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From Disease Prevention
to Health Promotion
Lester Breslow, MD, MPH

TODAY,THE PHRASE“DISEASE PREVENTION AND HEALTH PRO-
motion” is commonly encountered. The idea of disease
preventionaloneisquiteclear:“Primarypreventionmeans
avertingtheoccurrenceofdisease . . . [and] . . . secondary

prevention means halting the progression of a disease from its
early unrecognized stage to a more severe one.”1

During this century, disease prevention has changed largely
from focusing on reducing environmental exposures over which
the individual had little personal control, such as providing
potable water, to emphasizing behaviors such as avoiding use
of tobacco, fatty foods, and a sedentary lifestyle. Although in-
dividuals have a choice in these matters, as early as 1952 the
President’s Commission on Health Needs of the Nation noted
that such individual responsibility for health can be fully ef-
fective only if society ensures access to necessary education
and professional services.2 More recent reviews also have cited
the need for social support for individual health initiatives.3

Disease prevention accomplishments such as smallpox eradi-
cation and the recent decline in lung cancer incidence and mor-
tality4-6 are better known than the failures such as the more than
330 000 US women who have died of cervical cancer since 1946,
when the knowledge of how to prevent such deaths has been
available, and the 1989-1990 measles epidemic.4-6 Disease pre-
vention is thus quite well delineated and understood.

Health promotion, however, is a more recent and elusive
concept that has appeared prominently in the health lexicon
only during the latter part of the 20th century. This article con-
siders some common definitions of health promotion; ex-
plores reasons they have emerged; discusses the need to re-
think the whole idea; presents a view of health promotion that
is more explicit than the usual ones; and finally, makes sug-
gestions for who should promote health.

Concepts of Health Promotion
Henry E. Sigerist, a medical historian, remarked that “health
is promoted by providing a decent standard of living, good
labor conditions, education, physical culture, means of rest
and recreation . . . [and that]. . .[h]ealth is not simply the ab-
sence of disease: it is something positive, a joyful attitude to-
ward life, and a cheerful acceptance of the responsibilities that
life puts upon the individual.”7,8

Subsequent to Sigerist’s delineation of the general social con-
ditions responsible for health, epidemiological studies from 1950

to 1975 identified certain habits of eating, physical activity, and
tobacco and alcohol use as largely responsible for the chronic
disease epidemic that was then under way. Health educators,
largely trained in individual psychology, adopted the term health
promotion to mean their approach to modifying behavior. In
1979, an official US Public Health Service document9 promul-
gated a similar view of health promotion, stating that “it seeks
the development of community and individual measures which
can help [people] to develop lifestyles that can maintain and
enhance the state of well-being.” The emphasis was on devel-
oping healthful lifestyles. That may reflect the influence of in-
dividual psychology on American health education with a pri-
ority placed on personal motivation and responsibility. Also,
the report stopped short of defining health, merely renaming
it “well-being” as a consequence of lifestyles.

A 1991 US document about health promotion refers to “func-
tional independence . . . enhancing quality of life at each stage
of life . . . cardiorespiratory fitness . . . muscular strength, en-
durance and flexibility,” and lists ways of achieving these states.
Mention of such ways, however, is interspersed with specific
attention to preventing “coronary heart disease, hyperten-
sion, diabetes, osteoporosis and depression.”10 Clearly, it has
been difficult to disentangle health promotion from disease
prevention.

The Ottawa Charter for Health Promotion,11 sponsored by
the World Health Organization, recognized the importance
of defining health in seeking health promotion. After delin-
eating health promotion as “the process of enabling people to
increase control over, and to improve their health,” it defined
health as “a resource for everyday life . . . a positive concept
emphasizing social and personal resources as well as physi-
cal capabilities.” The elements of that resource as applicable
to individuals should be delineated. Returning to Sigerist’s con-
cept, the Ottawa Charter also stated that “the fundamental con-
ditions and resources for health are peace, shelter, educa-
tion, food, income, a stable eco-system, sustainable resources,
social justice and equity.”

