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Overview 

The Administration on Aging (AoA) and the Centers for 

Medicare and Medicaid Services (CMS) encourage Aging 

and Disability Resource Center (ADRC) programs to make 

health promotion and disease prevention activities a part 

of ADRC operations.  By exploring a brief history of 

prevention within the federal government and recent 

trends and activities in the field, this issue brief highlights 

prevention activities as critical elements of ADRC 

development.  This document is an update of a similar 

TAE Issue Brief produced in 2006 by Caroline Kuo, 

Christina Neill and Rachel Sethi. 

The prevention of chronic disease and disability (1) 

enables individuals to enhance and sustain a higher 

quality of life, and (2) lessens the burden of costly 

medical care.  ADRCs can promote health by offering 

information, assistance and resources to individuals and 

families to support planning and informed decision-

making about wellness and independence. 

This brief illustrates the relationship between ADRCs and 

prevention activities through the following: 

► Introduction to basic concepts and terms; 

► Overview of federal priorities and recent trends in the field 
of prevention; 

► Descriptions of current initiatives in the public and private 
sectors; 

► Discussion of the potential role of ADRCs and other 
coordinated points of entry in health promotion and 
disease prevention programs; and, 

► Sources of further information for program development. 

Background 

Prevention occurs on three levels.  Primary prevention 

targets healthy individuals and groups to stop disease 

before it starts; secondary prevention targets those at 

early stages of disease or with high risk behaviors but 

who do not show the disease’s effects; and tertiary 

prevention targets those with symptomatic disease in 

order to manage or improve their conditions. 

Figure 1:  Potential ADRC 
Prevention Activities 

► Research state and community resources on health 
promotion and disease prevention and add them to the 
ADRC information and referral database 

► Engage in public education and marketing campaigns 
and prevention activities 

► Partner with other organizations to build capacity for 
improving awareness and services in the community 

► Refer ADRC consumers to wellness resources 

► Appoint a member of the ADRC staff to champion the 
cause of prevention and wellness 

► Implement an evidence-based prevention program 

► Connect with local employers or employee assistance 
programs to offer aging and disability information 
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Figure 2: Levels of Prevention1 

 

Common Prevention Terms 

Many terms are used to illustrate the concept of 

prevention, sometimes interchangeably.  Terminology 

can differ depending upon its source in government, the 

private sector, or individual health care organizations.  

Common prevention terms, listed in this section, are used 

to describe strategies, initiatives, and programs serving a 

preventive function.  The terms are not mutually 

exclusive nor are they collectively exhaustive of the types 

of prevention activities taking place.  However, the 

definitions help to illustrate elements of the philosophy 

and specific programs. 

Consult Appendix A for specific program examples that 

illustrate each of these common prevention terms. 

The biopsychosocial model, described by researchers, as 

“a way of understanding the patient’s subjective 

experience as an essential contributor to [the] accurate 

diagnosis, health outcomes, and humane care,” looks to a 

whole person model in its approach to clinical care.2  It is 

                                                           
1  Diagram adapted from: National Public Health Partnership, 

Preventing Chronic Disease: A Strategic Framework. (2006). 
Accessed May 26, 2010 at 
http://www.healthpromotion.act.gov.au/c/hp?a=da&did=100370
8&pid=1153784339 

2  Borrell-Cairo, F., et. al. (2004). 

a framework that recognizes the importance and impact 

of not only the biological aspects of patient care, but also 

the psychosocial dimensions such as emotional and 

personal well being, community interactions, and family 

support in ensuring individual wellness. 

Health promotion, as defined by the Institute of 

Medicine, is “the process of enabling individuals to 

increase control over and improve their health.  It 

involves the population as a whole in the context of their 

everyday lives.” 3  Health promotion works to ensure not 

only the absence of disease, but a state of physical, social, 

and mental well being for both individuals and 

populations. 

Disease prevention is often viewed as complementary to 

health promotion.  While both health promotion and 

disease prevention take a broad, whole person view, 

disease prevention involves strategies designed to stop 

the onset and/or reduce risk factors for a specific illness 

or condition.  An example of this is a program that 

promotes regular exercise in order to reduce the risk of a 

heart attack.  Disease prevention can also include early 

detection of disease, such as mammograms to find breast 

cancer.4 

Behavioral risk factors refer to a wide range of behaviors 

and conditions linked to leading causes of death such as 

heart disease, injury, diabetes, or cancer.  Examples of 

behavioral risk factors include being overweight, not 

using a seatbelt while driving, using tobacco and alcohol, 

not eating enough fruits and vegetables, and foregoing 

preventive care.  The CDC Behavioral Risk Factor 

Surveillance System (BRFSS) assists states in identifying 

and developing targeted prevention programs for 

emerging health problem behaviors associated with 

preventable chronic diseases, injuries, and infectious 

diseases.5 

                                                           
3  Institute for International Medical Education (2002).  

4  Department of Health and Human Services & Substance Abuse 
and Mental Health Services Administration 

5  Centers for Disease Control and Prevention. Behavioral Risk 
Factor Surveillance System: At A Glance (2010) 
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Disease management, as defined by the Disease 

Management Association of America, is “a system of 

coordinated healthcare interventions and 

communications for populations” of people with chronic 

conditions that require significant levels of self-care.6  

Disease Management (DM) emphasizes evidence-based 

protocols; its components can include patient self-

management, education, routine feedback, and 

additional provider support.  Programs may be in-person 

or telephonic.  Moreover, a single DM program can 

manage multiple diseases, recognizing the importance of 

whole person wellness and coordinated care. 

Care management refers to the work of an individual or 

team of health care professionals who coordinate care 

and evaluate a person on multiple levels, including 

environmental, physical, mental, emotional, functional, 

and psychosocial. Researchers have found that a specific 

type of care management, outpatient geriatric 

evaluation, reduces functional decline in high risk, 

community-dwelling Medicare beneficiaries ages 70 and 

older.7  Care management may be an element of state- 

and federally-funded programs, or it can be accessed 

through a growing number of non-profit and for-profit 

agencies. 

Health coaching works to engage participants in setting 

goals related to health and improving self-management 

skills.  With goals of reducing secondary complications of 

chronic illness and overall healthcare utilization, health 

coaching may involve the provision of evidence-based 

information to patients by telephone, office visits, or in 

group settings.  It is often an integral part of disease 

management programs.  A recent evaluation of health 

coaching by the Dartmouth-Hitchcock Clinic found that 

health coaching for older adults reduced hospital 

readmission rates and costs.8 

Care transition, a tertiary prevention strategy, is defined 

by the American Geriatric Society as a “set of actions 

designed to ensure the coordination and continuity of 

                                                           
6  Disease Management Association of America (2010) 

7  Boult, C., et. al. (2001)  

8  Agency for Healthcare Research and Quality Healthcare 
Innovation Exchange Profile (2008) 

health care as patients transfer between different 

locations or different levels of care within the same 

location.” 9  There are several emerging care transition 

frameworks that target people with complex care needs 

in order to support their care transitions, such as from 

the hospital to the home, and to empower consumers to 

self-manage their chronic conditions. 

Chronic Disease Self-Management (CDSM) was originally 

developed by Kate Lorig and colleagues at Stanford 

University.  CDSM encourages individuals to take control 

of their health, promoting self-management often 

through the use of non-health care professionals in a 

peer education and support model.  CDSM serves to 

supplement other programs or patient education from 

health care professionals. Research has identified 

numerous success stories and substantial health benefits 

following program participation.10,11  

Prevention:  A National Imperative 

Federal Priorities 

The 1979 the report Healthy People: The Surgeon 

General's Report on Health Promotion and Disease 

Prevention established the Healthy People initiative. 

Under this initiative, the country’s health-related goals 

are updated every 10 years. These activities, and other 

national programs focused on prevention, create the 

impetus for many large-scale program and policy 

activities related to health and wellness.  There are many 

ways in which ADRCs can participate in health promotion 

and disease prevention as a part of their overall goals of 

promoting independence and informed decision-making.  

The initial funding for ADRCs was related to former 

President Bush’s 2001 New Freedom Initiative, a 

comprehensive program aimed at promoting the healthy 

and independent living of people with disabilities in their 

communities.  Health promotion remains a priority under 

the Obama administration, which declared the Year of 

Community Living shortly after taking office. 

