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INTRODUCTION

This textbook’s introduction speaks to those most interested in reading Human Disease and
Health Promotion. There are notes to students who want to know what the textbook has to offer

them and how it can help them in their chosen careers. There are also notes to instructors who want
to know why they should use this textbook as part of their course syllabus.

Notes to Students
Are you a student seeking a job in health care, but �nding that learning about human diseases is a
challenge? Are you put off or discouraged about learning this subject? Do you �nd that human disease
textbooks are too dif�cult to read because of medical jargon? Human Disease and Health Promotion
is student-friendly and written in easy-to-understand language. It is designed to help you understand
human diseases, health promotion, and how to work with patients. It gives you the knowledge and
skills needed to get a job in health care.

Human Disease and Health Promotion has 21 chapters organized into two parts. Part 1
(Chapters 1 through 9) sets up a framework for health promotion and describes health care.
Chapters 10 through 21 are organized by body systems. Each chapter starts with an explanation
of how the body system works, then follows with a description of related common diseases. All 21
chapters include learning objectives, chapter summaries, review questions, key terms with de�nitions,
and chapter activities.

Notes to Instructors
When one is writing a textbook for a diverse audience, the question arises, “How do you organize
content to meet the needs of your readers?” Human Disease and Health Promotion answers this
question by keeping in mind the need for �exibility. Chapters can be seen as building blocks of
information. Each block is included or excluded depending on course goals and outcome measures.
All chapters can be taught over two semesters or taught in consecutive courses. Part 1 and Part 2 can
each stand alone. Chapter sequence can be altered or some chapters omitted, depending on students’
needs. Some chapters can be required, whereas others can be treated as suggested readings. Human
Disease and Health Promotion is designed to be �exible to support instructors’ pedagogy and
students’ educational needs.

Not all human diseases are discussed in this textbook. The emphasis is on common rather than
rare diseases. Although rare diseases are interesting to study, becoming acquainted with the more
common diseases is what helps students in their career. For the diseases chosen, only an overview is
given and not a detailed physiological explanation. The textbook explains complex medical concepts
in easy-to-understand language when possible. This does not mean that the textbook lacks academic
rigor; rather, information is presented to be understandable and useful to students.
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PREFACE

H uman Disease and Health Promotion presents a new approach to learning about human
disease. Students who read this textbook improve their understanding of human disease

through a body systems approach and gain health promotion knowledge and skills.
Medical and technological advances of the 21st century continue to challenge what we know

about human diseases. These challenges have made increasing demands on health care providers. To
meet these demands, those seeking to work in health care can be trained in new and developing
nonclinical careers that support and assist physicians in a variety of health care settings.

This textbook is intended for students who seek nonclinical professional careers in health care—
for example, health promotion specialists, health educators, public health workers, health care
administrators, allied health professionals, medical assistants, nursing assistants and aides, medical
secretaries, and patient navigators. In fact, I hope this textbook is useful to anyone who wants to work
with and for patients.

It can be academically demanding to study the basic concepts related to diseases. This is particularly
true when textbooks use complex medical jargon. This textbook, in contrast, offers a student-friendly
experience because it is written in easy-to-understand language. When a textbook makes information
easy to understand, readers are more likely to use it. Students who read this textbook gain the
information they need to get a health care job.

Presenting health promotion and human disease in one textbook places special demands on the
reader. In response, the textbook has two parts. The �rst part examines issues related to health
promotion and health care. The second part describes each of the body’s organ systems along with
associated common diseases.





FABOUT 03/14/2017 12:48:18 Page xi

ABOUT THE AUTHOR

Leslie Beale, MEd, EdD, is a full professor in the Physical Education Health Education Department
and program coordinator for the Health Promotion Program at Spring�eld College, Spring�eld,
Massachusetts. Beale holds a BA in sociology from the University of Massachusetts and an MEd and
EdD in community health education from Boston University. Beale has over 30 years of experience as
a health promotion specialist. She was one of the �rst health educators hired by the Massachusetts
Department of Public Health Regional Prevention Centers and wrote the Massachusetts Department
of Public Health’s state plan for substance abuse prevention. As the adolescent health educator for the
City of Boston, she conducted urban hospital, school, and community health education programs.
As a health promotion specialist, Beale has worked extensively with school, community, health,
higher education, nonpro�t, and law enforcement personnel on issues related to substance abuse,
sexual assault, violence prevention, HIV/AIDS infection, adolescent depression, school phobia,
asthma, vaccinations, peer education, patient advocacy, program planning and evaluation, health
literacy, and the American Disabilities Act (ADA).













WEBC01 03/01/2017 23:26:16 Page 3

CHAPTER 1

OVERVIEW OF HEALTH

CHAPTER OUTLINE

Health De�ned
Two Aspects of Health: Physical and Mental
Wellness De�ned
Risk and Protective Factors That In�uence Health
Health Determinants
The Three P’s: Population, Poverty, and Pollution
Health as a Basic Human Right
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• De�ne health and wellness.

• Identify the two aspects of health:
physical and mental.

• Describe and give examples of
health determinants.

• Compare and contrast risk factors
and protective factors that in�uence
health.

• Explain how the three P’s—
population, poverty, and
pollution—in�uence health.

• Summarize why health is a basic
human right.

This chapter introduces concepts of health and wellness. It also explains how
determinants as well as risk and protective factors in�uence health. Some

determinants such as the three P’s—poverty, population, and pollution—cause
many health problems for people at the local, national, and global levels. The chapter
also offers a rationale for why health is a human right.

Health De�ned
Health is not easy to de�ne. To some people, health is a sense of well-being, of
“feeling good.” For others, health means not being sick, and if sick, healing quickly.

For still others, health is a moral issue; that is, sickness is a result of a person’s
having done something “bad” or “wrong.” For most of us, however, health means
doing what we want to do with little or no pain.

The de�nition of health has changed several times over the course of Western
history. In the past, it was limited to the “absence of disease.” Now, this de�nition
includes not only an absence of disease but also how health is in�uenced by other
factors, such as lifestyle, genetic makeup, and the environment. For example, the most
often quoted de�nition of health was developed in 1948 by the World Health
Organization (WHO): “The state of complete physical, mental, and social well-being
and not merely the absence of disease or in�rmity.”

The WHO 1948 de�nition recognizes that multiple factors in�uence health.
Health is more than a physical condition and more than just the absence of disease.
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Socioeconomic status (SES) Those who have a high SES may view health as enjoying life, and those
who have a low SES may view health as meeting basic needs of food, shelter, and safety.

Adding to the complex in�uences of culture, age, gender, and SES, health and disease can
coexist in a person. For example, a person can have asthma, but if she takes her medications as
prescribed and adjusts her lifestyle to manage the disease, she can still experience physical, mental,
and social health.

In summary, health is a holistic state and includes many factors beyond just freedom from physical
disease and pain. Historically, the de�nition of health evolved from a limited view that focused on the
absence of disease to a view that is multidimensional and includes many different in�uences on health
(Of�ce of Disease Prevention and Health Promotion, 2014).

Two Aspects of Health: Physical and Mental
Regardless of a person’s culture, age, gender, and SES, most people accept that there are two aspects of
health: physical (body) and mental (mind). Physical health or physical well-being concerns our bodies
and is associated with being physically �t due to healthy choices related to exercise, nutrition, sleep, and
relaxation.

Fitness contributes to physical health and it re�ects cardiorespiratory endurance, muscle strength,
�exibility, and body composition. Other contributors to physical health include appropriate weight,
responsible sexual behavior, and hygiene.

Mental health or mental well-being is intellectual and emotional well-being. According to the
National Mental Health Information Center (2015), mental health includes

our emotional, psychological, and social well-being. It affects how we think, feel, and act. It also
helps determine how we handle stress, relate to others and make choices. Mental health is
important at every stage of life, from childhood and adolescence through adulthood.

Most people also agree that mental health includes the ability to enjoy life, bounce back from stressful
events, achieve balance, be �exible, and feel safe.

Many of us see mental health de�ned as a biomedical term: the “absence of mental illness.” For
some, this de�nition is not enough because it adds little to understanding the person and the factors
that lead to health or illness. The goal of treatment in mental health is to understand as much about a
person’s emotions, thoughts, and behaviors as about the signs and the symptoms of a disease
(Manderscheid et al., 2010). As William Osler (1849–1919), an icon of modern medicine, stated,
“It is much more important to know what sort of person has a disease than what sort of disease a
patient has.”

Wellness De�ned
Health and wellness are related terms. Both focus on balancing the physical, social, and emotional
aspects of a person’s life. Wellness is an active, lifelong process of becoming aware of healthy choices
and making decisions that promote a more balanced and ful�lling quality of life—that is, a general
sense of happiness and satisfaction with one’s life and environment. Simply put, wellness is the degree
to which a person feels positive and enthusiastic about life and has developed the ability to manage
feelings and behaviors.

There are two aspects to quality of life. The �rst is a person’s general quality of life, which involves
such factors as health, recreation, culture, and values, and the environments that support these factors.
The second is health-related quality of life, which involves a personal sense of physical and mental well�
being and the ability to engage in healthy behaviors.
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Risk and Protective Factors That In�uence Health
A person’s health is shaped by biological factors, such as genes, age, and gender. However, these
biological factors are generally not suf�cient to ensure that someone will be healthy. Both health and
illness can also be caused by social, economic, educational, cultural, and political factors, ranging from
the availability of food to personal responsibility to quality of health care (Doll, 1992; Institute of
Medicine, 2001; UN Committee on Economic, Social and Cultural Rights [CESCR], 2000; World
Health Organization, 2008).

Those factors associated with illness are referred to as risk factors. Risk factors are certain
conditions or habits that make a person more likely to develop an illness. They can also increase the
chances that an existing illness will get worse. It is important to understand that although risk factors
increase the chances of developing an illness, they do not necessarily cause it. Examples of risk factors
are obesity, unsafe sex, substance abuse, lack of hygiene, and high blood pressure. Risk reduction is a
strategy or action that decreases the risk of getting an illness. For example, a risk reduction strategy for
heart disease is to exercise or to manage stress.

Protective factors have the opposite effect of risk factors. They decrease the chances of a person
developing an illness and lessen the likelihood of negative consequences from exposure to risk.
Protective factors may decrease a person’s chances of developing an illness, but they do not necessarily
prevent someone’s getting the illness. Examples of protective factors are clean water, access to quality
health care, regular exercise, and healthy foods.

Health Determinants
A way to promote health or to prevent illness is to develop strategies against certain risk factors. Health
determinants are situations or environments that allow risk and protective factors to directly in�uence
a person’s health and illness (Baun, Begin, Houweiling, & Taylor, 2009; Wilkinson & Marmot, 2003;
Winklestein, 1992) (see Figure 1.2). It can be confusing to know the differences between risk and
protective factors and health determinants because sometimes these terms can be used to mean the
same thing.

A person’s physical and mental health is in�uenced by one or more of the following determinants:

Socioeconomic status (SES) Money or lack of money is critical to health. Poverty reduces people’s
access to health care and resources, resulting in health problems that go untreated.

Employment and work environment Steady employment and a healthy work environment contrib�
ute to health.

Education Education provides people with knowledge and skills to make healthy choices and to access
quality health care.

Health literacy To be able to obtain, read, understand, and act on health information affects health.

Physical environment Air, noise and water-quality control, toxic waste removal, housing, and
community safety all support health.

Family, social, and community support networks Support from families, friends, and communities
helps people deal with illness.

Access to quality health care The availability of preventive and primary care services is important in
promoting and maintaining health.

Health policies Governmental policies affect the health of individuals, their loved ones, their family,
and their community. Examples include antismoking campaigns, immunizations, and gun control
laws.
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• Early life experiences. These impact a lifetime of health-related choices. Brain, cognitive, and
behavioral development early in life are linked to many common health problems later in life,
including cardiovascular disease and stroke, diabetes, obesity, smoking, and depression.

• Communities. Disparities in health care due to race, ethnicity, income, or education must be
reduced. Community conditions can contribute to disease, such as asthma and lead poisoning, as
well as limit the opportunity for healthy behaviors.

• Income. Higher income can mean easy access to resources such as health care, healthy foods,
quality child care, and housing free of toxins. Lower income can mean that everyday life is a
�nancial struggle, leaving little opportunity to access the resources available to people with higher
incomes.

• Education. People who lack education have more dif�culty understanding how their behaviors
affect their health, coping with chronic health problems, and undergoing complex medical
treatments. Higher levels of education provide opportunities for higher-paying jobs, which bring
better health insurance bene�ts and healthier working environments. Better education, higher
income, and improved health are directly linked.

The Three P’s: Population, Poverty, and Pollution
There are many theories that explain the complex in�uences that shape health. One theory states that
to understand these complex in�uences on health means taking into consideration not only the whole
person but also whole populations and the environments they live in. This theory views the “three
P’s”—population, poverty, and pollution—as intertwined with health (see Figure 1.3). Population
growth is associated with poverty, and both poverty and population growth are associated with
pollution. Population, poverty, and pollution have a negative impact on health.

The three P’s theory of health is rooted in the early 1970s environmental movement, which focused
on pollution concerns, such as poor air quality, contaminated water, and toxic waste. From these
concerns grew awareness of overpopulation and its impact on the environment. In response to
overpopulation, organizations such as Planned Parenthood works toward reducing birth rates,
especially in developing countries. The birth control strategies of these organizations do eventually
reduce population growth and cut poverty rates in many countries.

The birth rate has dropped in the United States and many other countries, but the global
population continues to grow—the current global population of approximately 7 billion people is
expected to reach 8–10 billion sometime in the 21st century (Clark, 2005; CESCR, 2000). Population
growth is closely linked to poverty, as it reduces economic growth and also drains the environment of
resources.

Figure 1.3 Three P’s of Health
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Associated with population growth is not only the problem of poverty but also the problem of
pollution (Worldwatch Institute, 2015). Whereas the wealthy use more resources and produce more
pollution, those who are poor bear a greater share of the burden of pollution. Poor people, for example,
live without adequate food, housing, clean water, clean air, or basic health care. Because of the
increasing numbers of people who continue to increase their levels of consumption, the global and
national gains made in pollution control have been threatened.

Unfortunately, many of the same environmental problems of the 1970s are still with us and will
continue to be for a long time to come. Doll (1992) identi�ed why the three P’s are hazardous. One,
pollution of the atmosphere by greenhouse gases causes climate change, which ultimately has major
consequences for health. Second, the worldwide population growth rate is now 26 persons every
10 seconds. If this rate continues, there will eventually be a population twice the carrying capacity of the
earth even if “we all had a vegetarian diet and shared our food equally” (p. 933). In other words, if we
continue to reproduce at the current rate, the earth will no longer be able to provide for the human
population. Third, poverty causes illness. Those who live in poverty are more likely to suffer from a
variety of chronic health problems, both psychological and physical. At the current rate, poverty will
increase along with overpopulation. Increased overpopulation and poverty mean that scarce global
resources will be available only to those who can afford to buy them.

Health as a Basic Human Right
In 1948, the United Nations stated in its Universal Declaration of Human Rights, “Everyone has the
right to a standard of living adequate for the health and well-being of himself and his family, including
food, clothing, housing, and medical care.” Then and now, health is a basic human right. Health has
universal importance to every person because it is necessary for joy, productivity, and creativity.
Persons with physical and mental health socialize, work, and engage in activities that add meaning to
their lives. Every person wants to be healthy, to have the best physical and mental health possible, even
when he or she experiences an illness. Health is such a basic need that not to have it impacts life, liberty,
and the pursuit of happiness. Unfortunately, the majority of people living today do not experience this
basic human right.

The right to health includes access to healthy foods and nutrition, housing, adequate sanitation,
safety, and positive working environments. It also includes freedoms and opportunities—freedoms
meaning the right to control one’s health and body and the right to be free from torture and from
nonconsensual medical treatment and experimentation; opportunities meaning the right to a health
care system that provides access to quality care for all (CESCR, 2000).

Yet the right to health does not mean a right to be healthy. A nation cannot guarantee that all its
citizens will be healthy. However, health as a human right is the right to the use of a variety of facilities,
goods, services, and environments necessary for a person to reach his or her highest possible level of
health.

Chapter Summary
• During the Ottawa Charter for Health Promotion in 1986, WHO expanded its de�nition of health

to “a resource for everyday life, not the objective of living. Health is a positive concept emphasizing
social and personal resources, as well as physical capacities.”

• Health and wellness are related terms. Both terms focus on balancing physical, emotional, and
social aspects of one’s life.

• Risk factors increase the chances of contracting an illness. Protective factors decrease the chances
of becoming ill.
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CHAPTER ACTIVITIES

1. Prepare to interview family members, friends, and neighbors who represent health across the lifespan. (For example,
interview a child, an adolescent, a young adult, an adult, and an older adult.) Ask each person to tell you his or her
de�nition of health. After conducting the interview, identify how the de�nitions differ across the lifespan. Write down
the interview responses with your analysis and be prepared to discuss your �ndings in terms of health across the
lifespan.

2. Identify and list �ve to seven health determinants. For each determinant, describe at least one or two risk factors, one or
two protective factors, and one or two risk reduction strategies.

3. Go to the World Health Organization’s website (http://www.who.int/gho/en/) for information on the Global Health
Observatory (GHO) data. Review the links that show health issues at the global level. In small groups, brainstorm
impressions of current global health issues. For example, which countries have the longest life expectancy? Which have
the shortest? Once you brainstorm impressions, identify the health determinants that explain why speci�c health
problems exist in certain countries while not in others.

4. If health is a human right, identify ways in which the US health care system violates that right and ways that it supports
that right. Write your analysis in two columns to compare and contrast your ideas.

5. Develop a two-page case study that addresses health across the lifespan. The case study selection can be based on
gender, sexual orientation, or race and ethnicity. Be ready to present your case study during class discussion. The class
discussions need to address the issue of how considerations related to health across the lifespan are not the same for
everyone.
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CHAPTER OUTLINE

Brief History of Western Medical Practices
Theories on the Causes of Disease
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Chapter Summary
Review Questions
Key Terms
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CHAPTER OBJECTIVES

• Summarize milestones in the history
of Western medical practices.

• Identify and explain �ve medical
theories on the cause of diseases.

• Summarize disability, disablement,
and the disablement process.

• Compare and contrast infectious and
noninfectious diseases.

• Give examples of the components of
disease prevention: health
promotion and health education.

• Explain the social-ecological model.

• Discuss how the goals of Healthy
People 2020 improve the nation’s
health.This chapter includes an overview of Western medical practices. A discussion

follows on how past medical discoveries contributed to today’s medical practices
and how we view the causes of disease.

The chapter analyzes how the sciences of microbiology, bacteriology, and
epidemiology were created in response to overcrowded living conditions during
the Industrial Revolution. In addition, it offers an overview of the elements of
disability as well as disease prevention. The chapter also looks at the Healthy People
2020 national agenda for disease prevention.

Brief History of Western Medical Practices
Western medical practices evolved from superstitions to a science. This evolution has
taken place over thousands of years, each generation building on the knowledge of
earlier times (Bynum, 2008; Leavitt, 1990; Loudon, 1997).

Please note that every culture has its own history of medical practices. The original
peoples of North America, Africa, Australia, Asia, Southeast Asia, Siberia, and else�
where have medical practices that re�ect their cultural beliefs. These practices are
passed from one generation to the next by oral, written, or visual traditions (Winkel�
man, 2009). In this chapter, however, the focus is on Western medical practices.

8000 BCE: Prehistoric Ages
Archaeologists have found cave paintings in Europe which suggest that the earliest
humans believed that spirits and supernatural forces cured diseases. Animals, stars,
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earth, and dead ancestors inhabited the spirit world and in�uenced people’s health. Specially trained
individuals known as spirit healers or shamans called upon the spirit world for guidance on healing.
These spirit healers were the �rst physicians, performing ceremonies and casting spells to treat
diseases. They also used the �rst herbal medicines.

There was even prehistoric brain surgery, known as trepanning. Prehistoric skulls have been found
with holes bored into them. These skulls show that the wounds healed and the bones grew back,
meaning that the patients often survived. Trepanning was performed to let evil spirits out through the
skull. It was done while the person was awake.

Although Western medicine no longer depends on the spirit world as a healing power, spirit
healing is still practiced by some. Many people still visit faith healers or shamans or follow alternative
therapies that claim to tap into the spirit world.

2000 BCE: Egyptians
Ancient Egyptians had physicians who specialized in treating particular parts of the body as well as
researched the bene�ts of herbal medicines. The Egyptians kept detailed records of symptoms and
treatments, creating the �rst medical textbooks. They also were the �rst pharmacists who prepared
prescriptions used to treat speci�c diseases.

Physicians were priests who communicated with those gods responsible for the health of different
parts of the body. However, instead of just relying on the gods, these physicians used herbal medicines
and simple surgical procedures as part of treatment.

450 BCE to 300 CE: Greeks and Romans
The Greek philosopher Hippocrates (460–370 BCE) is considered the father of modern medicine. His
name was given to the Hippocratic Oath that physicians are still required to uphold when practicing
medicine.

Hippocrates separated medical practice from religion and saw disease as the body’s failure to
balance four “humors”: blood, phlegm, black bile, and yellow bile. If a person was sick, it meant that
there was an imbalance in his or her humors. Hippocrates’s approach took medical practices away from
the spirit or god world and moved toward a bodily explanation for disease.

Once medical practices were no longer dominated by the spirit or god world, ancient Greek
physicians talked to their patients and took case histories. They also performed a physical exam on
patients to make a diagnosis before recommending treatment.

When ancient Romans conquered the Greeks, they put many of the Greek medical practices to use.
In addition, ancient Roman physicians gained much of their surgical knowledge by treating casualties
in wars. They had hospitals to treat soldiers, and army surgeons became experts in amputations and
stitching wounds.

The ancient Romans also were the �rst to link dirt and lack of hygiene with disease. To improve
public health, they built water canals to supply clean drinking water, and sewers to remove wastes.
Improved canals and sewers led to better personal hygiene, which helped reduce infectious diseases.

500–1400: The Middle Ages
With the fall of their empire, many of the ancient Roman public health practices were lost, and the
“Dark Ages” of medicine began. The Middle Ages in Europe saw most people without access to clean
drinking water, regular bathing, or a sewage system. The lack of public health practices meant that
diseases spread more easily.

Although the Middle Ages are often known as the Dark Ages, some of the medical practices of that
time are still used today. Laws were enacted that allowed only trained, registered people to practice
medicine. Schools and universities began to educate wealthy individuals in medicine. Although
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surgical instruments were basic, complicated operations such as amputations were common. Opium
was used as an anesthetic, and wounds were cleaned with alcohol to prevent infections.

700–1500: Middle East
While the medical practices of Europe during the Middle Ages focused on religious superstitions, the
Middle East was the center of medical knowledge. Middle Eastern medical practices focused on
universal health care, in that hospitals were not just for the wealthy—they treated rich and poor alike.
Hospitals had medical and surgical wards as well as operating theaters and pharmacies. By the 10th
century, Middle Eastern hospitals employed trained and licensed physicians and pharmacists.
Medicines were certi�ed as safe, and of�cials visited pharmacists for quality control of prescriptions.

One of the most important medical books of this period was Laws of Medicine, written by the
physician Avicenna (980–1037). Completed around 1030, this encyclopedia of medicine contained �ve
books detailing the formulas for medicines, diagnosis of diseases, and treatment.

1400–1700: The Renaissance
Leonardo da Vinci (1452–1519) drew the �rst anatomical drawings based on human dissection.
Leonardo’s drawings were a medical breakthrough because they helped identify organs and systems of
the human body.

Physicians during the Renaissance based their diagnoses on the �ve senses, including tasting a
urine sample. Urine tasting was a way that physicians determined what was wrong with a patient,
assigning differences in colors and smells to speci�c diseases.

Barbers, not physicians, performed minor operations and treated wounds. The red-, white-, and
blue-striped barber pole is a symbol that originated in the Renaissance period. The pole’s red stripe
represented blood; the white, bandages; and the blue, veins—marking the barber as a surgeon.

Renaissance pharmacists experimented with new plants brought from the Americas by Chris�
topher Columbus and other explorers. For example, the leaves of the tobacco plant were thought to be
so powerful a medicine that tobacco was called “God’s remedy,” used to help cure respiratory diseases.

1700–1800: The Industrial Revolution
The Industrial Revolution of the 18th and 19th centuries saw a change in the way people lived. Many
people moved from small villages to �nd work in cities. They often lived in dirty, overcrowded housing
with poor sanitation. Many people who lived in these conditions died from infectious diseases, such as
cholera, tuberculosis, and pneumonia, which spread quickly.

Physicians during the Industrial Revolution did not understand the causes of most infectious
diseases, nor did they know how to prevent them (Loudon, 1997). In the attempt to address the
problem of infectious disease, three sciences emerged that helped explain the causes of infectious
diseases and how they spread. The �rst is microbiology, the study of microbes, or germs. The second is
bacteriology, the study of bacteria. These two sciences explain causes of diseases and their spread from
a biological or medical perspective.

The third science, epidemiology, is the foundation of public health. Epidemiology is a science that
identi�es the causes of diseases and how they spread, but does so from a different perspective than that
of microbiology and bacteriology. This science identi�es and measures the physical, social, and cultural
factors associated with diseases.

1900–2000: Advances in Medical Practices
In the 19th century, diseases that caused diarrhea were the biggest killer of children, and tuberculosis
was the leading cause of death in adults today. In 1901, the average life expectancy in the United States
was 47 years. By the year 2000, it had risen to 77 years. New medicines, improved air quality, and better
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public hygiene contributed to this 64% increase in life expectancy today. The sciences in the 20th
century continued to build on the discoveries of the past and made major advances in medical
practices. These advances include, to list a few, the development of antibiotics, aspirin, blood
transfusions, chemotherapies, dialysis, genetic testing, the Human Genome Project, medical imaging,
organ transplants, stem cell therapies, and vaccines.