Thus, the Ottawa charter defines health as a “resource for
everyday life” and also outlines the social conditions needed
for it. Individuals’ capacities also should be considered as a
resource for everyday life and should be emphasized.
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Why Concepts of Health Promotion Have Emerged
Before examining further the nature of health promotion and
who should be responsible for it, consider briefly why the
concept has emerged. The notion of health promotion has
evidently appeared in the latter half of the 20th century be-
cause people are living longer than previously and with
greater freedom from the threat of disease. Longevity in the
United States has increased from less than 50 years in 1900
to more than 75 years now.12 This greater-than-50% increase
during the 20th century probably has been the greatest life
extension in the history of mankind. While curtailment of
mortality at younger ages dominated the trend during the
century’s first half, increase in longevity after age 60 years
has been relatively greater during recent decades. The popu-
lation may, in fact, be approaching the human life span, the
“natural” duration of life. A mouse can live for about 2 years;
a dog, 20 years; and a human, probably 85 to 100 years, with
only a few individuals becoming centenarians. Furthermore,
an increasing proportion of the current 70- to 85-year hu-
man life span, particularly its earlier portion, is not encum-
bered by disease, suggesting the advent of an era of “the com-
pression of morbidity.”13 Also, many of the same factors
responsible for premature mortality are just as highly associ-
ated with disability.14

Thus, it is possible to turn more attention to the nature of
health and regard it, as the Ottawa Charter proposes, as a re-
source for living. People seem more and more hopeful of mini-
mizing disease and impairment during their lifetimes. They
seem to be thinking not only about how to avoid being sick,
a negative, but also about how to expand the potential for liv-
ing, a positive view of health. This point of view is penetrat-
ing medical thinking; for example, Nuland15 recently wrote,
“Medicine has moved from a focus mainly on cure toward one
increasingly concerned with life enhancement,” and noted that
events are “turning the eyes of medical scientists increasingly
toward the basic mechanisms of life, rather than disease and
death.”

Hence, society seems to be entering a third “public health
revolution.” Terris16 has noted that the first public health revo-
lution dealt with communicable diseases, and the second with
chronic, noncommunicable diseases. While neither of these
revolutions has accomplished its full potential, such remark-
able progress against disease has been made that some en-
ergy can now be devoted to advancing health in the sense of
maximizing it as a resource for living.

Rethinking the Idea of Health Promotion
Thus far, health agencies and professionals generally have
looked on health promotion as a process undertaken to main-
tain group health. Goals have been enunciated, for example,
to achieve the following by the year 2000:
• Increase moderate daily physical activity to at least 30% of

people
• Reduce cigarette smoking prevalence to no more than 15%

of adults

• Reduce alcohol use by children aged 12 to 17 years to less
than 13%10

These are certainly worthy objectives but do not constitute
direct measures of health being promoted in the sense of greater
capacities for living. Rather, such goals typically are consid-
ered as dealing with risk factors for coronary heart disease,
lung cancer, alcoholism, and other diseases.

Regarding health as a resource for everyday life, however, re-
quires consideration of how to delineate and even measure the
personal capacities that constitute a resource for life. Most people
apparently want life to include being able to move about freely,
enjoying food and sex, feeling good, remembering things, and
having family and friends. In achieving health as a resource for
such aspects of living, acute and chronic diseases must be pre-
vented because they impair the potential for life. But now, to
reach the full potential of living, it is becoming clear that spe-
cific capacities must be developed and maintained. This is clearly
beyond disease prevention and illustrates the importance of con-
sidering the nature of health promotion.

A More Explicit Concept of Health Promotion
TheWorldHealthOrganization formulationofhealthas “physi-
cal, mental and social well-being, not merely the absence of dis-
ease and infirmity” constituted an important step in elaborat-
inganewconceptofhealth that couldserveas thebasis forhealth
promotion.17 A publication by the International Epidemiologi-
cal Association and the World Health Organization, in another
step, describes 2 aspects of health: health balance and health
potential.18 Health balance is essentially the Hippocratic notion
of dynamic equilibrium between the human organism and its
environment, a basically stable relationship of a person with
the world outside. On the other hand, health potential consists
of reserves—an individual’s capacity to cope with environmen-
tal influences that jeopardize health balance. This concept goes
beyond the ideaof immunity toharmfulmicrobiological agents;
it includes the capacity for withstanding the adverse effects of
the factors causing atherosclerosis, the loss of a loved one, or
myriad other injurious circumstances of living.

