–537
men’s health, 431
same-sex, 536–537

Masculinity, 425
Massachusetts Sanitary Commission, 36, 585
Mass screening, defined, 771
Materials

for health education, 268, 268t
home visits, 311

Maternal conditions, 449t
Maturation and aging. See also Age and aging

children and adolescents, 395–397
chronic physical health problems, 

798–800
cultural assessment, 111
mental health problems, 842–843
school population, 588
substance abuse, 877t
women’s health, 450
work population, 628–629

Maxwell, Anna, 37
McKinney Homeless Assistance Act

education, 594
homeless individual, defining, 554

McKinney-Vento Act, 554
MDGs. See Millennium development goals 

(MDGs)
Means-tested income transfers, 573
Measles, 37

correctional populations, 683
immunization, 465t
immunizations in school settings, 607
institutional settings, 757
mortality reduction, 201
Native Americans, 33
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vaccination coverage for, 201
Measles-mumps-rubella (MMR) vaccine

children and adolescents, 408
Media

children and adolescents, 400–401
disaster settings, 716
policy implementation strategies, 232, 

234t
societal violence, 922–923
substance abuse, 885

Media advocacy, defined, 272–273
Medicaid

administration, 160
benefits, 160, 160t
children and adolescents, 404
establishment of, 45, 47t
differentiated from Medicare, 160t
expenditures, 160
financing, 153, 157, 160t
home health and hospice services, 317
managed care, 153–154
revenues, effect on economy, 146
substance abuse treatment, 889
uninsured persons, 176

Medicare, 158–160, 177, 182
access to health care, 497
administration, 158
benefits, 158–160, 160t, 161
differentiated from Medicaid, 160t
drug and alcohol detoxification, 889
establishment of, 45, 47t
health care financing, 153, 158t, 160t
home health and hospice services, 317
managed care, 153–154
substance abuse treatment, 889

Medicare Advantage Plans, 158, 158t, 159
Medicare Part A, 158–159, 158t
Medicare Part B, 158–159, 158t
Medicare Part C, 158–159
Medicare Prescription Drug, Improvement, 

and Modernization Act of 2003 
(Medicare Part D)

description of, 148, 158, 158t, 159
price increases, 147–148, 155

Medications. See also Prescription medica-
tions

compliance by older clients, 510
cost, 145
disaster response plans, 731
mental health problems, 857–858
over-the-counter, 495
per capita health care expenditures, 146
school settings, 613
use by older clients, 495, 497

Medigap policies, 159
Melanoma, 427–428
Memory

cognitive function in older clients, 488t
short-term, in older clients, 515

Men, meeting health needs of
access to health care services, 426–436
behavioral determinants, 434–435
consumption patterns, 434–435
evaluating health care, 440
exercise and leisure, 435
health restoration, 439–440
health system determinants, 436
illness and injury prevention, 437–438, 

438t
planning health care, 436, 440
psychological determinants, 429–430
resolution of health problems, 438–439, 

439t
sociocultural determinants, 430–434

Menarche
children and adolescents, 395–396
defined, 395
women’s health, 450, 463

Meningococcal disease
immunization, 465t
older clients, 486

Meningococcal meningitis
correctional settings, 757–758
vaccination for, 748

Menopause
defined, 451
depression, 844
women’s health, 467

Menstruation, cultural attitudes toward,  
112, 123

Mental health
children and adolescents, 397
cultural perceptions of, 114–115
defined, 837, 838
disaster response plans, 731–732
disasters, effects of, 711
evaluating interventions, 859–861
men’s health, 429
parental, effect on children and adoles-

cents, 397–398
Report of the Massachusetts Sanitary Com-

mission, 36
women’s health, 454–455
work population, 633

Mental health problems
behavioral determinants, 851, 852
biological determinants, 842–844, 845
characteristic symptoms of selected, 842t
community, defined, 838
coping skills and, 845–846
correctional populations, 686–688
defined, 838
effects of, 838–839
environmental determinants, 846
evaluating interventions, 859–861
GLBT population, 531
health restoration, 859, 860t
health system determinants, 851–853

illness and injury prevention, 854–856, 
856t

planning and implementing control strat-
egies, 853–859

prevention of, 854–856
psychiatric comorbidity, 845
psychological determinants, 845–846
psychological risk factors, 845
resolving existing mental health problems, 

856–858, 858t
screening, 856
sociocultural determinants, 846–851
students, 591
suicide potential, 846
treatment, 856–858, 858t
trends in, 839–842

Mental health promotion
defined, 853
foci and strategies, 855t, 858t
treatment, 856–858

Mental illness
correctional populations, 672–673
correctional populations, following incar-

ceration, 690
cultural perceptions of, 114–115
defined, 838
family health, 339
juveniles in correctional settings, 667
poor and homeless populations, 557–558, 

567, 570
safe havens for homeless populations,  

575
and the school setting, 590–591
serious, defined, 838
societal violence, 919
treatment, 856–858

Mental retardation, correctional populations 
and, 672–673

Men who have sex with men (MSM), 888
Meperidine, 498t
Message-related principles of learning, 266, 

268t
Methadone, correctional populations, 687
Methamphetamines

circuit parties, 888
correctional populations, 671

Methicillin-resistant Staphylococcus aureus 
(MRSA), 670

correctional populations, 670, 684
disaster settings, 715

Meth mouth, 671
Metropolitan and National Nursing Associa-

tion for Providing Trained Nurses 
for the Sick Poor, 38, 43t

Metropolitan Life Insurance Company, 39, 
44t, 286

Mexico, and bilateral agencies with U.S., 197
Miasma control, 258
Miasmas, 36, 73
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Middle Ages, public health and, 32–33
Middle East Respiratory Syndrome Coronavi-

rus (MERS-CoV), 752
Midwifery, 41
Migration, 105

forced, 206
rural-urban, 34
voluntary, 206

Military
correctional population, 676
U.S., health care for, 176

Millennium development goals (MDGs), 193, 
194, 195t

Mind-body medicine
cultural assessment, 128

Minimum wage, 145
Minnesota Department of Health, 24
“Minority stress,” 530
Missionary nurses, defined, 38
Mitigation, defined, 592
Mitigation of disasters, 704
Mixed model HMOs, 154t
Mixed-use development, defined, 87
MMR. See Measles-mumps-rubella (MMR) 

vaccine
Mobility limitation of older clients, 506, 512t
Models

case management, 288
community empowerment, 243–244
community engagement, 355–356
epidemiologic models, 64–69
family, 328–331, 328f, 329t
health promotion, 259–263, 260f
logic models, for community programs, 

370–377
Modes of transmission

categories of, 743–744, 744t
defined, 65

Monitoring
chronic physical health problems, 821
communicable diseases, treatment com-

pliance and effects, 776
implementation of case management plan, 

298
mental health problems, 857
program plan implementation, 380

Mononucleosis, infectious
direct contact transmission, 744

Montagu, Lady Mary, 36
Morbidity rates

calculating, 58
chronic physical health problems, 

795–797
incidence, defined, 59
low, 60
morbidity, defined, 58
older clients, 482
population health, 360
prevalence, defined, 59

Morphogenesis, system goal, 329
Morphostasis, system goal, 329
Mortality and mortality rates, 58–59, 558

age-adjusted, 59
case fatality rate, 59
children, 200
children and adolescents, 390, 391t
chronic physical health problems, 

795–797
correctional populations, 669–670
differences in, 199
disasters, 700–701
GLBT population, 530
male and female, cause-related, 427t
maternal, 199
mortality, defined, 58
older clients, 482
preterm births, 390
substance abuse, 871–872
women’s health, 451

Mosquito exposure, 769
Motor neuron disease, 631
Motor vehicles

accident, 205
safety features, 205
traffic congestion, 205

Mourning
culture and, 124–126
defined, 124

Multilateral agencies, 197–198
defined, 196
PAHO, 197
WHO as primary, 197

Mumps, 57
age, 753
immunization, 465t
immunizations in school settings, 607
institutional settings, 757
MMR vaccine, 408

Musculoskeletal system, 481t
Mutual support groups, 896–897
Mycobacterium tuberculosis, 65

N
NA-TECH disasters, 698
Naproxen, 498t
National Association for the Advancement of 

Colored People, 39
National Association of Drug Court Profes-

sionals (NADCP), 885
National Association of School Nurses 

(NASN), 585–586
National Association of School Psychologists, 

590
National Association of State Public Health 

Veterinarians, 78
National Board for Certification of School 

Nurses (NBCSN), 586

National Board of Health, 44
The National Center for Chronic Disease  

Prevention and Health  
Promotion, 88

National Commission on Correctional Health 
Care, 668

National Comorbidity Survey of Adolescents 
(NCS-A), 393

National Council on Alcoholism and Drug 
Dependence (NCADD), 923

National Health Assessment and Nutrition 
Examination Survey (NHANES), 
809

National health care systems, 35, 179–183
dilemmas faced by, 180–181
features of, 179–183

National health insurance, early U.S. efforts 
for, 36

National Health Insurance Act (1911, Great 
Britain), 35–36

National Health Planning and Resources 
Development Act (1974), 45, 47t

National Health Service (NHS), 181–182
National HIV Behavioral Surveillance System 

(NHBS), 542
National Institute for Occupational Safety and 

Health (NIOSH), 629, 636
National Institute on Alcohol Abuse and 

Alcoholism’s (NIAAA), 893
National Institute on Drug Abuse, 868, 878, 

893
National Institute for Nursing, 48
National Institutes of Health (NIH), 197

description of, 175f, 176, 177t
development of, 45

Nationality, 104
National League for Nursing, 42, 44t
National level of health care delivery, 174–176

authority of, 174–175 
compulsory health insurance, 177
organization of, 174–176, 175f, 176t, 177t, 

178t
National Medicare system, 182
National Negro Conference (1909), 39
National Organization for Public Health 

Nursing (NOPHN), 38, 42, 44t
National Parent Teacher Association, 590
National Public Health Performance Stand-

ards, 5, 171
National Transgender Discrimination Survey, 

531
Native American healing, 131t
Native American Nurses Association, 30
Native Americans

European diseases, 33
health conditions, 41
hospital care promotion, 45
rural nursing services, 41
substance abuse, 878
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NATO. See North Atlantic Treaty Organiza-
tion (NATO)

Natural disasters
defined, 698
examples of, 699t
types of, 699t

Natural environment, 78–85
animals, as elements, 78–79
biological agents, as elements, 78–79
environmental sustainability, 85
plants, as elements, 78–79
pollution, 81–85
weather and climate change, 79–80, 80t

Natural helper
community development model, 244
defined, 244

Naturopathy, 132t
Needle exchange programs, 758, 762, 768
Needle sharing

communicable diseases, 768
substance abuse, 869, 891

Needs, identifying, during home visits, 312
Negative feedback, 329
Negative symptoms of schizophrenia, 840, 

841t
Neglect, 504, 512t
Negligence

case management, 292
defined, 292

Negligent referral, defined, 292
Negotiation

in community empowerment, 248t, 
249–250

stage of group development, 248t, 
249–250

Neighborhoods, 4
poverty and health disparities, 148, 149f

Neisseria gonorrhoeae
diagnosis, 772

Neonatal infections, 449t
Neoplasms, malignant, 427t
Networking

defined, 231, 232, 234t
policy implementation strategies, 

231–232, 234t
Network model HMOs, 154t
Neurological system, 481t
Neurotoxic conditions, 631
Never events, 152–153, 177
New Perspectives for the Health of Canadians 

(Lalonde Report), 46, 47t
Newspaper reports, 369t
New York Board of Health, 40
New Zealand health care system, 182
NGOs. See Non-governmental organizations 

(NGOs)
Nicotine. See also Tobacco and smoking

long-term effects, 880t
perinatal exposure, 877t

reduction in cigarettes, 805
use and abuse, 869

Nicotine replacement therapy, 816
Nightingale, Florence, 3, 10, 11, 73

district nursing, 37–38
environmental issues and, 38
germ theory, rejection of, 38
health promotion and, 38
sanitation, and
visiting nursing and, 38