Many of the medical advances made in the 20th century not only improved people’s lives but also
created ethical concerns—for patients, for health care providers, and for political leaders. For example,
advanced treatments such as genetic engineering are used to treat a range of diseases. However, many
of these treatments are expensive and are available only to those who have the money to pay. The
wealthier a person is, the more likely it is that he or she has access not only to quality health care but also
to medical advances that possibly save lives. The ethical concerns related to medical advances and who
has access continue to challenge us.

2100 and Beyond: Medical Technologies
The 21st century has seen further advances in medical research and treatment. One example is robotic
surgery. This type of surgery allows surgeons to perform complex procedures with more precision and
control than is possible with conventional techniques. Robotic surgery enables minimally invasive
procedures to be performed through tiny incisions. Patients who undergo robotic surgery have smaller
scars, heal faster, and experience less pain than with regular surgery (Bynum, 2008).

Another example is precision medicine. Precision medicine is the practice of developing targeted
medical treatments based on a person’s environment, genetics, and lifestyle. Targeting the right
treatment to the right patient reduces cost, decreases side effects, and improves health outcomes.

Yet, regardless of new technologies, it is still impossible to prevent all diseases. Bacteria evolves and
become resistance to antibiotics. Viruses mutate to cause new infections. In addition, as people live
longer, there are new challenges in treating an aging population.

The main shift in today’s medical practices as compared to those used in the past has to do with not
just the merits of discoveries but also how these discoveries affect patients (Baun, Begin, Houweling, &
Taylor, 2009). We now see physicians and other health care providers in partnership with patients. The
patients themselves have varying degrees of control over their health. This partnership has become
crucial to understanding and delivering health care (Sara�no, 2008).

Theories on the Causes of Disease
Along with the evolution of Western medical practices have come changes in the theories explaining
what causes disease. This chapter limits the discussion of what causes disease to �ve major theories
(Turshen, 1989):

1. Germ theory. Germs such as bacteria or viruses cause diseases.

2. Genetic abnormality theory. Personal genetic makeup or genes cause diseases.

3. Lifestyle theory. Personal lifestyle choices and behaviors cause diseases.

4. Multi-causes theory. Diseases have multiple causes, many of which are rooted in physical,
psychological, and social environments.

5. Social production theory. Diseases are socially produced.

Germ Theory
Germ theory is one of the oldest explanations for what causes diseases. Louis Pasteur (1822–1895),
among others, identi�ed multiple bacteria, viruses, and other infectious agents and developed the germ
theory.
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The germ theory’s logic is that by killing germs such as a virus, or by making germs harmless, the
disease can be cured and can be stopped from spreading. An example of the germ theory in action is
when a person with a cold washes his or her hands to stop the spread of the cold virus to other people.

The germ theory was highly controversial when it was �rst proposed. Now it is one of the
foundations of Western medical practice, which incorporates the use of antibiotics, antiviral medi�
cines, vaccinations, and good hygiene practices.

There are, however, three weaknesses to the germ theory. The �rst is that it relies solely on the
medical causes of diseases, ignoring individual, environmental, and socioeconomic causes. The second
weakness is that it gives false hope that once the “germ” that caused the disease is identi�ed, then the
disease can be controlled, which is not true. There are many infectious diseases, such as HIV/AIDS,
Lyme, and Zika, that are not controlled despite our knowledge of the cause. The third weakness is that
the germ theory neglects to explain the causes of noninfectious diseases, such as cancer or heart
disease.

Genetic Abnormality Theory
Genetic abnormality theory states that problems with a person’s genetic makeup are the cause of
diseases. Faulty genes can be the direct cause of a disease such as sickle cell anemia. Diseases can also be
caused indirectly by faulty genes; for example, exposure to toxic waste puts some people with faulty
genes more at risk for cancer than others.

This theory is based on the importance of identifying those who are more at risk for speci�c
diseases due to their genes. Genetic screening, genetic counseling, and genetic engineering are
examples of how the genetic abnormality theory is part of today’s medical practices.

The genetic abnormality theory does lead to a better understanding of the causes of certain
diseases. However, factors like income, education, and environment are not part of the genetic
abnormality theory. Its focus is “something is wrong with the person.” This theory can foster a “survival
of the �ttest” approach because there is not much you can do for people with “bad” genes. The theory
sets up a dynamic between those with “good” genes versus those with “bad.” As an example of how the
genetic abnormality theory was used for destructive purposes, during World War II, the Nazis killed
those who were deemed to have inferior genetic makeup, such as gypsies, homosexuals, Jews, and
people with disabilities.

Lifestyle Theory
According to the lifestyle theory, diseases are a consequence of personal choices and behavior, for
which each individual is responsible. A person gets a disease because he or she lacks information or
behaves irresponsibly. This theory embraces the concept that with a healthy lifestyle, a person can
reduce the chances of getting a disease.

The lifestyle theory is often clouded with a “blaming the victim” stance; that is, if only a person lived
“right,” then he would not get a disease. For example, according to the lifestyle theory, if a person knew
how to manage his stress—avoiding making unhealthy choices and engaging in unhealthy behaviors
that lead to stressful situations—then he would not get heart disease.

Research that supports the lifestyle theory is limited. A person can make healthy choices and
engage in healthy behaviors yet still get any number of diseases. Healthy lifestyle choices and behaviors
can reduce the risk of getting some diseases, but they are no guarantee.

Multi-Causes Theory
The multi-causes theory does not abandon the germ, genetic abnormality, or lifestyle theories. Instead,
it adds a broader explanation. The multi-causes theory recognizes the complex causes of a disease.
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That is, factors such as germs, genetics, lifestyle, income, and environment can all contribute to causing
a disease (Of�ce of Disease Prevention and Health Promotion, 2015).

The multi-causes theory is widely held and is supported by US public health policies. It is
noteworthy, however, that although this theory explains the cause of diseases, there has been little
progress made in reducing overall death rates in the United States (Goodman, Posner, Huang,
Parekh, & Koh, 2013). Even when we know the causes of a disease and can treat it, better diagnosis and
treatment can only go so far. According to the Of�ce of Disease Prevention and Health Promotion
(2015), although death rates from heart disease, stroke, and diabetes have slowed in recent years, there
needs to be more emphasis on how to prevent these diseases in the �rst place. If we were to apply what
we know about preventing chronic diseases such as cancer, heart disease, stroke, and diabetes, we could
reduce deaths by half. In addition, regardless of the cause of chronic diseases, there is no cure. The
multi-causes theory only explains how people get diseases—it does not offer the cure.

Social Production Theory
The social production theory claims that it is more important to understand the circumstances of
illness (where people live and work) than the biological information related to a disease. The way in
which goods and services such as housing, food, and income are distributed affects our health—and
puts us at risk for diseases.

According to this theory, health and disease are products of the way that society is organized in
terms of how goods and services as well as surplus are made and distributed. Surplus is that part of
goods and services that is not necessary for survival. For example, company pro�ts and owning a
second home are two forms of surplus.

This theory suggests that the only way to prevent diseases is through social reorganization,
including the ways surplus is distributed to those who are not wealthy. The answer to the question of
what is the cause of disease involves a shift in focus from the individual to social class and to the way
goods and services are distributed.

Although health care is important for identifying and treating diseases, what is also as important is
social organization. Diseases are different from place to place not only because of geography but also
because of the way that goods and services are distributed in those places. If we know the answers to
“Who gets what? When? How? Why? And how much?” then we can better understand the causes of
diseases.

Measuring Health and Disease
How health and disease are measured has evolved with Western medical practices and theories. Health
is measured in terms of the absence of disease or of the body’s ability to maintain equilibrium, known as
homeostasis. A way to measure health is to look at a population’s health status (Durch, Bailey, & Stoto,
1997). Health status is the health description of a population.

The measure of health status includes the death rate, known as mortality. It can also include the
illness, injury, or disability rate, known as morbidity. A growing trend in measuring the health of a
population is to use the terms mortality and morbidity rather than health status.

Diseases are what physicians and biologists study. A disease is an abnormal condition in
physiological and biological factors or an abnormal homeostasis status. The cause, or etiology, of a
disease can be known or unknown. When the etiology is unknown, the disease is referred to as
idiopathic.

Signs, such as elevated blood pressure, are the evidence of a disease and are measured during a
physical exam. Symptoms are what a patient reports to be experiencing but cannot be measured.
Examples of symptoms are dizziness, lack of sleep, and itching.
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Figure 2.1 Epidemiologic Triangle

particular disease than expected in a given area or among a speci�c group of people over a particular
period of time.

Diseases also are measured by categories—for example, infectious, genetic, psychiatric, genital,
cardiovascular, metabolic, and occupational. Syphilis, for example, is a chronic, infectious, communi�
cable, genital disease.

Medical Concepts of Disease and Disability
The terms health care consumer, client, and patient are often used to mean the same thing, but
although these terms are similar, they are not identical. A health care consumer is someone who buys
health services or products. A client is someone who uses professional health services. A health care
consumer and client may or may not be sick or have a disease or a condition.

Please note that the term patient is used in this textbook to describe someone waiting for or using
health care services. He or she is most often sick and needs the services of a physician or other health
care providers.

The term health care providers as used in this textbook is adapted from the 2010 World Health
Organization (WHO) de�nition of health professionals. Health care providers “study, advise on or
provide preventive, curative, rehabilitative and promotional health services based on theoretical and
factual knowledge in diagnosis and treatment of disease and other health problems” (p. 1). According
to WHO, health care providers include those who are clinically trained, such as physicians, dentists,
physician assistants, nurses, and pharmacists. Health care providers can also be people who are not
necessarily clinically trained, such as health education specialists, patient navigators, peer educators,
community health workers, psychologists, health advocates, social workers, home health aides, and a
wide variety of other professionals trained to provide some type of health care service.

Like the terms health and disease, disability is de�ned in a variety of ways. For the purposes of this
textbook, disability is de�ned as the inability to perform and to participate in socially de�ned activities
and roles expected of a person within a social or a physical environment (Carmelo & Donatella, 2008).
The de�nition re�ects a complex interaction between the health of a person with his or her
environment. Disability is measured by how much the person can participate in his or her world.
People with disabilities are identi�ed as persons have dif�culty doing daily life activities, who use
assistance, or who see themselves as having a disability (Carmelo & Donatella, 2008; Masala & Petretto,
2008).

Disablement is the transition from health to disability. The term represents the interaction
between the person who has a disease and his or her environment (see Figure 2.2). Disablement
happens when a person gets sick and experiences restrictions in basic physical and mental activities
within his or her environment.

There are also terms that measure the patient’s experience. Illness is the personal experience of not
feeling well. Sickness is being ill but also experiencing the social responses to a disease or illness. For
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Figure 2.2 The Disablement Process

example, those with a mental health disorder may be described by others as having a “sickness.” The
sick role focuses on social expectations for the behaviors of a person with a disease—for instance, taking
sick time off from work.

How the terms disease, disorder, medical condition, illness, sickness, and sick role are viewed
depends on a person’s social, racial, and cultural environment. For example, depending on the culture,
AIDS carries such a heavy social stigma that a person who has this disease may be too afraid to seek
treatment.

Disease Prevention, Health Promotion, and Health Education
The 20th and 21st centuries have seen improvements in disease prevention. The world is now a place
where many people live longer and often have healthier lives than they did in earlier periods. The Of�ce
of Disease Prevention and Health Promotion (2015) report that this increase in life expectancy and
quality of life is due not to medical technology but to disease prevention.

Health promotion is the major strategy of disease prevention (WHO, 1998). The 1998 WHO
de�nition of health promotion is “the process of enabling people to increase control over their health
and its determinants, and thereby improve their health.” By this de�nition, health promotion does not
focus only on the individual but also on the in�uences that affect a person’s health.

There are two parts to health promotion: (a) health education and (b) environmental strategies
that support healthy lifestyles (WHO, 1998). Health education is the basis for health promotion; that is,
you cannot engage in health promotion without health education (Gold & Miner, 2002). Health
education is a specialized �eld that uses planned strategies based on educational theories. It provides
opportunities for individuals, groups, and communities to learn information and develop skills that are
necessary for healthy decisions and lifestyles.

Health promotion strategies are put to use at three levels: primary, secondary, and tertiary (Of�ce
of Disease Prevention and Health Promotion, 2015).

Primary prevention strategies prevent or stop a person from getting a speci�c disease. These
strategies target healthy people. Primary prevention includes efforts to reduce causes or risk factors
associated with a disease. Examples include vaccinations, smoke-free workplaces, and prenatal care.

Secondary prevention strategies try to prevent a disease from getting worse. These strategies try to
stop a disease from progressing once a person is exposed to it or at risk of becoming ill. Examples
include screenings that detect disease at an early stage. Screenings �nd people who are likely to have a
disease, or they look for factors that put a person at risk for disease.

Tertiary prevention strategies soften the negative effects of having a disease. Strategies include
services that minimize illness and improve outcomes once someone has a disease. Examples are
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Figure 2.3 The Social-Ecological Model for Health Promotion

rehabilitation services like physical therapy, occupational therapy, or Alcoholics Anonymous (AA)
support groups.

These levels of health promotion are based on an understanding that there are multiple factors that
in�uence the likelihood of an individual getting a disease. The social-ecological model identi�es these
factors as individual, relationship, community, and societal (National Center for Injury Prevention and
Control, 2015). It also explains how these factors protect people from getting a disease or put them at
risk. It is the role of health promotion strategies to positively affect these factors (see Figure 2.3). Health
promotion targets these factors at multiple levels and at the same time.

Individual The �rst level aims at the biological and personal history factors that increase risk. Some of
these factors are age, education, income, race, and family history. Strategies at this level target attitudes,
beliefs, and behaviors that promote healthy decisions and lifestyles.

Relationship The second level aims at the personal relationships that increase the risk of getting a
disease. Strategies at this level target those who in�uence the health of others, such as peers, loved ones,
and family members.

Community The third level aims at the settings—schools, workplaces, and neighborhoods—where
people engage in social relationships. Strategies at this level impact the social and physical environment.

Societal The fourth level aims at the societal factors that affect healthy decisions and lifestyles. These
factors include the health, economic, educational, and public policies that maintain inequalities
between groups in society.

Healthy People 2020
Healthy People is an initiative of the US government that issues national objectives for promoting
health and preventing diseases. Every 10 years for the last three decades, Healthy People has provided a
national framework for disease prevention.

The US Department of Health and Human Services (HHS) gathers scienti�c information from the
past decade, along with new knowledge of current data, trends, and innovations. It then creates a
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document to report its �ndings. Healthy People 2020 is the most recent initiative, leading the way to
increase quality of care, promote years of healthy life, and remove health disparities.

When Healthy People was �rst developed, the process relied heavily on experts. Now the
process relies on public input at every step. The Healthy People 2020 process is inclusive; its
strength is in its collaboration across federal, state, and local agencies as well as its reliance on input
from community members. There have been thousands of citizens helping shape it at every step
along the way.

The vision for Healthy People 2020 is “A society in which all people live long, healthy lives.” Its
mission is “To improve health through strengthening policy and practice.” Its goals are as follows:

1. Eliminate preventable disease, disability, injury, and premature death

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

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

4. Promote healthy development and healthy behaviors across every stage of life

Healthy People 2020 de�nes health equity as a desirable goal that requires special efforts to
improve the health of those who have experienced social or economic disadvantage. Health disparity is
the health difference between individuals or groups that is unfair because it is caused by social or
economic disadvantage. Social environments are the social, economic, and cultural institutions, norms,
patterns, beliefs, and processes that in�uence the life of an individual or community. Physical
environments are both the natural and built environments and how those environments affect health.

Chapter Summary
• Western medical practices have evolved over thousands of years. Each generation has built on the

knowledge of earlier times.

• The leading cause of death for an adult in the 19th century was infectious disease; in the 21st
century, chronic diseases are the leading cause of death. The speci�c challenges for the future in
disease prevention are linked to risk factors related to chronic diseases, such as lifestyle,
environments, and the aging process.

• There are �ve major theories explaining what causes diseases: Germ theory states that germs such
as bacteria or viruses are responsible for diseases. Genetic abnormality theory posits that personal
genetic makeup is responsible for diseases. Lifestyle theory argues that lifestyle choices and
behaviors are responsible for diseases. Multi-causes theory acknowledges that diseases have
multiple causes. According to social production theory, diseases are socially produced.

• People with disabilities are identi�ed as persons who have an activity limitation, who use
assistance, or who see themselves as having a disability.

• Health promotion is the major strategy of disease prevention. According to the World Health
Organization (WHO), health promotion is “the process of enabling people to increase control over
their health and its determinants, and thereby improve their health.”

• Health education is the basis for health promotion; that is, there is no health promotion without
health education. It is a specialized �eld that uses planned strategies based on educational theories.

• There are three main levels of health promotion strategies: primary, secondary, and tertiary.

• The social-ecological model recognizes the complex interplay among individual, relationship,
community, and societal factors.

• The vision of Healthy People 2020 is “A society in which all people live long, healthy lives.” The
mission is “To improve health through strengthening policy and practice.”
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Social-ecological model: A health promotion model that considers the complex interplay between individual, relationship,
community, and societal factors in disease prevention

Social environment: The social, economic, and cultural institutions, norms, patterns, beliefs, and processes that in�uence
the life of an individual or community

Spirit healers/shamans: Practitioners who contact the spirit world for guidance on healing

Symptoms: What a person reports to be experiencing and can’t be measured by medical procedures

Syndrome: Simultaneous, multiple signs and symptoms associated with a disease

Tertiary prevention: Efforts of rehabilitation and special educational services that minimize illness and improve outcomes
once there is a disease

Trepanning: Prehistoric brain surgery

CHAPTER ACTIVITIES

1. Review the �ve major theories for causes of diseases and identify at least three diseases associated with each theory. Be
prepared to discuss and explain your list in group discussions.

2. In pairs, present the epidemiologic triangle in class and show how it helps organize information about a speci�c
disease. This is the same technique that epidemiologists use when they are researching the outbreak of a disease. You
will use the example of Escherichia coli (E. coli) in describing the three corners of the epidemiologic triangle. See the
CDC’s website (www.cdc.gov) for information on E. coli and how it spreads. After this in-class introduction, gather
information about measles by using the epidemiologic triangle and report back to the class on what you have learned.
See the CDC’s website for information on measles and how it spreads.

3. You have been recently hired as a school health educator for the City of Spring�eld School System. Your job
responsibility is to develop health education strategies at the primary, secondary, and tertiary levels. The topic is
tobacco use prevention. Develop two to three learning strategies for each of the three grade groups: grades 1–5
(primary strategies), grades 6–8 (secondary strategies), and grades 9–12 (tertiary strategies).

4. With a partner, brainstorm and list two examples of health promotion strategies addressing adolescent illegal drug use
at each level of the social-ecological model.

5. In groups of three to four, develop your own time line for the history of medicine, identifying accomplishments not
discussed in this chapter. The time line can be limited to a speci�c century, a historical period, or a non-Western medical
tradition, such as Chinese medicine and practices.
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CHAPTER OBJECTIVES

• Discuss how chronic diseases are the
leading causes of morbidity and
mortality in the United States.

• Identify risk factors for noninfectious
chronic diseases.

• Explain the Chronic Care Model.

• Describe the chain of infection.

• Compare the differences among the
types of palliative care.

This chapter is an overview of chronic diseases. According to the Centers for
Disease Control and Prevention (CDC), chronic diseases are among the most

common, costly, and preventable of all health problems in the United States. Some
chronic diseases are major killers and are responsible for roughly 70% of all deaths and
for 86% of our health care dollar.

The Chronic Care Model addresses the rising health care demands of chronic
diseases. The goal of this model is to improve the quality and cost-effectiveness of
care for patients.

In addition, this chapter describes the different types of palliative care and the
need to make a quality end-of-life plan before a medical crisis arises.

De�ning Chronic Diseases
In the 21st century, we can expect to live longer than any previous generation.
However, there are more than 133 million people—almost one out of every two
adults—living with at least one chronic disease (Anderson, 2007, 2010). For many,
having a chronic disease means living with an illness for years if not a lifetime. It can
also limit a person’s daily activities and require ongoing medical care.

As de�ned in Chapter 2, a chronic disease or chronic condition begins slowly and
lasts anywhere from more than 3 months to a year or more. Included in this de�nition
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is the recognition that having a chronic disease requires ongoing medical attention or limits the
activities of daily living. Chronic diseases generally are not immediately fatal, but they are also rarely
completely cured.

Chronic condition is a term used to describe a person’s experience of a chronic disease. Some
people use the term chronic condition instead of chronic disease because there is social stigma
associated with having a “disease.” For purposes of this textbook, the terms chronic disease and chronic
condition are the same or equal terms. Regardless of which term is used, having a chronic disease is a
health condition that requires ongoing care, limits what the person does, and can last a lifetime.

Many chronic diseases are caused by genetic makeup; some are the result of long exposure to
environmental factors; still others may be caused by lifestyle choices.

Chronic diseases usually develop over a long time—often at �rst without causing signs and
symptoms. When signs and symptoms do develop, there may be times when the illness gets worse, and,
for some chronic diseases, it can be fatal. These diseases are usually more common as we age, when it is
more dif�cult to fully recover; consequently, they can lead to some form of disability.

Some patients with a chronic disease experience major changes to their lives. Their physical and
mental health, their social and family life, and their employment status may need adjustment. Certain
chronic diseases, such as multiple sclerosis, can be highly disabling; whereas others, such as allergies,
are less so. Some chronic diseases, such as diabetes, may not disable a person at �rst, but can cause
severe disabilities if not treated early. Some people return to former levels of daily activity after
receiving treatment; others are not as fortunate, growing more and more dependent on others. Many of
these diseases allow people to live meaningful and rewarding lives; other diseases cause severe
disabilities, depression, and lasting physical pain.

There are two categories of chronic diseases: infectious and noninfectious. However, categoriza�
tion is often not so clear. For example, some chronic diseases originally thought to be noninfectious,
such as cervical cancer and some forms of arthritis, are now seen as having infectious causes (Wylie-
Rosett & Karanja, 2009).

Causes of Noninfectious Chronic Diseases
Many noninfectious chronic diseases—for example, sickle cell anemia and cystic �brosis—are
caused by genetic makeup or when there is a family history of the disease. Other noninfectious
chronic diseases, such as alcoholism and type 2 diabetes, can be caused by lifestyle risk factors.
Diseases caused by lifestyle risk factors can be more easily controlled than those caused by genetic
makeup.

There are many risk factors for chronic diseases. There are four leading lifestyle risk factors: lack of
physical activity, poor dietary choices, tobacco use, and excessive alcohol use (National Center for
Chronic Disease Prevention and Health Promotion, 2009; National Health Council, 2014). These risk
factors cause much of the morbidity (illness) and early mortality (death) related to chronic diseases
(National Center for Chronic Disease Prevention and Health Promotion, 2016). What is unfortunate is
that the chronic diseases caused by these risks factors are preventable.

Regular physical activity is one of the most important things a person can do to stay healthy.
Physical activity not only increases the chances of living longer but also helps control weight, reduces
the risks for heart diseases and type 2 diabetes, strengthens bones and muscles, improves mental
health, and increases a person’s ability to perform daily activities like walking and climbing stairs.

Making healthy diet choices lowers the risk for many chronic diseases, including stroke, type 2
diabetes, and osteoporosis. For example, eating fresh fruits and vegetables helps a person maintain a
healthy weight and reduce the risk for heart diseases, type 2 diabetes, and certain cancers.

Since 1964, the surgeon general’s reports on smoking and health have warned that tobacco use is
the single most avoidable cause of disease, disability, and death in the United States. The use of tobacco
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products, such as cigarettes, cigars, and dip, is linked to cancer, heart diseases, respiratory disorders,
sexual dysfunction, and gum disease.

Excessive alcohol use is the third leading lifestyle-related cause of death. It is linked to many
chronic diseases, including depression, hypertension, liver disease, osteoporosis, and cancers.

According to the National Center for Health Statistics (2013, 2015), millions of people in the
United States engage in behaviors related to these four lifestyle risk factors:

• In 2011, more than half (52%) of adults age 18 years or older did not meet recommendations for
physical activity.

• Obesity is a serious health concern in the United States, with about 78.6 million adults obese.
Nearly one in �ve youths ages 2 to 19 years is obese.

• More than 42 million adults said they currently smoked cigarettes in 2012. Cigarette smoking is the
leading preventable cause of death and is responsible for about 480,000 deaths per year.

• Drinking too much alcohol is responsible for 88,000 deaths each year, more than half of which are
due to binge drinking. Yet most binge drinkers are not alcohol dependent. One does not need to be
an alcoholic to have problems with alcohol. Even occasional alcohol abuse can lead to criminal
activity, violence, and injury.

Common Noninfectious Chronic Diseases
Persons with noninfectious chronic diseases represent all ages, races, cultures, and levels of socio�
economic status. There is the child with asthma, the college student with depression, the coworker
with heart disease, the neighbor with lung cancer, the elderly woman with Alzheimer’s disease, the
friend with bipolar disorder. As the number of people with chronic diseases continues to grow, nearly
everyone is likely to know someone whose life is affected by one or more of these diseases.

As we continue further into the 21st century, noninfectious chronic diseases are and will be the
major reason for mortality and morbidity in the United States (National Center for Chronic Disease
Prevention and Health Promotion, 2016). Forty-�ve percent of all Americans live with a chronic
disease, such as hypertension, epilepsy, depression, or cancer. By 2030, that percentage is expected to
grow to more than 50% (National Health Council, 2014).

