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During the second half of this century, Canada has made major organizational 
advances in providing universal hospital and medical care programs. Although 
these advances have largely overshadowed public health issues, the focus is now 
shifting back to public health with an emphasis on health promofion as a guiding 
philosophy. 

Epidemiology has played a key role in these developments. However, as we seek to 
address matters such as “‘enhancing people’s capacity to cope,” “healthy public 
policy, ” and “self-care, ” we find ourselves with a limited dafa base. So it is now 
necessary for epidemiology to integrate concepts that have their origins in the social 
and behavioral sciences, and also to deal with new measures of functional and self- 
assessed health status. 

A scientific approach to all this is essential, especially in developing and evaluaf- 
ing health promotion initiatives. In addition, national health goals and objectives 
are needed to help allocate resources rationally and hold health promotion activi- 
ties accountable for their own performance. 

I am sensitive to a recent statement by a 
colleague who, on addressing a Brazil- 

ian audience on the subject of health care 
financing in Canada, declared that 
“health service patterns are rooted so 
firmly in the history and culture of the 
countries where they are developed that 
they tend to self-destruct when they are 
exported!” (2). Conceding that point, I 
hope this account of the Canadian experi- 
ence will be of interest. 

As the Declaration of Alma Ata indi- 
cates (2), epidemiology and health pro- 
motion are fully consonant with the pri- 
mary health care concept in its broadest 
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sense, Nevertheless, in order to appreci- 
ate the role of epidemiology in Canadian 
health promotion, it is first necessary to 
understand something of the history, 
structure, and priorities of the Canadian 
health care system. 

BACKGROUND 

Ever since the Confederation of Can- 
ada in 1867, most of the responsibility for 
the nation’s health services has rested 
with the 10 provincial governments. Al- 
though the Department of National 
Health and Welfare has a mandate mak- 
ing it responsible for “the health of all 
Canadians,” direct federal responsibility 
has been limited to aspects deemed to af- 
fect the national interest such as food and 
drug regulation, quarantine and immi- 
gration, certain aspects of environmental 
protection, and (until recently) the health 
of indigenous populations and health 



services in the Yukon and Northwest Ter- 
ritories. In addition, the Federal Govern- 
ment maintains substantial expertise in 
epidemiology and health statistics which 
is used increasingly to assist the develop- 
ment of policies, programs, and research. 

Despite a lack of authority over the ac- 
tual development of provincial health 
services, the Federal Government has 
provided leadership in policy develop- 
ment and financing. Cost-sharing agree- 
ments enabled the provinces to adopt 
hospital insurance schemes in the 195Os, 
and by the early 1970s all of them had 
also adopted medical care insurance. 
Principles were determined at the na- 
tional level: universality, portability, ac- 
cessibility, comprehensiveness, and pub- 
lic administration with no direct charges. 
Methods of financing, which have varied 
with the province, consist of a combina- 
tion of publicly administered insurance, 
taxation, and federal-provincial cost- 
sharing arrangements. Cost-control com- 
pares favorably with that in most West- 
ern countries. 

Although Canada has made these ma- 
jor organizational advances in illness 
care, health status has its origins mainly 
in the environment and how people live. 
Thus, socioeconomic and morbidity pat- 
terns are strongly associated: Our life- 
styles include smoking, alcohol con- 
sumption, high-fat diets, and sedentary 
living; we suffer from self-imposed 
plagues such as heart disease, lung can- 
cer, traffic accidents, and the AIDS epi- 
demic; and our society is rapidly aging at 
a time when traditional family and com- 
munity structures are less secure than in 
the past. 

In contrast to the above-mentioned 
medical and hospital programs, although 
a commitment to public health services 
was made in all Canadian provinces long 
ago, no explicit cost-sharing incentives 
were developed. Partly as a conse- 
quence, over much of the past 40 years 

political debate surrounding the develop- 
ment of hospital and medical insurance 
programs has largely overshadowed 
public health issues. This situation is 
changing-slowly in the 1970s and more 
rapidly in the 1980s-at least as far as 
stated policy is concerned. 