Night shift work, 640
NIH. See National Institutes of Health (NIH)
Nipah virus, 700
Nitrogen dioxide, 83
Noise, 74, 96t, 97t, 631
Noncommunicable diseases, 202–203
Nondisaster stage of disasters, 703–704,  

707t
Non-governmental organizations (NGOs)

defined, 198
and humanitarian aid, 198

Noninfectious agents, 66
Nonionizing radiation, 85
Nonsteroidal anti-inflammatory drugs 

(NSAIDS)
older clients, 498t

Nonsystem. See U.S. health care system
Norming, as a stage in group formation, 

248–249, 248t
North Atlantic Treaty Organization (NATO), 

197
Nosocomia, 32
Nosocomial infection, defined, 763
Not-for-profit segments of personal health 

care sector, 171
Notice of Proposed Rulemaking, Federal Reg-

ister, 223
Notification procedures for disaster response 

plans, 728
Nuclear family, 331
Nuisance crimes, 565
Nurse-Family Partnership (NFP), 319

home visiting programs and, 306t
Nurse practitioners, federal support for, 45, 

46
Nurse Reinvestment Act, 31
Nurse Society of Philadelphia, 38
Nurses and nursing

education, 14
in immunizations in school settings, 607, 

609
nurse-initiated distractions during home 

visits, 313–314
nursing activities during home visits, 311
nursing interventions during home visits, 

313
population health, 206–207
and population health, 10
school exclusion, 609

standards and competencies, 13–14
walking school bus, 607
workplace aggression, 640–641

Nurse’s Settlement, Richmond, 39, 43t
Nursing, Health, and the Environment (Pope, 

Snyder, & Mood), 91
Nursing and Nursing Education in the United 

States, 42
Nursing and policy development, 224–236
Nursing diagnoses

community/population nursing diagno-
ses, 370

validating, on home visits, 312
Nursing for the Future, 43
Nursing Interventions Classification (NIC)

deriving for home visits, 309
development of, 47
discharge planning, 294

Nursing Outcomes Classification (NOC)
development of, 46
population-based health care program 

evaluations, 382
Nursing process, 42, 332

stages of group development and, 
247–250, 248t

Nursing: Scope and Standards of Practice, 91
Nutrient taxes, 814
Nutrition

correctional population, 677
poor and homeless populations, 566
school population, 607

Nutrition and diet
children and adolescents, 401–402, 405, 

407t
chronic physical health problems, 809, 

813–814
correctional population, 677
malnutrition, 395, 494
nutritive agents, in epidemiologic triad, 

64, 66t
older clients, 493–494, 501–502, 503t
protein-energy malnutrition  

(PEM), 719
school population, 598
taxes, 814
work population, 642

Nutrition services, 602

O
OASIS (Outcomes Assessment and Informa-

tion Set), 299, 318, 319–320
Obesity. See also Overweight

behavioral determinants influencing 
childhood, 19

biological determinants influencing child-
hood, 16

childhood, 16
children and adolescents, 392, 395, 402
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Obesity. See also Overweight (continued)
chronic physical health problems, 801, 814
environmental determinants influencing 

childhood, 17
GLBT population, 529
health system determinants influencing 

childhood, 19
levels of health care and population health 

nursing interventions for, 25t
men’s health, 434
morbidity rates, 428t
older clients, 494, 506t
psychological determinants influencing 

childhood, 17
school nursing, 589
school population, 589
screening, 466t
sociocultural determinants influencing 

childhood, 18
women’s health, 452
work population, 630

Objective development, 251t
Objectives. See also Goals

characteristics of effective program objec-
tives, 374–375

defined, 374
delineating program activities to achieve 

outcome, 376
health education, 271
outcome objectives, defined, 374, 381–382
planning home visits, 310–311
population health care programs, 374–375
process objectives, defined, 374, 380–381, 

381t
Obsessive-compulsive disorder

mental health problems, 840
Occupation

substance abuse, 883–884
Occupational health nursing, 626–628. See 

also Work settings, care of clients in
beginnings of, 41
early illness prevention focus, 42
educational preparation for, 627
roles and functions, 627–628
standards and competencies for, 627

Occupational issues. See also Work settings, 
care of clients in

chronic physical health problems, 803–804
correctional population, 677
disaster settings, 718
early health reports, 35
exposures, prevention of, 768
family health, socio-cultural determinants 

in, 343
health assessment, 628–646
history, 626
men’s health, 432–433
substance abuse, 884
women’s health, 457–458

Occupational Safety and Health Act of 1970 
(OSHA), 635–636

Occupational Safety and Health Administra-
tion (OSHA), 48, 85, 635–637, 638

Occupational therapists, 587
Office of Disease Prevention and Health 

Promotion (ODPHP), 6
Office of Global Affairs (OGA), 197
Office of Management and Budget (OMB), 

105
Official health agencies, care of clients in

levels of official health agencies, 174–176, 
175f, 176t, 178f

official health agencies, defined, 172
public health infrastructure and, 172
voluntary health agencies assisting, 177

Office of the Surgeon General, 44
Old-Age and Survivors Insurance (Social 

Security), 45
Old-age dependency ratio, 492
Older clients, care for, 475–516. See also 

Elderly people
abuse/maltreatment, 493, 493t, 504, 506t, 

512t
acute and chronic illnesses, 482–483
aging of world population, 478
behavioral determinants, 493–494
biological determinants, 480–481t, 

480–486
chronic physical health problems, 799
client-provider interaction, 499
cognitive function, assessing, 488
communicable diseases, 504–505
consumption patterns, 494
correctional populations, 688–689
dealing wit common health problems, 

506–509
diagnostic reasoning, 499–500
diet, 493–494
disaster settings, 713
disease self-management, 509–510
education, employment, and economic 

status, 490–491
elder abuse, 493, 914–915
empowerment, 492
end-of-life care, 514, 515t
environmental determinants, 488–489
evaluating care, 516–517
falls and injuries, 483
health care access, 497–498
health promotion, 500–502, 503t
health restoration, 510, 513–514, 515t
health system determinants, 496–500, 

498t
immunization, 504–505
implementing care for, 514–516, 515t
incontinence prevention, 505
infrastructure support, 499
injury and abuse prevention, 504

living arrangements and family responsi-
bilities, 489–490

medication use, 495, 496t, 497t, 498t
mental health problems, 842
palliative care, 513–514
physical activity, 494–495
planning health care, 500–514, 506t, 

511–512t, 515t
prescription drugs, 498–499
psychological determinants, 486–488, 489
resolution of existing problems, 505–510, 

511–513t
risk factor modification, 502–504
screening, 506, 506t
sexuality, 495
social support, 490
sociocultural determinants, 489–493
stress, coping and depression, 487–488
substance abuse, 513t, 876, 878, 889
theories of aging, 478–479, 479t

On Airs, Waters, and Places (Hippocrates), 73
Open-panel HMOs, 154t
Open systems, defined, 328–329
Operation stage of group development, 248t, 

250
Opioids

long-term effects, 880t
perinatal exposure, 877t

Opportunistic infections (OIs), 753
Opt-out testing, 771
Organizational culture, 105, 110, 138
Organizational justice, 632
Organizations, cultural competence in, 105, 

110, 138
Organ transplants, 754, 763
Orientation

cognitive function in older clients, 488t
stage of group development, 248, 248t
team building for community empower-

ment, 247–250, 248t
OSHA. See Occupational Safety and Health 

Administration (OSHA)
OSHA (Occupational Safety and Health Act 

of 1970), 635–636
Osteoporosis

defined, 452
older clients, screening for, 506t
screening, 466t
women’s health, 452

Ottawa Charter for Health Promotion, 46, 48t, 
258

Outbreak of disease
defined, 745
detection of, 819
outbreak reports, 774
outbreak response, 778

Outcome evaluation of population-based 
health initiatives, 381–382

Outcome measures, defined, 382
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Outcomes
case management, 298–300
ethnic group disparities, 149
health care delivery system levels, 

183–184
population-based health care programs, 

381–382
Outcomes Assessment and Information Set 

(OASIS), 299, 318, 319–320
Outcomes-based Quality Indicators (OBQI), 

298, 320
Outcome-based Quality Monitoring 

(OBQM), 320
Out-of-pocket expenditures, 147, 150, 152, 153
Ovarian (BRCA2) cancer, 801
Overcrowding

communicable diseases, 755
correctional populations, 672, 673
homeless shelters, 558

Over-the-counter medications, 495
Overweight. See also Obesity

children and adolescents, 395
GLBT population, 529
men’s health, 434
morbidity rates, 428t
older clients, 494
women’s health, 452
work population, 649

Ozone, 83

P
Pack bullying, 595
PAHO. See Pan American Health Organiza-

tion (PAHO)
Pain

chronic physical health problems, 794
older clients, 485, 507, 512t
substance abuse, 868

Pain management
chronic physical health problems, 825, 

826t–827t
Palliative care, 32, 34

chronic physical health problems, 
825–826

defined, 316
older clients, 513–514, 515t

Pan American Health Organization (PAHO)
defined, 197
essential public health functions, 179, 181t
significant achievements, 197

Pancreatic cancer, 428t
Pandemics, defined, 698
Pandemics preparedness, 769, 770t
Pangender, 528t
Panic disorders, 840
Pansexual, defined, 528t
Papanicolaou smears

older clients, screening for, 506t

Paralanguage, 121
Paraoccupational exposure, 639
Parent-Child Home Program (PCHP), 306t
Parenting

children and adolescents, 405–406, 407t
GLBT population, 538
men and, 431–432
parenting, promoting effective, 405–406, 

407t
Parents

expectations of children, 397
men’s health, 431
school health team, 587
sick room duty, 587

Parents as Teachers (PAT)
home visiting programs and, 306t

Parkinson’s disease, 631
Parolees, defined, 689
Participation restriction, defined, 793
Participatory evaluation

advantages of, 252
defined, 251

Particulate matter, 83, 84
Partner violence

child maltreatment, 912
defined, 911–915

Passive immunity, 745
Pass-through funds, defined, 173
Pasteur, Louis, 36
Pathogenicity, defined, 65
Patient Protection and Affordable Care Act—

PL 111–148, 235–236
Patient Protection and Affordable Health 

Care Act, 48, 179
Pauper stigma, 34
Pay-for-performance, 177, 178
Pay-for-performance reimbursement, 

152–153
Peck’s developmental theories, 478, 479t
Pediatric intensive care unit (PICU), 189
Peer relationships, substance abuse and, 876
Pender’s Health Promotion Model, 262–263, 

263f
Per capita expenditures, on health care in 

U.S., 146
Perception in older clients, 488t
Perceptual domain of health learning, 266, 

267t
Per diem reimbursement for providers, 152
Perimenopause, 450–451

defined, 450
Perinatal exposure to drugs and alcohol, 870, 

877, 877t
Perinatal period, 123
Periodic screening, 653–654
Personal health care sector

defined, 171
relationship to population health care 

sector, 182

Personal health services, financing, 146, 147f, 
154t, 156f, 160t

Personality traits, 919
Personal protection order (PO), 922
Pertussis, 57

age, 753
children, 57
immunizations in school settings, 607
institutional settings, 757
older clients, 486
racial and ethnic disparities in incidence, 

753
Pesthouses, 33, 34
Pharmacotherapy, as mental health treat-

ment, 857
Philadelphia Nurse Society, 34
Phobias, 840, 841, 841t
Physical activity

children and adolescents, 405, 407t
chronic physical health problems, 809
correctional population, 677–678
family health, 345
guidelines and selected strategies, 608t
mental health problems, 851, 855
older clients, 494–495
school population, 597–598, 601,  

606–607
women’s health, 459–460
work populations, 643

Physical agents, in epidemiologic triad, 64, 
66t, 67

Physical dependence
defined, 868
signs of, 868

Physical education
high-quality, 601
school health program, 601

Physical health
disasters, effects of, 711
GLBT population, 529
mental health problems, 839, 841, 843, 

845, 850, 852–861
Physical therapists, 587
Physicians

school health team, 587
Physiologic function

cultural assessment, 111, 112
Physiologic function/status

children and adolescents, 396–397, 398t
chronic physical health problems, 

801–802
correctional populations, 669–672
health of school population, 588–589
mental health problems, 844
older clients, 482–486
societal violence, 918–919
substance abuse, 878–880
women’s health, 451–454
work population, 629–631
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PICU. See Pediatric intensive care unit 
(PICU)