There are many reasons why so many people are living with these diseases. According to the Robert
Wood Johnson Foundation (2010), one is that medical advances in technology are effective in treating
and managing many chronic diseases. Another is that more people are being screened for chronic
diseases, making early detection and treatment possible. Still another, more direct reason for the
increasing numbers is the aging of the US population. As people get older, the likelihood of having at
least one chronic disease increases. As the baby boomers age, the number of people living with at least
one chronic disease will also grow. More signi�cant, women tend to live longer than men. So, over time,
we can expect to see a rise in the number of older women living with at least one chronic disease. To add
to their own health burdens, many of these older women are caregivers to family members and friends
with chronic diseases (Robert Wood Johnson Foundation, 2010).

According to the National Center for Health Statistics (2015), with at least 133 million Americans
living with at least one chronic disease and with millions of new cases each year, an even greater
number of people suffer from disabilities. Chronic, disabling diseases cause major limitations in daily
activities for one in four individuals who have one or more of these diseases:

• Arthritis, or chronic joint symptoms, is the most common cause of disability, affecting at least one
of every �ve adults.

• Asthma causes 400,000 to 500,000 hospitalizations, 14 million missed school days, and 100 million
days of restricted activity each year.
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• Cancer affects at least 11 million Americans who live with a previous diagnosis of cancer, and that
number is on the rise. The most commonly diagnosed cancers are prostate, female breast, lung and
bronchus, and colorectal cancers.

• Diabetes is the leading cause of kidney failure and of new blindness in adults. Nearly 24 million
Americans have diabetes. An estimated 57 million American adults have prediabetes, placing them
at increased risk for developing type 2 diabetes.

• Heart disease and stroke have left millions of people with disabilities; many can no longer perform
daily tasks, such as walking or bathing, without help. These diseases remain the �rst and third
leading causes of death, accounting for more than 30% of all mortality, and are among the leading
causes of disability.

Disease Prevention for Noninfectious Chronic Diseases
Prevention strategies for chronic diseases are used at multiple levels. These strategies are directed
at individuals and their families, their communities, their schools and workplaces, and across their
life span. Health promotion strategies are part of chronic disease prevention. These strategies
include early detection efforts, such as screenings (medical tests that detect the presence of a
disease), and disease management. Disease management is a multidisciplinary approach that
improves the quality and cost-effectiveness of care for patients suffering from chronic diseases.
The goal of disease management is to identify persons at risk for one or more chronic diseases, to
promote self-management by patients, and to provide effective and ef�cient health care (Schrijvers,
2009).

In its landmark report Power of Prevention, the National Center for Chronic Disease Prevention
and Health Promotion (2009) states that the bene�ts of early detection and disease management
include saving lives and lowering health care costs. The following are examples of these
bene�ts:

• Regular screening for some cancers (e.g., colorectal cancer) can reduce the number of people who
die from this disease.

• For women who have been sexually active and have a cervix, screening with a Pap test reduces
illness and death from cervical cancer.

• Among people with diabetes, annual eye and foot exams can reduce vision loss and lower-
extremity amputations.

• Early diagnosis and management of arthritis, including self-management, can help people with
arthritis decrease pain, improve function, and stay productive.

• The health bene�ts of quitting smoking are many and can be experienced rapidly. Within 2 weeks
to 3 months after quitting, a person’s heart attack risk begins to drop, and lung function begins to
improve. Ten years after quitting, the lung cancer death rate is about half that of a current smoker.
Fifteen years after quitting, an ex-smoker’s risk for heart disease is about the same as that of a
lifelong nonsmoker.

In summary, prevention of chronic diseases is effective and does save lives. It can improve health
outcomes for patients and address common risk factors. Disease prevention is also far less costly than
waiting until a person is diagnosed with a chronic disease.

Causes of Infectious Chronic Diseases
Microbes, or microscopic organisms, including bacteria, viruses, fungi, and parasites, cause infectious
chronic diseases (see Chapter 2). These microbes go through the body’s barriers (e.g., skin, mouth, or
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nose) and multiply, creating signs and symptoms that range from mild to deadly. Once the microbes
enter the body, they are known as germs or pathogens.

Bacteria are living single-cell organisms that grow and reproduce outside the human body. Viruses
are biological agents that, unlike bacteria, are not complete cells; they are simply a combination of
nucleic acid and proteins. They cannot reproduce themselves. Viruses can also infect bacteria by taking
over a cell’s structure and parts, often killing the bacteria in the process. Various kinds of bacteria and
viruses infect humans.

Fungal diseases are caused by fungi, which are common in the environment They live outdoors in
soil and on plants and trees as well as on many indoor surfaces and on human skin. Most fungi are not
dangerous, but some types, such as ringworm, can be harmful to health.

Humans can also get an infectious chronic disease from protozoa. Protozoa are animal parasites
that can live in the body. Roundworms, pinworms, tapeworms, and hookworms are the most common
parasites that cause human infection.

Infectious diseases spread in a number of ways. They can come from another person (communi�
cable) or from nonhuman sources (noncommunicable). They can spread from person to person
directly via bodily �uids, or indirectly by way of air, foods, liquids, or surfaces. They can also spread by a
vector, which is an infected animal or insect that bites a person.

Common ways in which people get infected are through skin contact, breathing in germs, eating or
drinking contaminated foods or liquids, bites from vectors such as ticks, and sexual contact with an
infected person. A person can also become infected through contact with fomites. Fomites are
nonliving objects such as cups, doorknobs, or utensils that have infected water droplets on their
surface. Mothers can give an infection to their unborn children through the birth canal and placenta.

Progress has been made in controlling many chronic infectious diseases. However, there is still a
risk for new and reappearing germs. When germs undergo biological changes, new, potentially
dangerous infections can arise. In addition, some germs can evolve and become more resistant to
treatment—for example, new strains of bacteria that are resistant to antibiotics. Factors such as
overcrowding and easy, effortless travel also make people increasingly vulnerable to the spread of
infectious diseases.

Common Infectious Chronic Diseases
Most of the infectious chronic diseases are transmitted (spread) through sexual contact and are
referred to as sexually transmitted infections or diseases (STIs/STDs). The germs that cause these
infections thrive in warm, dark, moist environments, which means that the body’s reproductive organs
are perfect environments for these germs.

According to the Infectious Diseases Society of America (2015), the most common STIs/STDs are
chlamydia, followed by gonorrhea, syphilis, and AIDS. All of these diseases are preventable. The
bacterial STIs/STDs—chlamydia, gonorrhea, and syphilis—can be cured if treated. If untreated, they
create chronic health problems. The viral diseases, such as acquired immune de�ciency syndrome
(AIDS), can be treated but not cured. Each of the aforementioned STIs/STDs presents its own
concerns:

• The bacteria that cause chlamydia can damage a woman’s reproductive organs.

• The bacteria that cause gonorrhea grow and multiply easily in the reproductive tract of women and
men. These bacteria can also grow in the mouth, throat, eyes, and anus. In addition, people with
gonorrhea can more easily get HIV, the virus that causes AIDS.

• Bacteria cause syphilis. Many infected people do not have any symptoms for years. In the late stages
of syphilis, the disease can damage internal organs, including the brain, nerves, eyes, heart, blood
vessels, liver, bones, and joints.
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• The human immunode�ciency virus (HIV) is the virus that can lead to AIDS. HIV damages a
person’s body by destroying speci�c blood cells that are crucial to helping the body �ght
diseases. If not treated early, HIV infection is linked to many chronic diseases including
cardiovascular disease, kidney disease, liver disease, and cancer. AIDS is the late stage of HIV
infection, when a person’s immune system is damaged and has dif�culty �ghting diseases and
certain cancers.

Controlling Infectious Diseases
As noted in Chapter 2, epidemiologists are scientists who work in the �eld of epidemiology. One of their
jobs is to control the chain of infection that causes infectious diseases. The term chain of infection
describes how an infectious disease is transmitted from one person to the next (Turnock, 2011). There
are six links to the chain of infection (see Figure 3.1):

Pathogen or germ The virus, bacteria, fungi, or parasite that causes the infection.

Reservoir Any place where germs live and multiply. Some germs, such as the �u, spread directly
from one human to another and have no reservoir. However, other germs �rst infect a nonhuman,
such as a tick (reservoir), then spread from the reservoir to humans. Hosts that do not show any
signs or symptoms of a disease but are still capable of transmitting the disease are known as
carriers.

Place of exit Escape route for the germs from the reservoir. Examples of places of exit are respiratory
droplets (sneeze), saliva, skin cuts, and blood exposure.

Method of transmission The germs’ means of getting from one host to another. Transmission occurs
through direct or indirect contact. For example, a method of transmission for syphilis is direct contact
(sexual), and a method of transmission for Lyme disease is indirect (ticks).

Place of entry The route through which the germs enter the new host. These routes include the
respiratory system (breathing), gastrointestinal system (eating or drinking), urinary and reproductive
tracts (sexual contact), and skin cuts.

Figure 3.1 Chain of Infection
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Susceptible host The organism that accepts the germs. Even if the germs gain entry, a person may not
get the disease because he or she has immunity (through previous exposure to the germs) or is resistant
to the germs due to having a strong immune system.

The way to control the transmission of an infectious disease is to interrupt the chain of infection at
the various links. For example, the germs can be killed with medicines, such as antibiotics to kill
bacteria. Another way is to get rid of the reservoir. For example, mosquito control reduces the chances
of people getting malaria. Still another way to control an infectious disease is to block the passing of the
germs—for example, by using condoms or by drinking clean water. Hand washing is another effective
way to block the passing of germs from one host to another.

Vaccines increase the resistance of a host. They are the best defense we have against serious,
preventable, and sometimes deadly infectious diseases. Vaccines are among the safest medical
treatments available, but like any other medical treatment, there may be risks. Correct information
about vaccines and their possible side effects helps people make informed decisions.

Understanding the differences among the terms vaccine, vaccination, and immunization can be
tricky. A vaccine is a substance that produces immunity from an infectious disease and is given through
needle injection, by mouth, or by aerosol spray. A vaccination is the injection of a vaccine that produces
immunity in the body against a speci�c infectious disease. An immunization is the point at which a
person becomes protected from a disease. Vaccines cause immunization.

Economic Costs of Chronic Diseases
The rising number of people who have chronic diseases is at the root of increasing US health care costs.
According to the National Center for Chronic Disease Prevention and Health Promotion (2015), more
than 86% of what Americans spend each year on health care is spent on chronic diseases. Those with
multiple chronic diseases are the heaviest users of hospitalizations, of�ce visits, home health care,
prescription drugs, and other forms of health care.

Chronic diseases exact a huge toll on Americans today, but the future is even more troubling.
According to the Robert Wood Johnson Foundation’s report (McClellan & Riurin, 2009), over the
next 15 years, the number of persons with chronic diseases in the United States will rise. Cases of
cancer, diabetes, and mental disorders are expected to rise the most dramatically, up to 60% per
condition. And according to the National Center for Chronic Disease Prevention and Health
Promotion (2015), obesity is also a concern because the number of obese Americans is projected to
increase. More than one third of children and adolescents are overweight or obese. Obese
adolescents are more likely to become obese adults. Obese male youths have been found to be
18 times more likely to become obese adults, and obese female youths have been found to be 49
times more likely to become obese adults. Obesity-related diseases include heart disease, stroke,
type 2 diabetes, and certain types of cancer.

Chronic diseases require ongoing management over years if not decades. However, most health
care systems are not set up to provide this kind of care. According to the Robert Wood Johnson
Foundation (2010), rushed health care providers often fail to coordinate patient care. Patients do not
get the information they need to take more responsibility for their own health. Too often, there is no
follow-up to make sure patients keep to their treatment plans.

We also know that people with chronic diseases receive con�icting advice and differing diagnoses
from different physicians. Patients with chronic diseases are receiving services, but those services are
not necessarily coordinated with one another, and they are not always the services needed (Lin et al.,
2005). These gaps in care lead to increasing costs in health care as well as thousands of avoidable deaths
each year (DeVol et al., 2007).
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The United States in the 21st century faces a new reality: More and more people with chronic
diseases need costly health care in a system that is too overburdened to respond (McClellan &
Riurin, 2009). There is a dynamic created when so many Americans suffer from one or more
chronic diseases and a health care system that does not respond adequately. This dynamic results in
preventable illnesses and deaths, lifelong disability, compromised quality of life, and growing health
care costs.

The Chronic Care Model
In response to the overburdened US health care system, Edward H. Wagner and colleagues in the 1990s
developed the Chronic Care Model (CCM) (Wagner, 1998). The mission of the CCM is shown in
Figure 3.2.

The CCM includes the following goals for chronic care patients:

• Regular visits with health care providers

• Prevention of complications or multiple diseases

• Emphasis on self-management

• Access to services proven to be effective

• Follow-up with patient done by health care provider

The CCM was developed as a response to the failures of the traditional care model, which involves
expensive services, treatment only of signs and symptoms, multiple prescriptions, short education
time, quick appointments, and little patient follow-up (Wagner, 1998). As the basis of the current US
health care system, the traditional model has played a major role in the continuing increase in health
care costs.

In contrast to the traditional care model, the CCM builds a health care system in which informed,
proactive patients interact with health care teams. That is, the focus of health care is to contain the
disease, slow its progress, manage its symptoms, and improve the quality of life for patients. One
advantage of the CCM is that it can apply to most patients’ chronic care issues. Still another advantage
of the model is its emphasis on health care providers’ working as a team and developing a relationship
with their patients. For most chronic diseases, such as diabetes and asthma, self-care on the part of the
patient is a crucial requirement of treatment. For treatment to be effective, there needs to be a strong
relationship between the health care team and the patient.

As illustrated in Figure 3.3, there are six parts to Wagner’s Chronic Care Model.

1. Community resources and policies need to meet patients’ needs. For example, community
resources need to focus on strategies, programs, and policies that improve patient care.

2. Health care systems need to be organized around goals that promote safe, high-quality care.
Health care providers need to work as a team to create a comprehensive and inclusive system that
coordinates and supports patient care.

Figure 3.2 Mission of the Chronic Care Model (CCM)
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Figure 3.3 The Six Parts of the Chronic Care Model (CCM)

3. Self-management support re�ects patients’ needs as they manage as much of their disease as
possible. Self-management support empowers and prepares patients to play a central role in their
health care.

4. Delivery system design ensures effective, ef�cient health care and patient self-management
support. Good design addresses the need for health care services that patients understand
and that �t their culture.

5. Decision support increases the ability of health care provider teams to promote patient engage�
ment and provide care that shares decisions with patients.

6. Clinical information systems use data to inform health care providers. Data systems monitor the
quality of health care and help coordinate care among patients and their providers.

The model focuses on patient-centered prevention, treatment, and management of chronic
diseases. It is an innovative model that puts patients �rst, and rewards health care providers who offer
patient education and engagement, follow-up care, provider interaction, and information systems
designed to improve the health of the patient and the quality of services.

Types of Palliative Care
As more people in the United States live longer lives, many will have life-threatening chronic diseases.
People with these diseases want to live with dignity, receive quality health care, and be comfortable
until the end of their lives. According to the National Hospice and Palliative Care Organization (2015),
palliative care is the medical specialty that meets the needs of those living with a life-threatening
chronic disease. The goal of palliative care is to provide the best possible quality of life for patients with
life-threatening diseases (see Figure 3.4).

Palliative care is not a one-size-�ts-all approach, however. A key bene�t of palliative care is that it
customizes treatment to meet the needs of each patient. The different approaches identi�ed by the
National Hospice and Palliative Care Organization (2015) include the following:
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Chapter Summary
• Chronic diseases generally begin slowly and can last for the rest of a person’s life. These diseases are

not cured but are not immediately fatal. In other words, a chronic disease has an extended time
span, does not go away quickly, and rarely is completely cured.

• Forty-�ve percent of all Americans live with a chronic disease, such as type 2 diabetes, depression,
or cancer. By 2030, that percentage is expected to grow to more than 50%.

• Four lifestyle risk factors are the leading causes of many chronic diseases. These risk factors are
lack of physical activity, poor dietary choices, tobacco use, and excessive alcohol use.

• The chain of infection identi�es how an infectious disease is transmitted from one person to the
next.

• The Chronic Care Model (CCM) builds a health care system in which informed, proactive patients
interact with health care teams.

• Palliative care is the medical specialty that meets the needs of people with life-threatening chronic
diseases. There are three types of palliative care: hospice care, end-of-life care, and long-term care.

REVIEW QUESTIONS

1. What are the most common noninfectious chronic diseases?

2. What are the differences between morbidity and mortality?

3. Identify ways to prevent infectious chronic diseases.

4. What are four causes of infectious diseases?

5. What are the four leading lifestyle factors linked to noninfectious chronic diseases?

6. Explain the chain of infection and its six links.

7. Summarize the differences among vaccine, vaccination, and immunization.

8. Explain the Chronic Care Model (CCM) and identify its six parts.

9. Describe the types of palliative care: hospice care, end-of-life care, and long-term care.

10. To receive quality end-of-life care, we all need to make a plan before a medical crisis arises. What questions should this
plan answer?

KEY TERMS

Bacteria: Living single-cell organisms that grow and reproduce outside the human body

Carriers: Hosts that do not show any outward signs or symptoms of a disease but are still capable of transmitting the disease

Chain of infection: A term used to describe how an infectious disease is transmitted from one person to the next

Chronic Care Model (CCM): A model that builds a health care system in which informed, proactive patients interact with
health care teams

Chronic disease or chronic condition: A disease or condition that begins slowly and lasts anywhere from 3 months to a year
or longer, has no cure, limits what a person can do, and requires ongoing care

Communicable (chronic disease): An infectious chronic disease that is passed directly from one person to another through
bodily �uids
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Vaccine: A substance that produces immunity from a disease and can be given through needle injections, by mouth, or by
aerosol

Vector: An animal or insect that is a carrier and transmits bacteria or a virus to a person

Viruses: Biological agents that, unlike bacteria, are not complete cells and cannot reproduce themselves

CHAPTER ACTIVITIES

1. The leading causes of many chronic diseases are four lifestyle risk factors: lack of physical activity, poor dietary choices,
tobacco use, and excessive alcohol use. Brainstorm a list of chronic diseases that are caused by one or more of these
lifestyle risk factors. Go to the CDC’s website for more information: http://www.cdc.gov/chronicdisease/index.htm.

2. In small groups, discuss what type of patient would be best served by each of the following types of care: palliative care,
hospice care, end-of-life care, and long-term care.

3. Select a way that a disease can be transmitted (kissing, sneezing, shaking hands, sexual contact, touching blood/bodily
�uids, coughing, animal/insect bites, drinking water, food, not washing hands, etc.) and then describe the transmis�
sion. Use an actual disease to describe, such as the seasonal �u, chlamydia, or Lyme disease. What are examples of
primary, secondary, and tertiary disease prevention strategies?

4. In teams of two, brainstorm the kinds of barriers and challenges to successful management of chronic diseases (for
example, taking medicines, transportation, sick time). What are solutions to overcoming these barriers and challenges?
Once each team has completed its task, join another team. With the other team, compare and combine your lists for
class presentation and discussion.

5. Identify the six parts to the Chronic Care Model (CCM). Give two strategies for each of the six parts.
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CHAPTER OBJECTIVES

• Summarize factors that cause racial
and ethnic disparities in the United
States.

• De�ne race, ethnicity, culture, and
diversity.

• Explain cultural competency and
identify four levels of culturally
competent health care.

• Describe three approaches to
culturally competent health care.

• State the merits of patient-centered
care.

• Compare traditional medical
practices of diverse populations in
the United States.

The US population is highly diverse, and its racial and ethnic pro�le continues to
change. Unfortunately, however, racial and ethnic minorities often receive lower

quality health care than non-Hispanic Whites. Culturally competent health care has
the potential to reduce these racial and ethnic health care disparities.

This chapter introduces key elements of culturally competent health care.
Cultural competence is the ability of health care providers and settings to respond
to the needs of diverse populations.

Culturally Competent Health Care
Health care providers work with increasing numbers of patients from racially and
ethnically diverse populations. Nearly 1 in 5 Americans (32 million people) speaks a
language other than English in the home, and 12% of the people in the United States
are foreign-born (Centers for Disease Control and Prevention [CDC], 2013). The US
Census Bureau predicts that within a few short decades, we will be a country of
“minority majority”; that is, racial and ethnic minorities will exceed non-Hispanic
Whites as the majority population (Berthold, Miller, & Avila-Esparza, 2009).

For purposes of this chapter, race refers to a population that differs from other
populations of the same species on the basis of biological traits that are passed from
ancestors. Ethnicity refers to a group’s shared common and distinct racial, national,
religious, linguistic, or cultural heritage. Culture comprises patterns of human
behavior that include the language, thoughts, actions, customs, beliefs, and institutions
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• Why do you think it started when it did?

• What does your sickness do to you? How does it work?

• How severe is it? Will it last a short or long time?

• What do you fear most about your illness?

• What are the chief problems that your illness has caused for you?

• What kind of treatment do you think you should receive?

• What are the most important results you hope to receive from the treatment?

Power Differences in Health Care
Recognizing power differences between health care providers and patients is key to culturally
competent health care (Anderson et al., 2003; Goode & Dunne, 2004; Management Science for
Health, 2010; Oxendine et al., 2004). Providers have an important role in the power differences—they
hold knowledge, skills, and access to care. If patients believe that their providers have all the power,
then interactions will be limited. When patients feel a lack of power, then they will be less engaged in
their treatment (Berthold et al., 2009).

To have a balance of power, providers need to examine their beliefs and behaviors as the “person
with power” with encouraging patient participation (Committee on Quality of Health Care in America,
2001; Health Resources and Services Administration, 2015). Health care settings also need to meet the
needs of diverse populations.

To have a balance of power, culturally competent health care requires three approaches (Borkan &
Fraser, 2000; Of�ce of Minority Health, 2015). The fact-centered approach deals with cultural
information about speci�c ethnic groups. The attitude approach supports cultural humility. The
skill-centered approach involves communication skills that improve provider-patient interactions.
These three approaches respect the patient and keep him or her as the center of the interaction (see
Table 4.2).

Table 4.2 Culturally Competent Health Care Framework

Culturally Incompetent Culturally Sensitive Culturally Competent

Fact-centered approach Unaware Aware Knowledgeable
.......................................................................................................................................................................................................
Attitude approach Apathetic Sympathetic Committed to change
.......................................................................................................................................................................................................
Skill-centered approach Unskilled Some skills Highly skilled
.......................................................................................................................................................................................................
Overall effect Destructive Neutral Constructive

National Standards for Culturally Competent Health Care
As the United States becomes increasingly diverse, health care settings struggle to reduce health
disparities. As already noted, almost 35 million US residents are foreign-born, and about 55 million
people speak a language other than English at home. More than 24 million people who understand,
speak, and write English still have limited English pro�ciency (LEP) (Of�ce of Minority Health,
2015).

Federal law mandates that all health care settings receiving federal funding must meet standards of
cultural competence. These standards—the National Standards for Culturally and Linguistically
Appropriate Services in Health and Health Care (the National CLAS Standards) (Of�ce of Minority
Health, 2015; Smedley et al., 2003; Ulmer et al., 2009)—state that health care settings must:
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• Offer and provide language assistance services, including bilingual staff and interpreter services, at
no cost to each patient with limited English pro�ciency (LEP) at all points of contact and in a timely
manner during all hours of operation.

• Provide to patients in their preferred language both verbal and written notices informing them of
their right to receive language assistance services.

• Ensure the competence of language assistance provided to LEP patients by interpreters and
bilingual staff. Loved ones and family members should not be used to provide interpretation
services (except on request by the patient).

• Make available easily understood patient-related materials and post signs in the languages of the
groups represented in their service area.

According to the National CLAS Standards, culturally competent health care results in improved
communication, more effective use of time with patients, and fewer diagnostic errors. It also helps with
negotiating differences and has positive effects on treatment outcomes. Unfortunately, the National
CLAS Standards do not include federal funding, meaning that the costs of language services are the
responsibility of health care settings. Trained interpreter services are costly, so the lack of funding
results in many health care settings not meeting the National CLAS Standards.

Some health care settings use untrained interpreters, such as patients’ family members. This can
result in problems due to con�dentiality issues and the untrained interpreter’s lack of knowledge of
medical terminology. In contrast, a trained medical interpreter provides to patients, family members,
and their loved ones the following services:

• Obtaining the patient’s medical history

• Explaining the treatment and procedures

• Discussion of discharge planning

• Obtaining consent for medical procedures

• Providing patient education

Patient-Centered Care
Health care settings that emphasize culturally competent services provide patient-centered care.
Patient-centered care is a partnership among health care settings, providers, patients, and their loved
ones and families (see Figure 4.2). It seeks patients’ involvement in their own care (Committee on
Quality of Health Care in America, 2001; Of�ce of Disease Prevention and Health Promotion, 2015;
Smedley et al., 2003; Ulmer et al., 2009). Patient-centered care is supported by a style of communication
through which the patients’ needs and goals are recognized and addressed by their provider. Patients can
also understand and participate in their own care. Patient-centered care bene�ts every patient, not just
those belonging to diverse populations. The principles of patient-centered care include the following:

• Treat everyone with dignity

• Strengthen patients’ sense of control

• Share unbiased information and collaborate with patients and their family members and loved ones

• Identify community resources for patient support

Overview of Traditional Medical Practices
It is not possible for this overview to discuss all traditional medical practices. Further, I do not want to
stereotype or suggest that all members of a particular race or culture follow certain health beliefs and
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Figure 4.2 Patient-Centered Care

practices. Although information about a speci�c race or culture can help in understanding a patient,
this can sometimes lead to stereotyping that patient. One must always remember to take into account
the whole person and to see that a person can have different health beliefs and practices that are unique
and not necessarily associated with his or her race or culture. It is also important to remember that
there are factors beyond race and culture that in�uence a patient’s health beliefs and practices, such as
socioeconomic status, education, age, and environment.