                                                           
9  Coleman, E. and Boult, C. on behalf of AGS. (2003) 

10  Nolte, S., et. al. (2007) 

11  Stanford School of Medicine Chronic Disease Self Management 
Program 
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Emphasis on the need for investments in the prevention 

of chronic disease is growing.  The 2009 American 

Recovery and Reinvestment Act (ARRA) economic 

stimulus bill set aside $1 billion to the Department of 

Health and Human Services (HHS) for prevention and 

wellness programs.  As announced by HHS Secretary 

Kathleen Sebelius in the fall of 2009, $650 million will be 

allocated specifically to community-based programs.12  

Furthermore, the Act gives local and state governments 

increased flexibility to develop strategies to prevent the 

onset of chronic diseases. 

Recent Trends 

A number of new trends influence the way prevention 

activities are planned and executed.  In addition to the 

general pattern of prevention-related activities growing 

in number and in prominence, there are other dynamics 

that may be of particular interest to ADRCs and their 

partners when considering this issue. 

Growing Burden of Chronic Disease 

Chronic diseases such as heart disease, cancer, and 

diabetes are leading causes of disability and death in the 

United States. These diseases are responsible for 7 of 

every 10 deaths in the United States. Chronic diseases 

cause major limitations in daily living for more than 1 of 

                                                           

every 10 Americans, or 25 million people. 13  The 

proportion of persons with two or more chronic 

conditions rises dramatically with age, ranging from only 

15 percent among persons age 18–34, or 45 million 

people, to over 75 percent, or 225 million, of the elderly 

age 65 and over.14  A growing population of persons with 

chronic illness and/or disability emphasizes the need for 

ADRC networks and their partners to play a role in health 

promotion and disease prevention. 

Broadening View of Factors Influencing Health 

Medical care has traditionally looked to address and 

respond to acute illness episodes, and has focused on 

clinical tests and treatments.  However, the rising burden 

of chronic disease and disability has increased the 

importance of ongoing prevention and management 

activities.  In particular, the past decade has taught us 

that interventions must focus on lifestyle changes in 

addition to acute care in order to effectively impact the 

progression and inception of disease.  ‘Whole person’ 

interventions address individual behavior change as well 

as contextual factors such as socioeconomic status and 

social supports.  Components such as emotional health, 

social functioning, and self-worth are increasingly 

recognized as important elements in promoting overall 

health and wellness. 

Wellness for Persons with Disabilities 

In addition, attention remains focused on wellness for 

persons with disabilities, particularly reducing disparities 

in care and managing secondary conditions.  Chronic 

disease strikes earlier and more intensely for many 

people with disabilities, a process often referred to as 

“accelerated aging.”  In 2005, the Surgeon General, in 

partnership with the Health and Human Services Office 

on Disability, issued a “Call to Action to Improve the 

Health and Wellness of Persons with Disabilities,” to help 

increase the quality of life for people with disabilities 

                                                           

Figure 3:  Emerging Themes in 
Prevention Philosophy 

► Individual-level interventions to empower consumers 
as active partners in their care  

► Programs based on firm evidence of effectiveness 

► Helping people to cope with multiple diseases  

► Encouraging individuals to change behaviors impacting 
health  

► Bio/psycho/social interventions  

► Addressing environmental factors 

12  Centers for Disease Control and Prevention, Economic Stimulus:  
CDC Moves Forward (2009) 

13  Centers for Disease Control and Prevention, The Burden of 
Chronic Diseases and their Risk Factors (2004) 

14  Agency for Healthcare Research and Quality. Health Care 
Expenses for Adults with Chronic Conditions (2008) 
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through better health care promotion and understanding. 

The call to action included four specific goals: 15  

1. People nationwide understand that persons with 
disabilities can lead long, healthy, productive lives; 

2. Healthcare providers have the knowledge and tools to 
screen, diagnose, and treat the whole person with a 
disability with dignity; 

3. Persons with disability can promote their own good 
health by developing and maintaining a healthy 
lifestyle; and 

4. Accessible healthcare and support services promote 
independence for persons with disability. 

In response to the Surgeon General’s call the National 

Association of County and City Health Officials began 

efforts to improve local health departments’ capacity to 

address the health and well being of the community of 

people with disabilities through the Health and Disability 

Project.16 

The CDC Disability and Health Team also administers 

grants to organizations that provide resources for a 

healthy lifestyle to all people with disabilities including 

centers such as the National Center on Physical Activity 

(NCAPD), the National Limb Loss Information Center, and 

The Christopher and Dana Reeve Paralysis Resource 

Center.  Moreover, recommendations made during the 

Healthy People 2000 progress review included developing 

health objectives for people with disabilities and 

examining their health and utilization rates of clinical 

preventive services.  Building on those recommendations, 

people with disabilities are currently represented in 207 

of the 467 objectives that span 21 of the 28 Healthy 

People 2010 focus areas. 

Mental Health 

Addressing mental health in the context of prevention is 

an important consideration for several reasons: 

1. Mental health is an essential element of overall 
wellness, and chronic conditions often have important 
mental health consequences for individuals; 

                                                           

2. If mental illness is severe, it can cause short-term or 
long-term disability; and 

3. The physical health of persons with serious mental 
illness is often neglected. 

Research from the CDC shows a strong association 

between mental illness and chronic physical illnesses as 

well as with their related risk factors.  Specifically, 

researchers report significant relationships between 

depression and anxiety and chronic diseases such as 

asthma, cardiovascular disease, and diabetes.  There are 

also relationships between disease and adverse health 

behaviors such as smoking or inactivity that are risk 

factors for these diseases.  Their findings also suggested a 

need to employ an integrated, multidimensional 

approach to medical services  and social supports.17 

In February 2008, the Department of Education, working 

jointly with the Oregon Health and Science University, 

implemented a study to develop and test a cognitive 

group therapy intervention for women with disabilities 

experiencing depression.  Because women with 

disabilities are disproportionately affected by depression 

when compared to women without disabilities (30% vs. 

8%), the intervention is designed to target their specific 

needs such as poverty, architectural and attitudinal 

barriers, and higher vulnerability to violence and abuse.18  

In addition, the National Institute of Health is looking to 

tele-health technology as a way to address depression in 

homebound older adults.19 

Psychosocial and mental health initiatives are of 

particular importance for veterans.  As the aging and 

disability networks serve an increasing number of 

veterans, they should be aware that among troops 

returning from conflicts in the Middle East, nearly 40 

percent of soldiers, a third of Marines, and half of the 

National Guard members report symptoms of 

psychological problems.20  Moreover, the number of 

                                                           

15  Department of Health and Human Services: U.S. Surgeon General 
Issues First Call to Action on Disability (2005) 

16  Gross, J., et. al. (2010) 

17 Strine, T., presentation at the American Psychiatric Association 
59th Institute on Psychiatric Services (2007)

18  Oregon Health and Science University Group Therapy Program 
for Women with Disabilities (2008) 

19  National Institute of Mental Health (2009) 

20  Department of Defense Task Force on Mental Health (2007) 
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veterans with disabilities has jumped by 25 percent since 

2001, to 2.9 million in 2008. 

Source: Committee on Veterans’ Affairs, United States Senate, 
October 2007 sub-hearing.  Statement of Captain Constance A. 
Walker, National Alliance on Mental Illness Member 

Additional Federal Prevention Initiatives 

Several agencies within HHS have made prevention a 

priority, such as the Agency for Healthcare Research and 

Quality (AHRQ), the Centers for Disease Control and 

Prevention (CDC), and several offices under the Office of 

the Assistant Secretary of Health (ASH). As mentioned 

earlier, the national Healthy People prevention agenda 

has been updated every ten years since 1979 to revise 

priorities for achieving better disease prevention and 

health. 

Health Promotion 

The Steps to a Healthier US Initiative, launched in 2003, 

supports community chronic disease prevention and 

health promotion programs that target diabetes, obesity, 

and asthma and their underlying risk factors.  The same 

year, the CDC established the State-Based Examples of 

Innovation, Opportunity, and Replication (SENIOR) grant 

program in their efforts to integrate such health 

prevention programs with the aging services network, in 

order to better facilitate research, and health tracking.  

Since 2003, over 30 states have received grants. 

Other current federal prevention initiatives include the 

March 2010 unveiling of the $373 million comprehensive 

public health initiative, Communities Putting Prevention 

to Work.  The program looks to change systems and 

environments to promote physical activity, improve 

nutrition, and decrease obesity and smoking.  Moreover, 

in the fall of 2009, the CDC collaborated with the 

American Medical Association (AMA), the American 

Association of Retired Persons (AARP), and nine other 

organizations to develop the Promoting Preventive 

Services for Adults 50–64: Community and Clinical 

Partnerships report, identifying recommended preventive 

services and successful strategies to enhance the delivery 

of preventive care. 