Plague
bioterrorism, 700
early healthcare, 32
insect bite transmission, 744, 744t
international reporting, 774
vaccine, 765

Planning
community empowerment, 245–251, 248t
defined, 370
disaster preparedness, 722–733, 726t, 

730f, 733t
and environmental health issues, 94–98
planning groups, creating, 372, 377
population health care, 370–377, 375f
voluntary health agencies, 172–173

Planning and implementing control strate-
gies/interventions

chronic physical health problems, 
812–826, 818t, 822t

communicable diseases, 764–779
mental health problems, 853–859
societal violence, 927–933
substance abuse, 890–898

Planning and implementing health care
of child and adolescent populations, 404
correctional populations, 680–691, 689t
families, 347–348
home visits, 309–312, 315t
men, 436
needs of school populations, 605–616, 606t
older populations, 500, 506t, 511–512t, 

515t
poor and homeless populations, 571–576
societal violence, 927–933
work population, 647–657, 655t

Plants
environmental health, 96t, 97t
in natural environment, 78–79

Plasmodium falciparum, 752
Playground safety, 410
Plunket Society, 38
Pluralism, 106
Pneumococcal 13-valent conjugate (PCV13)

immunization, 465t
Pneumococcal disease

men’s health, 429
Pneumococcal pneumonia

trends in communicable diseases, 748
vaccination for, 748

Pneumococcal polysaccharide (PPSV23)
immunization, 465t

Pneumococcal vaccine
older clients, 486, 505

Pneumonia
airborne transmission, 743
older clients, 483

Pocket vetoes, defined, 222

Point of service (POS) plans, 154t
Poisons

children and adolescents, 410
environmental health, 96t, 97t

Policy
defined, 207, 216
politics and, 216
school population, 594–595
types of, 217–218
work population, 635–638

Policy advocate, 22
Policy communities, 207
Policy context

avenues for policy development, 218–224, 
220f

evaluating policy development, 234–235
policies, types of, 217–218
policy and health, 216–217
professional roles in policy development, 

216–217
Policy development, 5

agenda setting, 229
assessment of policy situation, 226–229

behavioral determinants, 228
biological determinants, 227
environmental determinants, 227
health system determinants, 228–229
psychological determinants, 227
sociocultural determinants, 227
values and ethics, 227–228
vested interests, 228

avenues for, 218–224
administrative decisions, 223
judicial decisions, 223
legislation, 218–222, 220f, 221t–222t
regulation, 223
state health plans, 224

core public health function, 174, 176
defined, 172
ethical considerations, 227–228
evaluating, 234–235
evaluating policy alternatives, 229–230
nursing and, 224–225
Patient Protection and Affordable Care 

Act—PL 111–148, 235–236
planning health care policy, 229–230
policy agendas, defined, 229
policy implementation strategies, 

231–234, 234t
population health nursing roles and, 226, 

226t
principles of, 225
process of, 225
social media in 232 
spheres of nursing influence in, 225
stakeholders in, 225
staying informed, 231
values in, 227–228
vested interests in, 228

Policy implementation strategies, 230–231, 
234t

advocacy, 232–3, 234t
campaigning, 233–234, 234t
coalition building, 231–232, 234t
community organizing, 232, 234t
creating medial support, 232, 234t
holding political appointments and 

elected offices, 234, 234t
lobbying, 232–233m, 234t
networking, 231, 232, 234t
presenting testimony, 233, 234t
staying informed and communicating 

with policy makers, 231, 234t
voting, 233, 234t

Policy issues
chronic physical health problems, 805
mental health problems, 848–850

Polio immunizations in school settings, 607
Poliomyelitis eradication campaign, 201
Poliomyelitis immunizations

causing illness, 763
Political activism, early public health nurses 

and, 39
Political activity

chronic physical health problems, 814
poor and homeless populations, 572
substance abuse treatment, 895

Political advocacy
defined, 232
older clients, 515
for policy implementation strategies, 232, 

234t
Political appointment, holding

for policy implementation strategies, 234, 
234t

Political Astuteness Inventory, 225
Political considerations, in public health 

program evaluation, 379–380
Political influence

correctional populations, 674–675
Political strategies, population health and, 

214–238
Politics, defined, 216
Pollution, 81–85

air, 82–84
radiation, 84–85
water, 81–82

Polydrug use, defined, 878
Poor and homeless populations, 551–578 

assessing the health of, 556–570
behavioral considerations, 566–567
biological determinants, 556–557
diagnostic reasoning and care of, 570–571
environmental determinants, 558–559
evaluating care, 577
health promotion, 571, 574t
health restoration, 576, 576t
health system determinants, 567–570
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magnitude of poverty and homelessness, 
555

overview of poverty and homelessness, 
553–555

planning and implementing health care 
for, 571–576

prevention, 571–573
psychological determinants, 557–558, 

562–563t
resolution of existing problems, 573–576
sociocultural determinants, 559–566

Poor houses, 33
Poor laws, 33
Popular health care subsystem, defined, 170f, 

1701
Population-based health initiatives planning, 

354–356, 370–377
Population health, 5

defining, 4–5
environmental influences on, 72–99
issues, defining and prioritizing, 371–372, 

377
key elements of, 5
nursing and, 10
objectives for, 6–9
practice, 5–6
promoting, 281

Population Health Assessment and Interven-
tion Guide, 449

Population health care planning
objectives, identifying, 374–375
process of, 377
program activities to achieve outcome 

objectives, 376
program theory, 375–376, 375t
resources, identifying and obtaining, 376

Population health care sector, 171–176
defined, 171
strategies identified, 172

Population health determinants
behavioral determinants, 18
biological determinants, 15–16
environmental determinants, 16–17
health system determinants, 18–19
psychological determinants, 16
sociocultural determinants, 17–18

Population health management, 354
Population health nurses, 172. See also Nurses 

and nursing
advocacy by, 11
case management by, 21
education of, 42–43
global policy, 207–208
international nursing organizations, 208
in local public health system, 173–174
PHN model, use of, 18
referral as a key functions of, 21
roles of, 244–245
service delivery, 206–207

social marketing and, 23
use home visits, 305, 312f

Population health nursing, 10
as advocacy, 10–13
and care of men, 426–440
case management and, 292–300
children and adolescents, 394–417
in chronic diseases, 791–835
in communicable diseases, 749–790
community empowerment and,  

244–253
correctional health, 667–692
defined, 169
in disasters, 711–735
education, 14
essential services of, 179
and environmental influences on health, 

91–98
for families, 332–349
GLBT population and, 529–546
global health and, 206–208
health promotion and, 263–281
health system reform, 168–169, 176–179
in local public health system, 173–174
in mental health and illness, 842–861
model of, 14–25
older clients, 478–519
poor and homeless clients, 556–577
roles and policy development, 226, 226t
in societal violence, 907–938
standardizing practice, 42
standards and competencies, 13–14
substance abuse, 876–933
women’s health, 448
working population, 628–657

Population health nursing functions,  
12–13

Population health nursing interventions
case finding, 22
case manager, 21
coalition building, 22
collaboration, 22
community mobilization, 22
coordination, 21
counseling, 20
education, 20
evidence-based practice, 23–24
policy advocate, 22
population health management, 21
referral, 21
role model, 21
social marketing, 22
surveillance, 22

Population health nursing model, 14–25, 61
and health promotion, 263–281
and policy development, 226–235

Population health nursing services
defined, 174

Population Health Promotion Model, 68

Population health status
assessing, 357–370

Populations
aging of, 478
defined, 3, 354
defining as a focus for care, 3–4
nursing care of, 356
planning health care for, 370–377, 375f
populations at risk, defined, 57

Populations, care of
assessing population health, 357–370
evaluating population-based health care 

programs, 378–384, 381t
implementing population health care, 

377–378
planning health care for populations, 

370–377
Populations at risk, defined, 57
Population spiritual assessment, 117
Portal of entry, defined, 65
Portal of exit, defined, 65
Portals of entry and exit, 744, 745t
Positive feedback, 329
Positive nursing diagnoses, 309
Positive symptoms of schizophrenia, 840, 

841t
Postdisaster assessment, 713
Postexposure prophylaxis (PEP), 767, 770t

defined, 649
work population, 649

Postmenopause
defined, 451
osteoporosis in, 452

Postnatal depression, 454
Postpartum blues, 844
Postpartum depression. See also Depression

Edinburgh Postnatal Depression Scale 
(EDPD), 856

mental health problems, 844
women’s health, 454

Postpartum psychosis, 844
Post-traumatic stress disorder (PTSD)

anxiety disorders, 840, 841, 841t
men’s health, 430
women’s health, 455

Potsmokers Anonymous, 896
Poverty. see also Poor and homeless popula-

tions, meeting the needs of
assessing the health of, 556–570
biological determinants, 556–557
child and adolescents, 400
communicable diseases, 757
defined, 553
extreme, 204
and health, 204
and health status, 149
health disparities, 148–149, 149f
homelessness, 561–562
magnitude of, 555
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Poverty (continued)
men’s health, 433
mental health problems, 847
mental health problems, effects on fami-

lies, 838
older clients, 491
pauper stigma, 33
substance abuse, 883
women’s health, 452, 458

Poverty level, 148
Power, types of, 195–196
Powassan virus infection (POWV), 751
Powerlessness, 241
Precaution Adoption Process model, 

260–261, 206f
Precontemplation stage, 264
Prediabetes, defined, 796
Predisaster stage of disasters, 704–706, 705t, 

707t
Preemployment screening, 652–653
Preexposure prophylaxis (PrEP), 767, 770t
Preferred provider organizations, (PPOs), 

154t
Pregnancy

adolescent, 402, 405, 407
correctional populations, 671–672, 684
cultural assessment, 123
HIV screening, 771
homeless clients, 576
mental health problems, 844
promoting healthy, 464–465
substance abuse, 869–870, 877
unintended, 452–453, 870
women’s health, 452–454, 464–465
work population, 629

Preimpact mobilization, defined, 705, 707t
Prejudice, 121

children and adolescents, 401
GLBT population, 530
older clients, 479

Prematurity
women’s health, 449t

Prematurity, preventing, 407–408
Premenopause, defined, 450
Premenstrual dysphoric disorder (PMDD), 

defined, 450
Premenstrual syndrome (PMS), 450
Premiums, defined, 153
Prenatal care

child and adolescent health care, 407
correctional populations, 671, 680, 682

Prescription medications. See also Medications
increased costs, 147–148
Medicaid, 160
Medicare Part D, 158t, 159
mental health problems, 848, 857
older clients, 498–499, 498t

Presenile dementia, 631
Presenteeism, defined, 645

Preterm births, 390
Prevalence

defined, 59
formula for calculating, 60

Prevalence surveys, 62
Prevention, 24, 32

expanding the focus on, 39–42
levels of health care and levels of, 24t
poor and homeless populations, 571–576
primary, 24
secondary, 24
tertiary, 24

Prevention and Public Health Fund, 163
Prevention of disasters, 703
Preventive care

early focus on, 39–42, 44t
public health practice focus, 258

Primary health care (PHC), 192–193
basic values of, 192
core activities of, 192
defined, 192
home health and hospice care collabora-

tion, 317
leadership reforms, 192
public health practice focus, 258
public policy reform, 192
service delivery reform, 192

Primary prevention, 24. See also Prevention
access to health care and, 170

Priorities
client needs during home visits, 309–310, 

315t
Priority setting/prioritization

in population-based health planning, 
371–372, 377

Prisons, defined, 665
Privacy of poor and homeless population, 570
Private insurance coverage, 182
Privatization of water resources, 204
Probationers, defined, 689
Problem-focused nursing diagnoses, 309
Problem identification, 251t
Problem-solving function in older clients, 

488t
Procedural policies, 217
Process evaluation of population-based health 

care programs, 374, 380–381, 381t
Prodromal period, defined, 745
Producing Health, Consuming Health Care 