According to the World Health Organization (WHO) (2015), traditional medicine or traditional
medical practices are the knowledge, skills, and practices based on the theories, beliefs, and experiences
of indigenous or native cultures. Traditional medicine maintains health as well as prevents and treats
diseases.

Traditional medicine adopted by other populations (outside the native culture) is often called
complementary, alternative, or integrative medicine. Complementary medicine is a combination of
traditional medicine with Western medicine, such as using acupuncture along with medication to help
manage pain. Alternative medicine is traditional medicine instead of Western medicine. Integrative
medicine or integrated medicine is complementary medicine for which there is research evidence of
safety and effectiveness (see Figure 4.3).

Following are descriptions that highlight traditional medical practices of select cultures (Goode &
Dunne, 2004; Management Science for Health, 2010; Oxendine et al., 2004; University of Washington
Health Services, 2015). These descriptions are limited and serve only as an overview of select healing
beliefs and practices for each culture.

Asian Americans
Chinese medical practices have existed for over 5,000 years and are used to treat physical and mental
health problems. The traditional Chinese medicine (TCM) approach to health and disease focuses on
the dynamic balance between body, mind, and spirit, commonly expressed as yin and yang. Yin and
yang symbolize the principle that for every action there is an equal and opposite reaction. Balancing yin
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Hispanic/Latino/Latina Americans
For many Hispanic/Latino/Latina Americans, good health means that a person behaves according to
God’s will. They also follow the customs of their church, family, and local community. A disease is a
result of many causes. Some causes are emotional states such as envy, anger, anxiety, family problems,
and improper behavior. Other causes are environmental, such as air pollution, germs, bad food, or
poverty. Supernatural causes such as evil spirits, bad luck, witchcraft, and vengeful enemies can also be
responsible for a disease.

There are differences in traditional medical practices among subgroups. Mexican American
traditional medical practice is curanderismo, derived from the Spanish verb curar, which means
“to heal.” Many Mexican American patients believe they are a victim of evil forces or suffer from
soul loss. In addition, there are unique illnesses that are reported by Mexican Americans. Susto is
sometimes called magical fright or soul loss and happens when a ghost or a frightening event
causes the soul to leave the body. Symptoms include sleepiness, loss of appetite, and depression.
Bilis is the result of excessive bile in the body. A person becomes ill with bilis if he or she is angry
or frightened. Empacho is an illness caused by food that sticks to the stomach lining. This happens
when a person eats a “hot” food instead of a “cold” food, or vice versa. Symptoms include stomach
pain, diarrhea, vomiting, and fever. Envidia, or envy, is an illness caused when a person is envious
of another. Mal aire, or bad air, is an illness caused by an evil wind, and can range from a cold or
�u to joint pain.

Curanderismo is a combination of South American native traditions, Catholicism, European
witchcraft, and traditions of other cultures. A curandero is the healer in the community and can be
either gender. He or she may either be a generalist or have a specialty, such as midwifery, massage, or
herbs. Curanderos treat physical and emotional illnesses, which include natural ones and those that are
hexes brought on by witches and witchcraft. The curandero develops skills by apprenticing to an
existing curandero, or he or she may have a spiritual experience and become aware of his or her calling
to be a curandero. Skills are often passed down through generations within the same family.

Curanderos heal by using plants, rituals, prayers, charms, and magical spells. They locate the cause
to treat the problem. These causes might be a magical bag placed in the hexed person’s home or powder
scattered near the hexed person. Catholicism is part of the healing, so some of the rituals and tools used
might include prayers to and pictures of Jesus, cruci�xes, or altars. The curandero deals with all aspects
of a patient’s life—the material, the spiritual, and the emotional—to cure. Treatment is most often a
combination of herbs with ritual and counseling.

Puerto Ricans have a medical religious system called Espiritismo, which is a belief in one eternal
good God. Espiritismo emphasizes the spiritual over the material, and everyone is believed to have a
guardian spirit. An Espiritismo healer, or espiritista, believes in the spirit world of help and protection
against harm and danger. The espiritista is a medium and usually a woman. To help patients with
emotional, physical, and social problems, an espiritista gets rid of evil spirits as well as connects with
good spirits.

Many Cuban Americans believe in Santeria, or Way of the Saints. It is a blending of African healing
traditions with Catholicism. Santeria is practiced for well-being and for solving problems in the here
and now. When its followers have a disease, they will ask not only how it happened but also why.
Frequently, this is done by relating sickness to the ill person’s social relations and lifestyle, and to the
Santeria world of spirits and saints. For the followers of Santeria, illness is avoided and health achieved
through rituals, offerings, and sacri�ces to the Santeria saints. In this way, followers are empowered in
their daily life and protected against supernatural forces.

According to Santeria practices, a person goes to a priest to be healed. The priest changes life’s
events in the person’s favor by connecting with the evil spirits that are causing the disease. Some Cuban
Americans believe that priests can undo evil spells.



WEBC04 03/02/2017 0:45:14 Page 57

FUNDAMENTALS OF CULTURALLY COMPETENT HEALTH CARE 57

African Americans
The traditional medical practices of African Americans are a blend from many cultures. The term
African American is often used to identify Black populations who have diverse ethnic and cultural
backgrounds. Many of the populations seen as African American identify themselves as Haitian,
British, Brazilian, Jamaican, or other cultural/ethnic populations. New immigrants who are seen as
African American may not identify with American-born Blacks or with those who are descended from
slaves. Because of this complexity in racial and ethnic identity, the description here is limited to the
practices of those African Americans who came to the United States with the slave trade from Africa in
the 15th through 19th centuries. These African slaves brought with them many traditional health
practices, which included local tribal traditions and Islamic medical practices.

African slaves who were brought to the Caribbean Islands practiced Santeria along with voodoo.
Voodoo is also a blend of African tribal religion and Catholicism. A small number of African American
communities practice voodoo, whose name comes from a West Indies god, Vodu. Traditional voodoo
is combined with Catholic beliefs so that today’s ceremonies include the healing powers of saints and
relics. Voodoo health treatments include the use of gris-gris, which are good and bad oils and powders,
as well as lighting candles for positive or negative hexes and spells.

Slaves in the United States took what they knew of healing from their African traditional beliefs and
practices, combined it with what they could �nd in their new world, and developed their own type of
healing practice. Healers were called root workers or conjurers.

Sadly, there is not much information on the root workers’ medicines and other healing traditions of
African slaves. Much of what they believed and practiced in their lands of origin was lost, as slaves were
forced to adopt the religion and practices of their owners.

The blending of African traditional medical practices with religion is still present in many African
American communities, where illness may be viewed as being caused by evil spirits such as the devil or
by sinful actions. Healing comes from God through the power of prayer and the “laying on of hands.”

Religion is an integral part of many African American communities, with prayer as a common
practice of healing. For some African Americans, Jesus is necessary for healing powers. It is common
for members of an African American church to pray together for the recovery of a fellow parishioner,
with the preacher serving as a positive life force in the health of community members.

Some Africa Americans as well as other cultural groups, such as Indonesians, are practicing
Muslims. Muslims are followers of Islam, a religion based on the teachings of Muhammad. The Islamic
holy book, the Quran, teaches that all must live according to the laws of Allah. These laws instruct on
respect for Allah, for self, for family, for others, and for the environment. If there is an interruption in
glorifying and praising Allah and Allah’s laws, then there is illness. Illness can be moral or physical or a
combination of both. If patients are suffering from a moral illness, they must turn to the Quran as the
guide to healing. If patients are suffering from a physical illness, they go to a physician who is a
practicing Muslim.

Islamic and Western medical practices share similarities in their historical roots and training of
physicians. The differences lie in the perceived therapeutic role of the physician. Western-trained
physicians generally do not believe that they are agents of God. In contrast, Islamic-trained physicians
believe that they are agents of God and that the act of healing is not entirely up to them. They may
prescribe treatment, but Allah is the ultimate healer.

Native Americans and Alaska Natives
Native Americans and Alaska Natives comprise many different tribes that share both similar and
different beliefs, languages, and traditions. The following description provides an overview of
traditional medical practices among Native Americans and Alaska Natives. This overview is limited
and is only a guideline in understanding tribal beliefs about illness and disease. Because there are many
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different traditional health beliefs and practices among the numerous groups of Native Americans and
Alaska Natives, it is critical to develop awareness and sensitivity to this diversity.

Native American and Alaska Native cultures for centuries have understood health to mean
the balance of all things physical, spiritual, emotional, and social. Illness occurs because something is
out of balance. The belief that all people are part of the web of life means that what each person does to
others, that person also does to himself or herself. The interrelatedness between people and the
environment and the inclusion of a greater spirit is a common thread in the concept of wellness.

Many Native Americans and Alaska Natives believe that a disease is a consequence of a past,
present, or future act. The cause can be either natural or unnatural. For example, a natural cause is a
natural consequence of eating the wrong foods or having an accident.

Unnatural causes are the result of evil forces such as witchcraft, demons, and angry gods or
ancestors. A disease is a form of punishment for violating certain customs. Evil forces enter the body
and bring diseases with them. Shamans are special healers who remove the unnatural causes. For
example, it might be necessary to call for a shaman to stop seizures caused by an evil force.

The special healers within most Native American and Alaska Native tribes go by different names,
such as medicine man or woman and shaman. However, they are not the same—each has special
powers. A medicine man or woman is not a true shaman. Shamans have the ability to journey in a
meditative state to another world that is �lled with objects, individuals, and various kinds of spirits. A
shaman is a healer whose primary practice is treating diseases associated with unnatural causes.
Medicine men and women, in contrast, are religious leaders as much as healers, treating spiritual and
physical illness at the same time. They treat diseases caused by both natural and unnatural causes.

The sweat lodge ceremony is part of Native American traditional medical practices. This
ceremony is one of physical and spiritual puri�cation practiced to treat a disease. It is a communal
affair. Participants know the person who is sick, and, through their participation, help the person heal.

Before the colonization of North America, many Native American tribes had their own remedies
using plants and herbs. Herbalists are those within the community who heal by using herbal medicines.
Unfortunately, forced tribal relocations, racist practices, and genocide resulted in the loss of knowledge
of herbal remedies. However, a few herbal remedies did survive and are still practiced by some Native
Americans.

Native Hawaiians and Other Paci�c Islanders
The majority of Native Hawaiian and other Paci�c Islanders in the United States live in Hawaii and the
states of California, Washington, and Utah. Known as Paci�c Islanders, the grouping clusters people by
common heritage and by cultural beliefs and practices. However, the collective term Paci�c Islander in
no way implies that these populations are the same in nature.

Their homeland is Moananui—the islands and the ocean seas that surround them in the Paci�c
Ocean. They are referred to as Polynesians and Micronesians and are a highly diverse population with
different historical backgrounds, cultural traditions, and more than 20 living traditional languages.
They are Carolinians, Chamorros, Chuukese or Trukese, Hawaiians, Kosraeans, Marshallese,
Palauans, Pohnpeians, Samoans, and Yapese, to name a few.

Traditional medical practices of Paci�c Islanders have their basis in family, in nature, and in
spiritual worlds that are interconnected and interdependent. A psychological unity binds the physical,
mental, emotional, social, and spiritual being of the person with the universe. A person cannot be
healthy unless the individual and the universe are in harmony. A feature of these islands’ traditional
medical practices is that people are integral to the balance of natural order.

The health of a Paci�c Islander never is an individual matter but always is a collective concern.
Among Paci�c Islander cultures, the family is the basic unit of social structure, consisting of several
nuclear families related by blood or marriage, as well as adopted members. The family as a whole is
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involved in both disease prevention and treatment. The extended family is headed by a chief who gives
advice and approval on personal matters.

Obedience to the family is a primary responsibility of all its members. The family is the key to the
“island way” and has structure, duties, and meaning that go beyond how the family is viewed in
the West.

Common Threads in Traditional Medical Practices
This overview of traditional medical practices has identi�ed common threads emphasizing the
importance of body, mind, and spirit as well as harmony with nature in the healing process (Goode &
Dunne, 2004; Kleinman, 1980, 1989; Management Science for Health, 2010; Oxendine et al., 2004).
The holistic nature of healing is of prime importance and incorporates four factors:

1. Patient. The cause of a disease is the patient’s responsibility. The patient has caused much of his or
her illness through negative behaviors.

2. Natural world. This includes the natural aspects of a patient’s environment. Common conditions
include too much heat, cold, or wind. Natural causes also include outside organisms such as
bacteria, viruses, and parasites.

3. Social world. Common causes of a disease can be witchcraft, spells, hexes, or voodoo. Other
people also can give someone a disease.

4. Supernatural world. Unnatural forces such as evil spirits can cause a disease. These unnatural
forces are brought on by moral or social misbehavior by the person. Repentance, prayer, and
exorcism are needed to remove these supernatural forces.

Traditional medical practices see the causes of a disease as multidimensional and interdependent:
The patient, the natural world, the social world, and the supernatural world in�uence each other.

Cultural Tips for Health Care Providers
The following is a list of tips for health care providers who work with patients from diverse racial and
ethnic populations (Health Resources and Services Administration, 2015; Of�ce of Minority Health,
2015; Smith et al., 2007):

• Avoid making judgments about the patient’s beliefs and practices.

• Ask questions that help you learn about the patient’s view of his or her disease.

• Find out what other treatments the patient is using.

• Ask the patient to bring to you any medications, herbs, and vitamins that he or she is taking.

• Explain procedures carefully, especially when they may be embarrassing for the patient. Tell the
patient that you will make every attempt to maintain modesty.

• Ask the patient how much he or she wants to be informed and who he or she wants to involve in
discussions about diagnoses, treatment, and prognoses.

Chapter Summary
• Nearly 1 in 5 Americans speaks a language other than English in the home, and 12% of the people in

the United States are foreign-born.

• Despite improvement in overall health for most Americans, racial and ethnic minorities have
higher rates of disease, disability, and death. They also tend to receive a lower quality of health care
than non-Hispanic Whites.
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4. Work in groups of two or three and explain the principles of patient-centered care on one sheet of paper. Use fewer
words and more visuals to emphasize points.

5. Select a racial or ethnic group whose traditional medical practices are of interest to you. Explain to class members
through a PowerPoint presentation how the natural world, social world, and supernatural world are part of that
practice.
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CHAPTER 5

HEALTH BEHAVIOR AND PATIENT SELF-MANAGEMENT
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Chapter Summary
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CHAPTER OBJECTIVES

• Discuss differences between a theory
and a model.

• Identify bene�ts of using theories
and models in patient care.

• Compare and contrast theories and
models discussed in this chapter.

• Explain the role of patient self-
management education and support
in health outcomes.

• Summarize the importance of
patient empowerment in the
delivery of health care.

Health care providers use health behavior theories and models as a way to
improve the health of their patients. Theories and models guide changes in

health behavior. This chapter explains four health behavior theories and models.
Health behavior theories and models lay the framework for disease management.

The goal of disease management is to support patient education and self-advocacy.
To meet this goal, health care providers offer strategies and programs that help
patients manage their disease and improve health outcomes.

Differences Between Theory and Model
Many theories on health behavior have existed over the past 50 years. Health care
providers use theories and models to answer the “why,” “what,” and “how” questions
of health problems. That is, theories and models guide health care providers in
understanding why patients do or do not engage in certain health behaviors (Glanz &
Rimer, 1999; McKenzie, Pinger, & Kotecki, 2011).

A theory is an explanation of why events or situations happen. Theories are tools
for understanding, explaining, and making predictions. The ideas of a theory are
known as concepts. When a concept is used with a speci�c theory, it is known as a
construct. Constructs are key ideas of a speci�c theory.

A model draws on a number of theories to explain a speci�c problem. Models
provide a way to understand theories by breaking them down to their simplest form
(see Figure 5.1).



WEBC05 03/02/2017 0:53:34 Page 66

66 HUMAN DISEASE AND HEALTH PROMOTION

Figure 5.1 Difference Between Theory and Model

Bene�ts of Theories and Models
Health behavior theories and models exist for a reason. For example, a theory or model explains why a
patient eats or does not eat a healthy diet. Health behavior theories and models:

• Explain why patients do or do not follow medical advice

• Identify information needed for an intervention

• Help in the design of educational strategies

Theories and models not only explain a health behavior but also identify ways to in�uence and
change that behavior. Developing a theory about why a person chooses to smoke cigarettes is one step
toward smoking cessation, but a well-explained model that is easy to follow gives a step-by-step guide
on how a person can stop smoking.

To prevent disease, disability, and death, it is often necessary to change unhealthy behaviors. That
is why it is important for health care providers to understand the health behaviors of their patients. A
health behavior is any action that is related to disease prevention, health maintenance, and health
improvement. Health behaviors are either voluntary or involuntary. These behaviors are performed for
health reasons or because of a law or a requirement. An example of a voluntary health behavior is eating
a healthy diet. Wearing a seat belt when driving is an example of an involuntary health behavior because
it is one required by law.

Some health behaviors are engaged in daily, like brushing your teeth; others are done only once in a
while, like getting a �u shot. Some of these behaviors a person does for himself or herself, like putting on
sunscreen; some also affect others, like not drinking and driving. There are both short-term (e.g., losing
20 pounds in 3 months) and lifetime health behaviors (e.g., washing one’s hands before eating). These
long-term and regular patterns are known as healthy lifestyle behaviors (Glanz & Maddock, 2002;
Glanz & Rimer, 1999; Green & Kreuter, 2005).

Most people do not practice healthy lifestyle behaviors all the time: Some might exercise every day
of the week, but binge-drink several nights in a row; some might quit smoking, only to eat candy as a
substitute. Ideally, the person who practices a variety of behaviors that improve his or her health is
living a healthy lifestyle. Most people, however, practice some of these behaviors, some of the time.
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Health behaviors are complex. It is not fully understood why some people engage in health
behaviors and others do not. Researchers from the disciplines of psychology, education, sociology,
epidemiology, and anthropology continue to explore the complex nature and causes of health
behaviors (Green & Kreuter, 2005; McKenzie et al., 2011). Based on the work in these disciplines,
theories and models exist to explain not only health behaviors but also their social and psychological
in�uences.

Theories and models that explain health behaviors are classi�ed as (a) individual, (b) interpersonal,
and (c) community organization (Glanz & Rimer, 1999). Unfortunately, because health problems,
populations, cultures, and environments are so varied and multilayered, there is no single theory or
model that explains all health behaviors.

In summary, health behavior theories and models serve as a guide for health care providers to
better understand health behaviors, develop interventions, and provide strategies for self-care. Health
behavior theories and models guide health care providers to answer such key questions as:

• Why does a health problem exist in a patient?

• What is the best way to reach a patient to make a behavior change?

• Which strategies cause behavior change?

Overview of Four Theories and Models
We behave differently when we are feeling good as compared to when we are ill, and many theories
and models explain why. In fact, there are college courses devoted to reviewing health behavior
theories and models. This chapter provides an overview that looks at the importance of using
theories and models as guides in changing health behaviors. The overview is limited to four
commonly used theories and models that have been shown to positively affect health behaviors and
to improve patient care:

1. Health belief model

2. Stages of change model

3. Social cognitive theory

4. Community organization

Health Belief Model
The health belief model (HBM), developed in the 1950s, was one of the �rst models to explain health
behaviors. It is still one of the most common models used today by health care providers (Glanz &
Rimer, 1999; McKenzie et al., 2011).

The HBM is an individual, psychological model that explains and predicts health behaviors. Its
focus is on the attitudes and beliefs of individuals. The HBM is based on two main points: (a) the
individual’s view of the threat of a health problem and (2) the individual’s view of the behavior needed
for preventing this problem. This model has four constructs that explain and predict health behaviors
(Glanz & Rimer, 1999) (see Table 5.1):

1. Perceived susceptibility—the person’s belief in the chances of getting a certain disease

2. Perceived severity—the person’s opinion of how serious this disease is in terms of pain, economic
costs, or other costs

3. Perceived bene�ts—the person’s opinion of the strategies to reduce the risk of the disease

4. Perceived barriers—the person’s opinion of the physical and psychological costs of the
strategies
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The HBM not only explains health behaviors but also why these behaviors happen, and identi�es
points for possible change. The HBM is used to develop strategies that persuade a patient to make a
healthy decision (Glanz & Rimer, 1999; Rosenstock, Strecher, & Becker, 1988; Strecher & Rosenstock,
1997). In summary, the health belief model (HBM) hypothesizes that a person makes health behavior
changes if three factors exist at the same time:

1. The person is suf�ciently concerned about a health problem.

2. The person believes that she is at risk for this health problem.

3. The person believes that if she uses speci�c strategies, she can reduce the health problem, and at a
reasonable cost to her.

As helpful as the HBM is in working with patients, it does have limitations (Glanz & Rimer, 1999).
One is that it is an individual, psychological model that does not consider environmental, social, or
economic factors, which can also in�uence health behaviors.

Stages of Change Model
The stages of change model (SCM) or transtheoretical model, like the health belief model, focuses on
the individual, psychological reasons why a person changes his or her behaviors (Prochaska &
DiClemente, 1986; Prochaska & Velicer, 1997). The SCM, however, puts more emphasis than the
HBM on how a person makes decisions. Making decisions is a process that involves the person’s
emotions, thoughts, and behaviors. According to the SCM, a person’s motivation to change a health
behavior is divided into three parts: the person’s views, his or her behaviors, and the possibility of an
action (Glanz & Rimer, 1999; Prochaska & DiClemente, 1986; Prochaska & Velicer, 1997).

According to the SCM, behavior change is a process that unfolds over time and is not a single event
(Glanz & Rimer, 1999; McKenzie et al., 2011; Prochaska & DiClemente, 1986; Prochaska & Velicer,
1997). People are at different levels of motivation or readiness to change at different times in their lives.
Further, the stages are not linear; instead, they are part of a cyclical process that varies for each person.
The six stages of change are as follows:

1. Precontemplation. The person has a health problem (whether she knows it or not), and she does
not change her behaviors—she is not ready to act.

2. Contemplation. The person knows she has a health problem and admits to it. She is seriously
thinking about changing her behaviors in the near future—she is getting ready to act.

3. Preparation. The person recognizes that she has a health problem and intends to change her
behaviors sometime in the near future; she makes some positive behavior changes, but not on a
regular basis.

4. Action. The person develops an action plan, she makes regular behavior changes, and her actions
are obvious.

5. Maintenance. The person adopts and keeps to her new behaviors for 6 months to 5 years; this
means that the positive change in behaviors is kept to over time.

6. Termination. The person has no desire to go back to old behaviors, and continues with positive
behaviors and resists relapse.

How a person passes through these stages varies, depending on the behaviors. For example,
someone who is trying to give up his or her addiction to heroin can experience the stages differently
than someone who wants to lose 20 pounds.

We are always at different points in the process of change, so there is a need for diverse strategies to
motivate us. The strategies that work best are those that match our stage. By seeing health behavior
change in stages, health care providers can tailor strategies to a patient’s stage—for example, offering
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Table 5.2 Stages of Change Model Explained

Model Description What Does This Mean for the Health Care Provider?

1. Precontemplation The person has a health problem (whether he knows it or The patient has a health problem, but is not ready to
not), but he is not ready to act. change his behavior because it has little or no impact on

his daily life.
Example strategy: Explain to the patient the bene�ts

and rewards of healthy behavior.
............................................................................................................................................................................................................................................. �
2. Contemplation The person knows he has a health problem and admits to The patient starts to get information on ways to manage

it. He is seriously thinking about changing his behaviors his health problem, but has not changed his behavior.
in the near future—he is getting ready to act. Example strategy: Make sure that the patient has the

correct and most up-to-date information and knows how to
change his behavior.

............................................................................................................................................................................................................................................. �
3. Preparation The person recognizes that he has a health problem and The patient recognizes the need to change health behaviors

intends to change his behaviors sometime in the near and has made some progress, but not on a regular basis.
future; he makes some positive behavior changes, but Example strategy: Explain to the patient the bene�ts
not on a regular basis. and rewards of changing his behavior on a regular basis.

............................................................................................................................................................................................................................................. �
4. Action The person develops an action plan, he makes regular The patient has a positive attitude about behavior change.

behavior changes, and his actions are obvious. He keeps to a regular schedule of changing his behavior.
The patient starts to see and experience the bene�ts and
rewards of behavior change.

Example strategy: Provide positive feedback and support
for behavior change.

............................................................................................................................................................................................................................................. �
5. Maintenance The person adopts and keeps to his new behaviors for 6 The patient has made a positive change in his health

months to 5 years; this means that the positive change behavior over a period of time.
in behaviors is kept to over time. Example strategy: Provide positive feedback for behavior

change. Brainstorm with the patient on how he can keep to
the behavior change over time and not relapse.

............................................................................................................................................................................................................................................. �
6. Termination The person has no desire to go back to old behaviors, and The patient feels better and realizes that his behavior

continues with positive behaviors and resists relapse. change has been bene�cial to his improved health.
Example strategy: Discuss with the patient how he can

keep the behavior change as part of his lifestyle over long
periods of time.

education and feedback in the beginning stages, and reinforcement and support during the following
stages. When patients know their stage, they can set realistic goals for themselves.

Relapse happens when a person goes back to an earlier stage. People generally do not simply move
from one stage to the next, easily “graduating” from one set of behaviors to the next. Instead, they may
enter at any stage, relapse to an earlier stage, and begin the process again. The person may cycle
through this process often, or he or she can just give up, and the process stops at any point. In summary,
according to the SCM, a person must feel threatened by the disease and believe that taking action is
more bene�cial than not taking action (see Table 5.2).

The SCM is useful, but has limitations (Glanz & Rimer, 1999). Like the health beliefs model, the
SCM focuses on the individual without considering environmental, social, or economic factors that
can also in�uence health behaviors. For example, a person may want to stop smoking cigarettes, but if
his or her peers, loved ones, and family members smoke cigarettes, stopping is more dif�cult.