Evidence-Based Prevention 

In recent years, AoA, in collaboration with the CDC, 

AHRQ, CMS, and a number of private foundations, has 

implemented an Evidence Based Disease and Disability 

Prevention Program (EBDDP) as part of its Health, 

Prevention, and Wellness Program.  Program goals are to 

empower and enable seniors to stay active and healthy at 

the community level and promote the use of the 

prevention benefits available under Medicare.  Since 

2006, AoA has awarded over $20 million in support of 

evidence- based programs in 27 states, supporting the 

development of a distribution and delivery system for 

evidence-based prevention programs serving older 

adults. The programs are offered through locations such 

as senior centers, nutrition programs, senior housing, and 

faith-based organizations. 

Evidence-based prevention programs often encourage 

and empower individuals to actively manage their 

healthcare needs.  For example, the CDC is working to 

increase the use of preventive services among older 

Figure 4:  Veterans with Disabilities - 
Addressing Psychosocial Needs through 

Preventive Measures 

Mental health is the second largest area of illness for 
which veterans seek treatment at VA medical centers 
and clinics.  Addressing the emotional health needs of 
veterans who are older and/or have a disability, while 
preventing further mental health and/or physical 
decline, is crucial to successfully enabling veterans 
maintain both their independence and well being in 
the community setting. 

The Department of Veterans Affairs is increasingly 
cognizant of challenges its veterans face, sponsoring 
studies that address such issues as post traumatic 
stress disorder, the preservation of family 
relationships, and initiatives to prevent veterans from 
further declines in functional capacity through benefits 
counseling.  Moreover, non-profits and support group 
organizations such as Disabled American Veterans and 
the Coming Home Project, offer information seminars, 
counseling and community outreach for veterans and 
their families. 
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adults.  The agency is developing an action guide for 

implementing SPARC (Sickness Prevention Achieved 

through Regional Collaboration), an initiative that looks 

to implement evidence-based health promotion and 

disease prevention programs in clinical preventive 

services, physical activity, and chronic disease self 

management.21 

Addressing Health Disparities 

The CDC, in partnership with AoA, also sponsors Project 

REACH (Racial and Ethnic Approaches to Community 

Health) to address health disparities for people of color. 

Health disparities in the United States are well 

documented, with minorities reporting higher rates of 

asthma-related emergency room visits, higher diabetes 

diagnosis rates, lower immunization rates, and higher 

rates of cervical cancer.22  These disparities persist in 

older populations as well.23 REACH U.S. supports 

community coalitions in the design, implementation, 

evaluation, and dissemination of community strategies to 

eliminate health disparities in key health areas.  Data 

from the REACH Risk Factor Survey indicate the REACH 

program is helping people to significantly reduce their 

health risks and manage their chronic diseases. 

Additionally, prevention efforts have focused on 

providing outreach, education, and treatment services to 

minority older adults who have been diagnosed with 

diabetes.  In partnership with the American Diabetes 

Association (ADA), AADE, Stanford University’s Patient 

Education Research Center, the National Council on Aging 

(NCOA), and philanthropic organizations, AoA has 

implemented the Hispanic Elders Project, which seeks to 

address health disparities within the Hispanic population.  

The initiative has provided outreach, education, and 

treatment to minority older adults who have been 

diagnosed with diabetes in eight metropolitan areas since 

2007. 

                                                           

Senior Risk Reduction Demonstration 

Finally, CMS is implementing the Senior Risk Reduction 

Demonstration as a part of the Medicare program.   The 

program utilizes surveys known as health risk appraisals 

(HRAs) and targeted interventions to attempt to improve 

participants’ health and reduce their medical 

expenditures.  In the Demonstration, responses to the 

HRA are used to determine individuals’ health risks and 

match them with appropriate levels and types of 

interventions.  Four ADRCs/AAAs are involved in the 

Demonstration, serving as local community experts to 

whom the intervention staff can refer beneficiaries for 

wellness programs and resources. 

A more detailed history of prevention initiatives within 

HHS can be found in Appendix B. 

The Role of ADRCs in Promoting 
Prevention 

ADRCs have an important role to play in helping to 

prevent unnecessary institutionalization, chronic 

disability due to disease, and acute crises resulting in 

emergency room visits or hospitalization. Table 1 

describes the three levels of prevention. The activities 

listed provide concrete ways to integrate prevention 

practices into ADRC activities at both the individual level 

and community level. 

Primary Prevention 

Primary prevention occurs before the onset of disease or 

disability; it targets healthy individuals and population 

groups to stop adverse events before they start.  ADRCs 

can engage in primary prevention activities through 

educational campaigns and raising awareness about 

lifestyle choices that can prevent or delay disease. 

Target populations served by ADRCs may need extra 

assistance processing and deciphering prevention 

information.  Health literacy is lower for older age groups 

than the general public, even when controlled for mental 

status exam score, newspaper reading frequency, visual 

acuity, and health status.24  Individuals with low levels of 

health literacy have less health knowledge, worse self-

21  Centers for Disease Control and Prevention, SPARC program 
description (2009) 

22  Centers for Disease Control and Prevention REACH U.S (2009) 

23  Administration on Aging, Federal Interagency Forum on Aging-
Related Statistics (2008) 

                                                           
24  Baker D.W., et. al.  (2000) 
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management of chronic disease, lower use of preventive 

services, and worse health.  Inadequate health literacy 

has been shown to predict mortality and cardiovascular 

death among non-institutionalized elderly persons.25  

ADRCs can respond most effectively to the demand for 

health information by ensuring that their 

communications with older adults and people with 

disabilities are as accessible and straightforward as 

possible. 

Secondary and Tertiary Prevention 

Secondary prevention strategies target individuals who 

have high-risk behaviors or asymptomatic disease in 

order to identify and diagnose them and enable early 

treatment.   Tertiary prevention addresses later stages of 

disease in order to reduce the potentially negative 

consequences.  Secondary and tertiary prevention efforts 

are important for ADRCs because many people seeking 

information and services are likely to already be living 

with one or more chronic conditions.  The ADRC has a 

role in delaying the further progression of such conditions 

by offering access to programs that promote health after 

the onset of disease. 

Secondary prevention strategies can include such 

activities as blood pressure screenings, support with 

smoking cessation, and/or health coaching classes for 

persons with diabetes.  In addition, strategies and 

interventions such as disease self-management programs 

or short-term case management are critical in preventing 

premature institutionalization for persons who struggle 

with chronic disease. 

                                                           

A tertiary prevention strategy that can minimize 

complications and adverse events is providing assistance 

with transitions across care settings, such as coordinating 

hospital-based and home-based services for a consumer 

who is leaving the hospital and being discharged to their 

home.  Care transitions play a crucial role in preventing 

readmissions to hospitals, limiting health care 

expenditures, and improving the safety and quality of life 

for the person in transition.  The 2009 Aging and 

Disability Resource Center program announcement made 

care transitions a new area of emphasis for ADRC 

grantees.  CMS has also used Real Choice Systems Change 

grants to fund several states to develop person-centered 

hospital discharge planning processes. 

Table 1, on the following page, offers suggestions for 

specific individual-level prevention activities the ADRC 

could support. 