Health is a phenomenon of individuals just as disease is a
phenomenon of individuals. Each person has a certain de-
gree of health that may be expressed as a place in a spectrum.
From that perspective, promoting health must focus on en-
hancing people’s capacities for living. That means moving them
toward the health end of the spectrum, just as prevention is
aimed at avoiding disease that can move people toward the
opposite end of the spectrum.

Measuring progress in the third public health revolution en-
tails going beyond counting diseases, their indicators, and risk
factors. It requires delineating and measuring health in indi-
viduals, just as diseases are delineated (diagnosed) in indi-
viduals. Then the aggregate health in populations can be ad-
dressed for public health purposes.

To describe an individual’s health quantitatively to deal with
it scientifically requires specification of various functional ca-
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pacities for living and measurement of their extent in individu-
als, just as various functional impairments (ie, disabilities) are
now specified and measured. In assessing the chronic disease
problem of the past several decades, Katz19 listed 6 “activities
ofdaily living” that arenecessary forminimal free living, to avoid
dependence.Subsequently, lesserdegreesofdisabilityhavebeen
delineated and measured.20,21 The importance of defining and
measuring disability has been recognized, both for individual
and population approaches to better lives. Now is the time to
proceed in a similar fashion to deal quantitatively with higher
degrees of health for living, not limiting health measurement
to such things as the absence of disability.

It is thus possible now in health endeavors to move be-
yond disease prevention, ie, the effort to avoid or minimize
pathological conditions. Individuals can aim for more than free-
dom from those physical and mental disturbances that are listed
in disease nomenclature. With equal emphasis, the energy and
reserves of health that permit a buoyant life, full of zest and
the eager ability to meet life’s challenges, should be sought.
Considerable health of this kind can be enjoyed, even while
having some handicapping conditions.

Accepting that health means both (1) the current state of a
humanorganism’sequilibriumwiththeenvironment,oftencalled
healthstatus,and(2) thepotential tomaintainthatbalance,health
promotion aims to maintain and expand human function gen-
erallybybuilding reserves against forces adverse tohealth. Since
each person’s degree of health may be found somewhere on the
continuum, one important difference between health promo-
tion and disease prevention is whether the main emphasis lies
in seeking movement toward the positive (health) end of the
spectrumor simplyonresistance tomovement toward thenega-
tive (infirmity) end. Promotion of health means facilitating at
least the maintenance of a person’s current position on the con-
tinuum and, ideally, advancing toward its positive end. Dis-
ease prevention, on the other hand, means avoiding specific dis-
eases that carry one toward the negative end.

Of course, “Many of the same actions—for example, ob-
taining adequate exercise and appropriate nutrition—that are
aimed at health promotion also achieve specific disease pre-
vention. To the extent that such measures are directed against
a particular disease, such as cessation of smoking to mini-
mize the risk of lung cancer, they may be regarded as disease
prevention. To the extent that the same measures are aimed
at advancing health generally, for example, preserving opti-
mum respiratory and cardiovascular systems, they may be re-
garded as health promotion.”22

Defining and Measuring Capacities for Living
Efforts to measure health in a generic sense have tended to
focus on the health balance aspect and especially on disequi-
librium. Fanshel23 has proposed 1 category for well-being in
the World Health Organization sense and 10 other catego-
ries ranging from dissatisfaction and discomfort through dis-
ability and confinement to coma and death, indicating health
balance or health status.

The notion of building health reserves, the capacities for main-
taining optimal function, has received relatively little atten-
tion. For a scientific approach to health promotion in that sense,
such capacities for living need to be defined and measured.