The new interest in public health has 
been driven by several forces: recogni- 
tion that further significant gains in 
health status are unlikely to result from 
merely increasing the investment into ill- 
ness care; devotion of more attention to 
ways of maximizing the return on invest- 
ment in health policies and services; an 
increase in the credibility of preventive 
and community approaches; an aging 
population that is now more interested in 
viewing health in terms of personal inde- 
pendence and ability to function; and a 
growing political constituency advocat- 
ing healthy living. 

RECENT MILESTONES 

The most significant recent milestone 
in federal health promotion policies was 
the release, in 1974, of the Lalonde Re- 
port, A New Perspective on the Health of 
Canadians (3). This document advanced 
the “health field” concept giving equal 
recognition to four broad elements of 
health-human biology, the environ- 
ment, lifestyles, and health care organi- 
zation. The report stimulated much de- 
bate nationally and internationally, 
highlighting the fact that most of our at- 
tention had been given to only two ele- 
ments: human biology (through the bio- 
medical sciences) and the development 
of health care organization. Our lifestyles 
and the environment were neglected. 

Another important landmark was crea- 
tion of the Task Force on the Periodic 
Health Examination. Since 1980, this 
body has published a series of guidelines 
for the assessment of evidence regarding 
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prevention activities in clinical practice 
(4). I will return to this matter later. 

Also significant was the 1984 release of 
a report sponsored by the Canadian 
Medical Association on the allocation of 
health care resources (5). This report was 
important not only because it called for a 
major refocusing of the health care effort 
on prevention, health promotion, and 
the needs of the elderly, but also because 
it was sponsored by a traditionally pow- 
erful professional organization and en- 
joyed high visibility. 

Budgetary shifts are taking place more 
slowly. In 1977 passage of the Established 
Programs Financing Act freed the prov- 
inces from having to spend all cost- 
shared health dollars on hospitals and 
medical care, so that other developments 
such as home care programs and public 
health could benefit. A decade later, 
however, there is no evidence of a major 
shift in expenditures, although there is 
some evidence of regional innovation in 
community-based health services. 

I will not delve further into our recent 
history. Suffice it to say that public health 
is now undergoing a renewal, while 
health promotion principles are becom- 
ing a guiding philosophy. 

EPIDEMIOLOGY PAST AND 
PRESENT 

Like other countries, Canada owes a 
debt to the international epidemiology 
community. We have gained knowledge 
from the entire range of published 
works-from classical descriptive and an- 
alytical studies to literature explaining 
the development of new methods and 
their application. 

But what are the roles of epidemiology 
in Canadian health promotion? In my 
view, these are similar to the roles epide- 
miology plays in disease prevention and 
control: to describe and assess the pat- 
terns and magnitude of health problems, 
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to identify causes and generate knowl- 
edge, and to contribute to the planning 
and evaluation of policies and programs. 
There are also some important limita- 
tions to epidemiology that will be en- 
countered as this discipline grapples with 
the philosophy and practice of health 
promotion. 

Lalonde’s “health field” concept was 
based largely on an epidemiologic ap- 
proach (3). The concept took morbidity 
and mortality trends into account. 
Knowledge of disease etiology, especially 
etiology relating to lifestyle, placed the 
limitations of acute care in perspective 
and attracted attention to prevention and 
health promotion. One chapter in the 
Lalonde Report entitled “The Limitations 
of the Traditional View” declared: 
“There is little doubt that future im- 
provements in the level of health of Ca- 
nadians lie mainly in improving the envi- 
ronment, moderating self-imposed risks, 
and adding to our knowledge of human 
biology” (3). 

At that time, population health status 
was assessed using three main indica- 
tors: (a) life expectancy and mortality, (b) 
causes of death, and (c) morbidity (mea- 
sured imperfectly using hospitalization 
data) (3). Although these indicators con- 
tinue to be the backbone of our health 
information systems today, several more 
elaborate methods for analyzing mor- 
bidity and mortality are now in general 
use.3 More information is also available 
on specific risk factors and lifestyle 
characteristics. 