(PHCHC) model, 67
Program evaluation

considerations, 379–382, 381t
describing, 382–383
disseminating and using findings, 384
drawing and justifying conclusions, 384
evaluator considerations, 379
focussing, 383
gathering credible evidence, 383–384
interpreting findings, 384

process for, 382–384
purpose of, 379
standards, 382, 383t
type of, 380–382, 381t

Program for International Assessment of 
Adult Competencies (PIAAC), 119

Program management skill development, 
253t

Program theory, defined, 375, 375f
Prometheus, 820
Promoting adjustment

chronic physical health problems, 
823–824, 826t–827t

Promoting health
child and adolescents, 404–406

Promoting Health/Preventing Disease: Objec-
tives for the Nation, 6

Promoting infant survival, 307
Prophylactic trials, 63
Proprietary agencies, defined, 317
Propriety standards, 383t
Prospective reimbursement

defined, 152
diagnosis-related groups (DRGs), 152
Medicare and, 152
Resource-Based Relative Value Scale 

(RBRVS), 152
Prostate cancer, 428t
Prostitution, 567
Protective factors against abuse, 398t
Protective measures

work population, 644
Protein-energy malnutrition (PEM), 719
Psittacosis, 700
Psychiatric disorders

correctional populations, 673
homeless clients, 572
substance abuse, 880–881

Psychoactive drugs, older clients, 498t
Psychoactive substance misuse, defined,  

868
Psychoactive substances

defined, 868
selected, 873–874t

Psychological agents, in epidemiologic triad, 
64, 66t

Psychological and behavioral problems in 
children and adolescents,  
392–393

Psychological battering, 913
Psychological consequences

substance abuse, 870
Psychological considerations

case management, 293
health education, 269, 270
home visits, 308, 310

Psychological determinants, 92
assessing, 340
children and adolescents, 397–398
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chronic physical health problems, 
802–803

communicable diseases, 755, 756
correctional populations, 672–673
culture and, 113–115
disaster settings, 714–715, 721
environmental health and, 92
family health, 333–340, 336f
GLBT population, 530–534
in home visits, 308, 310, 315t
men’s health, 429–430
mental health problems, 845–846
mental illness, 590–591
older clients, 486–488, 489
policy development, 227, 230
poor and homeless populations,  

557–558
population health, 361–363
school climate, 590
school population, 590–591
societal violence, 919
substance abuse, 880–881
women’s health, 454–455
work population, 632–633

Psychological distress, 802
Psychological flexibility, defined, 854
Psychological health problems, indicators in 

work settings, 633
Psychological stress, 845
Psychological violence, 913
Psychologists, 587
Psychomotor ability in older clients, 488t
Psychomotor learning domain, 266, 267t
Psychopathology

substance abuse, 880
Psychotherapy

mental health problems, 857, 858t
Public Health Agency of Canada (PHAC), 

4, 182
Public health emergency of nternational 

concern (PHEIC), 774
Public Health England (PHE), 182
Public health functions, 179

identified, 174, 179, 180t
international perspective, 179, 180t–181t

Public Health Functions Steering  
 Committee, 5

Public Health Improvement Act, 47t, 48
Public health infrastructure, 172

development, 36t, 43–44t, 47t, 48t
Public health nurses

defined as baccalaureate graduate, 43, 44t
first employed by USPHS, 44–45, 44t
origin of term, 39

Public health nursing, 10, 43
Public health nursing competencies, 42
Public Health Nursing Responsibilities in a 

Community Health Program, 42, 
44t, 354

Public Health Nursing: Scope and Standards of 
Practice, 3–4, 10, 11, 354

Public health practice
accomplishments of, 48
defined, 171
eras of, 258, 258t
principles, 172
significant events prior to 20th century, 

36t
strategies, 172

Public health regulations, 33
Public health sectors, 173

levels of care in, 173–176
Public health services, essential, 181
Public health systems

defined, 171
disasters, role in, 703
public health’s central objective, 179

Public policies, defined, 216
Puerperal, 844
Pulmonary embolism

transgender individuals, 530
Pure Food and Drug Act, 47t

Q
Q fever

bioterrorism, 700
Quad Council of Public Health Nursing 

Organizations, 10, 14
standardization of community health 

nursing, 42, 44t
Qualitative data, 358, 369t
Quality assurance, in program evaluation, 380
Quality improvement, in program evaluation, 

380
Quality indicators, 298–299
Quality of care/services

accountability for, 177
Quantitative data, 358, 369t
Quarantine

defined, 778
early health care, 33, 34, 36t

Quitlines, smoking, 816

R
Rabies

communicable diseases, 756
prevention, 767
transmission by animal bites, 744, 744t

Rabies vaccine, 765
Race. See also Ethnicity and race

correctional populations, 667–669
defined, 105

Racism
defined, 121
Institutional, 106

Racism-related vigilance, defined, 806
Radiation

environmental health, 95t, 97t
ionizing, 84–85
nonionizing, 85

Ramazzini, Bernardino, 626
Rape, 912, 915, 917, 918, 919, 922, 931
Rapport, client and nurse, 311
Rates of occurrence, defined, 58
Rate under treatment, 361
Rathbone, William, 38, 43t
Reaction time, in older clients, 488t
Readiness for change, 264
Readmission, students, 609, 610t
Reality orientation, in older clients, 508–509
Reasonable accommodations, 637–638
Recidivism, defined, 675
Reciprocal action, 231, 234t
Reconstitution

defined, 706
disaster settings, 706, 707t

Reconstruction, defined, 706, 707t
Records

disaster response planning, 728
Recovery

building a foundation for, 897–898, 898t
defined, 859
stage of disasters, 706, 707t, 732–733,  

733t
substance abuse, 897–898

Red Cross Town and Country Nursing Ser-
vice, 41, 44t

Redistributive policies, 218
Reentry

defined, 689
planning, 689–690, 691t

Referral, as population health nursing inter-
ventions, 21

Referrals
case management plan, 295–298, 297f
considerations for, 295–298
correctional populations, 684
for home visits, 307
initiating in case management, 295–298
mental health problems, 859
negligent referral, defined, 292
poor and homeless populations, 575, 576
school settings, 613
societal violence, 920, 929
substance abuse, 891, 897, 898
work population, 654

Reform of U.S. health care system
approach to, 176–179
foreign systems, 179–183

Reframing, 437
Refugees

defined, 115–116, 699
family health, socio-cultural determinants 

in, 344
Regulations, formulating, 223
Regulatory policies, 218
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Rehabilitation
chronic physical health problems, 823
communicable diseases, 777
older clients, 510, 513, 515t
service, for illness, 614

Reimbursement for providers
capitation, defined, 152
discounted fee-for-service mechanism, 

152
fee-for-service, defined, 152
health care, 150–153
home health care, 318
pay-for-performance, 152–153
per diem, 152
prospective, 152
retrospective, 150–152
third-party reimbursement, 152

Reinfection, preventing, 777–778, 779t
Relapse, defined, 896
Relapse prevention, 896–897
Relapse Prevention Therapy (RPT), defined, 

896
Relapse risk maps, defined, 896
Relationships

family health, 335–337
women’s health, 455–457

Relationships, social
GLBT population, 537–540

Relative risk, defined, 57
Relative risk ratio, defined, 58
Religion and religious organizations

communicable diseases, 759
cultural assessment, 117
family health, sociocultural determinants 

in, 342
funding for voluntary health agencies, 

172–173
influence of, on health care, 33
older populations, 490
population health, 365

Religious era, 56
Reminiscences, by older clients, 501
Renaissance influences on public health, 33
Renal system, 481t
Repatterning, 136, 139
Reportable events

case management, 292
communicable diseases, 774

Report of the Massachusetts Sanitary Commis-
sion, 36, 585

Reproductive issues
correctional populations, 671–672
older clients, 481t
reproductive system, 481t

Rescue chains, defined, 729
Rescue procedures, 729
Research institutions, personal health care 

sector, 171
Reservoir, defined, 743

Resident interviews, for population health 
assessment, 369t

Resilience, defined, 854
Resistance, defined, 66
Resistant microorganisms

communicable diseases, 775
Resolution level of health care, 24
Resource-based relative value scale (RBRVS), 

defined, 152
Resource file, 296–298, 297f
Resources

defined, 296–297
family, for child and adolescent health, 

397
population health care programs, 376
referrals in case management plan, 

295–298, 297f
Respiratory infections

airborne transmission, 743
Respiratory system, 480t
Respiratory therapists, 587
Respite

children and adolescents, caregivers for, 
413

mental health problems, 859
Response times, by older clients, 515
Response to disasters

assessing response capability, 712–713
environmental factors, 715
public health systems, 703
stages of, 703–706, 705t
warning notification, 728
warning or threat stage, 704–705, 705t

Rest
correctional population, 677–678
family health, socio-cultural determinants 

in, 345
older clients, 502, 503t
poor and homeless populations, 566
work population, health care in,  

643–644
Restoration, defined, 24, 706
Restoration, health

In families, 349
GLBT population, 544–545, 545t
men’s health, 439–440
women’s health, 468

Reticence, prescribed, culture and, 121
Retirement

older clients, 492
women’s health, 458

Retrospective reimbursement, 150–152
 defined, 150

Rett syndrome, 842t
Reverse quarantine, 779
Rheumatoid arthritis, 453
Rh incompatibility

screening, 466t
Ricin toxin, 700

Risk, defined, 57
Risk factor epidemiology, 57
Risk factor modification

substance abuse, 891
Risk factors

child and adolescent abuse, 398t
mental health problems, 845–846

Risk markers, defined, 800
Risks

epidemiology, basic concepts of, 57
defined, 57

Risk-taking behaviors
men’s health, 435

Robert Wood Johnson Foundation (RWJF), 
603

Rocky Mountain spotted fever
communicable diseases, 756
transmission by insect bites, 744, 751
trends in communicable diseases, 744

Role conflict, defined, 341
Role element of a disaster, 711
Role functions for case managers, 289, 

290–291t
Role model, defined, 21
Role modeling, as population health nursing 

interventions, 21, 341–342
Role overload, defined, 341
Role-related helpers, 244
Roles and functions

defined, 330
family health, socio-cultural determinants 

in, 341–342
men’s health, 429–430
mental health problems, effects on fami-

lies, 838
negotiating in group process, 248t
occupational health nursing, 627–628
older clients, 489–493
women’s health, 455–457

Roosevelt, Franklin Delano, 36
Roosevelt, Theodore, 36
Rotavirus

immunizations in school settings, 748
Rubella

congenital rubella syndrome, 753, 777
immunization, 465t, 748
immunizations in school settings, 607
MMR vaccine, 408
screening, 466t
work population, 631

Rufaidah bint Sa’ad, 33
Rumsey, Henry W., 35
Rural areas

poor and homeless populations,  
558–559

Rural nursing services
early illness prevention focus, 40, 43t
Korea, in, 41

Rural-urban migration, public health and, 42

Z01_MARY9591_06_SE_IND.indd   970 09/09/14   7:41 PM



Index  971

S
Sabador, 133
Safe havens, defined, 575
Safe Schools Improvement Act, 611
Safety

chronic physical health problems, 806, 
810, 817

complementary/alternative health care 
subsystem, 170–171

cultural assessment, 126–127
family health, sociocultural determinants 

in, 345–346
hazards, of family health, 340
home visits, 308, 313t
intimate partner violence, 929
men’s health, 435
older clients, 489
playground, 410
poor and homeless populations,  

558
preventing injuries, 611
school environment, 602–603
school population, 598
work population, 644

Safe water system campaigns, 83t
Salmonella, 79

bioterrorism, 700
communicable diseases, 756
fecal-oral transmission, 743, 744t

Sanger, Margaret, 11, 39
Sanitation, 34

communicable diseases, 755, 757
disaster response plans, 731
early health care, 32–33
prevention, 768
sanitary engineering, 35
school sanitary facilities, 593
trends in communicable diseases, 750
and water supplies, 204