For instance, in the physical domain, geneticists commonly
report and the mass media popularize the identification of ge-
neticmarkers for specificdiseaseproclivities, andhugeresources
are now being invested in such investigations. However, little ef-
fort seems devoted to seeking genetic indicators of longer and
better lives such as the possible function of T-cell telomeres in
thatregard.Anatomicalstudiesandmeasurements forhealthhave
focused mainly on pathological factors as the bases of diseases
suchasosteoporosis, arthritis, anddental caries. Should theynot
be devoted in part to anatomy’s role in maintaining health, ie,
capacity for living? The exercise treadmill test and other tests of
physiological function typically are used to determine the exist-
ence and extent of disease, but also can be used as measures of
health in the optimal sense, eg, duration of treadmill time, high
forced expiratory volume, and glomerular filtration rate. Until
recently, patients were given a “pass” with a blood glucose level
of less than 7.8 mmol/L (140 mg/dL) and cholesterol of 6.21
mmol/L (240 mg/dL), because these levels allegedly indicated
chemically no diabetes and minimal danger from blood lipids.
Now lower levels are being marked as hazardous, with diabetes
beingdefinedatbloodglucose levels above6.9mmol/L (125mg/
dL) and only cholesterol readings less than 5.17 mmol/L (200
mg/dL)commonly regardedas “normal.”10 Shouldnot lower lev-
els be sought as optimal for health? Furthermore, inducing im-
munity to communicable diseases of childhood by vaccination
is commonlypracticed.However, artificial immunity tocommu-
nicable diseases of adults needs to be considerably extended, es-
pecially totravelersandtheelderly.Also,attentionshouldbegiven
to immunity to noncommunicable disease pathogens such as al-
lergens. Sensory perception is, of course, an important capacity
for living. In this connection augmentation of an individual’s ca-
pacity, for example, with glasses or hearing aids, should be con-
sidered in health measurement.

Similar items can be noted in the social, mental, and be-
havioral domains of health. An individual’s social network,
like health-related behavioral characteristics, is likewise a fun-
damental basis of health as capacity for living. Both behavior
and social network are increasingly recognized for their rela-
tionship to health.24 A positive mood and good memory con-
stitute 2 mental attributes that contribute substantially to liv-
ing. Negative deviations of those and other mental
characteristics constitute the usual areas of medical and psy-
chological concern, but health is far more than their absence.
Behavioral characteristics lie outside the usual realm of dis-
ease and health measurement. Certain ones, such as no to-
bacco use; moderate, if any, use of alcohol; and appropriate
physical activity nevertheless should be included here as in-
tegral parts of the capacity for living, often affecting not only
the individuals with these characteristics but others as well.

Crude as some of these illustrations may be, they exemplify
the kind of reserves needed not only to maintain balance in life’s
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exigencies but also to maximize the potential for enjoyment.
The latter is true whether one’s interests may be reading, climb-
ing mountains, hearing music, spending time with family, en-
joying foods, or other participation in life enjoyments.

Who Should Undertake Health Promotion?
Many individuals, especially in more highly educated groups,
are already engaging personally in the sort of health promo-
tion envisioned herein. Sometimes their actions appear ex-
cessive, for example, in extreme forms of physical activity or
bizarre food and food supplement choices. Nevertheless, many
people apparently are searching for something in health be-
yond specific disease prevention. They seek health as a re-
source for living. As more people contemplate a life 7 to 9 de-
cades long, that tendency may increase.

Inresponse,healthprofessionalsandhealthscientistsmaywant
to turn greater attention to how health may be promoted, both
for individuals and the public. Examples are geneticists study-
ing chromosomal deviations connected with better health, not
just exploring genetic bases of specific diseases; internists and
family physicians achieving optimum patient blood glucose and
cholesterol levels, not just avoiding the development of diabe-
tesandcoronaryplaques;dentistsaimingathighOralIndexmarks
for their patients, not just repairing teeth and gums; radiologists
emphasizingstrongbones,not justdiagnosingosteoporosis; and
social workers concerned with strengthening family and other
social networks, not just helping dysfunctional families.

Such shifts of emphasis by health professionals must, of
course, always be examined for possible adverse conse-
quences, for example, generating negative self-image in some
persons. Nonetheless, using this concept of health promo-
tion carries considerable potential for advancing health and
moving health beyond disease prevention.

Previous Presentation: Based on a lecture at Johns Hopkins University School of
Hygiene and Public Health, October 5, 1997.
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