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 LETTERS 

ON RECONSIDERING COMMUNITY-
BASED HEALTH PROMOTION 

Merzel and D’Afflitti are to be commended
for their excellent overview of community-
based health promotion studies.1 The human
immunodeficiency virus (HIV) prevention
studies are a model for possible successful
community intervention programs. These
“successful” community intervention pro-
grams to change HIV risk behavior are not
unique. They represent the classic “shoe
leather” epidemiological prevention approach
for control of sexually transmitted diseases by
identifying high-risk populations, mode of
transmission of the disease, recruitment of
local or neighborhood advocates, and a de-
fined intervention strategy.

There have been previous successful com-
munity-based public health programs to con-
trol chronic diseases that serve as models for
successful programs. Perhaps the earliest and
most successful was the elimination of pella-
gra by dietary modifications in high-risk com-
munities by Goldberger et al. in the early
1900s.2 Community-based tuberculosis pro-
grams were very successful in delivering iso-
niazid and other therapies to high-risk com-
munities to reduce the number of new cases.3

Community-based programs were successful
in reducing the risk of rheumatic heart dis-
ease and recurrent rheumatic fever among
children with rheumatic fever even in very
high-risk communities.4

The Hypertension and Detection Follow-up
Program in the 1980s was a very successful
community-based randomized trial to test
antihypertensive therapy and reduction of
stroke, congestive heart failure, coronary heart
disease, and total mortality. The trial used
health counselors to work with participants
and demonstrated substantial improvement in
adherence to antihypertensive therapy, reduc-
tion in blood pressure, and decrease in risk of
vascular disease even among the lowest-
income minority participants.5,6

These successful community studies have
several characteristics in common: (1) a strong
public health and preventive medicine science
base7,8; (2) selection of an appropriate popula-
tion in which to implement the intervention
(i.e., common-source population, total popula-
tion, or selected higher-risk subsample of pop-

ulation); (3) use of an intervention that has
been shown to have an impact (efficacy) on
defined measurable outcome and that will
have a meaningful impact on the health of at-
risk populations; (4) sufficient funding to pro-
vide an adequate, well-trained, and dedicated
field staff to deliver the effective therapies;
and (5) community support. I would strongly
suggest a careful review of these successful
public health programs of the past before we
focus on new behavioral theories for commu-
nity programs.9

Finally, the statement that these programs
do not require evaluations with regard to re-
duction of incidence or mortality of disease
or objective evidence of changes in risk fac-
tors is a serious mistake. Such an assumption
could be the death knell of community-based
public health programs in the future, espe-
cially since there is now greater emphasis on
evidence-based outcomes as criteria for sup-
port.8,10 Unfortunately, many programs have
good processes but are too weak to have any
meaningful objective outcomes.
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MERZEL RESPONDS 

I appreciate Kuller’s comments, which give
me an opportunity to further elucidate sev-
eral points that are key to understanding con-
temporary community-based health promo-
tion. The programs reviewed in our article
are based on a model of populationwide pri-
mary prevention, implemented through a va-
riety of psychosocial strategies targeting mul-
tiple health behaviors and conducted on
several levels.1,2 In contrast, the interventions
cited by Kuller employed clinical therapies
for the purpose of prophylaxis or to treat
identified cases. They were not designed to
address the goal of population-level behavior
change across all levels of risk. Thus, estab-
lishing the effectiveness of community-based
health promotion programs intended to influ-
ence behaviors among an entire population
remains a challenge.

Part of this challenge, and the distinction of
community-based health promotion, involves
the question of the level of impact targeted
for intervention. While many particular inter-
ventions have worked in specific settings and
with small groups of individuals, they have
failed to have similar success when imple-
mented on a broader scale.3–5 What we
called for in our article were not, as suggested
by Kuller, new theories of individual behav-
ioral change but greater attention to under-
standing the process of community change.
This view is based on paradigms of popula-
tion health that recognize communities as dis-
tinct social entities, which are more than the
sum of individual characteristics and which
interact with individuals who are part of these
social units.6 Thus, public health interventions
need to focus on upstream influences on
health behaviors and health and specifically
target communities in addition to individuals.7