Saunders, Cicely, 41
Scabies

direct contact transmission, 744, 744t
Schizophrenia

characteristics symptoms of, 840, 841t
mental health problems, 843, 846
mental health problems, effects on fami-

lies, 838
women’s health, 455

School-based health centers (SBHC),  
603–604

defined, 603
sustaining financially, 616

School climate, 590
positive, 590

School exclusion
H1N1 influenza, 609
in school population, 609

School health programs
components of, 600f

health promotion strategies for, 606–607, 
608t, 609t, 612t

illnesses and injury prevention, 607–611, 
612t

implementing a coordinated, 605–606, 
605t, 606t

placing and implementing, 605–616, 605t
prevention, 607–611
resolving existing problems, 611–614, 

615t
School health team, 585–588

group development, 587
nurse practitioners, 587
occupational therapists, 587
physical therapists, 587
respiratory therapists, 587
school nurse, 585–586
speech pathologists, 587
unlicensed assistive personnel (UAPs), 587

School-linked health centers, 602
School nurse, 585–586

baccalaureate degree for, 586
clear credential, 586
functions, 586
nurse-to-student ratios, 586, 586t
preliminary credential, 586
preparation for, 586
state certification, 586

School nursing
defined, 585
early illness prevention focus, 39–40, 40f, 

43t, 47t
historical perspectives in, 35, 39–40, 

584–585
Schools

administrators, 587
clerical personnel, 588
discipline in, 590
exclusion from 609, 610t
health and education, relationship be-

tween, 583
janitorial staff, 588
mainstreaming handicapped students, 585
meals, 588
mental illness in 590–591
poor and homeless populations, 564
public health officials, 588
sanitary facilities, 593
school climate, 590

School populations, care of, 582–617
assessing health in school settings, 

588–604
evaluating health care, 616–617
planning to meet health needs, 605–616, 

606t
population health nursing and, 588–617
school health program, 600f
school health team, 585–588
strategies for health programs, 584

Scientific health care subsystem
defined, 171
personal health care sector, 171
population health care sector, 171–173

Scope and Standards of Community Health 
Nursing Practice, 42

Scope and Standards of Public Health Nursing 
Practice, 42, 44t

Screening
children and adolescents, 411–412, 413t
chronic physical health problems, 811, 

817–819, 822t
communicable diseases, 763–764, 

769–772
correctional populations, 684–686, 689t
cost-effective, 613
defined, 652
dental, 612, 613
environmental, 654
hematocrit, 612
interventions, GLBT population, 544, 545t
men’s health, 439, 439t
mental health problems, 856
older clients, 506, 506t, 511t
periodic, 653–654
pregnant women, 671–672
school settings, 611–613
selective, 770
substance abuse, 893
vision, 612, 613
women’s health issues, 466–468, 466t
work population, 651–652, 655t

Screening, brief intervention, and referral to 
treatment (SBIRT), 893

Screening tools
societal violence, 929

Scurvy, 56
Seacole, Mary, 37
Search and seizure, defined, 686
Seasonal affective disorder (SAD), 115, 846
Seat belts

chronic physical health problems, 817
defined, 846
men’s health, 435

SEATO. See Southeast Asia Treaty Organiza-
tion (SEATO)

Secondary conditions, and chronic problems, 
802

Secondary prevention, 24. See also Prevention
Second Chance Act, 689
Secondhand smoke, 795, 797, 805, 807
Second-parent adoption, 539
Secretary of Health and Human Services, 175
Sector-wide approaches (SWAPs), 192
Security

correctional population, 676–677
Sedatives

long-term effects, 880t
substance abuse, 877t
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Sedentary lifestyle, chronic physical health 
problems, 809

Segmentation, 276
Seizure disorders. See also Epilepsy/seizure 

disorder
correctional populations, 670–671

Selective screening, defined, 770
Self-advocacy, 291t
Self-care

disability, and older clients, 484–485
older clients, 483

Self-determination, 291t
Self-directed violence, 910–911, 911f

defined, 909
trends in, 910–916

Self-esteem
chronic physical health problems, 824
GLBT population, 530
societal violence, 933

Self-funded health insurance, 156
Self-help groups, 857, 859, 896
Self-help therapies, 897
Self-image

children and adolescents, 397
men’s health, 429

Self-injurious behavior, 671
Self-management

chronic physical health problems, 822t
defined, 821
older clients, 509–510
promoting child and adolescent health 

care, 415, 417t
promoting and supporting, 821

Self-medication by students, 613
Self-stigma, 849
Sensory loss, 506, 511t
Serious mental illness, defined, 838
Seton, Mother Elizabeth, 34
Settlement houses, 38–39, 43t
Severe acute respiratory syndrome (SARS)

communicable diseases, 774
Sex, defined, 448
Sexual activity

children and adolescents, 402–403
communicable diseases, 761–762
correctional population, 670, 678
drug and alcohol use, 761
men’s health, 435
mental health problems, 851
men who have sex with men, 761
substance abuse, 887
women who have sex with women, 761

Sexual assault
PTSD in women, 455
work population, 655

Sexual assault nurse examiners (SANE 
nurses), 931

Sexual assault response teams (SART), 931
Sexual function, 810

Sexual harassment
defined, 595
preventing, 611
women’s health, 458

Sexual intercourse
women’s health, 467

Sexuality, 526
cultural assessment, 116, 122–123
men’s health, 435
older clients, 495

Sexuality education, children and adoles-
cents, 404

Sexually transmitted diseases (STDs)
age, 753
children and adolescents, 402, 409
concurrent sexual partnerships, 761
correctional populations, 682, 683
educating students, 609–610
gender socialization, 759
high-risk behaviors as social norms, 760
prevention, 402, 409, 607, 609–610,  

768
racial and ethnic disparities in incidence, 

753
school population, 588
women’s health, 468

Sexual maturity, 396
Sexual orientation

defined, 526
GLBT population, 526–528, 528t
societal violence, 924

Sexual risk behaviors
GLBT population, 536

Sexual transmission of disease, 744, 744t
Sexual violence, 913
Shadow work, homeless clients and, 564
Shaken baby syndrome, 917
Shamanism, 132t
Shattuck, Lemuel, 35, 36
Shelters

disaster response plans, 730–732
poor and homeless populations, 570, 571, 

573
Sheppard-Towner Act, 44t, 45
Shiftwork, 640
Shigella infections

fecal-oral transmission, 743, 744t
Sickle cell disease

children and adolescents, 396
chronic physical health problems, 801

Sickness funds, 182
Sigma Theta Tau International, 208
Signs of Suicide (SOS) prevention programs, 

611
Single-cause theories, 56
Single-parent families

children and adolescents, effects on, 400
defined, 332
households headed by women, 455–456

Single-payer national health insurance
Cananda health care reform approach, 

182
Single room occupancy unit (SRO), defined, 

559
Sin taxes, defined, 228
Sinusitis, 451
Sisters of Bon Secours, 33
Sisters of Charity, 33
Situational constraints

referrals in case management plan, 
295–296

Situational crisis, 339
Size determination

GLBT population, 528–529
Skin cancer

educating students, 610
Skin disorders

older clients, 511t
poor and homeless populations, 557

Sleep
disorder, in work population, 640
family health, socio-cultural determinants 

in, 345
older clients, 502
poor and homeless populations, 566

Smallpox
bioterrorism, 48, 700
eradication, 46–47
Native Americans, 33
transmission, 744, 744t

Smallpox vaccine
discontinuation of, 48
early immunizations, 765
schools, required for, 585
variolation, defined, 36, 47

Smart growth, defined, 87
Smirnoff vodka, 887
Smoke detectors, 817
Smoke-free workplace policies, 642
Smoking. See Tobacco and smoking
Snow, John, 36, 36t, 54, 56
Snow’s hypothesis, 57
Social activism, Henry Street Settlement and, 

30, 39
Social activists, community health nurses as, 

38–39
Social attitudes, substance abuse and, 884
Social capital, 15

family health, 343–344
social environment, 87–88
World Bank’s concept of, 87

Social determinants of health, 203–206
climate change, 205–206
food and water, 204–205
immigration, 206
motor vehicle traffic, 205
poverty, 204
tobaco and alcohol control, 205
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Social dimension of globalization’s effect on 
health, 190

Social disability, 823
Social distancing, 778–779

defined, 778
Social environment, 87–90

energy consumption, 88–89
social capital, 87–88
social policy, 88
waste management, 89–90

Social factors
substance abuse, 883

Social intactness, in older clients, 488t
Social isolation

chronic physical health problems, 794, 
806–807

correctional populations, 667
mental health problems, 848
older clients, 512t
school setting, 616

Socialization
gender socialization of men, 429

Social marketing
branding in, 274–277
chronic physical health problems, 807
elements of, 276
as health promotion strategy, 265–266, 

265f, 274–277
marketing mix of, 275
phases of, 274–275
as population health nursing 

 interventions, 22
tailoring in, 274–277

Social media
defined, 273
in health education, 271–274
in policy development, 232

Social membership organizations, 198
Social mobility, 844
Social networks

communicable diseases, 771
defined, 490
disaster settings, 716
older clients, 490

Social policy
social environment and, 88

Social policy issues
substance abuse, 884–885

Social relationships
GLBT population, 537–540

Social religiosity, 117
Social resistance, defined, 802
Social Security Act of 1935, 45, 47t
Social Security Act of 1966, 45
Social status, and family health, 342–343
Social support

correctional populations, 690
homelessness, 561–562
mental health problems, 844, 847–848

older clients, 490
Social upheaval

mental health problems, 846
Social workers

school health team, 587
Societal attitudes

mental health problems, 848–850
Societal cultures, 107
Societal discrimination

GLBT population, 530
Societal disorganization

mental health problems, 846–847
Societal violence. See also Abuse; Family vio-

lence; Homicide; Intimate partner 
violence; Suicide; Violence

behavioral determinants, 923–924
biological determinants, 917–919
environmental determinants, 919–920, 

921
evaluating control strategies, 933
diagnostic reasoning, 927
health promotion, 927, 930t
health restoration, 931–933, 933t
health system determinants, 924–927
individual/family-oriented strategies, 

932t, 933t
planning and implementing control strat-

egies, 927–933
population-oriented health foci, 933t
prevention, 927–929, 930t
psychological determinants, 919, 920
resolving existing problems of, 929–931, 

932t
sociocultural determinants, 920–923
strategies related to health restoration, 

933t
trends, 911–916

Society
attitudes of, and substance abuse, 884
costs, of chronic physical health problems, 

795
cultural assessment, 121–122
effects of substance abuse, 871–872
health insurance lack, effects of, 149–150
mental health problems, effects on, 

838–839
productivity and stability, 146

Society for Superintendents of Training 
Schools for Nurses, 42

Sociocultural determinants, 92, 593
case management situation, 293
children and adolescents, 400–401
chronic physical health problems, 

804–807
communicable diseases, 757–760
correctional populations, 674–677
cultural assessment, 116–126
disaster settings, 716–719, 721
environmental health and, 92

family health, 341–344
GLBT population, 535–541
health education, 269, 270
home visits, 309, 310, 315t
homophobia and heterosexism, 535
men’s health, 430–434
mental health problems, 846–851
older clients, 489–493
policy development, 227–228, 230
poor and homeless populations, 559–566, 

562–563t
population health assessment,  

364–367
school population, 594–596
social relationships, 537–540
societal violence, 920–923
substance abuse, 883–887
work population, 635–641, 642

Sociocultural determinants of health
women’s health, 455–458

Socioeconomic factors
environment, in epidemiologic triad, 67
health status, 148–150, 149f
mental health problems, 847

Socioeconomic status, 540
chronic physical health problems, 803, 

806
correctional populations, 674
cultural assessment, 122
neighborhood, 148
substance abuse, 883–884

Socioemotional selectivity theory of develop-
ment, 478

Somatization, defined, 848
South African Nurses Association, 188
Southeast Asia Treaty Organization (SEATO), 

197
Space, and cultural assessment, 115
Spatial element

disasters, 706–711, 707f
globalization and social determinants of, 

189
Special needs

school nursing, 585
Spending

U.S. health care, 146–148, 147f
Sphere Project, 734, 735
Spheres of nursing influence in policy devel-

opment, 225
Spillover stress, 341
Spiritual healing, 133
Spirituality, 117
Spores, transmission by, 744
Stakeholders, 382

in community empowerment, 251–252
engaging, in program evaluation, 382
in policy development, 225, 230
in policy issue analysis, 229t