Mortality analysis has been advanced 
through increasing use of the Potential 
Years of Life Lost (PYLL) indicator. Al- 
though the modern development of 
PYLL has been largely pioneered in Can- 
ada, its origins apparently date back to 
Petty’s PoliticaI Arithmetic published in 

%ee R. R. Puffer, New Approaches for Epidemio- 
logic Studies of Mortality Statistics, in this issue. 



1687 (6, 7). In any case, the PYLL due 
to a particular cause is the sum of the 
added years that all persons dying of this 
cause in a given society would have lived 
had they experienced normal life expect- 
ancy, divided by the number of people in 
the particular study population. PYLL 
highlights the loss to society resulting 
from youthful or early deaths. Thus road 
accidents, which age-standardized mor- 
tality figures indicated were the seventh 
leading cause of death among males and 
the eighth leading cause among females 
in 1985, actually ranked second in terms 
of potential years of life lost among both 
sexes because of a predominance of dece- 
dents in their late teens and early twen- 
ties (8). The measure remains controver- 
sial, especially because of problems in 
deciding what age cutoffs should be 
used. For example, a choice of 85 rather 
than 75 years for life expectancy would 
increase the relative importance of late- 
onset diseases. If we choose 75, do we 
infer that life beyond that age has no 
value to society? Similarly, if conception 
were taken as the criterion for the start of 
life rather than birth, then abortion 
would emerge as a leading cause of 
PYLL. 

Computerized record linkage tech- 
niques, pioneered in Canada for mortal- 
ity follow-up of nuclear energy workers, 
have recently been applied to hospitaliza- 
tion data. We are now able to distinguish 
persons from episodes and to cross-link 
to mortality files, thereby permitting cal- 
culation of fatality:case ratios on an ongo- 
ing basis (9, 10). The methods used in- 
clude both employment of common 
identifiers and probabilistic linking of 
names and dates of birth. The latter has 
proven successful in research studies 
where common identifiers were not avail- 
able. Such techniques hold promise for 
evaluating the morbidity and mortality 
outcomes of specifically focused health 
promotion and prevention programs 

where population samples have been 
identified. 

Morbidity analysis has been aug- 
mented through use of national and 
regional surveys that are providing new 
information on risk factor prevalence 
(II). This is permitting characterization 
of various groups-such as disabled peo- 
ple, women, low-income populations, 
middle-aged men, native groups, immi- 
grants, and the elderly-in terms of their 
risk profiles and in relation to behaviors 
such as smoking, alcohol consumption, 
exercise, sleep patterns, eating patterns, 
seat belt use, immunization, and various 
combinations thereof. 

The use of such health surveys in Can- 
ada, which is not a new phenomenon, 
really dates from the Canada Sickness 
Survey of 1950-1951. What is new is their 
increased frequency, their contribution to 
policy development, and the application 
of new measures such as “health expect- 
ancy, ” “activity limitations,” and “self- 
assessed health status.” Furthermore, 
our surveys are increasing in usefulness 
as greater attention is given to improving 
their validity and reliability. 

I hasten to add that analysis of survey 
results by itself is not sufficient. Rather, 
epidemiologists should play a major role 
in the subsequent translation of such 
analyses into information that is useful to 
policymakers, planners, and the general 
public. 

In the past the Federal Government 
took the lead in developing national sur- 
veys, and the resulting data bases per- 
mitted some regional analyses. Now, 
however, the initiative is being taken in- 
creasingly by provincial and local health 
departments (12). A recent example of 
one such initiative is the Nova Scotia 
Heart Health Survey providing new data 
on cardiovascular risk factors (13). 

Epidemiologic information has played 
a major role in Canada’s emerging health 
promotion policies. Thus, we have good 
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epidemiologic evidence of inequities (14), 
good evidence that our disease pattern is 
amenable to prevention, and good infor- 
mation about the actual provision and 
use of health services. Nonetheless, 
when we turn to address such challenges 
as “enhancing people’s capacity to 
cope, ” such strategies as “healthy public 
policy, ” and such mechanisms as “self- 
care” we find a more limited data base. 
To confound matters further, workers in 
health promotion are scattered across 
many disciplines, and communication is 
difficult because of differences in the 
constructs and terminologies of those 
disciplines. 