Social Cognitive Theory
Social cognitive theory (SCT) is a theory frequently used by health care providers. It is a complicated
interpersonal theory with many constructs; therefore, this overview of SCT is limited to the key
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spokespeople for a weight-loss program. Other strategies include reinforcements that modify behav�
ior, or tools, resources, and environmental changes that make new behaviors easier to perform. Using
SCT, the patient can:

• Observe positive health behaviors modeled by others

• Increase knowledge, skills, and con�dence to engage in positive health behaviors

• Gain support for new health behaviors from his or her social and physical environments

SCT is effective, but does have limitations (Glanz & Rimer, 1999). Because SCT is so general, it
lacks a step-by-step approach. People are seen as so dynamic that it is dif�cult to use the theory in its
entirety. Instead, most health care providers tend to focus on one or two constructs, such as self-
ef�cacy or observational learning. Finally, the theory has limited value for some diseases, such as
dementia, which has more to do with chemical imbalances in the brain than low self-ef�cacy. Health
care providers need to be aware that although SCT helps many patients engage in positive health
behaviors, it has limited value for those who suffer from certain diseases or who are not in control of
their behavior.

� � �

The theories and models of health behavior discussed thus far in this chapter share some
similarities:

Health behavior change is a process. One central construct to these theories and models is that
behavior change is a process, not a one-time event. Changes in health behaviors happen in stages. For
example, most obese people cannot change their unhealthy eating habits all at once. It takes time to
change health behaviors because they are so complex.

Behavior change can be dif�cult to maintain over time. Even when there is a good �rst attempt to
change health behaviors, relapse is common. For example, it is common practice for someone to start a
low-fat diet, only to give up on it after a few months.

Making a behavior change and then keeping to that change requires different strategies at different
levels of in�uence. For example, someone could quit smoking by going “cold turkey,” but he or she will
be tempted again, perhaps just by being around family members who smoke.

It’s important to identify the barriers. Everyone experiences barriers when he or she wants to change
health behaviors. These barriers exist when a person weighs the pros and cons of changing his or her
behaviors; and, because changing a behavior can be so dif�cult, it has to be worth it.

Community Organization
Although health behavior theories and models are useful, relying only on them is often not practical.
People �nd it dif�cult to make health behavior changes in the face of unhealthy social and physical
environments. Community organization addresses this issue of unhealthy environments and is an
important consideration when helping patients (Glanz & Rimer, 1999: McKenzie et al., 2011).

Community organization is a process whereby community members identify issues, set goals, and
mobilize resources (Berthold, Miller, & Avila-Esparza, 2009; Glanz & Rimer, 1999; McKenzie et al.,
2011). They then develop and implement strategies for resolving their issues or for reaching their goals.
Community organization is dependent on social action—community members coming together for a
cause, especially one that involves a group that is being affected by a particular issue. Examples of this
are activists who work in the arenas of gay rights, gun control, or human rights.
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Community organization goes beyond the idea that a community is a place or a geographic
location. Community is de�ned in other ways. There are communities of people with shared interests,
such as persons with disabilities or LGBT (lesbian, gay, bisexual, and transgender) individuals. There
are also communities of shared cultural identity—for example, Jewish, Irish American, or Mexican
American. It is critical for health care providers to learn about the community they are working with
and to know the community’s unique characteristics. This knowledge leads to the delivery of health
care that is for patients—not for providers.

Long-lasting change in health behavior requires change in the community. Community
organization can promote and support long-term behavior change. However, community organi�
zation theories and models require the strength of local leaders and the demands of community
stakeholders to make these changes. Community stakeholders are people in the community who are
affected, or could be affected, by a community issue. They are individuals, groups, organizations,
government departments, businesses—anyone with a stake or an interest in a community issue and
its outcome (Berthold et al., 2009; KU Work Group for Community Health and Development,
2016).

Although there is not one theory or model for community organization, there are several key
elements (Berthold et al., 2009; Glanz & Rimer, 1999; McKenzie et al., 2011):

1. Community development. Stakeholders identify and resolve their community’s issues. The goal of
community development is to improve environmental, economic, and social conditions within
the community. Active local leadership and engaged community stakeholders work together to
achieve this goal. Community development strategies include community participation, goal
setting, problem solving, planning, and capacity building.

2. Community capacity building. Community stakeholders develop working relationships with each
other, joining together to identify community issues, mobilize, and take action to resolve those
issues.

3. Community assessment and planning. Community stakeholders create goals and strategies to
problem-solve, sometimes with “experts” who provide technical assistance. Community assess�
ment is a strategy through which community stakeholders gather information to understand the
causes and consequences of issues. Then, with community leaders, they get together to discuss the
situation and develop a plan to resolve these issues.

4. Community action and results. Community leaders and stakeholders increase their ability to
resolve community issues and to make changes. They use the action plan to address the issue.
Once the issue is resolved, an additional action plan is put in place to make sure that the changes
last over time.

Community organization can result in change that is effective and sustained over time (see
Table 5.4). There are many examples of how community organization has a lasting positive impact
on the health behaviors of community members, including organizing for more community parks
or bike paths, for community gardens, and against gun violence.

Some of the limits of community organization include the dif�culty in getting started, building and
maintaining interest, and evaluating success. Community organization can be politically charged, and,
at times, communities and their health issues can suddenly change because of a new health crisis, lack
of resources, a downturn in the economy, or even a natural disaster.

Disease Management
Every day, patients make health decisions—for example, taking medicines or keeping medical
appointments. Health care providers use theories and models to develop disease management
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Patient Self-Management
Patients with one or more chronic diseases must often manage complex treatment plans and undergo
major disruptions in their lives. Managing one or more chronic diseases also can be complicated
because these diseases can go to extremes, changing from simple to complex, minor to major, mild to
severe—even when the patient follows the treatment plan. Having a chronic disease is not only
upsetting and complicated but also time-consuming. Treating these diseases often entails repeating
many daily actions, such as checking symptoms or taking multiple medications even when the bene�ts
are unclear.

Providing care to patients with chronic diseases is challenging and often complex, particularly for
those who have more than one disease. However, what is supported by research is that patients who can
self-manage their diseases and receive education and support from their health care providers have the
best health outcomes (Institute for Healthcare Improvement, 2015; IOM, 2001).

Patient self-management refers to the patient’s making decisions and taking actions to live well
with one or more chronic diseases. It emphasizes not only patients’ active participation but also
developing skills:

1. Taking care of illness. The patient manages medical responsibilities, such as taking medicines as
prescribed and keeping follow-up appointments.

2. Carrying out normal activities. The patient manages responsibilities related to work or school,
loved ones, family, and community.

3. Emotional responsibility. The patient manages the changing emotions he or she feels as well as the
changes in relationships with others.

Self-management skills not only allow a patient to be proactive but also can lead to better health
outcomes. The role of the health care provider is to use the following strategies that encourage patients
to use self-management skills.

Patient Self-Management Education
Patient self-management education is like traditional patient education in that it supports patients in
living the best possible quality of life. However, traditional patient education offers information and
technical skills, whereas self-management education teaches problem-solving skills (see Figure 5.2). A
central concept in self-management is self-ef�cacy, or con�dence (Bodenheimer & Abramowitz, 2010;
Institute for Healthcare Improvement, 2015; Lorig & Holman, 2003).

Both traditional patient education and patient self-management education are necessary and
bene�cial to patients (Bodenheimer & Abramowitz, 2010; Institute for Healthcare Improvement,
2015). Some aspects of traditional patient education work well; some do not. For example, information
is necessary, but it alone does not create behavior change.

Patient Self-Management Support
Patient self-management support is a type of counseling based on the partnership between the health
care provider and the patient. The goal of self-management support is to help patients live as normal a
life as possible. The following is a description of techniques a health care provider can use to support
patient self-management (Bodenheimer & Abramowitz, 2010; Institute for Healthcare Improvement,
2015):

Establish a focus Establishing a focus is a �rst step in patient self-management. This is an opportunity
for the health care provider to learn about the patient’s concerns, knowledge, and behaviors related to
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Patient Empowerment
The patient—not the health care provider—has primary responsibility for his or her own health
(Bodenheimer & Abramowitz, 2010; Institute for Healthcare Improvement, 2015; IOM, 2001; Lorig &
Holman, 2003; Uldis, 2011). All of us self-manage when we get sick—sometimes for the better,
sometimes for the worse. However, we do not always feel in control of our health or our health care.
Patient empowerment refers to the patient’s sense of being in control of his or her health and health
care. The patient takes responsibility and feels empowered with the knowledge, attitudes, and skills
that in�uence his or her health behavior. Health care providers are experts on diseases, but the patient
is an expert on his or her own health.

There are actions that patients can take to empower themselves and improve their health
(Bodenheimer & Abramowitz, 2010; Institute for Healthcare Improvement, 2015; IOM, 2001; Lorig &
Holman, 2003; Schulman et al., 2012):

• Share current medical history with their health care provider(s)

• Write down questions before the medical visit

• Bring a loved one or family member to the medical visit to help understand the information given

• Ask questions on any piece of information they do not understood

• Write down instructions and take notes

Most patients want to play an active role in their health care. Many want to take control over their
health and work in partnership with their health care providers. It is in the interest of health care
providers to promote patient empowerment. When they do, their patients have better health outcomes
(Institute for Healthcare Improvement, 2015; IOM, 2001).

In summary, everything that the health care provider does, such as perform blood tests or give
physical exams, can improve care. However, almost everything that is a true health outcome—for
example, symptom control or daily functioning—is dependent on the patient’s actions. Self-manage�
ment helps a patient feel more in control of his health because he makes decisions about it. For
example, a patient, along with his health care provider, can set realistic treatment goals based on what is
important to him.

Patient self-management has been associated not only with improved health outcomes but also
with decreased use of health care services. The patient who understands his or her chronic disease(s),
knows how to manage symptoms, and is able to get health care when needed will be less likely to require
more expensive services (Institute for Healthcare Improvement, 2015; IOM, 2001).

Chapter Summary
• Health behavior theories and models explain why patients do or do not engage in certain health

behaviors; they also identify information needed for a treatment plan and help in the design of
educational strategies and professional support.

• Long-lasting change in health behavior requires change in the community. Community organi�
zation creates opportunities that promote and support long-term health behavior change.

• Disease management is a multidisciplinary approach that improves the quality and cost-effec�
tiveness of health care, especially for patients who have one or more chronic diseases. Health care
providers who use disease management with their patients provide individualized treatment plans
and educational tools, along with professional support.

• The goal of disease management is to identify persons at risk for one or more chronic diseases,
promote patient self-management, and provide effective and ef�cient health care.
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3. In groups of three, review the health belief model, the stages of change model, and social cognitive theory (see Tables
5.1, 5.2, and 5.3). Each group member selects one of the tables and describes how a patient with a chronic disease, such
as type 2 diabetes, heart disease, or alcoholism, would change his or her health behavior.

4. Identify a health issue in your community. When the issue is identi�ed, create a PowerPoint (no more than �ve slides)
on how it can be addressed through key elements of community organization. Be prepared to present this PowerPoint
in class for discussion.

5. Brainstorm in groups of two to three people how to help a patient build self-ef�cacy. Identify barriers to self-
management or reasons why some patients resist self-management. List ways that health care providers can help their
patients overcome those barriers and/or resistance.
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CHAPTER OBJECTIVES

• De�ne health literacy.

• Identify and describe levels of
health literacy.

• Explain causes and consequences of
health literacy.

• Summarize why low health literacy
is a problem in the United States.

• Outline strategies for improving low
health literacy.

• Evaluate health information
websites.

This chapter examines low health literacy and its impact on health care. It
discusses in depth the causes and consequences of low health literacy. Health

literacy strategies are identi�ed and explained. Consideration is also given to the
relationship between health literacy and access to quality health care.

Importance of Health Literacy
Seeking health information from multiple sources—television, websites, newspapers,
radio, loved ones, family members, and neighbors—can be confusing and over�
whelming for patients. It is not unusual for the media to tell us one thing one day and
tell us something completely different the next. The following are some examples of
just how confusing health information can be:

• Alcohol is bad for you, but drinking moderate amounts of wine can help prevent
heart disease.

• Too much sun can cause skin cancer, but not enough sun can cause vitamin D
de�ciency.
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• Too much stress is bad for you, but not all stress is bad.

• Birth control pills are effective against unwanted pregnancies, but not against sexually transmitted
infections.

• Exercise is good, but too much exercise can lead to injuries.

• Too much caffeine is not good for you, but caffeine does have health bene�ts.

• Marijuana is an illegal drug in most states, but it can help relieve symptoms for some patients with
chronic diseases.

As a health care provider, you may contribute to this confusion. But unlike other sources, health
care providers have a responsibility to ensure that the information they share is understood and used by
their patients. Ful�lling this responsibility is known as improving a patient’s health literacy.

According to the American Medical Association’s publication Assessing the Nation’s Health
Literacy: Key Concepts and Findings of the National Assessment of Adult Literacy (White, 2008),
improving patients’ health literacy—that is, the ability of individuals to read, understand, and act on
health information and services—is critical to the health and safety of patients. Patients need to be
health literate so that they can understand and act on the health information given and manage their
disease(s).

Differences Between Literacy and Health Literacy
The 2003 National Assessment of Adult Literacy (NAAL) is a nationally representative assessment of
English literacy among American adults age 16 and older. Sponsored by the National Center for
Education Statistics (NCES), NAAL is the nation’s most comprehensive measure of adult literacy since
the 1992 National Adult Literacy Survey (NALS). Although the term literacy usually refers to the ability
to read and write—to understand and communicate information—the NAAL has a more detailed
de�nition for literacy that comprises two parts: skills and tasks. Literacy skills range from basic (such as
recognizing words) to higher level (such as understanding what one has read in a book). Literacy tasks
deal with a person’s ability to read, write, speak, compute, and solve problems at levels necessary to:

• Function on the job and in society

• Achieve one’s goals

• Develop one’s knowledge and potential

Literacy helps us understand, communicate, and act on health information. When a person applies
literacy skills and tasks to health, such as by eating a healthy diet, taking medication, or getting a �u
shot, he or she is demonstrating health literacy. However, ordinary literacy is only one component of
health literacy.

Health literacy goes beyond ordinary literacy because it requires knowledge of many areas,
including the human body, medical terms, healthy behaviors, and how to access health care. It is also
in�uenced by other factors, such as language, culture, age, socioeconomic status, education, and
disabilities. For example, when anyone, regardless of literacy level, is feeling sick or in pain, it can be
dif�cult to remember a health care provider’s instructions. Health information provided in a stressful
situation like a health care setting is unlikely to be remembered. It can also be dif�cult for an elderly
person, regardless of literacy level, to remember how to correctly take multiple medications.

Levels of Health Literacy
To make the right health decisions and to act on them, patients must be at least somewhat health
literate. The 2003 NAAL included a health literacy component. Each of the 19,000 participants was
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Figure 6.1 Examples of Skills at Each Level of Health Literacy
Note. From The Health Literacy of America’s Adults: Results from the 2003 National Assessment of Adult Literacy (NCES Publication No. 2006-483),
by M. Kutner, E. Greenberg, Y. Jin, and C. Paulsen, 2006, Washington, DC: US Department of Education.

asked to provide background information and to complete a set of tasks to measure his or her ability to
read and understand text, interpret documents, and use and interpret numbers. The results were
reported by dividing the health literacy skills of subjects into four levels: below basic, basic,
intermediate, and pro�cient (see Figure 6.1).

Below Basic Level
Below basic is the lowest level of health literacy and includes such skills as being able to follow simple
instructions or adding the amounts of medications. Adults also might be able to locate and circle the
date of a medical appointment on a hospital appointment slip. An adult at this level might not know any
English or not be able to read simple written instructions in his or her own language. About 14% of the
US adult population has health literacy skills at the below basic level (White, 2008).

Basic Level
Adults at the basic level have the health literacy skills to perform simple tasks such as reading and
understanding information in short, easy-to-read instructions. These individuals can understand an
easy-to-read handout or brochure, and they might be able to state two reasons why a person should be
tested for a disease, based on information in an easy-to-read handout. Patients need to be at the basic
level of health literacy to access adequate services from health care providers. About 22% of the US
adult population has health literacy skills at the basic level (White, 2008).

Intermediate Level
Adults at the intermediate level have the health literacy skills to perform slightly challenging tasks, such
as summarizing written text, making simple connections, and identifying a speci�c location on a map.
They also might be able to determine a healthy weight range for a person of a speci�ed height, on the
basis of a graph that relates height and weight. Most US adults (53%) fall into the intermediate category
(White, 2008). They can apply information from moderately advanced text and make simple
conclusions. Yet some types of health care information, such as insurance forms, consent forms,
and medication instructions, are often complicated and can be overwhelming for most patients at
this level.

Pro�cient Level
Adults at the pro�cient literacy level have the health literacy skills to perform complex activities. They
can analyze many pieces of information, such as a table about blood pressure and physical activity.
They also can �nd information about a medical term by searching through a credible website. Only
about 12% of the US adult population has health literacy skills at the pro�cient level (White, 2008).



WEBC06 03/02/2017 0:55:2 Page 86

86 HUMAN DISEASE AND HEALTH PROMOTION

But even those who are most pro�cient at using text and numbers may be challenged in the
understanding of health information when they are sick or in pain or feeling overwhelmed.

Core Skills of Health Literacy
As already noted, health literacy is more than the ability to read and write. It includes �ve core skills:

1. Reading

2. Writing

3. Math

4. Listening

5. Speaking

These �ve core skills enable patients to ask questions, follow a treatment plan, and discuss issues
with their health care providers. Understanding a health care provider’s instructions for self-care
requires listening and speaking skills. Choosing between health plans or comparing prescription drug
coverage requires reading and math skills to calculate premiums, copays, and deductibles. Signing
medical waivers, writing down providers’ instructions, and responding to providers’ emails require
reading and writing skills.

To be health literate, patients must not only have these �ve core skills but also know about the
human body and diseases (Rudd, Anderson, Oppenheimer, & Nath, 2007). Even for those with
advanced degrees, health literacy can be a challenge. To understand what patients go through to
manage their health, think about the knowledge and skills required for the following tasks:

• Understanding a newspaper article about a recent Zika outbreak (reading and comprehension)

• Calculating the amount of calories in 1.5 servings of macaroni and cheese, based on a nutrition
label (reading and math)

• Knowing that glucose is another word for sugar and choosing a product with less sugar over one
with more sugar (reading and knowledge of nutrition and nutrition labels)

• Determining that “severe” is a more serious threat than “elevated,” and deciding what to do with
this information (knowledge and understanding risk)

• Giving medication to an elderly parent who lives at home and has diabetes, dementia, and high
blood pressure (reading and math skills; knowledge of the human body, different diseases and their
complications, and side effects of several medications)

• Negotiating a health claim with an insurance company claims manager (speaking, reading, and
listening skills; understanding complex forms)

Understanding and accessing health information and services are overwhelming for most patients.
To get a sense how overwhelming it can be, imagine yourself with a chronic disease such as type 2
diabetes. What are some of the daily skills needed to control your diabetes? You need to change your
daily habits—the foods you eat, the activities you do; you must watch your symptoms on a regular basis;
you take medicines and try to understand the directions about time, doses, and side effects; you access
care when needed, complete medical and insurance forms, and make appointments for follow-up;
when interacting with health care providers, you describe symptoms, report changes, ask questions,
and try to follow instructions. You also need con�dence, commitment, and will power in managing
your diabetes over time.

Patients’ health literacy has a direct impact on their ability to access health care, share personal
information with health care providers, understand complicated information, and manage their
disease(s). Health care providers have a responsibility to improve their patients’ health literacy, because
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low health literacy increases the risk of harm. When patients receive accurate, easy-to-understand
information, they are better able to manage their health, access services, and reduce harm.

Extent of the Problem of Low Health Literacy
Patient-centered care curbs rising health care costs because it allows patients to be active decision
makers in their health care (Of�ce of Disease Prevention and Health Promotion, 2011a, 2011b). To be
active decision makers, however, patients need information that they can read, understand, and act on.
Yet according to a landmark Institute of Medicine Committee report (Kohn, Corrigan, & Donaldson,
1999), two decades of research indicate that today’s health information is not usable by the average
adult. Nearly 9 out of 10 adults have dif�culty using everyday health information that is available from
health care providers, websites, media, and communities. Only 12% of US adults have the skills needed
to manage their health and reduce harm.

The Institute of Medicine’s 1999 �ndings suggest that most patients make decisions about their
health care based on health information that they don’t understand. Patients also make the majority of
these decisions on their own—not with their health care providers in a face-to-face meeting. Most
patients spend only a small amount of time with their health care providers, so they �gure out by
themselves how to make major health decisions, such as determining what type of health insurance
they should have, how much medicine to take, or how to follow a treatment plan.

Reporting on the extent of the problem of low health literacy in the United States, the Institute of
Medicine (Kohn et al., 1999) found that 25% of adults (50 million patients) are at some level of low health
literacy. This means that they have trouble completing medical forms or understanding medical terms.
Another 21% of adults (40 million patients) are functionally illiterate, meaning that they read at �fth-
grade level or lower. They cannot perform the basic reading tasks required to access health care. Oral
instructions are also dif�cult for them. Together, low health literacy and functional illiteracy account for
at least 90 million adults; they lack the skills needed to prevent disease and protect their health. This
represents between $50 billion to $73 billion a year in extra health care costs. Such statistics have sent an
alarm to health care policymakers at the local, state, and national levels. Low health literacy is now
recognized as a major problem in the United States, and remediating it is a priority, as stated in the
Healthy People 2020 initiative, a project of the Centers for Disease Control and Prevention (CDC).

If measures are not taken to address low health literacy, the near future looks even bleaker. As the
United States shifts toward a majority population of older adults, and with more people who have
limited English pro�ciency (LEP), there will be even greater numbers of patients with low health
literacy, creating a heavier economic burden on our already strained health care system (Centers for
Disease Control and Prevention [CDC], 2016).

Causes of Low Health Literacy
Five factors can cause low health literacy (Of�ce of Disease Prevention and Health Promotion, 2011a,
2011b). A patient with low health literacy may be dealing with one or more of these factors:

1. Functional dif�culties

2. Physical disabilities

3. Cultural and language issues

4. Mental health disabilities

5. Computational or numerical dif�culties

Patients with functional low health literacy lack ability to read and write. They also have trouble
with spoken words of more than two syllables. But these patients are not stupid! They can �gure out
what you mean; however, they may miss things while struggling to understand what is said.
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Physical disabilities, such as visual, hearing, and mobility impairments, can cause low health
literacy. This also applies to patients who might be losing senses because of a certain disease or due to
the aging process. For example, patients with multiple sclerosis may not be able to verbally respond to
questions, or elderly patients may have hearing and vision loss.

Issues related to culture and language affect non-English-speaking populations and those with
immigrant status; members of these groups may have limited English pro�ciency (LEP). Many people
with LEP are literate in their own language; others are unable to read or write in their native language.
Basic Western medicine practices—such as using a thermometer—may be completely unfamiliar to
some patients with LEP. According to the Agency for Healthcare Research and Quality (2013),
approximately 21 million people in the United States speak limited English, and there will be more in
the years to come.

Patients with mental health disabilities will have dif�culty understanding the status of their health
care. They may interpret health information differently, and their judgment can be negatively affected.
Sometimes patients with mental health disabilities are negative, paranoid, or passive when meeting
with their health care providers. Consequently, they do not comprehend the information given or
receive the care they need.

For patients with computational or numerical dif�culties, the combined use of numbers and words
is challenging. Yet much of health literacy entails following detailed directions that incorporate both
numbers and words, and measuring medicines or food portions can be particularly dif�cult. For
example, a diabetic patient can be challenged by the daily measuring of food portions and insulin
injections.

Populations at Risk for Low Health Literacy
Persons with low health literacy are represented in every segment of society (see Figure 6.2). You, too,
can be affected by low health literacy at some point in your life—regardless of your age, race, culture,

Figure 6.2 Populations at Risk for Low Health Literacy
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income, or education. Nonetheless, low health literacy is much more common in certain US
population groups. According to the Of�ce of Disease Prevention and Health Promotion’s National
Action Plan to Improve Health Literacy (2010), although the majority of people with low health literacy
skills in the United States are white and native-born, the people most at risk are those who

• Are over the age of 65

• Are members of racial and ethnic minority groups

• Are recent refugees and immigrants to the United States who do not speak English

• Were born in the United States but for whom English is a second language and who have LEP

• Did not graduate from high school

• Are working in low-income jobs or are unemployed

• Have chronic diseases and disabilities

Although patients who belong to these populations are known to be at higher risk for low health
literacy, keep in mind that many do have the necessary skills. In other words, just because someone is a
new immigrant or has a disability does not mean that he or she has low health literacy. It is also
important to remember that many patients with low health literacy do not belong to an at-risk
population. It is therefore important for health care providers to acknowledge the potential dif�culty of
identifying patients with low health literacy.

Shame and Low Health Literacy
Patients with low health literacy can feel shame about their lack of skills. As a result, they may hide
reading, writing, or math dif�culties from their health care providers to avoid embarrassment. This
shame contributes to the “hidden” nature of health illiteracy. A landmark study on shame and low
health literacy by Parikh, Parker, Nurss, Baker, and Williams (1996) found that 67% of patients with
low health literacy never told their spouses, and 53% had never told their children of their literacy
dif�culties. Nineteen percent of these patients had never disclosed their dif�culty reading to
anyone.

Some patients may show signs of having low health literacy. If patients �ll out their registration
forms wrong or take their medications incorrectly, they may have done so because of low health literacy
skills (Safeer & Keenan, 2005). Other signs of low health literacy are listed in Figure 6.3.