25  Baker D.W., et. al.  (2007) 
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Table 1 
Three Levels of Prevention:  Individual Level Strategies 

 Primary Level Secondary Level Tertiary Level 

C
h

ar
ac

te
ri

st
ic

s Timing: Prior to onset of disease 

Target: Healthy individuals and groups 

Goal: To stop the occurrence of 
disease before it starts 

Timing: Early stages of disease, or 
high risk behaviors 

Target: Individuals at high risk but 
who lack symptoms 

Goal: To find and diagnose diseases in 
high risk individuals; to catch diseases 
in early stages 

Timing: Later, symptomatic stages of 
disease 

Target: Symptomatic patients with 
chronic conditions 

Goal: To reduce the negative 
consequences of diseases; to manage 
chronic conditions 

R
e

so
u

rc
e 

C
en

te
r 

A
ct

iv
it

ie
s 

► Public education 

► Referrals and information about 
nutrition and health screening 
and vaccines 

► Physical-fitness programs 

► Long-term care planning 

► Information on advance 
directives 

► Information on LTC living 
arrangements 

► Screenings for  hearing, bone 
density, blood pressure 

► Diabetes education 

► Smoking cessation counseling 

► Falls prevention 

► RN consultation for medication 
management and health 
concerns at locations throughout 
service area 

► Support groups for pre-disability 
conditions – joint replacement 
(e.g., Portage County, Wisconsin 
started group called “Joint 
Decisions” for people 
considering or having joint 
replacement) 

► Walking club, exercise classes, 
meditation, Tai chi, and specific 
exercise classes for specific 
diseases 

► Confidential counseling services 

► Telephone reassurance program 

► Care Transitions 

► Short Term Case Management 

► Linkages with primary and 
specialist health care providers 

► Use of peer educators to discuss 
disease processes 

► Foot care clinics for people with 
diabetes 

► Hosting and sponsoring support 
groups: 

■ Alzheimer’s caregivers 
■ Arthritis  
■ Parkinson’s disease 
■ et cetera 

Diabetes  

Getting Involved 

In addition to the individual-level prevention strategies 

listed in Table 1, ADRCs can partner to support broad 

prevention activities in the community.  Stakeholder 

meetings and advisory boards offer the opportunity for 

the ADRC to bring together public and private entities 

that are involved in health and long-term care services to 

consider systemic approaches.  ADRC networks and their 

partners have the potential to raise awareness and 

broaden the population reached by prevention programs 

by distributing information and linking older adults and 

persons with disabilities to appropriate organizations. 

Research State and Community Resources 

ADRCs should also seek out the wellness resources that 

exist locally and list them in the ADRC’s information and 

referral database.  Most local communities have a 

number of private, non-profit organizations that could 

serve as potential partners in promoting health and 

wellness among their members.  Consider social service 

and public health providers, hospitals and physicians 

offices, local rehabilitation centers, K-12 schools, 

universities and community colleges, to start.  Also 

investigate activities offered at local fitness clubs, youth 

athletic organizations, senior centers, and YMCAs/YWCAs.  

Many faith-based organizations also have health 
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committees or ministries; they may also work with 

knowledgeable parish nurses.  Finally, contact with the 

local parks and recreation department also may offer 

opportunity to partner in a prevention initiative around 

exercise or physical fitness. 

Private foundations may also be a relevant source of 

information.  The HHS Office on Disability lists a number 

of non-federal associations promoting health and 

wellness among disabled persons, among them the 

American Association on Health and Disability (AAHD).26 

The AAHD Health Promotion and Resource Center lists 

formal health promotion interventions that state grantees 

and others have developed that may exist locally. 

The Eldercare Locator also offers a list of national non-

profit organizations that focus on eldercare and other 

aging issues such as AARP, the National Council on Aging, 

and the Alzheimer’s Association.27 

HHS has published suggestions for state and local 

government and communities in promoting prevention.  

See reports on the Power of Prevention, and Prevention: 

A Blueprint for Action. 28,29 Additionally, HHS has 

published a list of ‘Communities Putting Prevention to 

Work’ grantees, with specific project details which may be 

found according to state or by program type.30 

ADRCs can also contact their respective HHS Regional 

Health Administrator (RHA), an office that can assist and 

support states and local governments in health initiatives. 

A map with regions and contacts can be found at 

http://www.hhs.gov/ophs/rha/index.html.  Another 

strategy is to build on the relationship established 

between the State Unit on Aging and the State Health 

                                                           

Department that was encouraged through the Healthy 

States Project. 

The National Conference of State Legislatures (NCSL) 

offers information to states on prevention.31 State 

legislators can request information in the form of 

testimonials, issue briefs, roundtables for legislators and 

staff, and referrals to state contacts.  In addition, many 

governors and state level staff belong to the National 

Governors Association (NGA).  The NGA has a Center for 

Best Practices that includes a number of prevention and 

health promotion initiatives, including efforts to provide 

new and enhanced community living opportunities to 

citizens of all ages who experience disabilities and chronic 

illnesses, coordinating activities on chronic disease and its 

risk factors, and assisting states in the design and 

implementation of care management and disease 

management objectives.32 

Create Linkages and Partnerships 

ADRCs can use their considerable expertise in developing 

partnerships and working collaboratively to involve other 

organizations in prevention and wellness activities.  

Opportunities for engaging partners include: 

► Raise awareness in the community about what prevention 
activities exist already and the potential benefits of such 
programs. 

► Connect consumers with services available in the 
community. 

► Ensure that individuals are both informed about their 
potential eligibility for certain programs and encouraged to 
apply for benefits. 

► Offer assistance with the application and/or referral 
process. 

► Leverage activities related to counseling programs on 
physical activity, nutrition, or long term care planning to 
create new and expanded referral resources and 
partnerships. 

26  American Association on Health and Disability:  Health Promotion 
Curriculum (2009) 

27  Department of Health and Human Services:  Eldercare Locator 
National Resources 

28  Department of Health and Human Services:  The Power of 
Prevention (2003) 

29  Department of Health and Human Services:  A Blueprint for Action 
(2004) 

30  Department of Health and Human Services:  Communities Putting 
Prevention to Work (2010) 

                                                           
31  National Conference of State Legislatures, Public Health and 

Prevention (April 2010) 

32  National Governors Association Center for Best Practices, 
Prevention and Wellness (2009) 

http://www.hhs.gov/ophs/rha/index.html
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► ADRCs can also assist and support people in accessing 
prevention programs, as appropriate, through options 
counseling or short-term case management. 

► Offer a specific evidence-based prevention program at the 
ADRC. 

One example of a prevention activity that an ADRC and its 

partners can undertake is a program to prevent falls.  The 

National Council on Aging provides a Falls Prevention 

resource center with checklists, questionnaires, and tests 

to assist healthy aging programs with falls prevention.  

Another option might be to partner with local home-

improvement businesses to educate consumers about 

home safety improvements, such as grab bars and 

lighting. 

Five ADRCs in Wisconsin conducted specific prevention 

research projects modeled after evidence-based 

interventions. The projects span the topics of falls, in-

home preventive health care, changing health behaviors, 

and nutrition risk.  The ADRC in Milwaukee County, 

Wisconsin has teams of two social workers and a nurse 

that conduct community outreach at senior centers and 

public housing. The teams evaluate which types of 

prevention and wellness programs would benefit 

particular persons while offering information and 

assistance. Often, the teams then facilitate referrals to 

programs by making the first contact for the interested 

individual. 

The Medicaid agency in North Carolina, with support from 

AARP-NC, Wake Forest University Baptist Medical Center, 

and the Research Triangle Institute, has developed a 

Chronic Care Management Project (CCMP) to 

complement their ADRC.  The project targets individuals 

with chronic illness in need of long-term care who rely on 

public support, and works to ease access to Medicaid and 

Older Americans Act programs for the chronically ill 

population.  Care managers with a strong relationship to 

the ADRC coordinate health and long-term care support 

services, facilitating a seamless system for consumers. 

Conclusion 

Aging and Disability Resource Centers should consider 

making prevention and wellness activities a regular part 

of ADRC operations.  Promoting health is central to the 

ADRC goal of helping older adults and people with 

disabilities to live well independently.  Many resources 

exist at the national, state, and local levels to support 

prevention and wellness efforts.  Consult Appendix C for 

detailed information.
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Appendix A:  Examples Illustrating Common Prevention Terms 

Biopsychosocial Model 

Title: Comprehensive, Multilingual Social Services Program 

State: Missouri 

Affiliation:  Bi-Lingual International Assistant Services (BIAS) 

Target Population:  Frail and disabled older adults who speak little or no English 

Approach:  Provision of culturally sensitive social support for seniors who are frail, disabled, and/or speak little or no 

English 

Description:  BIAS provides psychotherapy, counseling, social support, and citizenship assistance services to St. Louis 

area senior residents who are frail, disabled, and/or speak little or no English. Clients receive referrals to BIAS either 

through word of mouth, by physicians, or by a health agency or insurer. New clients’ needs are determined through a 

series of interviews, with program staff assessing clients' functioning and particular needs, reviewing clients housing, 

food, mental health, and other social support needs.  Services are free of charge, including mental health 

assessments, alcohol and drug abuse treatment, psychiatric home visits, interpretation and translation assistance, 

and guidance in navigating State and federal benefits. The program also conducts cultural diversity training and 

translation workshops for professionals.  To date, BIAS has served nearly 1,000 clients and is currently serving over 

500 individuals. 