HEALTH PROMOTION 

The principles of health promotion in 
Canada have much in common with 
those presented in the WHO document 
HeaEth Promotion (15) with which you 
may be familiar. However, few will be fa- 
miliar with this document’s Canadian 
counterpart, an article entitled “Achiev- 
ing Health for All” presented by our 
Minister of Health, the Honorable Jake 
Epp, and published in the Canadian Joour- 
nal of Public Health in 1986 (16). This arti- 
cle sets out a general framework (shown 
in Figure 1) that expresses what is, in ef- 
fect, Canada’s national response to the 
World Health Organization’s call for 
achieving “health for all by the year 
2000.” 

In particular, it recognizes as specific 
challenges the needs for (1) “reducing in- 
lxgi;;s,” (2) “increasing the prevention 

” and (3) “enhancing people’s ca- 
pacity to cope.” The first challenge, “re- 
ducing inequities, ” refers to the fact that, 
despite an equitable health care system, 
people’s health remains directly related 
to their economic status. The second 
challenge, “increasing the prevention ef- 
fort,” asks us to go beyond the primary 

prevention activities that had their roots 
in the nineteenth century (like sanitation 
and potable water) to address contempo- 
rary high-risk behaviors more actively. 
And the third challenge, “enhancing 
people’s capacity to cope,” refers explic- 
itly to helping people with chronic condi- 
tions, disabilities, and mental health 
problems. 

By way of responding to these chal- 
lenges, three related strategies are ad- 
vanced, these being (1) “fostering public 
participation,” which means helping 
people assert control over factors that af- 
fect their health (i.e., helping people to 
help themselves); (2) “strengthening 
community health services,” an activity 
expressly oriented toward promoting 
health and preventing disease by allocat- 
ing a greater share of resources to com- 
munity health agencies; and (3) “coordi- 
nating healthy public policy,” which 
means coordinating all policies that have 
a direct bearing on health, including poli- 
cies in the areas of income security, em- 
ployment, education, housing, business, 
agriculture, transportation, justice, and 
technology. 

These interrelated challenges and strat- 
egies are tied together within an overall 
framework by three elements termed 
health promotion mechanisms, these be- 
ing (1) “self-care,” (2) “mutual aid,” and 
(3) “healthy environments” (see Figure 
1). The first of these, self-care, refers to 
the decisions and actions individuals take 
in the interests of their own health-such 
as people choosing a balanced diet, plan- 
ning leisure activity, or doing regular ex- 
ercise, or an older person using a cane 
when the sidewalks are icy, or a diabetic 
self-injecting insulin. The document 
points out that “encouraging self-care 
means encouraging healthy choices” 
(16). 

The second element, mutual aid (or so- 
cial support), refers to the actions people 
take to help each other cope within their 
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Figure 1. A framework for health promotion from “Achieving Health for All” (16). 
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families, neighborhoods, voluntary orga- 
nizations, or self-help groups (26). There 
is good evidence that people who have 
social support are healthier than those 
who do not (17). In Canada, the size and 
scope of the “self-help” movement is im- 
pressive. In my own city, Halifax, with a 
quarter million people, a directory of 
community services has over 500 
listings-of mostly voluntary organiza- 
tions (18). 

The third element, healthy environ- 
ments, means ensuring that policies and 
practices are in place to provide Canadi- 
ans with a healthy environment at home, 
school, work, or wherever else they may 
be (16). 

Policy coordination within the overall 
framework is important. For example, 
consider smoking cessation-a goal that 
can be viewed as an individual responsi- 
bility, but one that is more likely to suc- 
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teed with support from a self-help group 
in a society that has adopted strong 
legislation to protect the rights of 
nonsmokers. Within this context, it is 
noteworthy that the Canadian Parlia- 
ment recently passed an act banning to- 
bacco advertising (which is now being 
challenged by the tobacco industry in the 
courts), and various public and private 
jurisdictions have regulations restricting 
smoking. 