Stalking, defined, 914
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Standards
home health and hospice services, 319
occupational and environmental health 

nursing, 627
Standards of Community Health Nursing 

Practice, 10, 42, 44t
Standards of Occupational and Environmental 

Health Nursing, 91, 627
Staphylococcal enterotoxin, 700
Staphylococcus infections

methicillin-resistant Staphylococcus au-
reus (MRSA), 670, 684, 715

State Boards of Health
early public health, 33–34
Report of the Massachusetts Sanitary Com-

mission, 36, 36t
State Children’s Health Insurance Program 

(SCHIP), 766
health care financing, 158, 160–162

State health plans, 224
State public health system

authority of, 174
defined, 174
functions/responsibilities of, 174
funding of, 174, 176
organization of, 174, 175f

Statistical rates, formulae for calculating,  
57, 58

Status offenses, defined, 667
Steps to a Healthier U.S. initiatives,  

258, 812
Stereotyping, defined, 106
Stigmatization

correctional populations, 674, 690
defined, 806
GLBT population, 529, 531, 535–537
mental health problems, 848–850
paupers, 33

Stigmatization, defined, 806
St. John’s wort, 857
St. Louis encephalitis virus infection (SLEV), 

751
Stomach cancer

women’s health, 449t
Storming, as stage in group development, 

248, 248t
Straight

defined, 528t
Strategies

community empowerment, 251, 251t
community engagement, 356
health education, 271
for health promotion, 265–279, 267t, 268t, 

272, 464t, 503t
Street efficacy, defined, 921
Stress

children and adolescents, 397
chronic physical health problems, 802, 

806

disasters, 711
in family health, 329, 335, 338, 339
GLBT population, 529, 539–540
incarceration, 672
men’s health, 429, 430, 432
mental health problems, 845
noninfectious agents, 66
older clients, 487
women’s health, 454

Stroke
chronic physical health problems, 800
older clients, 482t
women’s health, 449t

Structural barriers to health care, 542
Structural crisis, 339
Structural unemployment, defined, 563
Struthers, Lina Rogers, 40
Subculture

correctional population, 676–677
Substance abuse. See also Alcohol use/abuse; 

Drug abuse; Drugs, illicit; Tobacco 
and smoking

assessing for long-term effects, 880t
behavioral determinants, 887–888
biological determinants, 876–880, 881
brief intervention for, 893
characteristics of, 894t
codependence, 871
correctional populations, 677, 686–687
correctional populations, following incar-

ceration, 690
cost, 872
crime, 872
dealing with consequences of, 897
defined, 893
diagnostic reasoning, 890
economic cost, 872
environmental determinants, 882
evaluating control strategies, 899
family effects, 345, 870–871
GLBT population, 537, 542
harm reduction, 891, 892t
health promotion and prevention, 

890–893, 892t
health restoration (recovery), 895–898
health system determinants, 888–890
individual effects, 868–870
juveniles, in correctional settings, 667
key components of, 894t
long-term effects, 880t
market segmentation, 886–887
media marketing, 886
mental health problems, 851
mortality, 871–872
older clients, 512t
overdose prevention, 892
planning and implementing control strat-

egies, 890–898
poor and homeless populations, 566, 573

population health nursing, 876–933
and prevention, 890–893
psychological determinants, 880–881
recovery, guiding principles for, 895–896
relapse prevention, 896–897, 898t
resolving existing problems, 893–895, 

894t
societal effects, 871–872
sociocultural determinants, 883–887,  

888
treatment, 893–895
treatment, principles of, 894t
trends in, 872–876
work population, 633, 643

Substance Abuse and Mental Health Services 
Administration (SAMHSA), 175f, 
176, 177t, 611, 892

Substance-related disorders, defined, 868
Substantive policies, 217
Subsystems, family, 328
Successful aging, 482
Sudden infant death syndrome (SIDS), 84
Suicidal ideation, defined, 911
Suicide

alcohol use/abuse, 923
among youth, 394
attempt, 911
correctional populations, 672, 684
defined, 911
drinking, 884
falls and firearms, 920
GLBT population, 531
men’s health, 430
mental health problems, 846, 859
older clients, 487
preventing, 611
prevention strategy, correctional settings, 

684
risks for, 922
suicidal ideation, 911

Suicide attempt, defined, 911
Sulfur dioxide, 83
Sunlight, exposure to, 810
Sunscreen, use of, 644
SunWise program, 610
Superfund program, 91
Superinfection, defined, 750
Supernatural, and cultural assessment, 

116–118
Supervised injection facilities (SIFs)

defined, 892
as harm reduction, 892–893

Supplementary benefits, 182
Supportive care, in disaster response plans, 

730–732, 733t
Supportive environment development,  

253t
Supportive intermediaries, 12
Suprasystems, defined, 328
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Surveillance
communicable diseases, 769 
chronic physical health problems, 

817–819
disaster response plans, 731
essential elements, 180
as population health nursing interven-

tions, 22
work population, 654

Surveillance studies, 62
Survey of Nursing Education in Canada, 43
Survival rates, defined, 59
Survival time, defined, 59
Survivorship care, 825, 826t–827t

components of, 825
defined, 825

Susan G. Komen Foundation, 199
Susceptibility, defined, 57
Sussmilch, Johann Peter, 33
Sustainable development, defined, 74
SWAPs. See Sector-wide approaches (SWAPs)
Symbolic interactionism, 330–331

defined, 330
key principles of, 330

Symbols, as key principle of symbolic interac-
tionism, 330

Syndromic surveillance, 731
Synergistic disasters, defined, 698
Syphilis

congenital, 753, 777
dementia, 844
diagnosis, 772
GLBT population, 544
high-risk behaviors as social norms,  

760
HIV, increased potential for, 754
incubation, 745
long-term consequences, 777
men who have sex with men, 761
perinatal transmission, 753
rates of occurrence, 58
reinfection, 778
screening, 466t
sexual transmission, 744, 744t, 749
stigma, 760

Systems, defined, 328
Systems approaches to family, 328–329, 328f
Systems models, families and, 328–329

basic assumptions of, 328
boundaries, 328 
feedback in, 329, 
goals of, 329
hierarchical, 328f
subsystems, 328
suprasystem, 328

T
Tactics for policy adoption, 231
Tailoring, 274–277

Tailoring in social marketing, 274–277
Target groups, defined, 58
Target populations, care of, 352–387
Tattooing, 670
Tattoos

communicable diseases, 762
skin infections, 762

Taxation, 181
and smoking, 57, 816

Tax Equity and Fiscal Responsibility Act 
(TEFRA) (1982), 46, 47t

TB prophylaxis. defined, 683
Td/Tdap

immunization, 465t
Teachers

school health team, 587
Teacher’s College of Columbia University,  

42
Team building for community empowerment, 

247–250, 248t
Technological disasters

deaths related to, 701
defined, 698

Technology
home care services, 317–318
influence on U.S. health care system, 

161–162, 169–170
Telephone directories, 366, 369t
Temporal dimension of globalization’s effect 

on health, 189–190
Temporal element of disasters, 703–706, 705t, 

707t
Temporary Assistance for Needy Families, 

(TANF), 561
Teratogenic substances, defined, 877
Termination

home visits, 315, 315t
Terrorism, 46

declines in, 701
defined, 700
disasters, 700
disaster settings, 716
proposed definitional components,  

700
school population, 593

Tertiaries, 32
Tertiary prevention, 24. See also Prevention
Testicular cancer, 439
Testimony, presenting

for policy implementation strategies, 233, 
234t

Tetanus
fatality rate, 754
immunizations in school settings, 607
injection drug use, 880
mode of transmission, 744, 744t
older clients, 486
prevention, 767
sanitation, 755

vaccination, 36, 765
work population, 631

Tetanus, diphtheria, and pertussis (Tdap) 
vaccine

men’s health, 428
Tetanus and diphtheria (Td) vaccine

older clients, 504–505
Tetanus antitoxin

introduction of, 36
Tetanus toxoid, reduced diphtheria toxoid, 

and acellular pertussis (Tdap)
vaccine, 765

Thackrah, C. Turner, 35
The National Parent Teacher Association 

(NPTA), 603
Theory, program, delineating, 375, 375f
Theory of Planned Behavior, 261, 261f
Theory of Reasoned Action, 261, 261f
Therapeutic foster care, 931
Third-party reimbursement, 152
Tick-borne diseases

communicable diseases, 756
prevention, 769

Time, in cultural assessment, 115
The Times, 3
Timing of home visits, 311
Tinea pedis, 593
Tobacco and smoking. See also Alcohol  

use/abuse; Drug abuse; Drugs, 
illicit; Nicotine; Tobacco and 
 smoking

access to, 806
acupuncture, 126
cessation assistance, 814–816
chronic physical health problems, 

807–809, 814–816
cigarette prices, 805
colonization of the Americas, 33
communicable diseases, 762
control, 205, 805
control in the military, 884
correctional population, 677
cultural assessment, 126
depression, 880
GLBT population, 529, 541
and globalization, 205
hookah lounges, 882, 887
maternal smoking, 402
men’s health, 434–435, 435f
mental health problems, 851
older clients, 494
policy issues, 805–806
psychological factors, 880–881
smoke-free laws, 805
social marketing, 807
substance abuse, 884
tailored interventions, 816
tobacco-free legislation, 884
use and abuse, 869
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Tobacco (continued)
warnings on cigarette packages, 805
web of causation model, 67, 68f
women’s health, 459
work population, health care in, 642–643
in youth, 805

Tobacco control, advocacy for, 257
Tolerance, defined, 868
Town and Country Nursing Service, 41, 44t
Toxic exposure

work population, 634, 646
Toxigenicity, defined, 66
Trachea, bronchus, and lung cancer

women’s health, 449t
Traditional Medicines Strategy 2002–2005, 139
Trafficking, 199–200, 916
Trafficking Victims Protection Act, 199
Transgender individuals

cardiovascular disorder, 530
correctional populations, 669
defined, 527, 528t
pulmonary embolism, risk of, 530
venous thrombosis, risk of, 530

Transgender Law Center principles
GLBT population, 543

Transinstitutionalization, defined, 849
Translation, defined, 119
Transnationalism, defined, 490
Transphobia, “definition.” 535
Transplacental infections, 744
Transportation

accessibility in school setting, 615
disaster response planning, 728
means used by community health nurses, 41f
poor and homeless population, 568

Transsexuals
defined, 527, 528t

Transtheoretical Model of Change, 264
Treatment

chronic physical health problems, 
820–821, 822t

communicable diseases, 774–78, 774–776
correctional populations, 689t
evidence-based disease management, 820
GLBT population, 544–545
for infertility, 467
mental health problems, 856–858
monitoring effects, 821
pay for performance, 820–821
school settings, 613
self-management, 821
substance abuse, 893–895
transgender individuals, 544–545
women’s health, 467–468

Treatment gap, defined, 842
Triage, defined, 729, 730f, 733t
Trial, 63
TRICARE, 158
Triple Aim, 172

Truth, Sojourner, Freedman’s Relief Associa-
tion, and, 37

Tuberculin skin tests
anergy, 762
Bacille Calmette-Guerin (BCG) vaccine, 

766
Tuberculosis, 750

airborne transmission, 743, 744t
anergy with skin testing, 762
correctional populations, 670, 683, 686, 

690
correctional populations, following incar-

ceration, 690
correctional settings, 757
crowding and, 571, 755
diagnosis and reporting, 772–773
disaster settings, 713
drug resistance, 775
evaluating disease control strategies, 779
HIV, increased incidence with, 202, 755
homeless shelters, 571
immigrants and, 35
immunization, 766
Industrial Revolution, during, 35
injection drug use, 762
mode of transmission, 743, 744t
poor and homeless populations, 571
racial and ethnic disparities in incidence, 

753
Report of the Massachusetts Sanitary Com-

mission, 35–36, 36t
treatment, 202, 774–775
trends in communicable diseases, 750
tuberculin skin test, 771