Because someone has low health literacy does not mean that he or she is stupid or can’t function in
everyday life. In fact, just the opposite is true for many of these patients, who function well without
anyone knowing about their low literacy.

Consequences for Patients with Low Health Literacy
Low health literacy is linked to many health problems, such as greater risk of harm, limited access to
care, and higher rates of hospitalization. According to the Of�ce of Disease Prevention and Health
Promotion (2010, 2011a, 2011b), the following are consequences for patients with low health literacy:

• They are less likely to receive preventive care, such as physicals, mammograms, and blood pressure
screenings.

• They are less able to manage life-threatening diseases, such as heart disease, diabetes, and HIV/
AIDS.

• They are more likely to miss medical appointments and to take medications incorrectly.

• They are more likely to lack skills needed for self-care.



WEBC06 03/02/2017 0:55:3 Page 90

90 HUMAN DISEASE AND HEALTH PROMOTION

Figure 6.3 Signs of Low Health Literacy in Patients
Note. Adapted from Health Literacy and Patient Safety: Help Patients Understand. Manual for Clinicians, by B. D. Weiss, 2007, Chicago, IL:
American Medical Association Foundation and American Medical Association.

• They are at higher risk of needing emergency services and hospitalization.

• They pay annual health care costs four times higher than those with higher levels of health literacy.

• They are more likely to report their health as poor and to have incomplete medical histories.

In summary, when patients with low health literacy interact with a complex health care system, the
outcomes are often poor health, greater risk for harm, and higher medical costs.

Health Literacy and Health Care Providers
Factors that affect health literacy are complicated. They include not only patients’ knowledge and skills
but also health care providers’ communication skills and the demands of the health care system.

Health literacy was once considered the responsibility of the individual, but now more attention is
given to the role of health care providers because of the following (Safeer & Keenan, 2005):

Rising health care costs Providing health information and skills to patients decreases health care
costs.

Managed care Managed care insurance plans want patients to be active decision makers in their
health; low health literacy makes this dif�cult.

Complex treatment options Complex treatment options negatively affect a patient’s ability to make
informed health care decisions. Patients with low health literacy face signi�cant challenges in following
medicine instructions, preventing medical errors, and providing informed consent.

Aging population Aging is associated with decreased health literacy. Strategies to control costs and
improve quality of care for older adults must include improving their health literacy.

Racial and ethnic diversity As the US population becomes more diverse, differences in language and
cultural beliefs are barriers to communication between health care providers and patients.

As already noted, the main consequences for patients with low health literacy are poor health,
greater risk for harm, and higher medical costs. One of the primary problems is that health care
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providers fail to speak to patients in easy-to-understand words, or plain language. They fail to make
sure that patients understand what they are told, what they need to do, and why they need to do it. This
lack of information spoken in plain language causes problems not only for patients and their health
care providers but also for health care systems that are trying to control costs (Plain Language Action
and Information Network, 2011).

The primary responsibility for improving patients’ health literacy lies with health care providers
and health care systems (Smedley, Stith, & Nelson, 2003). If they become better at communicating
health information, the United States will be a health-literate society, leading to less harm to patients
and lower health care costs.

Strategies That Improve Patients’ Health Literacy
Low health literacy can affect anyone, regardless of age, race, education, gender, or income. It is
sobering to know that low health literacy impacts nearly one in every three people living in the United
States (CDC, 2016; Of�ce of Disease Prevention and Health Promotion, 2010, 2011a, 2011b). It is a
“condition” that can’t be diagnosed by medical technology and is not visible to the eye, so health care
providers need to have a certain awareness and develop certain skills to identify those patients who
have low health literacy.

Health Care Providers
Health information needs to be spoken and written in easy-to-understand words—what’s known as
plain language. Plain language helps patients �nd what they need, understand what they �nd, and act
on that understanding (Plain Language Action and Information Network, 2011).

Speaking plainly is just as important as writing plainly. Many of the same plain-language strategies
for written messages apply to verbal messages. The plain-language strategies for health care providers
listed in Table 6.1 improve patients’ health literacy.

When working with patients, ask questions using the words “what” or “how” instead of those
that can be answered with yes or no. For example, say, “Tell me about your problem. What may
have caused it?”

Encourage patients to ask questions and to show you what they understand. A way to do this is by
using the teach-back method to improve communication between health care providers and patients.
The patient is asked to restate the information in his or her own words—not just repeat it—to make
sure that the message is understood and remembered. When understanding is not correct, the health
care provider repeats the information until the patient can understand and restate the information
correctly.

When a patient has LEP, use a medically trained interpreter. Plain-language strategies do not
necessarily help patients who have limited ability to speak or understand English. Health information
for people with LEP needs to be communicated plainly in their primary language, using words and
examples that �t the information into the context of their cultural norms and values.

Printed health information needs to be written in plain language and to be accessible to all
audiences, including those with limited vision.

Determining the readability level of written materials is easy with Microsoft Word, which offers
readability statistics in the spelling and grammar menu. The document is graded based on the Flesch-
Kincaid Grade Level Formula. You should try to aim for the lowest level possible without losing the
meaning of the information. To reach a general audience, a strategy is to keep your document at the
�fth- or sixth-grade reading level (or lower) and never higher than eighth grade.

A word of caution: Readability tests give only a general idea of how dif�cult it will be to read the
document, based on written words. They do not consider layout or design—or tell how well your
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Table 6.2 Printed Materials Strategies (Including Brochures or Handouts)

Visuals Layout Writing Style

Whenever possible, use simple Use at least 12-point font. Use simple language and simple writing style—
pictures, photos, line avoid long sentences.
drawings, charts, and other
visuals instead of text to
make your points.

.......................................................................................................................................................................................................
Use only visuals that help Use headings and bullets to break up text. Include no more than four main messages.

convey your message. Leave out information that is “nice to know” but not
(Don’t just “decorate,” as necessary.
this will distract readers.)

.......................................................................................................................................................................................................
Place visuals near to related Avoid using all-capital letters, italics, and fancy script. Organize similar information into several smaller

text. Visuals need to Keep line length between 40 and 50 characters. groups.
include captions.

.......................................................................................................................................................................................................
Visuals need to be culturally Highlight important points with color. Focus on changing behavior or on what needs to be

appropriate and not Place the most important information at the beginning done rather than trying to explain technical
complicated. of the document and repeat it at the end. medical terms.

.......................................................................................................................................................................................................
Make the cover of your Be sure to leave plenty of white space in the margins Review materials to make sure the literacy level is

document visually and between sections. Margins need to be at least not above eighth grade.
appealing to your target one-half inch.
audience. The cover should
include your main message.

Computer-Assisted Education
Computer-assisted education is an interactive way of teaching patients about the prevention and
treatment of diseases. This is often more engaging than printed materials, especially for patients with
low health literacy. It can be easily tailored to match their needs, and tailored messages can be easier to
understand than one-size-�ts-all presentations.

Many of the same health literacy strategies for verbal and written communication apply to
computer-assisted education, including using plain language, large fonts, white space, and simple
graphics. Accessibility also needs to be considered for persons with disabilities. Other speci�c
strategies include the following:

• Use video and/or audio �les, not just text

• Include interactive features such as quizzes

• Organize information to minimize searching and scrolling

• Give users the option to navigate from simple to more complex information

• Have a link with resources

Many federal, state, and local public health departments, universities, insurance plans, medical
organizations, and health associations have websites that provide health information. These sites
include the CDC (www.cdc.gov), Mayo Clinic (www.mayoclinic.org), MedlinePlus https://medlineplus
(.gov/healthtopics.html), American Academy of Family Physicians (www.aafp.org), and others too
numerous to list. Unfortunately, not all health information websites are at a reading level that is right for
individuals with low health literacy; therefore, health care providers need to be careful about recom�
mending websites to patients (Medical Library Association, 2015).

http://www.cdc.gov/
http://www.mayoclinic.org
https://medlineplus.gov/healthtopics.html
https://medlineplus.gov/healthtopics.html
http://www.aafp.org
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What health care providers can do to boost the general literacy skills of their patients is
limited, but they can use strategies to improve health literacy. By ensuring that the health care
setting is patient-friendly, communicating in plain language, using culturally appropriate materi�
als, and using the teach-back method, health care providers can deliver effective care to all their
patients.

Testing for Low Health Literacy
Health care providers can determine their patients’ level of health literacy by using either the Test
of Functional Health Literacy in Adults (TOFHLA) or the Rapid Estimate of Adult Literacy in
Medicine (REALM) (Agency for Healthcare Research and Quality, 2009). The TOFHLA is available
in English and Spanish. It uses health materials to evaluate reading comprehension and numeracy.
The test has 50 questions and takes about 20 minutes to complete. A short version is available and
takes around 7 minutes to complete. The REALM evaluates word recognition and pronunciation
and takes about 5 minutes to complete.

These tests are usually administered in a research setting. Although health care providers can use
these tests in a health care setting, doing so may be counterproductive: Having patients with low health
literacy take a test when they go to see their health care provider may make it less likely for them to seek
help, or it may leave them feeling ashamed.

Another approach suggested by the American Medical Association report (White, 2008) is to ask
one or two simple questions that take less than a minute and are valid for English- and Spanish-
speaking populations:

• “How often do you need to have someone help you when you read instructions, pamphlets, or
other written material from your doctor or pharmacy?” (Answers indicating low health literacy are
“sometimes,” “often,” or “always.”)

• “How con�dent are you �lling out medical forms by yourself?” (Answers indicating low health
literacy are “somewhat,” “a little bit,” or “not at all.”)

Patients
A speci�c strategy that patients can use when asking questions of their health care provider is Ask Me 3,
developed by the CDC (2016). Ask Me 3 allows patients to get the information they need and in words
that they understand. It is designed to promote communication between health care providers and
patients. There are three simple questions that patients ask their health care providers at every visit and
that health care providers should encourage their patients to ask (see Table 6.3):

1. What is my main problem? (diagnosis)

2. What do I need to do? (treatment)

3. Why is it important for me to do this? (context)

These three questions allow patients to knowabout their disease and medication, why the treatment
is important, and steps to take to prevent a disease or to keep it under control.

The American Medical Association (Weiss, 2007) has developed a checklist for measuring
patient understanding. This checklist has questions that a patient should be able to answer at the end
of a visit.

What Health Care Systems Can Do to Improve Health Literacy
The following list shows steps that health care systems can take to improve health literacy. Please note
that most of these steps would entail little or no expense, and if they were taken, the outcome would
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Table 6.3 Checklist for Patients

At the end of each visit with your health care provider, you should be able to answer the following questions:

Ask-Me 3 Questions Where Do I Go? What Do I Do? Next Steps

1. What is my main 4. Where do I go for tests,
problem? medicine, and appointments?

2. What do I need to do
(about the problem)?

3. Why is it important for
me to do this?

5. How should I take my medicine?

a. When do I take it?

b. What will it do?

c. How do I know if it is working?

d. Whom do I call if I have
questions, and when do I call?

6. Other instructions

a. What to do?

b. How to do it?

c. When to do it?

7. When do I need to be seen again?
8. Do I have another appointment? If

so, what is the date and time of
the appointment?

9. Are there phone numbers to call?

Note. Adapted from Health Literacy and Patient Safety: Help Patients Understand. Manual for Clinicians, by B. D. Weiss, 2007, Chicago, IL: American Medical Association Foundation
and American Medical Association.

result in better health for patients, less harm, and lower health care costs (Kohn et al., 1999; Nielsen-
Bohlman, Pranzer, & Kindig, 2004).

• Change professional practice to emphasize health literacy improvement and shame-free
environments

• At professional conferences and through the media, make the case for improving patients’ health
literacy

• Improve how patients with low health literacy use health services

• Improve how health forms and instructions are worded and used

• Improve access to the physical environment

• Improve access to culturally appropriate health information

• Create patient-centered environments that stress the use of plain language with patients in all
interactions

Health Information Websites
Websites are one of the most widely used forms of communication. Millions of people search for health
information on websites every day, whether for themselves or for a loved one. Sometimes when
searching a website, a person can �nd correct information that is helpful. Other searches end badly
because the information the person �nds is out-of-date, incorrect, or even harmful.

All websites are not created equal. Anyone can set up a website and publish any kind of health
information, so the problem becomes trying to �gure out whether or not the information is correct.
Patients need current, unbiased information from reliable sources to make decisions. Health care
providers have a responsibility to guide their patients to the most helpful websites.

To assess a website’s information, one needs to ask four questions (Medical Library Association,
2016): (a) Who or what is the source? (b) How accurate is the information? (c) Is the website trying to
sell something? (d) If research results are used to support claims, how was the research conducted?

The �rst step in reviewing a website is to consider the source: Does the site use recognized experts,
and who is responsible for the information? When you use a website, look for an “About Us” page.
Check to see who runs the site. Is it a branch of the US federal government, a university, a nonpro�t
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Chapter Summary
• Health literacy is the ability of individuals to read, understand, and act on health information and

services.

• As a health care provider, you have a responsibility to improve patients’ health literacy.

• Five factors can cause low health literacy: functional dif�culties, physical disabilities, cultural and
language issues, mental health disabilities, and computational or numerical dif�culties.

• There are about 90 million patients with low health literacy in the United States; they lack the skills
needed to prevent disease and protect their health. These patients account for between $50 billion
to $73 billion a year in extra health care costs.

• The main consequences for patients with low health literacy are poor health, greater risk of harm,
and higher medical costs. One of the primary problems is that health care providers fail to speak to
patients in easy-to-understand words (plain language). They fail to make sure that patients
understand what they are told, what they are to do, and why they are to do it.

REVIEW QUESTIONS

1. What is health literacy?

2. What are the �ve core skills of health literacy?

3. Health literacy was once considered the responsibility of the individual, but now there is more attention given to the
role of health care providers. Give three reasons why this statement is true.

4. What is the teach-back method?

5. What population(s) are most at risk for low health literacy?

6. What are the �ve causes of low health literacy?

7. List and discuss strategies a health care provider can use to improve the health literacy of his or her patients.

8. List and discuss strategies that a patient can use to improve his or her health literacy.

9. List and discuss strategies that a health care setting can use to improve patients’ health literacy.

10. What are four questions to ask when reviewing a website?

KEY TERMS

Ask Me 3: Three questions that patients ask their health care providers at every visit, enabling patients to get the information
they need and in words that they understand

Health literacy: The ability to read, understand, and act on health information and services

Limited English pro�ciency (LEP): Skill level of people who understand, speak, and write English less than “very well”

Literacy: The ability to read and write—to understand and communicate information

Plain language: Simple written and spoken language that makes health information easier to understand

Teach-back method: A method for ensuring that a message is understood and remembered, whereby the patient
restates—not just repeats—the given information in his or her own words
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CHAPTER ACTIVITIES

1. Make a brochure about a chronic disease of your choice. The brochure needs to be designed for a wide audience; it
should use plain language and provide easy-to-understand health information. Follow the guidelines shown in Table
6.2, and include the following items:

a. Easy to understand visuals that explain key ideas

b. Action captions that clarify the point of the visual

c. Interaction with the reader by posing questions

d. Resources for more information

2. Identify and describe how a patient with a chronic disease would use the �ve core health literacy skills to manage his or
her disease.

3. Role-play with a partner a scenario in which a health care provider is interacting with a patient who has a below basic or
basic health literacy level. The below basic or basic health literacy level can be caused by functional dif�culties, physical
disabilities, cultural and language issues, mental health disabilities, or computational or numerical dif�culties. The
health care provider is trying to get the patient to understand what the problem is, what the patient needs to do, and
why. Reverse roles after the �rst role play.

4. Create a list of 15 words related to management of such diseases as heart disease, diabetes, and breast cancer. The
purpose of this word list is to help patients with low health literacy understand the terms necessary to manage their
disease. De�nitions in the word list need to be written in plain language and easy to understand.

5. Write a two- to three-page essay on strategies that help identify quality health information websites.

6. Develop a crossword puzzle of technical terms related to a chronic disease (20 words across, 20 words down). The clues
need to be written in plain language and have a readability level of no higher than �fth grade.

7. The Medical Library Association lists its recommended health information websites at http://www.mlanet.org/p/cm
/ld/�d=397. The websites are grouped into the following categories: General Health, Cancer, Breast Cancer, Diabetes,
Eye Disease, Heart Disease, HIV/AIDS, and Stroke. For each category, identify three to four websites that you think are
the most comprehensive for someone with low health literacy, and give reasons. Be prepared to write your responses
in a two- to three-page paper.
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CHAPTER OBJECTIVES

• Identify and explain types of
communication skills for health care
providers.

• Summarize the importance of
effective communication skills for
health care providers.

• Describe the �ve major emotions
that patients experience.

• Describe dif�cult situations in the
provider-patient relationship.

• Discuss special considerations for
patients who are communication-
vulnerable.

• Explain and defend the Patient’s Bill
of Rights.

This chapter explores the ways that effective health care provider communi�
cation can improve health outcomes for patients. Effective communication

skills enable health care providers to understand not only the patient’s health
status but also his or her cultural healing beliefs. Communication skills also help
providers identify and assist patients who have learning, physical, or mental health
disabilities.

There are work situations where effective communication is crucial, particularly
when medical errors and adverse events occur. In such situations, the patient should
be informed not only of the error or event but also of his or her rights.

Communication Skills for the Health Care Provider
Communication is the process of relating to and interacting with other people. When
communicating with someone, a person shares information that expresses ideas,
emotions, and needs.

Effective communication includes listening and understanding, and expressing
ideas, feelings, and information to others in a respectful, caring, and clear manner.
Effective communication is a mutual process between two or more people. It can be
both an art and a science, and it can be learned and mastered. That is, the more
someone practices, the better at it he or she becomes.

The Joint Commission (2010), the leading accreditation agency for hospitals and
other health care services, offers the following de�nition of effective communication
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Figure 7.1 Bene�ts of Effective Communication

in its publication Advancing Effective Communication, Cultural Competence, and Patient- and
Family-Centered Care:

Patients and health care providers exchange information, enabling patients to participate actively
in their care from admission through discharge, and ensuring that the responsibilities of both
patients and providers are understood. To be truly effective, communication requires a two-way
process (expressive and receptive) in which messages are negotiated until the information is
correctly understood by both parties. Successful communication takes place only when providers
understand and integrate the information gleaned from patients, and when patients comprehend
accurate, timely, complete, and unambiguous messages from providers in a way that enables them
to participate responsibly in their care. (p. 1)

See Figure 7.1 for a summary of the bene�ts of effective health care provider communication.
There are two main forms of communication that health care providers use with patients: verbal

(talking) and nonverbal (body language). A provider who develops skills in these areas can improve the
health outcomes of their patients. How a provider and a patient communicate with each other lays the
foundation of care throughout the spectrum of health, illness, and recovery.

Verbal Communication
A provider communicates with patients differently than with friends, loved ones, or family members.
Provider-patient communications are health focused and patient centered, with de�ned professional
boundaries. There are three ingredients to communicating and engaging with patients: respect,
genuineness, and empathy.

To communicate with respect means using statements that show understanding of the patient’s
experiences. After carefully listening to what a patient says, the provider can let the patient know
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that his or her feelings are understandable. Other ways that a health care provider can show respect
are to

• Find something to praise in the patient’s behavior, particularly when the patient is experiencing
stress over his or her illness

• Be aware of the patient’s personal space, which can vary among cultures

• Sit or stand at the patient’s eye level to show that you are listening

• Invite the patient to tell his or her story by using open-ended questions like “How can I help you
today?”

• Dressing professionally or in a way that is appropriate for the workplace

Communicating with genuineness means that the provider is “being real” and showing true interest
in the patient. Genuineness means that it is okay to laugh with patients, to show concern, or, if a patient
has experienced loss, to express sadness.

Often patients complain of not being understood by their health care providers. They want their
providers to understand them and to support them; that is, they want providers to show empathy.
Empathy is more than feeling sorry for the patient. It is an appreciation, understanding, and acceptance
of the patient’s emotional state, his or her experiences and perspectives (American Academy on
Communication in Healthcare, 2011; O’Toole, 2008; Roter & Hall, 2006). Empathy is an active process
that shows the patient that the provider has been listening and understands the patient’s experiences.
By expressing empathy, a provider can gather information as well as build trust. There are many
different ways to communicate empathy. The challenge, however, is learning how to communicate
empathy that is genuine.

Most providers already have basic skills in showing empathy, but the demands of providing health
care often require more developed skills (Barnard, Hughes, & St. James, 2001; Chonchinov, 2007;
Roter & Hall, 2006). Providers ask patients about personal issues, and patients often talk about things
they tell no one else, such as sexual problems, addictions, and anxieties. It takes not only learning
empathy skills but also practice and experience to comfortably listen to patients’ most personal stories.

To show empathy requires listening, remaining silent, and letting the patient talk. Being
comfortable with silence is a valuable skill for a provider. Silence allows the importance of a verbal
message to sink in. When the patient is silent, it might indicate that a message from the health care
provider was powerful enough to raise strong emotions (Chi & Verghese, 2013).

Some providers feel uncomfortable with a patient’s silence. With experience, it becomes easier to
know when words of comfort or even a touch is helpful during a patient’s silence (Chi & Verghese,
2013; Finch, 2006). See Figure 7.2 for guidance on different ways of responding to a patient’s silence,
depending on the reason for it.

Nonverbal Communication
Patients often show their feelings and concerns not with words but through nonverbal communication
or body language. This way of communicating requires providers to carefully assess what remains
unspoken. There are �ve types of body language between provider and patient:

1. Body posture

2. Facial expressions and eye contact

3. Hand and arm gestures

4. Body space

5. Touch

Although providers need to understand the body language of their patients, they also must
keep in mind that each culture has its own rules about body language (The Joint Commission,
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Figure 7.3 Body Space Distances

Touch is a powerful connecting tool, yet it can be easily misunderstood. A �rm touch by a provider
can be seen by the patient as controlling or hostile. It can also be seen as sexual by some patients. The
meaning of the touch should be explained beforehand to avoid misunderstandings (Chi & Verghese,
2013; Finch, 2006; O’Toole, 2008; The Joint Commission, 2010). As a general rule, touching above the
elbow, when not part of physical care, can be confusing to patients.

Active Listening
What a provider says should be consistent with his or her body language. Otherwise, the provider sends
mixed messages. One way to prevent mixed messages is to use a technique known as active listening.
Active listening is an interactive process between the provider and the patient: The provider involves
the patient, hears and understands his or her message, and gives feedback about what was heard. Active
listening requires the provider to observe the patient’s verbal and nonverbal messages without
judgment.

Instead of judging, the provider focuses on what the patient is saying and not saying. When
providers use active listening, they get better information from their patients, save time, and solve
problems. Table 7.1 describes ways that providers can use active listening.

Table 7.1 Active Listening for the Health Care Provider

Skill Example

Concentrate and make an effort to focus on Listen without interrupting or offering explanations. Use body language that shows interest, such as nodding your
the patient speaking. head in agreement or eye contact.

.............................................................................................................................................................................................................................................
Ask questions to be certain you understand the Summarize and paraphrase what you heard. Use the patient’s words when you summarize. Ask for more details. Take

message correctly. notes; this helps with remembering what was said.
.............................................................................................................................................................................................................................................
Help the patient feel at ease when speaking. Use body language or words that encourage the patient to speak and contribute to the conversation.
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There are barriers to active listening. Some are easily removed with a medical interpreter, but
others are not so easily removed. Before starting a discussion, the provider needs to determine the
patient’s readiness to talk. If a patient has been recently diagnosed with cancer, for example, then
talking about ways to get support services may be helpful. Talking about more complicated topics like
long-term care should wait until later, when the patient is ready to hear detailed information. Offering
information in chunks is better than bombarding the patient with information that he or she is not
ready to hear.

A patient’s anxiety can also create a barrier to active listening. The higher the patient’s level of
anxiety, the less information he or she can understand. The patient might try to use humor, silence, or
sarcasm to avoid talking about subjects that make him or her anxious. Anxiety can also affect the
provider’s ability to engage in dif�cult conversations (Chi & Verghese, 2013; O’Toole, 2008; Sheldon,
2009). Although there may be no way to decrease anxiety in these situations, it is important to realize
that listening can be inaccurate during these conversations. One solution is for providers to check in
with one another to con�rm what they believe they heard.

The Patient’s Emotional Health
Being a patient is both a physical and emotional experience, one that continually demands adjustments
to cope with the inherent stress of being a patient (Chapman, 2009: Chi & Verghese, 2013; Finch, 2006;
O’Toole, 2008). The ability to recognize a patient’s emotions and emotional health is an important part
of a health care provider’s communication skills, because understanding the patient’s emotional state
can lead to improved relationships and treatment outcomes (American Academy on Communications
in Healthcare, 2011). For example, when a patient �rst hears his diagnosis, he might �nd it dif�cult to
cope with the emotional stress. Struggling to cope with emotions can interfere with the patient’s ability
to understand or hear information. As a result, the patient becomes more upset and confused, and may
not interact in ways that are helpful. This barrier to interaction is frustrating for both the patient and
the health care provider.

Living with a disease causes a patient to experience and express emotions in new ways (Finch, 2006;
The Joint Commission, 2010). As part of the provider-patient relationship, there needs to be the
understanding that each patient has a unique way of expressing emotions. But regardless of the
emotion, the health care provider needs to see the patient as a human being—not just as a product of his
or her disease (Chonchinov, 2007).

One way to view an emotion is to see it as a �ow of energy that changes a person’s relationships with
self and others (Tomm, 1995). With this view in mind, an emotion is seen as an energy �eld. For
example, we can often feel someone else’s anger or sadness. How we choose to release that emotional
energy determines how we are in the world—that is, how we are seen and how we interact.