THE FUTURE OF EPIDEMIOLOGY 
IN HEALTH PROMOTION 

For purposes of health promotion, Ca- 
nadian epidemiology must come to terms 
with various new challenges. Our im- 
proved health status has stimulated us to 
shift the emphasis somewhat away from 
traditional morbidity and mortality indi- 
cators toward measures of self-assessed 
health status, while our aging society has 
made functional health measures more 
relevant. At the same time, the policy of 
increasing public participation is requir- 
ing us to move beyond health status as- 
sessment itself and to address the compe- 
tence of individuals and communities to 
contribute to decisions that affect their 
own health. 

Self-Assessment of Health Status 

Traditionally, epidemiologists have 
been trained to view problems objec- 
tively. For example, we develop objective 
criteria for case definitions and other 
standardized measurements and apply 
these to populations being studied. We 
generally assume that our professional 
knowledge is superior to the health be- 
liefs of lay people, and that our collective 
experience overrides the phenomenon of 
individual variation. 

The whole concept of self-assessed 
health, therefore, is like coming full circle 
in the development of epidemiology and 

public health. Now we must confront 
from a fresh vantage point the reality that 
what the individual says is important 
may conflict with the findings of conven- 
tional morbidity and mortality analyses. 

In his introduction to The Active Health 
Report, a work based on a recent national 
survey, Minister of Health Jake Epp 
states: “This is the first national survey to 
ask Canadians how they feel about their 
own health. Past surveys have studied 
the nature and causes of people’s health 
problems. This report . . . offers us some- 
thing new: a comprehensive picture of 
the health knowledge, attitudes, behav- 
ior, and intentions of Canadians” (29). 

The perspective is historically accurate, 
but is it progress? I submit that in any 
society that has not developed objective 
measures of health status, this subjective 
approach would be highly questionable. 
However, if a continuing commitment is 
given to these more conventional mea- 
sures, then the acquisition of new data 
on knowledge, attitudes, behaviors, and 
intentions is of equal importance, and 
even more so if the focus is on health 
promotion. That is, if we really wish to 
change contemporary disease patterns, 
which are so intimately tied to the habits 
of people, we are not likely to succeed 
without knowing about people’s atti- 
tudes and beliefs. Such subjective mea- 
sures do not compete with conventional 
indicators; rather, they are complemen- 
tary. However, all new measures must be 
developed with careful attention to valid- 
ity and reliability (20). 

The Active He&h Report contains eight 
chapters, three of which illustrate the rel- 
evance of individual, subjective informa- 
tion to health status (19). 

“Making Changes” (Chapter 4) looks 
at the changes Canadians have made and 
want to make in their health habits. The 
chapter also finds that what people think 
they should do to improve their health 
and what they actually intend to do (if 
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anything) are often quite different. This 
should give us pause about merely pro- 
viding health “information” and nothing 
more. 

“Knowledge, Attitudes, and Beliefs” 
(Chapter 5) affirms what has been under- 
stood from other sources: that health 
knowledge, attitudes, and beliefs do not 
lead directly to behavior change. Again, 
this suggests that health promotion cam- 
paigns should be multifaceted and 
should not rely entirely upon the dissem- 
ination of information. 

“Family, Friends, and Health” (Chap- 
ter 6) looks at how a person’s family and 
friends can influence health and health 
behavior. The influence is very strong. 
Most people who persist in poor health 
practices have family members and 
friends who do the same. Similarly, peo- 
ple with good health habits tend to share 
these with their families and friends. 
These findings suggest that those under- 
taking health promotion efforts should 
look beyond individuals to social envi- 
ronments in order to develop strategies 
and initiatives that enable people to make 
real changes. This is borne out by inter- 
national experience (e.g., the North 
Karelia project in Finland-21), although 
it is often difficult to sort out indepen- 
dent and interactive effects, a circum- 
stance that can create an important prob- 
lem for program evaluation. 

One might challenge the notion that 
the sort of information being dealt with 
here is really within the realm of epide- 
miology. I submit that a debate over this 
point would not be useful-because epi- 
demiologists, working in a multidiscipli- 
nary environment, should have the nec- 
essary perception and skills to address 
these attitudinal and behavioral issues. 
In the same cooperative spirit, we also 
need the social and behavioral scientists 
to advance our understanding of the rela- 
tionship between human behavior and 
health. 