Tubman, Harriet, 37
Tularemia, 700
Typhoid, 37 

epidemic, 37
vaccine, 37, 765

Typhus fever, 700

U
Ulcers

leg, 566
women’s health, 451

Unaccompanied youth, 556, 557, 564
Uncompensated care, defined, 147
Underground railroad, 37
Underserved populations, 163–164
Unemployment

communicable diseases, 758
defined, 432–433
versus joblessness, 432–433
mental health problems, effects on fami-

lies, 838
poor and homeless populations,  

562–563
structural unemployment, defined, 563

substance abuse, 883–884
UNESCO. See United Nations Educational, 

Scientific, and Cultural Organiza-
tion (UNESCO)

UNICEF. See United Nations Interna-
tional Children’s Emergency Fund 
(UNICEF)

United Kingdom, health care system,  
181–182

United Nations Children’s Fund (UNICEF), 
197, 748

United Nations Convention on the Rights of 
Persons with Disabilities, 643

United Nations Educational, Scientific, and 
Cultural Organization (UNESCO), 
197

United Nations International Children’s 
Emergency Fund (UNICEF), 197

United States Agency for International Devel-
opment (USAID), 197

Universal coverage, 82, 182
Universal precautions

communicable diseases, 768
correctional populations, 682, 683

Unlicensed assistive personnel (UAP), 614
Unprotected anal intercourse, 540
URAC, 299
Urban sprawl, defined, 86–87
Urinary incontinence, 485, 485t, 506–507, 

511t
U.S. Agency for International Development 

(USAID), 78
USAID. See United States Agency for Interna-

tional Development (USAID)
U.S. Children’s Bureau, 40
U.S. Constitution

health care authority, 173
U.S. Department of Defense, 176
U.S. Department of Education (USDOE),  

605
U.S. Department of Health, Education, and 

Welfare, 30, 47t
establishment of, 30, 47t

U.S. Department of Health and Human 
 Services (USDHHS), 6

creation of, 45
organization of, 175, 175f, 177t

U.S. Department of Justice, accreditation 
standards for correctional facilities, 
665

U.S. Department of Labor, 176
U.S. Department of the Interior, 176
U.S. Geological Survey (USGS) data, 81
U.S. health care system

components of, 170–176
defined, 170
forces influencing, 169–170
health care delivery in the U.S., 173–176, 

174f, 175f, 176t, 178f
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national health care system, 179–183, 
180–181t

outcomes of care, 183–184
U.S. health system context

health insurance, lack of, 169
U.S. Preventive Services Task Force  

(USPSTF), 265, 893
U.S. Preventive Services Task Force: Guide to 

Clinical Preventive Services, 47t
U.S. Public Health Service (USPHS), 30, 36t, 

42, 45, 47t
U.S. Public Health Services Commissioned 

Corps, 175
U.S. Treasury Department, 176
Utility standards, 383t
Utilization review, 299–300

 defined, 299

V
Vaccine-laden bait, 767
Vaccine-preventable diseases, 746–749
Vaccines, early development of, 36
Validation therapy, defined, 509
Value-based Purchasing program, 177
Values and ethics

in policy development, 227–228
Values, cultural, 105, 116
Varicella, 57

immunization, 465t
immunizations in school settings, 607

Varicella vaccine
immunization schedule, 397, 408
men’s health, 429
older clients, 486

Variolation, defined, 36
Vector, defined, 743
Vehicle, defined, 743
Venipuncture, 679
Venous thrombosis

transgender individuals, 530
Vermont Marble Company, 41
Vertical empowerment, 243
Vertical health promotion, 258
Very low birth weight, 407
Vested interests in policy development, 228
Victimization

juveniles, in correctional settings, 667, 668
Victims of disasters

stressors for, 711
Victorian Order of Nurses (VON) (Canada)

community health nursing, 38, 41, 43t
rural nursing services, 41
school nursing, 40

Violence
aversion to, 927
against children, 200
children and adolescents, 394
collective, 909

community, 909, 915–916
correctional population, 675–676, 684
dating, 914
defined, 909
domestic, 911
family/partner, 911–915
forms, 909–910, 911f
GLBT population, 540–541
interpersonal, 909, 911–915
men’s health, 433–434
older clients, 493
poor and homeless population, 570
poor and homeless populations, 566
population health nursing and,  

916–933
preventing, 410, 611
resolution of, 927
school population, 595–596
self-directed, 909, 910–911
sexual, 913
social context of, 921
social networks, 921
social response to, 922
sociocultural risk factors, 921
against women, 199
women’s health, 458
in work population, 640–641, 652t

Violence prevention, women’s health, 
465–466

Viral hemorrhagic fever
bioterrorism, 700

Viral hepatitis, 749–750
Virulence, defined, 66
Vision screening, 612
Visiting nurse associations 39, 43t

defined, 38 
Visiting Nurse Quarterly, 42, 44t
Vital statistics

collection at national level, 36
early public health measures, 33–34
Report of the Massachusetts Sanitary 

 Commission, 36
Vitamin D deficiency

women’s health, 455
Volatile organic compounds, 83
Voluntary health agencies

advocacy for public health, 43, 173
categorization, 172–173
defined, 172–173
functions, 173
funding, 172–173

Voluntary nursing service in Japan, 358
Volunteers

occupational injuries and illnesses, 631
Von Behring, Emil, 36
Voting

for policy implementation strategies, 233, 
234t

Vulnerability analysis, defined, 704

W
Wald, Florence, 41–42
Wald, Lillian, 10, 11, 73

Henry Street Settlement, 30, 39
Metropolitan Life Insurance Company, 

nursing services for, 39–40, 44t
rural nursing services, 41
school nursing, 40–41, 585
White House Conference on Children, 

39, 40
Walking school bus, 607
Wanamaker’s Department Store, 42
War

disaster settings, 699–700, 716
Warfarin

nursing in, 37
older clients, 498t

Warnings
disaster response planning, 728
predisaster stage of disasters, 704–705, 705t
public response to, 704–705, 705t

Washington, George, 37
Waste management 

social environment, 89–90
Waste water

for irrigation, 81
Water

children and adolescents, 409
contamination, 755
contamination prevention, 817, 818t
disaster response plans, 731
drinking, availability of, 204
for hygiene, 204–205
management systems, 205
privatization of, 204

Waterborne diseases, 750–751
Water pollution, 83t, 96t, 97t

health effects of, 81
natural environment, 81–82
recommendations, safe water access and 

sanitation, 81
Web of causation model

for adolescent tobacco use, 67, 68f
Weight, body

low birth weight/very low birth weight, 
407–408

Welfare reform
homelessness, 561–562

West Nile virus
communicable diseases, 743, 744, 751
transmission by insect bites, 743, 744
trends in communicable diseases, 744

White House Conference on Children (1909), 
40

Whitman, Walt, 37, 73
WHO. See World Health Organization  

(WHO)
WHO Framework Convention on Tobacco 

Control, 205
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Windshield survey
defined, 359
population health assessment, 359

Withdrawal
defined, 868
signs of, 879t

Women
gender inequality, 199
HIV infection risk among, 199
and human trafficking, 199
teratogenic exposures, 629
violence against, 199
work setting, 629

Women, care of, 447–471
assessing health status, 448–462
behavioral determinants, 458–460
consumption patterns, 459
evaluating health care, 468
health problems, resolution of existing, 

466–468
health promotion, 460t, 463–465, 464t
health restoration, 468
health system determinants, 460–462
illness and injury 
prevention, 460t, 465–466, 466t
immunization, 465t
mental health and illness, 454–455
occupational and economic issues, 457–458
physical activity and leisure, 459–460
physical illness and disability, 451–452
physiologic function, 451–454
planning care, 463–468 
pregnancy, 452–453
psychological determinants, 454–455
resolution of existing health problems, 

466–468

roles and relationships, 455–456 
screening, 460t, 466t
sociocultural determinants, 455–459
stress and coping, 454
violence and abuse, 458

Women’s Branch of the New York City  
Mission, 38, 43t

Women’s Missionary Society (Canada), 43t
Wood, Ellen Morris, 41
Work

immigration and, 640
types of, 639–640

Worker’s compensation, 637, 642, 656
Work–family balance, 638
Work–family conflict, 638–639
Work–family interface, 638–639
Work movement index, 630
Workplace aggression, 640–641

defined, 640
Workplace climate

work population, 632–633
Work settings, care of clients in. See also  

Occupational health nursing;  
Occupational issues

assessment of health, 628–646
behavioral determinants, 641–645
biological determinants, 628–631
evaluating health care, 657

Works Progress Administration (WPA),  
44t, 45

type of work, 639–640
use of protective measures, 644
workers’ compensation, 637

World Bank, 197
World Health Organization (WHO), 4, 15, 47, 170

defined, 197 

definition of globalization, 189
disease outbreaks intervention, 191
establishment of, 191
and global health governance, 196
“health for all” concept, 192
homelessness, 553, 554
as primary multilateral agency, 197
primary strategies of, 191
principles of housing, 553

Worldview, defined, 104
World War II, 45, 47t
Worldwide Palliative Care Alliance, 42
Worst-case needs households, 555

X
Xenophobia, defined, 121

Y
Yellow fever

epidemics of, 34, 37
National Board of Health, establishment 

of, 44
Yellowtail, Susie Walking Bear, 30
Youth and adolescents. See also Children and 

adolescents
condom use, 761
internal possession laws, 884
violence, 919
violence prevention, 931

Youth Risk Behavior Surveillance System,  
529

Youth violence, 394

Z
Zoonoses, 78, 756

Z01_MARY9591_06_SE_IND.indd   978 09/09/14   7:41 PM


	Cover
	Title Page
	Copyright Page
	About the Author
	Thank You!
	Preface
	Contents
	Unit 1 Population Health Nursing: An Overview
	Chapter 1 Population Health and Nursing
	Defining Populations as a Focus for Care
	Defining Population Health
	Population Health Practice
	Core Public Health Functions
	Essential Public Health Services

	Objectives for Population Health
	Nursing and Population Health: Labeling the Specialty
	Population Health Nursing as Advocacy
	Defining Advocacy
	Advocacy by Population Health Nurses
	The Advocacy Process
	Population Health Nursing Functions in the Advocacy Role

	Population Health Nursing Standards and Competencies
	Population Health Nursing Education
	A Population Health Nursing Model
	Determinants of Population Health
	Population Health Nursing Interventions
	Levels of Health Care


	Chapter 2 Population Health Nursing: Yesterday, Today, and Tomorrow
	Historical Roots
	The Influence of Christianity
	The Early Christian Church
	The Middle Ages

	Other Religious Influences
	The European Renaissance
	A New World
	The Colonial Period
	Early Public Health Efforts

	The Industrial Revolution
	Nursing in War
	District Nursing in England
	Visiting Nurses in America and the World
	Nursing and the Settlement Houses
	Expanding the Focus on Prevention
	Standardizing Practice
	Educating Population Health Nurses
	Federal Involvement in Health Care
	The Latter Half of the 20th Century
	The Present and Beyond

	Chapter 3 Epidemiology and Population Health Nursing
	Basic Epidemiologic Concepts
	Causality
	Risk
	Rates of Occurrence

	The Epidemiologic Process
	Defining the Condition
	Determining the Natural History of the Condition
	Identifying Strategic Points of Control
	Designing, Implementing, and Evaluating Control Strategies

	Epidemiologic Investigation
	Descriptive Epidemiology
	Analytic Epidemiology
	Experimental Epidemiology

	Epidemiologic Models
	The Epidemiologic Triad Model
	The Web of Causation Model
	Determinants-of-Health Models



	Unit 2 Influences on Population Health
	Chapter 4 Environmental Influences on Population Health
	Environment and Health
	Components of the Human Environment
	The Natural Environment
	The Built Environment
	The Social Environment
	Interactions Among Environmental Components

	Population Health Nursing and Environmental Influences on Health
	Assessing Environmental Health Influences
	Planning to Address Environmental Health Issues
	Evaluating Environmental Health Measures


	Chapter 5 Cultural Influences on Population Health
	Basic Concepts Related to Culture and Health
	Culture and Health
	Ethnic/Societal Culture and Health
	Biomedical Culture and Health

	Ethnic Diversity in the United States
	Assessing Cultural Influences on Health and Health Care
	Principles of Cultural Assessment
	Obtaining Cultural Information

