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The five papers in this issue of the Journal (Bucksch &
Schlicht 2006; Kloek et al. 2006; Mdrki et al. 2006, Peres et
al. 2006; Weyers & Kunst 2000) illustrate several important
problems that need to be considered in developing programs
to prevent disease and promote health. These five papers
deal with identifying the determinants of disease and with
the challenge of helping people change their behavior to
lower disease risk. The urgency of these issues is clear: in
the next 10 to 20 years, the number of people over the age of
65 years will almost double in most developed and devel-
oping countries of the world. In most of these countries,
medical care resources already are strained but they will be
challenged as never before when there are twice as many
older people to contend with. Our best hope in dealing with
this impending crisis to develop more effective disease pre-
vention and health promotion programs so that older people
will also be healthier people.

So far, we have not had a good record of success in develop-
ing and implementing effective disease prevention programs.
Most of the successes we have had in disease prevention
have come about through changes in laws and regulations.
The paper by Peres et al. (2006) regarding fluoridating com-
munity water supplies provides a good example of the power
of this approach. However, we have not done as good a job
in working with individuals one on one. There are at least
three reasons to explain this failure. One reason is that we
have not done a good job in identifying disease risk factors.
Even in the case of coronary heart disease (CHD), for exam-
ple, the dozens of obviously important risk factors that we
have identified account for less than half of the CHD that
occurs. It is difficult to intervene effectively if one is not able
to target the important risk factors. The second reason we
have had difficulties in disease prevention is that many peo-
ple do not change behavior to lower disease risk even when

they know they should. The evidence is clear from many
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studies that most people do not respond to appeals even
when we do a wonderful job of presenting the case. People
do change behavior, of course, but they tend to do it on their
own and not in our clinics. The third problem may be the
most difficult of all: Even if everyone at risk did change their
behavior, new people would continue to enter the at-risk
population because we rarely target the fundamental causes
of disease at the community and environmental level.

As the papers by Weyers & Kunst (2006) and by Kloek et

al. (2006) point out, people living in lower socioeconomic
circumstances have the highest rates of risky behavior, the
highest rates of physical and psychological morbidity, and
the highest rates of mortality. Interventions to change the
social class position of these people depends on a clear
understanding of the specific components of their lives that
are causing the problem: Are these higher rates due to their
poverty, low education, inadequate nutrition, poor medical
care, hazardous housing, toxic neighborhoods, unsafe jobs,
or something else? Which of these is most important? This
question cannot be answered, of course, because all of these
issues are inextricably intertwined. Short of revolution, then,
there usually is little we can do to deal with the most impor-
tant determinant of health and disease.

As the paper by Weyers & Kunst (2006) also makes clear,
however, the observation of a disease/social class gradient
provides an opportunity to think about this problem in a
fresh and more creative way. If we could identify risk factors
that explain higher disease rates even among people rela-
tively well-off, we might be able to envision more realistic
and practical interventions to reduce rates of disease and
promote better health.

One of the most interesting features of the gradient is that

it applies to so many diseases and involves so many organ
systems. This suggests that we might benefit from a more
useful system for categorizing diseases. The system we
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use now is grounded in clinical practice and yields such
categories as coronary heart disease, cancer, and arthritis.
This system may be useful in the diagnosis and treatment

of diseases in individuals but it may not be as useful in the
prevention of disease. In efforts to prevent many infectious
diseases, epidemiologists classified them into such catego-
ries as water-borne, food-borne, air-borne, and vector-borne
diseases. This classification system might not have been use-
ful in the treatment of individuals but it certainly identified
those aspects of the environment that were associated with
the occurrence of disease and it helped to target appropriate
interventions. We do not have a similar classification system
for many of the non-infectious diseases of concern today.

Funding agencies typically would not know how to deal
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with such categories as poverty disease, nutrition deficiency
disease, or inappropriate sexual behavior disease.

If we hope to develop prevention programs that are targeted
at fundamental determinants of disease in the social and
physical environment, we will need a disease classifica-
tion system that is appropriate to the task. The papers in
this issue of the Journal provide stimulating illustrations of
the challenge we face and of some ways to address them.

It is likely we will have to pay much more attention to this
problem and the articles in this issue provide a wonderful
opportunity to begin the dialogue.
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