Costs and Funding:  2008 budget of approximately $420,000;  Funding sources include:  Missouri Foundation for 

Health; St. Louis Mental Health Board; St. Louis Area Agency on Aging; United Way; State of Missouri Division of 

Senior Services; Jewish Fund for Human Needs; Lutheran Foundation of Saint Louis; Incarnate Word; Kahn 

Foundation.  BIAS also relies on volunteers, with bilingual students in the social work departments of local 

universities providing document translation and public relation services for the program. 

Contact Information:  Julia Ostropolsky, LCSW:  8390 Delmar Blvd, Suite 210, Saint Louis, MO 63124-2117, Phone: (314) 692-
9010, Fax: (314) 692-9014, E-mail: Juliaostropolsky@cs.com. 

Also see BIAS website:  http://www.bilingualstl.org/ and program summary: 
http://www.innovations.ahrq.gov/content.aspx?id=1837 

mailto:Juliaostropolsky@cs.com
http://www.bilingualstl.org/
http://www.innovations.ahrq.gov/content.aspx?id=1837
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Health Promotion Training Program Example 

Title:  Health Promotion Initiative 

State:  New Jersey 

Affiliation:  New Jersey Department of Health and Senior Services (NJDHSS) 

Target Population:  Older adults 

Approach:  Develops training modules for health and aging organizations, while strengthening area agency 

relationships. 

Description:  The project had two goals (1) training in health promotion and aging to community-based health and 

aging programs; and (2) strengthening relationships between community-based health and aging networks. NJDHSS 

surveyed health and aging providers to assess training needs, and identified counties to participate in the program. 

NJDHSS developed training modules on mental health, fall prevention, and medication use/misuse and identified 

presenters for training programs. County level training workshops were offered free of charge for up to 30 

participants from health and aging organizations. In return for participation in workshops, individuals agreed to join 

ongoing community coalitions pursuing ways to improve health and report back to the NJ DHSS the concerns of these 

coalitions. The NJ DHSS addressed the concerns of these coalitions by offering strategies for improving health in their 

communities. 

Cost and Funding:  $190,500 for training module and $9,400 per training;  Funding sources include: Association of 

State and Territorial Chronic Disease Program Directors (ASTCDPD), National Association of State Units on Aging 

(NASUA); Supporting agencies: Centers for Disease Control and Prevention, Administration on Aging  

Contact Information:  Gerry MacKenzie, Supervisor, Older Adult Health and Wellness, Division of Senior Affairs, New Jersey 
Department of Health and Senior Services, P.O. Box 807, Trenton, NJ 08625, Phone: (609)943-3499, Fax: (609) 943-3487 
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Health Promotion/Disease Prevention Program Example 

Title:  A Matter of Balance 

State:  Maine 

Affiliation:  Maine Bureau of Elder and Adult Services (BEAS) 

Target Population:  Older adults 

Approach:  Encourages individuals to change behaviors impacting health through the utilization of evidence-based 

interventions 

Description:  Using an evidence-based falls prevention curriculum called, “A Matter of Balance,” Maine researched 

Area Agencies on Aging (AAAs) who were not currently using the ‘A Mater of Balance’ curriculum, identifying three 

rural AAAs.  Subsequently, staff at the three AAAs were trained on utilization of curriculum focusing on falls 

prevention.  Trainings addressed fears of falling, developing goals for balance and strength, and evaluating risk 

factors. BEAS spent the majority of funding on training time and purchasing the curriculum.  The program was free 

for participants. 

Cost and Funding:  $50,000; Association of State and Territorial Chronic Disease Program Directors (ASTCDPD), 

National Association of State Units on Aging (NASUA); Supporting agencies: Centers for Disease Control and 

Prevention, Administration on Aging  

Contact Information:  Doreen McDaniel, Community Program Specialist, Bureau of Elder and Adult Services, 11 State House 
Station, Augusta, ME 04333, Phone: (207) 624-5335, Doreen.mcdaniel@state.me.us 

mailto:Doreen.mcdaniel@state.me.us
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Behavioral Risk Factor Program Example 

Title: Connecticut Collaboration for Fall Prevention 

State:  Connecticut 

Affiliation:  Yale University School of Medicine  

Target Population:  Older adults 

Approach:  Outreach to community-based clinicians, encouraging incorporation of a variety of fall prevention 

strategies into their everyday practices. 

Description:  Through educational outreach, primary care physicians, home care nurses, physical therapists, 

occupational therapists, and emergency department physicians and nurse managers were targeted through 

education outreach to emphasize the importance of fall prevention practices and behavior modification.  Discussion 

topics include fall prevention practices, the rationale for incorporating fall risk assessment and management into care 

practices, provider-specific activities that can be adopted, and how to address barriers to fall prevention activities.  

Additionally, educational materials and tools for patients were distributed including a self checklist for patients to 

identify their own risk factors for falling, brochures on topics like medication side effects and safe footwear, a 

medication record, a handout on home balance exercises, and a checklist to identify fall hazards in the home.  A 

study comparing geographic area where clinicians were exposed to the initiative to those where clinicians were not 

indicated the program reduced rates of serious fall-related injuries and use of fall-related medical service.  Surveys of 

clinicians exposed to the initiative reveal high rates of adoption of fall prevention strategies. 

Funding Sources:  The Patrick and Catherine Weldon Donaghue Medical Research Foundation; National Institute on 

Aging; State of Connecticut; Administration on Aging grants; and program fees.  

Contact Information:  Mary E. Tinetti, MD; Yale University School of Medicine. 333 Cedar Street, PO Box 208025, New Haven, 
CT 06520, (203) 688-5238;  E-mail: Mary.tinetti@yale.edu 

Also see program summary:  http://www.innovations.ahrq.gov/content.aspx?id=2207 

mailto:Mary.tinetti@yale.edu
http://www.innovations.ahrq.gov/content.aspx?id=2207
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Disease Management Program Example 

Title: Kaiser Disease Management Model 

State:  Colorado 

Affiliation:  Kaiser Permanente, Group Health Maintenance Organization in Denver, CO 

Target Population:  Older adults with chronic health problems 

Approach: Individual-level intervention helping people cope with multiple diseases, while involving consumers as 

partners in care. 

Description:  Kaiser identifies older adults with chronic illnesses and frequent use of outpatient services.  These 

adults are invited to attend monthly group meetings with a primary care physician and nurse; meetings are limited to 

15-20 individuals.  Meetings start with a 30 minute discussion of a health-related topic followed by health 

maintenance such as vaccinations, screening, prescription refills, scheduling of any individual physician visits as 

needed, and a group decision on the health topic for the next meeting.   Individuals are encouraged to utilize 

meetings to address healthcare needs, though they are still able to access primary care between meetings.  A 

randomized clinical trial showed that after 1 year participants had higher rates of immunization and satisfaction and 

lower rates of hospital readmission and urgent visits to doctor or emergency room.  

Funding Source:  Not available 

Additional Information:  Boult, C., Kane, R.L., Pacala, J.T., & Wagner, E.H. (1999). Innovative healthcare for chronically ill older 
persons: Results of a national survey. American Journal of Managed Care, 5, 1162-1172. 
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Care Management Program Example 

Title:  Wisconsin Family Care, Care Management Organization (CMO) Prevention Practice 

Guidelines 

State:  Wisconsin 

Partnerships/Affiliation:  State-funded Long-Term Care Program Pilot Re-design  

Target Population:  Older adults, Individuals with physical and developmental disabilities 

Approach: Encourage care management organizations to provide wellness and prevention initiatives for members 

Description: The Wisconsin Department of Health and Family Services encouraged its care management 

organizations (CMO) to incorporate prevention and wellness into formal operations.  CMOs have developed 

prevention practice guidelines with attention to individual member’s preferences. Guidelines have been developed 

by four CMOs for congestive heart failure, spasticity related to neuromuscular disease, urinary tract infection, 

depression, and exacerbation of diabetes.  Guideline context included specific information on the disease, 

suggestions for management and recognition of symptoms, ensuring follow up support, and resources for training 

and educational materials.  In addition to researching the most effective disease management for the conditions, the 

CMOs nurses and social workers enlisted local health care professionals to assist in the guideline development 

process.   

Funding Source: Care Management Organizations (currently county human service or aging departments) receive a 

capitated payment from the state per member (consumer) to offer care management.  