Functional Measures of Health 

The importance of functional health 
outcomes is increasingly recognized in 
many countries, largely due to the phe- 
nomenon of aging. Health promotion in 
the elderly focuses on independent liv- 
ing, rather than upon disease prevention 
and treatment. For the elderly, their fami- 
lies, their neighbors, and supporting ser- 
vices a pathologic diagnosis, unless cur- 
able, is of limited value (22). More 
important is the functional ability to cope 
with daily life despite chronic morbidity. 
This principle, which can be extended to 
all age groups, is reflected in the recent 
emergence of the InfemationaE Classifica- 
tion of Impairment, Disabilities, and Handi- 
cups (ICIDH) (23), which provides a con- 
ceptual framework of disablement and 
also defines and classifies many func- 
tional problems. 

A new indicator called “health expect- 
ancy,” developed in Canada by Wilkins 
and Adams (1982), also attempts to take 
function into account. It is basically a life 
expectancy calculation adjusted for years 
of disability estimated from a national 
survey (24). This indicator is exciting be- 
cause it considers an element of health 
that usually escapes measurement- 
namely, the quality of life. A related indi- 
cator addresses the theoretical gains in 
life expectancy free of disability that 
would be obtained if deaths and activity 
restrictions due to specific causes did not 
occur (25). Experience with such indica- 
tors is still very limited in Canada, and 
their validity and reliability need to be 
further explored. (For example, dispari- 
ties in the interpretation of particular ac- 
tivity restrictions may exist across the 
country.) 

The environment of the elderly can also 
be assessed-in terms of such things as 
the availability of transportation, provi- 
sions for wheelchair access to shopping 
and toilet facilities, and the availability of 
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government grants to help older people 
organize to help themselves. The concept 
of functional health for the elderly is 
taken up by questions such as: Can you 
walk? Can you get in and out of bed? Can 
you bathe yourself? Do you have trouble 
getting to the toilet on time? Can you get 
to places out of walking distance? Can 
you prepare your own meals? and How 
many people do you know well enough 
to visit in their homes? (26) 

Functional outcomes are obviously rel- 
evant to health promotion concepts. Yet 
there is a large gulf between this emerg- 
ing body of theory and what goes on in 
everyday practice. A recent study of the 
feasibility of relating ICIDH disability 
codes to patient charts was carried out in 
a Halifax hospital. It was found that 
health professionals rarely documented 
the type, nature, or severity of disabili- 
ties, and that no charts used terminology 
compatible with the ICIDH (27). Similar 
problems were said to be encountered 
during an attempt to classify disability 
from records in an Australian center (28). 
It therefore seems likely that the use of 
this classification of functional outcome, 
on a retrospective basis, would not be 
feasible in many settings at the present 
time. Despite such limitations, the emer- 
gence of new measures in response to 
new morbidity patterns and new ways of 
looking at health should encourage epi- 
demiologists and health professionals 
generally to increase their emphasis on 
functional outcomes in a manner compat- 
ible with the philosophy of health pro- 
motion. 

Assessment of Community 
Competence 

The community development ap- 
proach inherent in health promotion is 
not always reasonable. That is, the com- 
munity may be disintegrated, may lack 

an appropriate leadership or infrastruc- 
ture, or may contain insurmountable bar- 
riers. In addition, the local management 
of community affairs may be compro- 
mised by transcommunity networks of 
competing powers and special interests 
(29). Therefore, a purely epidemiologic 
assessment of community health needs 
and priorities is not sufficient-even if 
augmented by information on commu- 
nity members’ knowledge, attitudes, and 
behavior. 

It is thus essential to assess the 
strengths and limitations of communities 
before proceeding with health promotion 
initiatives. Examination of various intra- 
community parameters may be useful for 
this purpose-including such qualities as 
community members’ commitment to 
the community, the awareness of a com- 
munity identity, the community’s ability 
to view situations clearly, its ability to ar- 
ticulate, its capacity for conflict contain- 
ment and accommodation, the extent of 
participation in community affairs, com- 
munity management of relations with the 
larger society, and the nature of machin- 
ery for facilitating participant interaction 
and decision making (30). 