There are �ve basic emotions that are part of who we are and are always with us: fear, anger, sorrow,
joy, and compassion. When we are a patient, we experience these emotions in unique ways and spend a
lot of time expressing them. These emotions are not to be judged; there is no right or wrong emotion.
They come and go like clouds in the sky, and just as the sky cannot control the clouds, we cannot
control emotions (Tomm, 1995). However, we can control how we express emotions.

Fear helps us survive, and how a patient chooses to respond to a diagnosis is often based on a sense
of survival. The �ght-or-�ight response is rooted in fear. If a patient decides to �ght and thus to follow
the treatment plan, such a decision is usually based on the expectation of a positive outcome. A patient
is more likely to follow her treatment plan as long as she believes there is a chance of a positive
outcome—no matter how small. Patients will �ght back against their disease if there is a bene�t to
�ghting (Tomm, 1995).

Fear is a healthy response to a diagnosis. However, when fear becomes the dominant emotion, it
becomes maladaptive fear and can turn into paranoia, excessive suspicion of others. Sometimes a
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patient experiences intense fear of dying, of being sick, or of being disabled. The fear can be so strong
that such a patient can worry himself or herself into sickness or death.

Anger is related to fear. It helps a patient move from self-blame to placing responsibility on the
causes of the disease (Tomm, 1995). It can mobilize a patient to action and to change. When the cause is
revealed and anger is expressed in healthy ways, then the patient is less likely to be depressed.

When anger is expressed in negative ways, it is destructive anger and can spiral out of control. For
example, a patient might be so angry that she acts hostile toward her health care providers. This type of
anger interferes with the patient’s treatment. A patient can instead have constructive anger, behaving in
ways that lead to positive action and change (Tomm, 1995). For example, a patient can use her anger to
her advantage by being her own health advocate.

Sadness is the third emotion that patients commonly experience. Embracing sadness is accepting
one’s vulnerability. Sadness means opening up to loss. Once a patient opens up to his loss of health, he
can be more open to himself and to others (Tomm, 1995).

Embracing sadness depends on support from others. A function of sadness is to be open to support
and to offer support (Tomm, 1995). When patients actively seek support from others, they can support
others in similar situations. For example, support groups for patients with chronic diseases are often an
essential part of their treatment plan. Support groups help patients cope with the physical and
emotional burdens of their chronic disease.

A patient also experiences joy. Joy enables a patient to see with new eyes after being released from
fear, anger, or sadness. When a person sees herself with new eyes, she also can listen in new ways. She
can listen to new possibilities rather than limit herself to the role of a patient (Tomm, 1995). For
example, it is not unusual for some patients who recover from a life-threatening disease to make major
changes in their life. With feelings of joy, the possibilities can be endless. Having joy does not mean that
fear, anger, or sadness go away; instead, joy allows these emotions to exist in relation to each other. Each
emotion has its own time for expression.

Compassion is a healing emotion. Feeling compassion for others and oneself can help in the healing
process. However, to feel compassion, a person has to love and forgive all his strengths and weaknesses.
He celebrates his talents and yet forgives himself when he experiences challenges and defeats. In other
words, compassion is an acceptance of self.

Compassion depends on our ability to be, love, know, and see in ways that are empty of judgment. It
means being open to ourselves and the world around us. The calmness that comes from compassion
encourages social engagement (Tomm, 1995). For example, at an Alcoholics Anonymous (AA)
meeting, people in recovery experience the compassion of others who are open, supportive,
nonjudgmental, and accepting; those struggling with addiction receive kindness and support from
others, and thus feel less alone.

Dif�cult Situations in the Provider-Patient Relationship
Communication can be challenging in health care settings. Typically, the provider and the patient are
strangers, the situation is stressful, and the risks can be high. Provider-patient communications are
often complex and need to be completed quickly. When the provider and the patient are unable to
speak to, listen to, or understand each other, what begins as dif�cult can quickly become impossible
(American Academy on Communications in Healthcare, 2011; Chapman, 2009).

When situations become dif�cult, providers tend to blame patients, and patients tend to blame
providers (Platt & Gordon, 2004; Roter & Hall, 2006). Often, both can be correct. Whether it is the
provider or the patient who contributes to the dif�culty, it is the provider who has the most
in�uence in improving the situation. It is better for the provider to focus on improving the situation
instead of trying to change the patient (American Academy on Communications in Healthcare,
2011).
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The �rst opportunity to manage a dif�cult situation arises when the provider interviews the
patient. One strategy is to offer brief explanations as part of the interview, using such statements as “If I
could know a little about your life, it would help me ask the right questions.” In addition to gathering
patient information, the provider can assess the patient’s expectations of the provider and the services.
The interview can also give clues as to the patient’s willingness to comply with his or her treatment
plan.

Working together as partners is more likely to succeed when the provider and the patient
understand each other’s expectations. To understand a patient’s expectations, the provider can ask the
following interview questions:

• “What do you think are realistic goals in managing your illness?”

• “What do you think of the treatment plan?”

• “Will you take your medicines as directed?”

Many types of dif�cult situations occur in health care settings. In this chapter, discussion of
dif�cult situations is limited to delivering bad news, working with noncompliant patients, and working
with patients who experience somatization. There is also a discussion of patients who are communi�
cation-vulnerable.

Delivering Bad News
Timing is important when delivering bad news to a patient. For purposes of this chapter, bad news is
any medical news that drastically and negatively changes the patient’s view of his or her future.

When the provider delivers bad news, the goal is to do so in a compassionate yet direct way that
helps the patient. Before meeting with the patient, the provider needs to think about what to say and
have all the necessary information available. There also needs to be enough time to communicate the
information and for the patient to react.

The next step is for the provider to deliver the bad news with sensitivity and care. The information
also needs to be:

• Objective. Do not jump to conclusions about how the patient will react.

• Precise. The information should be detailed, clear, to the point, and stated using simple language.

• Accurate. The information should be based on the most current research.

See Table 7.2 for examples of language to use when delivering bad news to a patient.
Not all patients react the same way when they hear bad news. Some will react as if they are in shock.

Others will react in mixed ways: Anger, sorrow, denial, blame, disbelief, and guilt all are common

Table 7.2 The Language of Bad News

Delivering Bad News (Accurate)
Responding to Patient Reactions
(Objective) Dealing with the Prognosis (Precise)

“I’m afraid the news is not good. The biopsy showed you have colon cancer.” “I imagine this is dif�cult news.” “What are you expecting to happen?”
.............................................................................................................................................................................................................................................
“Unfortunately, there is no question about the results. You have emphysema.” “I wish the news were different.” “What would you like to have happen?”
.............................................................................................................................................................................................................................................
“I have the report, and it’s not as we had hoped. It con�rms that you have “Is there anyone you’d like me to call?” “How speci�c would you like me to be?”

dementia.”
.............................................................................................................................................................................................................................................
“It looks like you have tested positive for HIV. I know this must be dif�cult for “Does this news frighten you?” “What are your fears about what might

you to hear.” happen?”
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reactions. The provider should give the patient enough time and privacy to react. In follow-up
conversations, the patient may want to talk again about the bad news and need additional support.
When a patient receives bad news, the provider’s support is important particularly if there is
uncertainty about treatment (Chonchinov, 2007).

Noncompliant Patients
Providers expect patients to cooperate and follow their treatment plan. When patients do not
cooperate and do not follow their treatment plan, then they are known as noncompliant. In truth,
many patients do not comply with or follow their treatment plan. The average compliance to
prescribed medications varies from 30% to 70% (Viswanathan et al., 2012). When providers advise
patients on behavior changes, such as to stop smoking, they are even less successful with patients’
compliance. Noncompliant patients not only put their own health at risk but also are a �nancial burden
to our health care system. According to Viswanathan et al. (2012), the cost of noncompliance is
between $100 billion and $289 billion annually in the United States.

There is no way to predict whether a particular patient will be compliant or noncompliant. Instead,
the predictors have more to do with the quality of the provider-patient relationship (Viswanathan et al.,
2012):

• Provider’s failure to explain well

• Patient’s failure to understand what the provider said

• Written materials that are beyond the patient’s reading level

• Patient’s lack of belief in his or her provider or treatment plan

One explanation for noncompliance is that many patients choose to follow their own treatment
plan. In these cases, it is up to the provider to understand the patient’s view of the diagnosis, its
cause, and treatment. The provider should ask questions that lead to a better understanding of why
the patient is noncompliant with the treatment plan. Once the provider begins the conversation on
why there is noncompliance, then he or she can ask the patient about ways the two of them can
work together for better results. The provider can try to address the noncompliance by changing
the treatment plan with the patient’s help, making sure that the patient understands by asking him
or her to state the new agreed-on treatment plan (American Academy on Communication in
Healthcare, 2011).

Somatization
Some patients have symptoms but do not have a diagnosis. Their physical examinations and laboratory
tests do not show a cause for their symptoms. These patients are experiencing what is known as
somatization. Patients with somatization believe that there is something wrong physically, and they
keep coming back for more health care services. Meanwhile, the provider cannot �nd anything wrong.
These patients may have a psychiatric disorder and express it as physical symptoms that drive them to
seek more health care services. To summarize, the three characteristics of patients with somatization
are (a) undiagnosed physical symptoms, (b) a psychiatric disorder that the patient does not recognize,
and (c) high usage of health care services.

For both the provider and the patient, the central issue in somatization is the stress caused by lack
of a diagnosis. The key in treating a patient with somatization is attention to and relief of his suffering,
regardless of his diagnosis. The provider’s efforts to understand the patient’s suffering means better
care for the patient. It is important to recognize and respect a patient’s suffering even if there is no
evidence to support a medical diagnosis.
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Special Considerations for Patients Who Are Communication-
Vulnerable
Patients have the right to know about the health care they receive, to make decisions about the care, and
to be listened to by their providers. But sometimes providers �nd it dif�cult to inform certain patients,
especially those who have dif�culty with communication. Communication-vulnerable patients need
assistance with communication (The Joint Commission, n.d.). Examples of communication-vulnera�
ble patients are those who:

• Have a physical issue and have dif�culty speaking, hearing, or seeing

• Have a psychiatric disorder such as schizophrenia or autism

• Are age 65 and older

• Are in an emergency situation and can’t communicate

Providing health care to a patient who is communication-vulnerable can be a challenge. According
to The Joint Commission (n.d.), communication-vulnerable patients are at risk for decreased access to
medical care and higher rates of drug complications and hospitalization. They are also more likely to
leave the hospital against medical advice (American Academy on Communication in Healthcare, 2011;
Finke, Light, & Kitko, 2008).

Patients with Speech and Writing Dif�culty
A patient’s speech and writing dif�culty can be caused by a disease, such as multiple sclerosis or
cerebral palsy, an injury, or a surgical procedure. There are methods known as augmentative and
alternative communication (AAC) that improve communication with such patients. AAC includes
signing and gesture, picture or letter charts, electronic devices with speech output, and computer
technology. These methods can help patients understand what is said and communicate with their
provider.

Conversations with patients who have speech dif�culties take longer, both because the provider
needs to ask questions slowly and because the patient needs more time to answer. The provider needs
to look at the patient directly to gain more information. If the provider does not understand what the
patient is saying, the provider should ask the patient to repeat what he or she said or, if possible, to write
it down. If all else fails, the provider needs to ask a relative or caregiver to interpret.

Sensory Impairments
Some communication-vulnerable patients have sensory impairments, such as hearing and/or vision
loss. According to the National Center for Health Statistics (2010), sensory impairments are a
substantial problem for older Americans: One out of four has impaired hearing, and one out of
six has impaired vision. For those with hearing problems, 72% might bene�t from a hearing aid, but do
not use one. Over half of those with impaired vision could improve their eyesight by using glasses or by
getting a corrected prescription. There are skills that make it easier to communicate with a patient who
has hearing loss:

• Ask if the patient uses a hearing aid

• Talk slowly and clearly in a normal tone—do not shout or yell

• Face the person directly so that he or she can lip-read or pick up other visual clues

Visual impairments are limitations in one or more functions; the most common ones affect the
sharpness of vision, the distance a person can see, and color. There are skills that make it easier to
communicate with a patient who has visual impairments (Finke, Light, & Kitko, 2008):
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• Check to see if the patient has and wears eyeglasses

• Make sure that handwritten instructions are clear

• Ensure that any printed materials have large, easy-to-read type

• Use pictures if the patient has trouble reading words

Cognitive Impairment
A person is said to have a cognitive impairment when he or she has dif�culty concentrating,
learning new things, making decisions, or remembering. Severe stress, medications, a mental health
disorder, or a disability that affects cognition (e.g., dementia or autism) can cause cognitive
impairment.

The following are the most common reasons why patients have cognitive impairments:

1. Delirium, a disorder of thinking and memory

2. Dementia, a loss of brain function that occurs with certain diseases and can affect memory,
thinking, language, judgment, and behavior

3. Stroke, trauma, and congenital defects that produce brain defects

The challenge for providers in working with patients with cognitive impairment is that many of
these patients do not know where they are and can’t remember people, places, or events. Their stories
are often confusing, leading to incomplete information, and they are often unable to follow treatment
plans.

Patients with cognitive impairment also experience behavioral changes; for example, they may lose
interest in previously enjoyable activities. They can be irritable and insensitive to other people’s
feelings. During more advanced stages of cognitive impairment, patients’ behavior may change, and
they may even kick, hit, or scream.

Some older patients may develop mild cognitive impairment (MCI). People with MCI have
ongoing memory problems, but do not have the confusion associated with dementia. Some patients’
MCI may not progress, whereas others’ MCI may progress to Alzheimer’s disease. The following list
outlines communication skills for providers to use with a cognitively impaired patient.

Provider Communication Skills for Cognitively Impaired Patients

Talk to the patient directly.�

Get the patient’s attention and keep eye contact.�

Speak clearly at a natural speed—do not speak loudly or shout.�

Use simple words when possible.�

Say one question or statement at a time.�

Explain who you are and what you will be doing.�

If the patient hears you but does not understand you, reword your statements.�

Have a family member or caregiver present if needed.�

Show support and understanding to the patient.�

Use a yes-or-no format for your questions.�

Make it clear that you are not giving a “test”—you are searching for information to help the patient.�

A health care provider can screen a patient for cognitive impairment. The most commonly used
cognitive impairment screening test is the Mini-Mental State Examination (MMSE). A positive result
suggests the need for referral to a neurologist or neuropsychologist for a more detailed diagnosis. There
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are limitations to any cognitive impairment screening test, however, because results may re�ect the
patient’s education level instead of a health problem.

Patient’s Bill of Rights
An important part of effective communication is for patients to know they have certain rights,
guaranteed by federal laws. The US Advisory Commission on Consumer Protection and Quality in the
Health Care Industry created the �rst nationally recognized Patient’s Bill of Rights in 1998. In 2010, a
new Patient’s Bill of Rights was created along with the Affordable Care Act, and there are eight
principle areas of rights and responsibilities (US Of�ce of Personnel Management, n.d.):

1. Patients have the right to accurate and easily understood information about their health plan,
health care providers, and health care settings. If a patient speaks another language, has a physical
or mental disability, or just does not understand something, help should be given so that he or she
can make informed health care decisions.

2. Patients have the right to choose health care providers who can give quality health care when
needed.

3. If a patient has severe pain, an injury, or sudden illness that he believes puts his health in
danger, he has the right to be screened and stabilized using emergency services. A patient
should be able to use these services without needing to wait for authorization and without any
�nancial penalty.

4. A patient has the right to know her treatment options and take part in decisions about her care.
This right is known as informed consent.

5. Patients have a right to considerate, respectful care from their health care providers and to care
that does not discriminate against the patient.

6. A patient has the right to con�dentiality. Con�dentiality is the principle that a patient must be able
to talk privately with his health care providers and have his health care information protected.
Patients also have the right to read and copy their own medical record. They have the right to ask
that their physician change their record if it is not correct, relevant, or complete.

7. Patients have the right to a fair, fast, and objective review of any complaint they have against their
health care provider and health plan.

8. In a health care system that protects patients’ rights, patients are expected to take some
responsibility to get well and/or stay well (for instance, by not using tobacco products). Patients
are expected to treat health care providers and other patients with respect, try to pay their medical
bills, and follow the rules and bene�ts of their health plan coverage.

Two areas in the 2010 Patient’s Bill of Rights, informed consent and con�dentiality, have legal
importance for providers and their patients (American Cancer Society, 2011). Patients can give
informed consent only when they understand how their disease will be treated, agree to the treatment
plan, understand the risks, are aware of other treatment options available to them, and know what can
happen if they refuse treatment.

After the provider informs the patient and the patient agrees to the treatment, the patient signs a
legal agreement form stating that he or she understands and agrees to the treatment. In giving his or her
informed consent, the patient expects that the provider’s primary concern is the patient’s health, well�
being, and safety.

Providers have a legal responsibility to provide patients with all the information they need to make
decisions (American Cancer Society, 2011). Providers are also legally required to give information
about potential consequences the patient may experience by participating in the treatment.
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The protection of a patient’s con�dentiality or personal information is also a legal right.
Exposing a patient’s con�dential health information is a breach of his or her trust and violates
professional standards established in the standards from the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). HIPAA requires most physicians, nurses, hospitals, nursing
homes, and other health care providers to protect the privacy of a patient’s con�dential health
information. Only information that is important to the patient’s treatment is shared with other
providers.

HIPAA forbids providers from disclosing a patient’s con�dential health information, except in
speci�c situations. One type of situation arises when there could be harm to innocent people, including
patient self-harm. These situations include instances of child or elder abuse, gunshot wounds, an
admission of a crime, and communicable diseases. The provider is legally required to share this
information with the appropriate authorities, such as police, protective services, and departments of
public health.

Another legal exception for sharing patients’ con�dential health information is when the patient is
unconscious or cannot give permission. The provider may share the health information of unconscious
patients with family or others involved in their care. The provider can do this only if he or she believes
that it is in the patient’s best interest.

Medical Errors
As part of the Patient’s Bill of Rights, health care providers need to protect their patients from medical
errors. Medical errors occur when something that was planned doesn’t work out or when the wrong
plan was used in the �rst place. This might include an inaccurate diagnosis or treatment. Medical errors
can occur in any health care setting as well as in a patient’s home. Errors can involve medicines, surgery,
diagnosis, equipment, or lab reports.

Medical errors are a serious problem in US health care settings. According to research conducted
over a 10-year span by the Agency for Healthcare Research and Quality (2009), an estimated 48,000 to
100,000 patients die each year as a result of medical errors. According to researchers Makary and
Daniel’s (2016) study, deaths resulting from medical errors are the third leading cause of mortality in
the United States, ranking just behind heart disease and cancer. Medical errors that can lead to death
range from surgical problems that go undetected to wrong doses or types of medications that patients
receive.

The best way for a provider to prevent errors and improve quality of patient care is to encourage
patients to be active participants in their health care (Kohn, Corrigan, & Donaldson, 2000). When a
medical error happens, patients need their providers to:

• Admit to the error and be honest in describing its implications. Patients have a legal right to full
disclosure of errors. Providers, however, need to check with their employer’s policy on disclosing
medical errors. Admitting an error can lead to a lawsuit.

• Apologize. Patients want their providers to take responsibility for the error. An apology can go a
long way toward addressing a patient’s anger.

• Give evidence that steps are being taken to prevent such an error in the future.

There is a difference between injury or death caused by errors made by providers, on the one hand,
and unfortunate results of treatment, on the other. Some allergic reactions to medications, for example,
stem from physical differences among patients and not from prescribing the wrong drug to a patient.
This type of negative outcome is referred to as an adverse event. Adverse events are not preventable.
They are undesirable and unintentional, though not necessarily unexpected, results of medical
treatment (Classen et al., 2011; Kohn et al., 2000).
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In contrast, a medical error can be prevented given the current state of medical knowledge. A
medical error happens when a provider chooses an incorrect method of care or chooses the right
method of care but performs the method incorrectly.

Chapter Summary
• When working with patients, a health care provider needs skills in listening, hearing, speaking,

nonverbal communication or body language, and behaving professionally at all times.

• Effective communication is an essential part of the provider-patient relationship. To be effective,
communication is a two-way process in which messages are negotiated until both parties correctly
understand.

• There are three essential ingredients in communicating with patients: respect, genuineness, and
empathy.

• The more that patients are engaged in their health care, the better their health outcomes. It takes
speci�c skills, however, to engage and communicate with certain patients.

• Part of effective communication is that patients know they have certain rights. Federal laws
guarantee certain rights of patients.

• A medical error is one that could be prevented given the current state of medical knowledge. An
adverse event is an undesirable and unintentional, though not necessarily unexpected, result from
a medical treatment.

REVIEW QUESTIONS

1. Explain the �ve types of body language between provider and patient. What are some strategies a provider can use to
improve nonverbal communications?

2. How can a provider communicate with respect, genuineness, and empathy during a provider-patient interaction?

3. Describe active listening.

4. Why is it important for a provider to know the emotional health of their patients? Explain the �ve basic emotions that a
patient may experience.

5. What are examples of a health care provider’s responses to a patient’s silence?

6. What are the three characteristics of somatization?

7. Identify steps to take when delivering bad news.

8. What types of patients are communication-vulnerable?

9. What is the difference between maladaptive fear and paranoia? Between destructive anger and constructive anger?

10. What is the difference between a medical error and an adverse event?

KEY TERMS

Active listening: Listening through which the health care provider involves the patient, hears and understands his or her
message, and gives feedback about what was heard

Adverse event: An undesirable and unintentional, though not necessarily unexpected, result of medical treatment

Augmentative and alternative communication: Communication aids or devices
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3. Health care providers encourage dialogue by asking open-ended questions that require more than simply a yes or no.
These questions offer the patient an opportunity to disclose problems more freely. Examples of open-ended questions
about a patient’s health complaint are “What can you tell me about when you �rst noticed your symptoms?” “How are
you feeling right now?” “What are your concerns about having this disease?” An example of a closed-ended question is
“When did the symptoms start?” Many health care providers fear that asking open-ended questions takes too much
time. However, when used correctly, these questions can save time and improve ef�ciency by uncovering important
information early in the patient-provider relationship. Create a patient case study and the open-ended questions you
would ask as their provider.

4. Brainstorm �ve different examples each of medical errors and adverse events.

5. In pairs, create a “problem tree” that identi�es barriers to communicating with communication-vulnerable patients. On
one side of the tree, identify the barriers; on the other side of the tree, identify possible strategies.
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PATIENT NAVIGATORS AND PATIENT SELF-ADVOCACY
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CHAPTER OBJECTIVES

• Identify the function and skills of
patient navigators.

• Explain how patient navigators
access quality health care.

• Discuss the importance for health
care providers to set boundaries
with patients.

• Compare and contrast
complementary, alternative, and
integrative medicine.

• Identify ways patients can self-
advocate for quality health care.

• Explain advance directives and their
importance to patient care.

This chapter covers two areas related to patient-centered health care: patient
navigation and the role of patient navigators, and patient self-advocacy. It begins

with an overview of patient navigation. There is a discussion of the functions and skills
of patient navigators, as well as of how they improve health care services for patients.
Also included in this section is an explanation of how patient navigators and other
health care providers can set professional boundaries with patients.

The second part of the chapter identi�es ways that patients can self-advocate for
quality health care. It also includes a general overview of complementary, alternative,
and integrative medicine because many patients use these practices as part of their
treatment plan. Finally, the chapter discusses advance directives and their importance
to patient autonomy.

What Are Patient Navigators?
In a perfect world, there are no barriers to health care. No patient goes untreated or
experiences delays. But this is not a perfect world, and, unfortunately, barriers do
prevent patients from getting the health care they need.





WEBC08 03/02/2017 1:7:33 Page 121

PATIENT NAVIGATORS AND PATIENT SELF-ADVOCACY 121

Figure8.1 PotentialWasteandInef� ciencyinUSHealthCare
Note.From“ACallforChange:The2011CommonwealthFundSurveyofPublicViewsoftheU.S.HealthSystem,” byK.Stremikis,C.Schoen,
A.K.Fryer,andtheCommonwealthFund,2011.Retrievedfromhttp://www.commonwealthfund.org/�/media/Files/Publications/Issue%20Brief
/2011/Apr/1492_Stremikis_public_views_2011_survey_ib.pdf

During this three-part time period, patients can experience barriers that cause a delay in their health
care. As already noted, the delay can be dangerous for patients because it puts their chances of getting
well at risk and makes their treatment dif�cult.

To address this problem of delay in health care, a new specialty has emerged: the patient navigator.
Patient navigators (PNs) assist patients who are coping with chronic diseases, particularly those that
require complex testing and treatment, as in the case of cancer. They navigate patients through the
health care system, support them in the management of their disease, and help them overcome barriers
to care. PNs help patients get what they need from a health care system that may otherwise make them
feel powerless (Risendal, Valverde, Calhoun, Esparza, & Whitley, 2009).

Patient navigation is unique to the US health care system, and it is based on the concept that there
is power in people helping people. With help from a PN, a patient is more likely to learn how to navigate
and advocate for himself or herself. PNs build relationships, solve problems, advocate, and offer
support to patients (University of Colorado Cancer Center, 2011). They also help patients understand
the importance of timely diagnosis and treatment.

The Function of Patient Navigators
There are at least seven problems that patients encounter when seeking health care (Jansson, 2011;
Risendal et al., 2009). Patients often:

1. Cannot afford their medical care

2. Receive medical care that does not meet best practices

http://www.commonwealthfund.org/~/media/Files/Publications/Issue%20Brief/2011/Apr/1492_Stremikis_public_views_2011_survey_ib.pdf
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Figure8.2 ADayintheLifeofaPatientNavigator(PN)

Skills of Patient Navigators
Building trust with chronic care patients is critical to patient navigation. If patients do not trust their
PN, they might not discuss concerns or accept help. There are three skills that PNs need to earn
patients’ trust (see Figure 8.3):

1. Caring or empathy. Coping with a chronic disease such as cancer can be a traumatic and
overwhelming experience. It can also be complicated by a confusing health care system. PNs are
trained to be caring, or to have empathy, which helps guide patients through a challenging time.