	Cultural Assessment Data
	Biological Determinants
	Psychological Determinants
	Environmental Determinants
	Sociocultural Determinants
	Behavioral Determinants
	Health System Determinants

	Planning Culturally Congruent Care and Delivery Systems
	Cultural Competence

	Evaluating Cultural Competence

	Chapter 6 Economic Influences on Population Health
	Economics and Health—The Interrelationships
	Societal Productivity and Stability
	Health Care Spending
	Socioeconomic Factors and Health Status

	Health Care Reimbursement Systems
	Retrospective Reimbursement
	Prospective Reimbursement
	Capitation
	Pay-for-Performance

	Health Care Funding Sources
	Personal Payment
	Commercial Insurance
	Government-Funded Care
	Charity Care

	Health Insurance and Reform
	Health Care Reform and Population Health

	Chapter 7 Health System Influences on Population Health
	The U.S. Health Care System
	Forces Influencing the Health Care System
	Components of the U.S. Health Care System
	U.S. Health System Reform

	Other National Health Care Systems
	Public Health Functions: An International Perspective
	Features of Selected National Health Systems
	Comparing Health System Outcomes


	Chapter 8 Global Influences on Population Health
	Globalization
	Dimensions of Globalization
	Health Effects of Globalization

	International and Global Health Perspectives
	Trends in Global Health Collaboration
	U.S. Involvement and Global Health
	Global Health Initiatives
	Global Health Governance

	Health Care Organization at Global and International Levels
	Bilateral Agencies
	Multilateral Agencies
	Civil Society Organizations

	Global Health Issues
	Health Status Issues
	Social Determinants of Health

	Population Health Nursing and Global Health
	Service Delivery
	Framing Global Policy Issues
	International Nursing Organizations



	Unit 3 Population Health Nursing Strategies
	Chapter 9 Political Strategies
	Policy and Politics
	Relationships Between Public Policy and Health
	Types of Policies
	Avenues for Public Policy Development
	Legislation
	Regulation
	Administrative and Judicial Decisions
	State Health Plans

	Nursing and Policy Development
	Spheres of Nursing Influence in Policy Development
	Principles of Policy Development
	The Policy Development Process
	Population Health Nursing Roles and Policy Development
	Applying the Population Health Nursing Model to Policy Development

	The Patient Protection and Affordable Care Act—PL 111–148

	Chapter 10 Community Empowerment Strategies
	Empowerment and Related Concepts
	Levels of Empowerment
	Models for Community Empowerment
	Population Health Nursing and Community Empowerment
	The Population Health Nurse’s Role in Fostering Empowerment
	Assessing Community Strengths and Needs
	Planning and Implementing Empowerment Strategies
	Evaluating Community Empowerment


	Chapter 11 Health Promotion and Education Strategies
	Defining Health Promotion
	The Need for Health Promotion
	Models for Health Promotion
	The Precaution Adoption Process Model
	The Theories of Reasoned Action and Planned Behavior
	The Health Belief Model
	Pender’s Health Promotion Model

	Population Health Nursing and Health Promotion
	Factors Influencing Health Promotion
	Strategies for Health Promotion
	Evaluating Health Promotion Programs


	Chapter 12 Case Management Strategies
	Defining Case Management
	Case Management Models
	Standards and Principles of Case Management
	Competencies and Functions of Case Managers
	The Case Management Process
	Ethical and Legal Issues in Case Management
	Case Management and Health Care Reform
	Population Health Nursing and Case Management
	Assessing the Need for Case Management
	Assessing the Case Management Situation
	Planning and Implementing Case Management Strategies
	Evaluating the Process and Outcomes of Case Management


	Chapter 13 Home Visits as a Population Health Nursing Strategy
	Defining a Home Visit and Types of Home Visits
	Advantages and Disadvantages of Home Visits
	Home Visiting Programs
	The Home Visit Process
	Initiating the Home Visit
	Conducting a Preliminary Health Assessment
	Deriving Nursing Diagnoses
	Planning the Home Visit
	Implementing the Planned Visit
	Evaluating the Home Visit
	Documenting Home Visits
	Termination

	Home Visits in the Home Health and Hospice Contexts
	Collaboration in Home Health and Hospice Care
	Technology and Home Care Services
	Funding Home Health and Hospice Services
	Licensing of Home Health and Hospice Services
	Standards for Home Health and Hospice Nursing
	Evaluating Home Health and Hospice Services



	Unit 4 Nursing Care of Special Populations
	Chapter 14 Care of Families
	Theoretical Perspectives on Family
	Systems Models
	Family Life Cycle Theory
	Symbolic Interactionism

	The Family as a Unit of Care
	Defining Family
	Family Types

	Population Health Nursing and Care of Families
	Assessing Family Health Status
	Diagnostic Reasoning and Care of Families
	Planning and Implementing Health Care for Families
	Evaluating Family Care


	Chapter 15 Care of Communities and Target Populations
	Community Engagement and Population-Based Health Initiatives
	Benefits of Engagement
	Models for Engagement
	Principles of Engagement
	Developing a Comprehensive Community Engagement Strategy

	Nursing Care of Populations
	Assessing Population Health Status
	Deriving Population-Level Nursing Diagnoses
	Planning Population-Based Health Initiatives
	Implementing Population-Based Health Initiatives
	Evaluating Population-Based Health Initiatives


	Chapter 16 Care of Child and Adolescent Populations
	Health Issues for Children and Adolescents
	Child and Adolescent Mortality
	Preterm Births
	Injury
	Communicable Diseases
	Chronic Conditions
	Psychological and Behavioral Health Problems
	Developmental Disorders
	Violence

	Population Health Nursing Care of Child and Adolescent Populations
	Assessing the Health of Child and Adolescent Populations
	Diagnostic Reasoning and the Health of Child and Adolescent Populations
	Planning and Implementing Health Care for Child and Adolescent Populations
	Evaluating Health Care for Child and Adolescent Populations


	Chapter 17 Care of Men
	Population Health Nursing and Care of Men
	Assessing the Health Status of Men
	Diagnostic Reasoning and Men’s Health
	Planning to Meet the Health Needs of Men
	Evaluating Health Care for Men


	Chapter 18 Care of Women
	Population Health Nursing and Women’s Health
	Assessing the Health Status of Women
	Diagnostic Reasoning and Women’s Health
	Planning to Meet the Health Needs of Women
	Evaluating Health Care for Women


	Chapter 19 Care of the Older Population
	Theoretical Perspectives on Aging
	Population Health Nursing and Care of Older Populations
	Assessing the Health Status and Needs of Older Populations
	Diagnostic Reasoning and Care of Older Populations
	Planning to Meet the Health Needs of Older Populations
	Implementing Care for Older Populations
	Evaluating Health Care for Older Populations


	Chapter 20 Care of Gay, Lesbian, Bisexual, and Transgender Populations
	Sexual Orientation and Gender Identity
	Determining the Size of the GLBT Population
	Population Health Nursing and Care of GLBT Populations
	Assessing the Health of GLBT Populations
	Planning and Implementing Health Care for the GLBT Population
	Evaluating Health Care for the GLBT Population


	Chapter 21 Care of Poor and Homeless Populations
	Overview of Poverty and Homelessness
	Defining Poverty and Homelessness
	The Magnitude of Poverty and Homelessness

	Population Health Nursing and Care of Poor and Homeless Populations
	Assessing the Health of Poor and Homeless Populations
	Diagnostic Reasoning and Care of Poor and Homeless Populations
	Planning and Implementing Health Care for Poor and Home- less Populations
	Evaluating Care for Poor and Homeless Populations


	Chapter 22 Care of School Populations
	Historical Perspectives
	The School Health Team
	The School Nurse
	Other Team Members

	Population Health Nursing and Care of School Populations
	Assessing the Health of School Populations
	Diagnostic Reasoning and Care of School Populations
	Planning and Implementing Services to Meet the Health Needs of School Populations
	Evaluating Health Care for School Populations


	Chapter 23 Care of Employee Populations
	Occupational Health Nursing
	Educational Preparation for Occupational Health Nursing
	Standards and Competencies for Occupational Health Nursing
	Occupational Health Nursing Roles

	Population Health Nursing and Care of the Working Population
	Assessing the Health Status of the Working Population
	Diagnostic Reasoning and Care of Working Populations
	Planning and Implementing Care for Working Populations
	Evaluating Health Care in Work Settings


	Chapter 24 Care of Correctional Populations
	The Correctional Population
	The Need for Correctional Health Services
	Population Health Nursing and Correctional Health
	Assessing the Health Status of Correctional Populations
	Diagnostic Reasoning and Care of Correctional Populations
	Planning and Implementing Health Care for Correctional Populations
	Evaluating Health Care for Correctional Populations


	Chapter 25 Care of Populations Affected by Disaster
	Defining and Categorizing Disasters
	Disaster Trends
	Characteristics of Disasters
	The Disaster Role of the Public Health System
	Elements of a Disaster Event
	The Temporal Element: Stages of Disaster Response
	The Spatial Element
	The Role Element
	The Effects Element

	Population Health Nursing and Disaster Care
	Disaster-related Assessment
	Diagnostic Reasoning and Care of Populations in Disaster Settings
	Planning: Disaster Preparedness
	Implementing Disaster Care
	Evaluating Disaster Preparedness and Response



	Unit 5 Population Health Issues
	Chapter 26 Communicable Diseases
	General Concepts Related to Communicable Diseases
	Chain of Infection
	Modes of Transmission
	Portals of Entry and Exit
	Incubation and Prodromal Periods
	Immunity
	Other Communicable Disease Concepts

	Trends in Communicable Diseases
	Vaccine-preventable Diseases
	Sexually Transmitted Infections
	Viral Hepatitis
	Tuberculosis
	Food and Waterborne Diseases
	Bloodborne Diseases
	Arthropodborne (Arboviral) Diseases
	Emerging Diseases

	Population Health Nursing and Communicable Disease Control
	Assessing Determinants of Health in Communicable Disease
	Diagnostic Reasoning and Control of Communicable Diseases
	Planning and Implementing Control Strategies for Communi- cable Diseases
	Evaluating Communicable Disease Control Strategies


	Chapter 27 Chronic Physical Health Problems
	Individual, Family, and Societal Effects of Chronic Physical Health Problems
	Individual Effects
	Family Effects
	Societal Effects

	Population Health Nursing and Chronic Physical Health Problems
	Assessing Risks for and Effects of Chronic Physical Health Problems
	Diagnostic Reasoning and Control of Chronic Physical Health Problems
	Planning and Implementing Control Strategies for Chronic Physical Health Problems
	Evaluating Control Strategies for Chronic Physical Health Problems


	Chapter 28 Mental Health and Mental Illness
	Individual, Family, and Societal Effects of Chronic Mental Health Problems
	Personal Effects
	Family Effects
	Societal Effects

	Trends in Mental Health Problems
	Population Health Nursing and Mental Health and Illness
	Assessing Mental Health Status
	Diagnostic Reasoning and Mental Health and Illness
	Planning and Implementing Strategies Related to Mental Health and Illness
	Evaluating Interventions for Mental Health and Illness


	Chapter 29 Substance Abuse
	Individual, Family, and Societal Effects of Substance Abuse
	Individual Effects Family Effects
	Societal Effects

	Trends in Substance Use and Abuse
	Population Health Nursing and Substance Abuse
	Assessing Risks for and Effects of Substance Abuse
	Diagnostic Reasoning and Control of Substance Abuse
	Planning and Implementing Control Strategies for Substance Abuse
	Evaluating Control Strategies for Substance Abuse


	Chapter 30 Societal Violence
	Trends in Societal Violence
	Self-Directed Violence
	Interpersonal Violence

	Population Health Nursing and Societal Violence
	Assessing Risks for and Effects of Societal Violence
	Diagnostic Reasoning and Societal Violence
	Planning and Implementing Control Strategies for Societal Violence
	Evaluating Control Strategies for Societal Violence



	Index
	A
	B
	C
	D
	E
	F
	G
	H
	I
	J
	K
	L
	M
	N
	O
	P
	Q
	R
	S
	T
	U
	V
	W
	X
	Y
	Z


		2015-07-03T17:57:42+0000
	Preflight Ticket Signature