Contact Information:  For more information see the Wisconsin Family Care web-site at http://www.dhfs.state.wi.us/LTCare/ 

http://www.dhfs.state.wi.us/LTCare/
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Health Coaching Example 

Title:  Dartmouth-Hitchcock Clinic Health Coach Program 

State:  New Hampshire 

Target Population:  Chronic disease patients 

Approach:  Utilize health coaches for high-risk chronic disease patients to provide instruction regarding health care 

needs 

Description:  Nurses trained as health coaches are placed into physician practices, periodically contacting patients 

with chronic illness, offering personalized information and support such as motivational counseling and educational 

materials.  Moreover, health coaches have complete access to patient’s electronic medical record.  Targeted diseases 

include diabetes, congestive heart failure, hypertension, and coronary artery disease.  The program has achieved a 

high enrollment rate of 77% of eligible patients, in addition to a reduction in hospital readmission rates. 

Funding Source:  Program funding from the Dartmouth-Hitchcock Clinic and Health Dialog, a disease management 

company.   

Program Savings:  Approximate savings of $2.7 million accrued to the Centers for Medicaid and Medicare Services 

Contact Information:  Joan M. Tulk, RN MPH, Director, Clinical Performance Management:  Dartmouth-Hitchcock, One 
Bedford Farms Drive, Bedford, NH 03110; Phone: (603) 629-1184; Fax: (603) 629-1177; E-mail: joan.tulk@hitchcock.org 

Also see program summary:  http://www.innovations.ahrq.gov/content.aspx?id=1747 

mailto:joan.tulk@hitchcock.org
http://www.innovations.ahrq.gov/content.aspx?id=1747
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Care Transition Example 

Title:  Geriatric Resources for Assessment and Care of Elders (GRACE) 

State:  Indiana 

Target Population:  Low-income seniors 

Approach:  Interdisciplinary team of healthcare practitioners develop and implement evidence-based individualized 

care plans for low-income seniors 

Description:  The GRACE model utilizes nurse practitioners and social workers as a support team for low-income seniors, first 

meeting with participants for a comprehensive geriatric assessment, and then with a larger interdisciplinary team including a 

geriatrician, pharmacist, physical therapist, mental health social worker, and community-based services liaison, to 

develop an individualized care plan.  The care plan is comprehensive, reviewing a wide range of issues from advance care 

planning to health maintenance to depression and caregiver burden.  The support team then works directly with the patient’s 

primary care physician to implement the integrated care plan, providing in-home visits, ongoing case management, and ongoing 

interdisciplinary team case review.  Assessments of the GRACE model have found significant improvements in measures of 

general health, vitality, social functioning, and mental health, reduced emergency department visits and hospital 

admissions, and generated high levels of physician and patient satisfaction 

Funding Source:  National Institute on Aging; Wishard Health Services; Nina Mason Pulliam Charitable Trust 

Program Savings:  Savings realized in third year for high cost patients only; otherwise program cost neutral. 

Contact Information:  Steven R. Counsell, MD:  Indiana University School of Medicine, 1001 West 10th Street, WOP-M200, 
Indianapolis, IN; (317) 630-7007; E-mail: scounsel@iupui.edu 

Also see: http://medicine.iupui.edu/IUCAR/research/grace.asp; and program summary: 
http://www.innovations.ahrq.gov/content.aspx?id=2066  

mailto:scounsel@iupui.edu
http://medicine.iupui.edu/IUCAR/research/grace.asp
http://www.innovations.ahrq.gov/content.aspx?id=2066
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Chronic Disease Self-Management Program Example 

Title:  Chronic Disease Self-Management Program 

Target Population:  Adults 40 years or older with heart disease, lung disease, stroke, or arthritis 

Partnerships/Affiliation:  University of California Disease Research Program 

Approach:  ommunity-based, peer-led Chronic Disease Self-Management Program (CDSMP) 

Description:  This longitudinal design study follows a randomized trial of 831 participants in the community-based, 

peer-led Chronic Disease Self-Management Program (CDSMP).  The CDSMP program is taught in community buildings 

such as senior centers, churches, medical centers.  Peer leaders receive 20 hours of training teach lessons using a 

CDSMP manual focused on such activities as adoption of an exercise program, cognitive symptom management, use 

of medications and community resources, communication with health professionals, and health decision-making.  

Researchers assessed health status, health services utilization, and perceived self-efficacy in relation to health 

management and functioning.  Results showed decreases in emergency room, outpatient visits, health distress and 

increases in self-efficacy. 

Funding Source:  Supported by the University of California Disease Research Program  

Additional Information:  Lorig, K., Ritter, P., Stewart, A.L., Sobel, D.S., Brown, B.W., & Bandura, A. et al. (2001).  Chronic 
Disease Self-Management Program. Medical Care., 39 (11), 1217-1223. and Lorig, K., Holman, H., Sobel, D., Laurent, D., 
Gonzalez, V., & Minor, M. (1993) Living a healthy life with chronic conditions. Palo Alto, CA: Bull. 

Also see: http://patienteducation.stanford.edu/programs/cdsmp.html 

http://patienteducation.stanford.edu/programs/cdsmp.html
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Behavior Change Intervention Program Example 

Title:  Testing the Effectiveness of the Exercise Plus Program 

State:  Maryland 

Partnerships/Affiliation:  University of Maryland 

Target Population:  Older adults 

Approach:  Encourage physical exercise for seniors through home-based interventions 

Description: This study examines behaviors related to exercise in older adults to inform the creation of appropriate 

home-delivered based interventions.  The development of methods that encourage continued exercise through the 

Exercise Plus Program will assist older adults in staying healthy, especially after hip fracture events.  Adults in the 

program are placed into three groups: (1) Exercise trainer component, including regular home visits by an exercise 

trainer to implement an exercise program; (2) Plus component, including motivational interventions but without an 

exercise trainer; and (3) full Exercise Plus program combining exercise trainer and Plus motivational interventions.  

Researchers examined self-efficacy and outcome expectations related to exercise, exercise behavior, and overall 

activity.  Findings show that all participants reported increases in exercise and less fear of falling at 6 months.   

Funding Source:  National Institutes of Health (NIH)  

Contact Information:  Barbara Resnick, Ph.D., Assistant Professor, University of Maryland, 655 West Lombard Street, 375A, 
School of Nursing, Baltimore, MD 21201, Phone: (410) 706-5187, Fax: (410) 706-0344 
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Appendix B:  A Brief History of HHS 
Prevention Initiatives 

In 1976, Congress created the Office of Disease 

Prevention and Health Promotion (ODPHP) under the 

National Consumer Health Information and Health 

Promotion Act (Public Law 94-317). Currently, ODPHP is 

housed in the Office of Public Health and Science (OPHS), 

overseen by the Office of the Assistant Secretary of 

Health (ASH) in the Department of Health and Human 

Services. The ODPHP leads national prevention and 

health promotion activities by stimulating and 

coordinating federal activities around prevention. 

Activities include collaboration with government and 

private sectors in developing, monitoring, and/or 

coordinating national prevention initiatives. 

Table B-1: Prevention Activities 

Year HHS office Event

1976 ASH Office of Disease Prevention and Health Promotion created  

1979 ODPHP Healthy People: The Surgeon General’s Report on Health Promotion and Disease 
Prevention 

1980 ASH Promoting Health Preventing Disease: Objectives for the Nation: U.S. Public Health 
Service  

1984 AHRQ U.S. Preventive Services Task Force created by US Public Health Service (now regulated 
by (AHRQ)  

1986 CDC Recognition of excellent health promotion programs  

1990 ODPHP Healthy People 2000  

2000 ODPHP Healthy People 2010  

2001 CDC, NIA and others The National Blueprint: Increasing Physical Activity Among Adults Aged 50 and Older 

2001 CDC Guide to Community Preventive Services  

2003 ASH Steps to a Healthier US initiative  

2003 CDC SENIOR Grants 

2004 CMS Disease Management in the Medicare Prescription Drug, Improvement and 
Modernization Act (MMA) 

2005 HHS and Surgeon 
General 

Call to Action to Improve the Health and Wellness of Persons with Disabilities 

2006 AoA Evidence Based Disease and Disability Prevention Program 

2007 AHRQ, AoA and others Hispanic Elders Project 

2009 NIH Science of Behavior Change 

2009 CDC ARRA Funding:  Communities Putting Prevention to Work 

2010 CDC Healthy Aging Program 

2010 CDC Healthy People 2020 

Source: Haber (2003), HHS, AoA, and CDC website.  
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Promoting healthy behaviors began to emerge as a 

prevention priority in the 1980s. In 1979, the Surgeon 

General published the first Healthy People report, setting 

the stage for the Healthy People national prevention 

agenda. These initiatives brought a research and outcome 

focus to prevention as the federal government began to 

collect data to substantiate prevention programs. Healthy 

People Initiatives also concentrate on socioeconomic 

status and lifestyle, offering an overview of the health 

status of citizens and outline 10-year visions and goals for 

achieving better disease prevention and health. 33 

Additionally, the reports provide recommendations to 

individuals, communities, and professionals interested in 

pursuing goals for disease prevention and health. 