The overall condition assessed here is 
the community’s intrinsic ability to take 
control of its own interests and to plan 
and implement changes. Such an assess- 
ment would also help to identify ways to 
strengthen that ability-such as by pro- 
moting personal involvement, enhancing 
leadership skills, determining commu- 
nity boundaries, stimulating voluntary 
support, and developing resources like a 
community organization. 

THE IMPORTANCE OF 
GOOD SCIENCE 

Health promotion derives from the 
social behavior end of the science spec- 
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trum, where Leighton described three ar- 
eas of concern: lack of a frame of refer- 
ence, difficulty initiating and maintaining 
a volume of research sufficient to bring 
about major advances in understanding, 
and problems utilizing research once it 
has been done (29). Having identified 
these hazards, however, the question re- 
mains as to whether the criticisms in- 
volved can be fairly applied to the field of 
health promotion. 

For example, one can point to a clear 
exposition of supporting literature in 
Nancy Milio’s book Promoting Health 
through Public PoZicy (31). This is a truly 
impressive reformulation of epidemio- 
logic and social science evidence into a 
format that is both readable and relevant 
to public policy. Indeed, there is no 
shortage of policy-relevant epidemiology 
and related social and behavioral science 
supporting several important areas of 
public health action (e.g., seat belt legis- 
lation, smoking cessation, heart health 
promotion, and occupational health and 
safety). 

However, we must also consider some 
of the theory-building in this field. In ex- 
amining the relative failure of the com- 
munity mental health movement, 
Leighton noted that “the research sug- 
gests not so much that the theories were 
wrong (although some were) as that they 
were insufficient and did not take into 
account many factors of major impor- 
tance” (29). Another author, M. H. 
Becker, is more polemic in addressing 
what he terms “the tyranny of health 
promotion” (3.2). 

My point here is that theory is not 
enough, even if supported by data relat- 
ing to need and plausible underlying re- 
lationships. We must go further and 
demonstrate not only that we have a ba- 
sis for action, but that in practice health 
promotion initiatives really do make a 
difference. 

PLANNING AND EVALUMION 

At this stage in its development, health 
promotion is more a philosophy of action 
than a mature discipline. Many of its ex- 
ponents have declared its separateness 
from more established approaches such 
as preventive medicine and health educa- 
tion. I agree with this, but would add two 
caveats-that the approaches are comple- 
mentary and that health promotion must 
be held to equivalent standards of evi- 
dence in order to justify increasing alloca- 
tions from the health budget. 

A decade ago, much the same was said 
of the discipline of preventive medicine 
in its struggle for more of the medical 
care dollar. Although that discipline is 
far from having succeeded in this on- 
going struggle, I cite it as an example 
because of the work of the Task Force 
on the Periodic Health Examination in 
Canada in setting out standards of evi- 
dence for the inclusion or exclusion of 
various preventive maneuvers in the clin- 
ical setting (4). That approach has stimu- 
lated similar calls for a review of evidence 
in relation to community health interven- 
tions. By implication, this includes health 
promotion. 

It is useful, therefore, to review the 
task force’s approach and to consider 
that approach’s strengths and limitations 
(4). Very briefly, the task force graded 
various research methods according to 
their likely internal validity and used this 
as a basis for assessing the scientific evi- 
dence in support of a specific preventive 
clinical maneuver. In essence, the grades 
used were as follows: 

Grade I. At least one well-conducted 
randomized controlled trial. 

Grade II-l. Controlled clinical trials 
without randomization. 
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Grade 11-2. Cohort or case-control 
analysis. 

Grade 11-3. Comparisons between 
times and places with and without 
treatment/prevention. 

Grade III. Expert judgment. 

Recommendations were made largely 
on the basis of the grade of evidence ob- 
tained, using the following categories: 

Category A: Good evidence for inclu- 
sion (usually grade I evidence). 

Category B: Fair evidence for inclusion 
(usually grade II evidence). 

Category C: Poor evidence for inclu- 
sion, but recommendations could be 
made on other grounds (usually grade III 
evidence). 