2. Communication. Building trust with patients requires effective communication, including being
a good listener (see Chapter 7). A �rst step in establishing a patient’s trust is to engage in a
discussion that clearly explains the PN’s functions and responsibilities, covers the topic of
protection of the patient’s privacy, and communicates the patient’s expectations.

3. Competence. Being knowledgeable, prepared, and organized demonstrates that a PN is compe�
tent. To be more speci�c, PNs should have the following skills:
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3. Write a one-page information sheet on a complementary, alternative, or integrative medical practice of interest. Use
visuals instead of text when appropriate. Remember to include resources and references as part of the information
sheet.

4. You have been asked to present an educational workshop on the importance of advance directives. Your audience is
made up of seniors who live in an assisted living community (approximately 20 people ages 65–85). Write three
objectives or learning outcomes that you feel would be appropriate for this situation. In other words, what do you
expect the participants to learn from attending this workshop? Select two strategies or methods that you feel might
help you meet your objectives.

5. You are a patient navigator who is working with two African American women who have type 2 diabetes. Give
examples of strategies that you will use to guide these women toward self-advocacy and patient autonomy.
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CHAPTER 9

BASICS OF DISEASE AND DIAGNOSIS

CHAPTER OUTLINE

Disease Categories and Types
Physical Examination
Health History
Health Records
Diagnostic Tests and Procedures
Health Screenings
Medical Specialties
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Identify major categories and types
of diseases.

• Describe elements of a physical
examination.

• Explain electronic health records and
electronic prescriptions.

• Summarize types of screenings.

• Identify and describe common
diagnostic tests and procedures.

• Review medical specialties.

Physical examinations can detect health problems before they start. They also can
�nd health problems early, when treatment outcomes are better. By having

regular physical examinations with the right screenings, diagnostic tests, and proce�
dures, patients can improve their chances of living a longer, healthier life.

Disease Categories and Types
Diseases are what health care providers study. A disease is a biological condition that
is a change from normal bodily functions or structures. There are many different
categories and types of diseases. For the purposes of this textbook, the discussion
of categories and types is limited to how a disease develops. There are �ve major
categories based on how a disease develops (see Figure 9.1):

1. Degenerative disease. These diseases cause the function of tissues, organs, or
body structure to decline over time.

2. Genetic disease, or hereditary or inherited disease, and congenital disease. These
diseases are caused by defects in a person’s genetic makeup. When these defects
occur at birth, the condition is known as a congenital disease. Not all congenital
diseases are genetic, however.

3. In�ammatory disease. This category comprises a large and diverse group of
diseases. The body reacts to injuries or infection with in�ammation, meaning
that it becomes red, swollen, hot, and sometimes painful. The immune system is
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CHAPTER 10

IMMUNE SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Immune System Function
Immune System Structure
Cells of the Immune System
Self and Non-Self Immune Response
Immunity and Immunizations
Immunological Diseases
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• De�ne and explain antigens and
antibodies.

• Describe the structure and function
of the immune system.

• Identify types and functions of
selected immune cells.

• Compare and contrast natural,
active, and passive immunity.

• Review causes, signs, and symptoms
as well as treatment of selected
immune de�ciency and autoimmune
diseases.

• Review causes, signs, and symptoms
as well as treatment of select
allergies.The immune system is the body’s major defense against foreign microorganisms

and other harmful substances. The immune system’s job is to keep out these
“invaders” or, failing that, to seek out and destroy them. In most cases, the immune
system does a skillful job of keeping people healthy and preventing diseases. But
sometimes problems with the immune system lead to a group of illnesses referred to
as immunological diseases.

Immune System Function
The human body protects itself against disease-causing microorganisms, called
pathogens. Pathogens, or germs, are infectious agents: bacteria, viruses, fungi, and
parasites. The immune system, a network of speci�c organs, tissues, vessels, and cells,
is the body’s way of protecting itself. This network works to defend the body against
pathogens and other harmful substances, such as poisons, and foreign objects, for
example a splinter lodged in the skin. The network’s job is to keep out these invaders
or, failing that, to seek out and destroy them itself.

The immune system is complex. It can recognize and remember millions of
different pathogens, as well as release secretions, or �uids, and cells to wipe them out.
The system owes its success to its communication network. Millions of cells,
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CHAPTER 11

ENDOCRINE SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Function of the Endocrine System
Structure of the Endocrine System
Diseases of the Endocrine System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• List and summarize major glands
and organs in the endocrine system.

• Discuss how the endocrine system
hormones in�uence body functions.

• Explain the role of the pancreas.

• Describe how aging, illness, the
environment, and stress affect the
endocrine system.

• Identify and discuss endocrine
system diseases.

• Review treatment plans for
endocrine system diseases.The endocrine system is made up of glands located throughout the body. These

glands secrete hormones directly into the bloodstream. Hormones are essential
to metabolic function, such as energy use, growth and development, muscle and fat
distribution, sexual development, and water balance. The most common endocrine
diseases occur when one or more of the glands and organs of the endocrine system
are either overactive or underactive; that is, glands secrete hormones in amounts that
are either too much or not enough for the body to work normally.

Function of the Endocrine System
The endocrine system is a control station that communicates, in�uences, and
coordinates the body’s work from head to toe. It affects almost every cell, organ,
and function of the body. In general, this system controls those functions that are
performed slowly, such as body growth. Faster functions, such as breathing and body
movement, are controlled by the nervous system. Like the nervous system, the
endocrine system is one of the body’s main communicators; and even though the
endocrine system and nervous system are separate, they often work together to help
the body maintain homeostasis. Homeostasis is the state of balance and stability of the
body’s internal organs and functions. In addition to helping maintain homeostasis,
the endocrine system is responsible for or affects the following (Crowley, 2012):

• Metabolism—digestion, elimination, breathing, blood circulation, and maintain�
ing body temperature

• Tissue function

• Reproduction and sexual function

• Growth and development









































WEBC12 03/02/2017 1:15:18 Page 203

CHAPTER 12

NERVOUS SYSTEM, SENSORY SYSTEM, AND RELATED DISEASES

CHAPTER OUTLINE

Function of the Nervous System
Structure of the Nervous System
Diseases of the Nervous System
Diseases of the Sensory System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Identify three functions of the
nervous system.

• Compare and contrast the central
nervous system and the peripheral
nervous system.

• Review and explain common
infectious and degenerative
neurological diseases discussed in
this chapter.

• Review and explain brain and spinal
cord tumors discussed in this
chapter.

• Review and explain common brain
and spinal cord injuries discussed in
this chapter.

• Review and explain sensory diseases
discussed in this chapter.

The nervous system is among the smallest body systems in terms of weight, yet it is
the most complex. What is the nervous system? What does it do? How does it

work? The �rst two questions are easy to answer, but the third is much more dif�cult.
Neuroscientists can explain what the nervous system is and what it does, but because
there are so many complex levels of understanding, the ability to explain how it works
is more challenging. Described as the �nal frontier of biology, neuroscience is
beginning to reveal some of the mysteries of the nervous system.

Function of the Nervous System
The body’s systems do not function separately. All have to work together as one unit
to maintain homeostasis, or internal balance. The function of the nervous system is to
help the body’s systems communicate with each other. It does this by using both
electrical and chemical impulses that send and receive messages.

A way to explain what the nervous system does is to describe its three main
functions. Millions of neurons, or nerve cells, in the body detect stimuli, or things that
cause physiological changes in a cell, tissue, or organ. Neurons detect stimuli outside
the body, such as changes in pressure, oxygen, and water balance. Neurons also detect
stimuli inside the body, such as temperature, light, and sound. The gathering of all this
information that is perceived by the senses (smell, sight, touch, taste, and hearing),
otherwise known as sensory input, is the �rst function of the nervous system.

Sensory input is processed and then made into electrical signals, or nerve impulses,
that are transmitted to the brain. There the nerve impulses create sensations, thoughts,
emotions, and memory. The process of making decisions each moment based on
sensory input is called integration, which is the second function of the nervous system.
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CHAPTER 13

CARDIOVASCULAR SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Structure of the Cardiovascular System
Function of the Cardiovascular System
Diseases of the Cardiovascular System
Diseases of the Veins
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Review the structure of the heart.

• Summarize the functions of the
cardiovascular system.

• Discuss major types of cardiovascular
diseases.

• Identify contributing causes of
coronary artery disease.

• Explain the difference between
myocardial infarction and cardiac
shock.

• List healthy lifestyle changes that
prevent cardiovascular diseases.

• Identify tests and procedures used
to diagnose and treat cardiovascular
diseases.

The cardiovascular system has three main functions: (a) the transport of nutrients,
gases, hormones, and waste to and from the body’s cells; (b) helping in the �ght

against diseases; and (c) the transport of blood throughout the body. Cardiovascular
diseases, sometimes called heart diseases, involve the heart, blood vessels, and blood.
The most common cause for these diseases is narrowing or blockage of the coronary
arteries, the blood vessels that supply blood to the heart. Cardiovascular disease is the
number one killer in the United States. It is also a major cause of disability. Although
some risk factors for cardiovascular diseases cannot be controlled, people can make
healthy lifestyle choices that reduce risk. These healthy lifestyle choices include
managing blood pressure, lowering cholesterol levels, not smoking, and getting
enough exercise.

Structure of the Cardiovascular System
The cardiovascular system, or heart and circulatory system, is the network that
delivers blood throughout the body. Blood is the transport system that brings oxygen
and nutrients to the body’s cells and carries away waste materials. In addition, blood
carries hormones that control the body’s processing, and antibodies that �ght
invading microbes.

The heart is the pump that keeps the blood’s transport system moving. Blood
travels through a closed network of blood vessels. This network of blood vessels
transports blood to the cells of organs and other body parts.

The cardiovascular system is made up of the heart and the circulatory system,
which comprises the blood vessels, including the arteries, veins, and capillaries. There
are actually two circulatory processes, with the heart acting as a double pump. The

















































WEBC14 03/02/2017 1:20:34 Page 251

CHAPTER 14

BLOOD AND RELATED DISEASES

CHAPTER OUTLINE

What Is Blood?
Blood Transfusions
Blood Tests
Blood Disorders
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Review the functions of blood.

• Compare the functions of red blood
cells, white blood cells, and
platelets.

• List four main blood types and
explain the Rh factor.

• Describe the complete blood count
(CBC) test and explain why it is
important to the diagnostic process.

• Summarize the role of the spleen in
protecting the body against
infection.

• Identify etiology, signs, symptoms,
diagnostic tests, and treatment for
selected blood disorders.

Blood carries gases, oxygen, and nutrients throughout the body. It also �lters the
body’s waste, �ghts infections, heals wounds, and performs many other vital

functions. In fact, blood performs so many vital functions that when something is
wrong with blood, the entire body can be affected.

Whole blood has four main parts: plasma, red blood cells, white blood cells, and
platelets. Blood diseases affect one or more of these parts and can be acute or chronic.
Many blood diseases are inherited; others are caused by other diseases, side effects of
medications, or a lack of certain nutrients.

What Is Blood?
Hematology is the study of blood in health and disease. It addresses problems with the
red blood cells, white blood cells, platelets, blood vessels, bone marrow, lymph nodes,
spleen, and proteins involved in bleeding and clotting. If a patient is diagnosed with a
blood disease, his health care provider may refer him to a hematologist. A hematolo�
gist is a physician who has a specialty in blood diseases.

Without blood, the human body would weaken and die. Organs couldn’t get the
oxygen and the nutrients they need to survive, and we couldn’t warm up or cool down.
The average adult man has about 3 gallons, or 24 pints, of blood inside his body; the
average adult woman has about 2.5 gallons, or 20 pints.

There is no substitute for blood. It can’t be made or manufactured. According to
the American Red Cross (2016), donors are the only source of blood for patients who
need it, and more than 38,000 blood donations are needed every day. Another way to
think about the demand is that in the United States, every 2 seconds a patient is in
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CHAPTER 15

RESPIRATORY SYSTEM AND RELATED DISEASES

CHAPTER OBJECTIVES

• Describe the functions of the
respiratory system.

• List respiratory system organs and
describe their role in respiration.

• Identify and discuss respiratory
infections.

• Explain differences between
common cold and �u symptoms.

• Compare and contrast acute
bronchitis with chronic bronchitis.

• De�ne COPD and identify causes, risk
factors, and treatment options.

• Describe what happens to the
respiratory system during an asthma
attack.

• Review the role of tobacco products
and secondhand smoke in lung
cancer.

• Summarize different treatment
options for respiratory failure.

CHAPTER OUTLINE

Structure and Function of the Respiratory System
Diseases of the Respiratory System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

The primary function of the respiratory system is to supply the blood with oxygen.
Once supplied, blood then delivers oxygen to all parts of the body. The

respiratory system supplies oxygen to the blood through breathing. When we breathe,
we inhale oxygen and exhale carbon dioxide.

The respiratory system has three main parts: airways, lungs, and muscles. Related
diseases can affect one or all three of these main parts. The diseases can be caused by
genetics or by environmental factors, such as tobacco smoke, air pollution, and
pollens.

Structure and Function of the Respiratory System
The respiratory system is a group of organs that supply oxygen to the blood. The blood
then delivers oxygen to all of the body’s cells because they need oxygen to function.
Oxygen enters the respiratory system when we inhale (breathe in). We exhale
(breathe out) carbon dioxide, a waste product that can be harmful to tissues and
organs if it collects in the body. The three main parts of the respiratory system are
airways, lungs, and muscles.

Airways
Airways are pipes that carry oxygen-rich air to the lungs. They also carry carbon
dioxide out of the lungs. The airways include the nose; mouth; larynx; trachea; and
bronchi with their branches, the bronchioles.

Air �rst enters the nose and the mouth. Because cold and dry air irritates the
lungs, one function of the nose and the mouth is to wet and warm the air. Nose hairs
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CHAPTER 16

THE DIGESTIVE SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Function of the Digestive System
Structure of the Digestive System
Common Symptoms and Diagnostic Tests of the Digestive System
Diseases of the Digestive System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Describe the structure and function
of the digestive system.

• Discuss common diagnostic tests for
diseases of the digestive system.

• Explain common signs and
symptoms of digestive system
diseases.

• Review common diseases of the
liver, gallbladder, and pancreas.

• Give examples of differences among
hepatitis A, B, and C.

• Identify cancers of the digestive
system.

• Summarize the relationship between
oral health and overall health.The digestive system is a series of hollow pipes and more than a half dozen organs

that break down food and liquids into smaller nutrients that are absorbed into
the body. This system also moves unused waste out of the body. To make nutrients
and to move waste are complex processes that also involve the circulatory system. The
nutrients from the digestive system are carried by blood throughout the body to
nourish cells and provide energy. Digestive system diseases occur when there is a
faulty function during digestion.

Function of the Digestive System
With 30 feet of hollow pipes and more than a half dozen organs, the adult
digestive system, or gastrointestinal system, manages over a thousand pounds of
food each year. In adults, the digestive system processes about three gallons of
digested food, liquids, and digestive juices every day. Digestion is the process by
which food and liquids are broken down into nutrients so that the body can use
them to build, nourish, and replace cells and to supply energy to muscles.
Digestion also moves waste by separating out unneeded materials and �ushing
them out of the body.

Gastroenterology is the branch of medicine that studies the function, structure,
and diseases of the digestive system. Gastroenterologists are physicians with extra
training to practice this internal medicine subspecialty.
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CHAPTER 17

URINARY SYSTEM, MALE REPRODUCTIVE SYSTEM,
AND RELATED DISEASES

CHAPTER OUTLINE

Function of the Urinary System
Structure of the Urinary System
Common Signs, Symptoms, and Diagnostic Tests of the Urinary System
Diseases of the Urinary System
Function and Structure of the Male Reproductive System
Diseases of the Male Reproductive System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Identify the major structures and
functions of the urinary system.

• Summarize how urine is made.

• Explain common symptoms of
urinary problems.

• Describe common diseases of the
urinary system.

• Review the major structures of the
male reproductive system.

• Describe common diseases of the
male reproductive system.

The urinary system maintains body �uids within normal limits by regulating the
amount of water that is excreted in the urine. It rids the body of waste products

that build up as a result of cellular metabolism. Other ways that the urinary system
helps the body include regulating electrolytes in the body �uids and maintaining
normal pH of the blood. In addition, the urinary system controls red blood cell
production and helps maintain normal blood pressure.

Function of the Urinary System
The urinary system, or renal system, is made up of the organs, tubes, muscles, and
nerves that work together to create, store, and excrete urine. The word renal means
“related to the kidneys.” The kidneys are the organs that do the most work. Urine is the
�uid waste made by the kidneys.

This system’s main function is to maintain homeostasis—an internal balance of
chemicals and water in the body. It keeps homeostasis by getting rid of wastes and
excess �uids, keeping vitamin and mineral levels in check, and controlling acid levels
in blood.

Homeostasis requires the urinary system to work with the lungs, skin, liver, and
intestines. Although these organs also excrete body wastes, the major task of
excretion still belongs to the urinary system. If it fails, the other organs cannot
take over. Excretion, or urination, is the process by which waste and other non-useful
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CHAPTER 18

FEMALE REPRODUCTIVE SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Structure of the Female Reproductive System
Function of the Female Reproductive System
Common Diagnostic Tests and Procedures of the Female Reproductive System
Birth Control Methods
Health Problems with Pregnancy
Pregnancy and Delivery
Breastfeeding
Diseases of the Female Reproductive System
Breast Health
Sexually Transmitted Infections
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Explain the structure and function of
female reproductive system organs.

• List physical changes associated with
female puberty, the childbearing
years, and menopause.

• Summarize causes, diagnosis, and
treatment of common diseases
related to the female reproductive
system.

• Give examples of pregnancy
complications.

• Distinguish among sexually
transmitted infections.

Many health issues affect the female reproductive system, but we do not
necessarily know what causes them. However, there are ways to treat

many of these issues with medications, surgery, or lifestyle changes. The speci�c
health issue, its signs and symptoms, and the patient’s age and desire to have children
are all factors that guide treatment choices.

Gynecology is the branch of medicine that deals with the functions and diseases
speci�c to the female reproductive system. A gynecologist focuses only on the care of
the reproductive system, whereas an obstetrician focuses on women during and
shortly after pregnancy. An obstetrician is also concerned with the health of the fetus.
Training is often combined to form a single medical specialty: obstetrics and
gynecology (OB-GYN), and almost all gynecologists are obstetricians. Gynecologic
oncologists are board-certi�ed OB-GYNs who have additional training in gynecologic
cancer.

Structure of the Female Reproductive System
The organs of the female reproductive system allow females to make ova, or eggs. (The
singular form is ovum.) The fertilization of ova by sperm is known as reproduction. In
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CHAPTER 19

MUSCULOSKELETAL SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Function of the Musculoskeletal System
Structure of the Musculoskeletal System
Common Diagnostic Tests and Procedures for Musculoskeletal Diseases
Diseases of the Musculoskeletal System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Summarize the function and
structure of the musculoskeletal
system.

• Compare differences between the
axial and appendicular skeletons.

• Describe three different types of
muscles.

• Discuss �ve major symptoms of
musculoskeletal diseases.

• Explain testing and diagnosis of
musculoskeletal diseases.

• Explain muscle strain, tendonitis,
and sprains.

• Describe causes of back pain.The musculoskeletal system is a complex mesh of bones, muscles, and other
connective tissues. The bones give support to our bodies and help form our

shape. Although light, bones are strong enough to support our entire weight. Muscles
help with movement as well as with body functions. They are found in most places in
the body. As a connective tissue, muscles support as well as separate different types of
tissues and body organs. They can even move substances throughout the body.

Function of the Musculoskeletal System
The musculoskeletal system has many functions, but its primary ones are to support
the body, allow motion, and protect organs. Other functions include blood produc�
tion and fat storage.

This system includes not only bones but also connective tissues. Connective
tissues—muscles, tendons, and ligaments—bind tissues and organs together.
Together, bones and connective tissues carry and hold the body. Without the
musculoskeletal system, the body would have no form or structure. It gives the
body height and mass, facial features, hand characteristics, and athletic ability.

Structure of the Musculoskeletal System
The musculoskeletal system includes muscles, cartilage, ligaments, and other con�
nective tissues that connect the bones. Bones support the body’s weight and work with
muscles to maintain body posture and to create movements. Without bones to pull
against, muscles could not make us sit, stand, walk, or run.
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CHAPTER 20

INTEGUMENTARY SYSTEM AND RELATED DISEASES

CHAPTER OUTLINE

Function of the Integumentary System
Structure of the Integumentary System
Aging and the Integumentary System
Common Signs, Symptoms, and Diagnostic Tests for Integumentary Diseases
Skin Injuries, Bruises, and Burns
Diseases of the Integumentary System
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Review the structure and function of
the integumentary system.

• Give examples of how the
integumentary system works with
other body systems.

• Explain how aging affects the
integumentary system.

• List and de�ne terms used to
describe basic skin lesions.

• Discuss common diseases of the
skin, hair, nails, and oil glands.

• Describe differences among the four
degrees of burns.

• List and describe three types of skin
cancer and related prevention
strategies.Skin and its related organs—hair, nails, glands, and nerves—make up the integu�

mentary system (IS). The main function of the skin is to protect against external
factors, such as bacteria, chemicals, and temperature. Hair helps with heat and
cooling and protects against ultraviolet (UV) rays. Nails protect the end of �ngers
and toes from injuries. Sweat glands regulate temperature and remove waste. Oil
glands give moisture to the skin and hair. Nerves feel pain, sensation, pressure, and
temperature.

Dermatology is the branch of medicine that studies the IS. A dermatologist is a
physician who specializes in treating diseases and injuries of the IS. Some dermatol�
ogists have additional training in a specialty—for example, cosmetic surgery.

Function of the Integumentary System
The IS protects and regulates the body’s internal activities. The skin’s main function is
to protect the body’s tissues, bones, and organs from injury. It acts as a barrier to keep
the body away from environmental risks like viruses, bacteria, and chemicals. Skin not
only provides protection but also stores fat and water, removes waste, regulates body
temperature, and produces vitamins and hormones. Without skin, we could not feel
touch, pressure, pain, heat, and cold. To perform these functions, the IS works with
other body systems (see Table 20.1).

The IS not only works with other body systems but also helps maintain
homeostasis, or a stable equilibrium. An example of how the skin keeps homeostasis
is that although you sweat, at the same time, it keeps body �uids from drying out. Skin
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CHAPTER 21

THE BRAIN AND MENTAL HEALTH DISORDERS

CHAPTER OUTLINE

Mental Health and Mental Health Disorders
Causes of Mental Health Disorders
Common Signs and Symptoms of Mental Health Disorders
Diagnosis and Treatment of Mental Health Disorders
Common Mental Health Disorders
Chapter Summary
Review Questions
Key Terms
Chapter Activities
Bibliography and Works Cited

CHAPTER OBJECTIVES

• Summarize differences between
mental health and mental health
disorders.

• Discuss three causes of mental
health disorders.

• Give examples of mental health care
providers.

• List and describe biological and
mental health treatments.

• Explain signs and symptoms,
etiology, and treatment of common
mental health disorders.

The brain controls thoughts, memory, speech, and movement as well as regulates
organ function. When the brain is healthy, it is capable of running complex body

systems, but when it is unhealthy, mental health disorders can develop.
Most people don’t realize how common mental health disorders are in the

United States. They are so common that nearly all Americans at some time in their
lives are affected by these disorders, whether in themselves, in a family member, or
in a loved one.

Mental Health and Mental Health Disorders
Mental health and mental health disorders are different psychological states. Mental
health includes emotional, psychological, and social well-being. It affects how we
think, feel, and behave at every stage in our lives. It determines how we relate to others,
make choices, and enjoy life.

A mental health disorder or mental illness refers to a brain disorder that alters a
person’s thinking, feelings, and behavior. With these disorders, there are changes in
the brain’s physiology and chemistry. There are different types of mental health
disorders, and each changes a person in distinct ways.

People often are sad or angry during dif�cult times. A mental health disorder is
different: such symptoms as sadness and anger are long lasting. In other words, a
mental health disorder is characterized by ongoing and lasting signs and symptoms
that affect a person’s daily activities.
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INDEX

A
A1C test, 149, 153
Abdomen, 302, 318
Abdominal: cavity, 300, 318; hernia, 304–305, 318;

obesity, 198
Abdominal obesity, 192
ABMS Guide to Medical Specialties (American Board of

Medical Specialties), 152
Abnormal uterine bleeding, 348, 356–357, 363
Abortion, 354
Abramowitz, S., 76, 78
Absent testicle, 335, 342
Abstinence, 352, 363
Access, to quality health care, as health determinant, 6
Accessory organs, 333, 340
Accutane, 401
Acetylcholine, 302, 318
Acne, 400–401, 410
Acquired, 231, 245
Acromegaly, 195, 198
Acrophobia, 427, 435
Active immunity, 168, 177
Active listening, 105–106, 114
Acupressure, 54, 60
Acupuncture, 54, 60
Acute bacterial prostatitis, 336, 340
Acute bronchitis, 286
Acute cholecystitis, 315, 318
Acute diseases, 21, 26
Acute kidney failure (AKF), 329, 340
Acute pancreatitis, 315, 318
Acute renal failure, 329
Addiction, 430–431, 435
Adenoids, 280, 293
Adipose tissue, 393, 410
Adrenal glands, 187, 198
Adrenaline, 302, 318
Advance directive, 129, 132
Advancing Effective Communication, Cultural

Competence, and Patient- and Family-Centered Care
(Joint Commission, 101–102

Adverse effect, 113, 114
Afterbirth, 349, 363
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