In 1980, the U.S. Public Health Service integrated the 

Healthy People agenda into the development of 226 

health objectives for promoting health and preventing 

disease. The Healthy People 2000 report, published in 

1990, outlined 300 objectives in 22 priority areas for 

prevention and health promotion with the main goals of 

increasing healthy lifespan, reducing health disparities, 

and achieving access to preventive services by 2000. In 

turn, Healthy People 2010 outlined two overarching goals 

of increasing quality and years of healthy life and 

eliminating health disparities by 2010.  Healthy People 

2020 Goals, to be released in 2010, will reflect 

assessments of major risks to health and wellness, 

changing public health priorities, and emerging issues 

related to our nation's health preparedness and 

prevention. 

The U.S. Public Health Service also created the U.S. 

Preventive Services Task Force (USPSTF) in 1984. 

Comprised of private-sector experts in primary care and 

prevention, the task force evaluates the effectiveness of 

clinical services by examining relevant evidence. Based on 

this on-going evaluation, the panel makes 

recommendations to the government and other relevant 

health sectors on how to improve clinical preventive 

services. USPSTF continues under the guidance of AHRQ.  

Today, AHRQ publishes Prevention Quality Indicators, 

sixteen measures paired with hospital inpatient discharge 

                                                           

data to determine whether good outpatient care or early 

intervention can prevent the need for future 

hospitalization. 

In 1986, the Centers for Disease Control (CDC) recognized 

community programs focused on health promotion by 

awarding 56 programs with the Secretary’s Award for 

Excellence in Community Health Promotion. The 

programs promoted prevention in a variety of ways, 

some through screening for disease and some through 

encouraging healthier weight and more active lifestyles. 

CDC also supports the “Healthy Aging Research Network” 

which funds seven centers at universities to examine 

strategies to improve older adult health, concentrating on 

healthy aging with the Guide to Preventive Services which 

offers recommendations by topic on preventing 

diseases.34  

The Steps to a Healthier US initiative began in 2003, 

encouraging groups and organizations to promote 

community health and wellness. Grants in the total 

amount of $100 million were awarded to 40 communities 

to encourage physically active lifestyles and healthy 

behaviors and choices.  The SENIOR grant program (State-

Based Examples of Innovation, Opportunity, and 

Replication) facilities the achievement of Steps to a 

Healthier US goals, funding state health department 

efforts to work closely with their aging network 

counterparts to expand public health and aging services 

integration efforts.  Between 2003 and 2009, over 30 

states received grants. 

Also in 2003, the CMS incorporated disease management 

initiatives into the Medicare program under the Medicare 

Prescription Drug, Improvement and Modernization Act 

(MMA).  Under the MMA, two programs, Voluntary 

Chronic Care Improvement Program and the Care 

Management Performance pilot program, focused on 

disease management techniques by providing 

information assistance for individuals with chronic 

disease and through technological support and financial 

incentives to physicians caring for chronically ill patients. 

33 Haber, D. (2003)

                                                           
34 Marks, J.S. (2003)
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The Surgeon General, in partnership with the Health and 

Human Services Office on Disability, issued a “Call to 

Action to Improve the Health and Wellness of Persons 

with Disabilities,” in 2005 to help increase the quality of 

life for people with disabilities through better health care 

promotion and understanding.  The four goals include:  

increasing nationwide understanding that people with 

disabilities can lead long, healthy and productive lives, 

increase the level of knowledge among healthcare 

professions on treating disabled persons as a ‘whole 

person,’ promoting health promotion and disease self-

management among people with disabilities, and 

increase accessible healthcare and support services to 

promote independence among people with disabilities.35 

In 2006, AoA implemented the Evidence Based Disease 

and Disability Prevention Program, awarding over $20 

million to states in support of the development of a 

distribution and delivery system for evidence-based 

prevention programs serving older adults.  Programs also 

include the Diabetes Self Management Training Initiative 

(DSMT), and the Hispanic Elders Project.  Twenty-seven 

states have received grants.  In particular, the Hispanic 

Elder Pilot Project, a collaboration between AHRQ, AoA, 

CDC, CMS, and HRSA, works to address health disparities 

and help communities develop coordinated strategies for 

improving Hispanic elders' access to important benefits 

and low-cost evidence-based prevention programs.  

Following on the heels of the AHRQ National Health 

Disparities Report in 2006, the program targets the 

metropolitan areas of Chicago, Illinois, Houston, Texas; 

Los Angeles, California; McAllen, Texas; Miami, Florida; 

New York, NY; San Antonio, Texas; and San Diego, 

California. 

The National Institute of Health’s 2009 Science Behavior 

Change initiative focuses not only on the medical science 

behind behavior change, but on developing behavior 

change interventions.   Recent discussions in June, 2009 

laid the groundwork for the initiative, and focused on 

three key areas:   acquisition and prevention of behavior, 

changing existing behaviors, and maintenance of 

behavior.  Particular emphasis will be made on how 

                                                           

health-promoting behaviors are initiated and maintained 

at the population level. 

Communities Putting Prevention to Work, stemming from 

the 2009 ARRA bill, devotes $373 million to a 

comprehensive, nation-wide public health initiative.  In 

unveiling the program, DHHS Secretary Kathleen Sebelius 

declared the initiative would, “make disease prevention 

and health promotion top priorities in states and 

communities across the country.” 36 Communities 

Putting Prevention to Work will work to change systems 

and environments to promote physical activity, improve 

nutrition, and decrease obesity and smoking in order to 

improve the nation’s health and reduce healthcare costs. 

Along similar lines, the CDC 2010 Healthy Aging Program 

aims to increase the use of preventive services, however 

targets older adults.  As part of the initiative, the CDC is 

developing an action guide for implementing SPARC 

(Sickness Prevention Achieved through Regional 

Collaboration).  The SPARC initiative will implement 

evidence-based health promotion and disease prevention 

programs in one of three areas:  clinical preventive 

services, physical activity, and chronic disease self 

management.37 

35  Department of Health and Human Services: U.S. Surgeon General 
Issues First Call to Action on Disability (2005) 

                                                           
36  Department of Health and Human Services, Secretary Sebelius:  

Communities Putting Prevention to Work (2010)  

37  Centers for Disease Control and Prevention SPARC program 
description (2009) 
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Appendix C:  Additional Resources 

Government Links Government Descriptions

Administration on Aging’s Health, Prevention, and 
Wellness Program 

http://www.aoa.gov/AoARoot/AoA_Programs/HPW/ 
Index.aspx 

This site provides an overview of the Health, Prevention, and 
Wellness Programs at AoA, including the Evidence-Based 
Disease and Disability Prevention Program, the Diabetes Self 
Management Training Initiative, and the Hispanic Elders 
Project.   

Agency for Healthcare Research and Quality 

Quality Measures Clearinghouse - 

http://www.qualitymeasures.ahrq.gov/ 

US Preventive Service Task Force -  

http://www.ahrq.gov/clinic/uspstfix.htm 

Put Prevention Into Practice - 

http://www.ahrq.gov/clinic/ppipix.htm  

The National Quality Measures Clearinghouse site contains 
evidence-based quality measures and measure sets. 

The task force is an independent panel of experts in primary 
care and prevention that systematically reviews the evidence of 
effectiveness and develops recommendations for clinical 
preventive services.  

The PPIP program aims to increase the appropriate use of 
clinical preventive services, such as screening tests, 
immunizations, and counseling, based on U.S. Preventive 
Services Task Force recommendations. 

Centers for Disease Control and Prevention  

Guide to Community Preventive Services - 

http://www.thecommunityguide.org/about/default.htm 

National Center for Chronic Disease Prevention and Health 

Promotion - http://www.cdc.gov/nccdphp/index.htm  

A non-Federal Task force provides advice to communities on a 
variety of public health and health promotion issues. 