Category D: Fair evidence for exclu- 
sion (usually grade II evidence). 

Category E: Good evidence for exclu- 
sion (usually grade I evidence). 

Adjustments were made according to 
the strength of the evidence, as distinct 
from the method used; and where sev- 
eral aspects of a health issue showed a 
variance in the quality of evidence, the 
recommendations took account of all as- 
pects (4). 

While the task force’s approach was 
controversial, it has effectively directed 
the medical profession’s attention to a 
range of appropriate preventive maneu- 
vers and has alerted the profession to a 
lack of evidence supporting some mea- 
sures that have enjoyed popular support. 
The task force has also carried forward a 
vigorous debate regarding the impor- 
tance of employing a scientific approach 
in medicine and the need for critical ap- 
praisal of the literature. 

Nonetheless, there are serious prob- 

lems involved in extrapolating from this 
experience to the field of health promo- 
tion. The task force, in considering the 
periodic health examination, dealt 
mainly with “secondary prevention” in a 
clinical setting (i.e., the early detection of 
individuals at high risk of disease, often 
at a sufficiently early stage in the disease 
process to permit prompt and effective 
intervention). With a few exceptions, this 
context does not involve true primary 
prevention, that being the modification 
of personal, community, and environ- 
mental risk factors so as to reduce disease 
incidence (7). Nor does it involve exten- 
sive tertiary prevention-prevention re- 
lating to the reduction of impairments, 
disabilities, and handicaps. 

In contrast, health promotion-using 
this now traditional paradigm of preven- 
tive medicine-deals mainly with pri- 
mary and tertiary prevention. Also, the 
unit of analysis is the community more 
than the individual, and the mechanisms 
are more complex-involving policy coor- 
dination, social animation, varying levels 
of participant control, and longer time 
frames. Therefore, it is unreasonable to 
suggest that the task force’s methodo- 
logic approach could be fairly applied to 
this type of intervention. 

There is, however, a need for health 
promotion efforts, and for public health 
programs generally, to adopt standards 
of evidence against which community- 
level interventions could be assessed. 
Greater weight should be accorded here 
to descriptive and analytical studies that 
have provided consistent, strong, and re- 
producible results elucidating natural 
history in a variety of settings. The cau- 
sality criteria originally put forward by 
Hill should be reexamined for potential 
application (33). Quasi-experimental de- 
signs could be accorded a relatively high 
level of acceptance; and more weight 
could be given to criteria such as public 
health importance and social impact, and 
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to indicators such as population- 
attributable risk. 

In order that such an exercise receive 
the respect and credibility it deserves 
from the public health community, it 
would be necessary to assemble an ex- 
pert group intellectually independent 
with respect to its composition, method- 
ology, and priorities. If this were done, 
however, and if the exercise were carried 
out, it should make an important contri- 
bution that would greatly assist health 
administrators, program planners, ser- 
vice providers, and researchers in their 
work. 

Finally, I would like to say that health 
promotion and disease prevention initia- 
tives would gain from a clear statement 
of goals, objectives, and time frames. 
Such a statement would promote more 
rational resource allocation and would 
encourage accountability to the stated 
goals. Although no statement of this kind 
has yet been developed nationally in 
Canada, our two largest provinces (Que- 
bec and Ontario) have developed such 
statements and are setting a good exam- 
ple for the rest of the country. 

CONCLUSIONS 

The health promotion field, an emerg- 
ing force in Canadian public health, can 
trace its origins to various disciplines- 
including philosophy; community devel- 
opment; the political, social, and behav- 
ioral sciences; and epidemiology. Much 
of the evidence of need in this area de- 
rives from epidemiology, but major new 
knowledge gaps have emerged-such as 
knowledge of functional and self- 
assessed health status, how to assess the 
competence of communities to engage in 
their own health promotion, and how to 
develop evidence that health promotion 
initiatives will actually work. Epidemiol- 
ogists can sometimes play a leading role 
in developing this new knowledge, but 

in so doing they must at least demon- 
strate that they are team players able to 
adopt and integrate concepts that have 
their origins in the social and behavioral 
sciences. 
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