The National Center for Chronic Disease Prevention and 
Promotion site provides information on a variety of initiatives. 

Centers for Medicare and Medicaid Services: Senior Risk 
Reduction Program 

http://www.cms.hhs.gov/DemoProjectsEvalRpts/ 
downloads/Senior_Risk_Reduction_Fact_Sheet.pdf 

CMS has developed the Senior Risk Reduction Demonstration 
to test a systemic approach to identifying health risks and 
empowering Medicare beneficiaries to improve their health. 

Disability.gov 

http://www.disability.gov/health 

The Disability.gov website features a section of resources 
related to health and wellness. 

HHS Office of Disease Prevention and Health Promotion 

http://odphp.osophs.dhhs.gov/ 

The Office of Disease Prevention and Health Promotion works 
to strengthen the disease prevention and health promotion 
priorities of the Department within the collaborative 
framework of the HHS agencies. 

Indian Health Service National Diabetes Program 

http://www.ihs.gov/MedicalPrograms/diabetes/index.asp 

The Indian Health Service initiated this program to prevent and 
control the spread of diabetes in native populations. 

National Institutes of Health 

Senior Health - http://nihseniorhealth.gov/  

Diabetes Education - http://www.ndep.nih.gov/ 

Older adults can access this site for information on health and 
aging.  

The National Diabetes Education Program housed at the NIH 
focuses on educating individuals about diabetes management 
and prevention. 

http://www.aoa.gov/AoARoot/AoA_Programs/HPW/Index.aspx
http://www.aoa.gov/AoARoot/AoA_Programs/HPW/Index.aspx
http://www.qualitymeasures.ahrq.gov/
http://www.ahrq.gov/clinic/uspstfix.htm
http://www.ahrq.gov/clinic/ppipix.htm
http://www.thecommunityguide.org/about/default.htm
http://www.cdc.gov/nccdphp/index.htm
http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/Senior_Risk_Reduction_Fact_Sheet.pdf
http://www.cms.hhs.gov/DemoProjectsEvalRpts/downloads/Senior_Risk_Reduction_Fact_Sheet.pdf
http://www.disability.gov/health
http://www.ihs.gov/MedicalPrograms/diabetes/index.asp
http://nihseniorhealth.gov/
http://www.ndep.nih.gov/
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Government Links Government Descriptions

Substance Abuse and Mental Health Services 
Administration (SAMHSA) – Center for Substance Abuse 
Prevention 

http://prevention.samhsa.gov/  

CSAP works with States and communities to develop 
comprehensive prevention systems that create healthy 
communities in which people enjoy a quality life. This includes 
supportive work and school environments, drug-and crime-free 
neighborhoods, and positive connections with friends and 
family. 

Appendix C:  Additional Resources (Continued) 

Private and Non-Profit Links Private and Non-Profit Descriptions 

Alliance for Aging Research 

http://www.agingresearch.org/ 

This non-profit promotes clinical research related to aging and 
improving quality of life. 

American Diabetes Association 

http://www.diabetes.org 

This organization provides research, information, and 
advocacy. 

American Heart Association 

http://www.americanheart.org 

This organization works to reduce cardiovascular disease and 
stroke. 

American Association of Clinical Endocrinologists 

http://www.powerofprevention.com 

The AACE site provides information on endocrine diseases.  The 
Power of Prevention is an awareness campaign about 
endocrine health, including diabetes and other conditions.  

American Society on Aging, Live Well Live Long 

http://www.asaging.org/CDC/index.cfm 

Through a project funded by CDC, ASA maintains a web-site 
with modules to assist professionals in promoting health and 
preventing disease among older adults. You can also sign up for 
Healthword, a monthly health promotion newsletter, by visiting 
the site. 

Center for Healthy Aging 

http://www.healthyagingprograms.org  

The Center for Healthy Aging encourages and assists 
community-based organizations serving older adults to develop 
and implement evidence-based programs on health promotion, 
disease prevention, and chronic disease self-management. 

First Step to Active Health 

http://www.firststeptoactivehealth.com 

In response to the “National Blueprint” (see below), this 
evidence-based, progressive activity program was created for 
older adults. 

Institute of Medicine 

http://www.iom.edu 

IOM provides advice on science, medicine, and health.  Under 
the reports section, a number of health services, coverage, and 
access issues are addressed.   

National Blueprint 

http://www.agingblueprint.org/ 

Several national organizations created the “National Blueprint: 
Increasing Physical Activity Among Adults Age 50 and Older,” a 
guide to assist organizations and individuals to approach aging 
and physical activity in a strategic manner. 

National Center on Physical Activity and Disability 

http://www.ncpad.org/ 

NCPAD is an information center concerned with physical 
activity and disability.  Their mission is to promote the health 
benefits that can be gained from participating in regular 
physical activity. 

http://prevention.samhsa.gov/
http://www.agingresearch.org/
http://www.diabetes.org/
http://www.americanheart.org/
http://www.powerofprevention.com/
http://www.asaging.org/CDC/index.cfm
http://www.healthyagingprograms.org/
http://www.firststeptoactivehealth.com/
http://www.iom.edu/
http://www.agingblueprint.org/
http://www.ncpad.org/
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Private and Non-Profit Links Private and Non-Profit Descriptions 

National Coalition for Promoting Physical Activity 

http://www.ncppa.org 

This organization brings together national organizations that 
address issues relating to physical activity, including education 
and population specific outreach, among others. 

National Council on Aging 

http://www.ncoa.org 

This council is composed of national organizations and 
individuals who work to improve the health of older adults. 

Partnership for Prevention 

http://www.prevent.org  

This organization’s mission is to improve health by preventing 
illness and injury and by promoting health. Its programs aim to 
increase the priority placed on prevention in the US health care 
system and in health policy. 

Prevention Institute 

http://www.preventioninstitute.org 

The Prevention Institute is committed to preventing illness and 
injury, to fostering health and social equity, and to building 
momentum for community prevention as an integral 
component of a quality health system. 

Robert Wood Johnson Foundation 

http://www.rwjf.org 

This philanthropy organization provides grants on a variety of 
initiatives. The organization created the Improving Chronic 
Illness Care Program which included the creation of a Chronic 
Care Model. 

Academic Organization Links Academic Organization Descriptions 

Georgetown University Center on an Aging Society 

http://ihcrp.georgetown.edu/agingsociety/ 

This Center encourages critical thinking about policy issues 
affecting older adults. 

Johns Hopkins University Center for Injury Research and 
Policy 

http://www.jhsph.edu/injurycenter/research/ 
older_adults/ 

Research focuses on better identifying injury risks, in addition 
to opportunities for intervention, among the elderly.  

Oregon Health and Science University Rehabilitation 
Research and Training Center (RRTC) 

http://www.ohsu.edu/oidd/rrtc/index.cfm 

The RRTC promotes the health and wellness of people with 
disabilities through research, training, technical assistance and 
dissemination. Their work currently focuses on three areas: 
health care access, health promotion and the measurement of 
health. 

Stanford Patient Education Research Center 

http://patienteducation.stanford.edu/programs/cdsmp. 
html 

This center at Stanford developed the Chronic Disease Self 
Management Program and provides related information. 

Texas A & M University System Health Science Center 

http://srph.tamhsc.edu/research/prog-aging-health-
prom/index.html 

This program focuses on promoting health, preventing disease, 
and postponing disabilities within the aging population. 

University of Michigan Health Management Resource 
Center (HMRC) 

http://www.umich.edu/~hmrc/ 

The HMRC studies lifestyle behavior and their influence on 
health, quality of life, vitality, and health care utilization. The 
center provides services to organizations pursuing health 
management. 

http://www.ncppa.org/
http://www.ncoa.org/
http://www.prevent.org/
http://www.preventioninstitute.org/
http://www.rwjf.org/
http://ihcrp.georgetown.edu/agingsociety/
http://www.jhsph.edu/injurycenter/research/%20older_adults/
http://www.jhsph.edu/injurycenter/research/%20older_adults/
http://www.ohsu.edu/oidd/rrtc/index.cfm
http://patienteducation.stanford.edu/programs/cdsmp.html
http://patienteducation.stanford.edu/programs/cdsmp.html
http://srph.tamhsc.edu/research/prog-aging-health-prom/index.html
http://srph.tamhsc.edu/research/prog-aging-health-prom/index.html
http://www.umich.edu/~hmrc/
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