
Chronic Disease

Chronic Diseases and Conditions

The term “chronic” means “to persist over a long period of time.” Caused by a non-reversible pathological alteration, chronic diseases leave a residual disability that can have a profound impact on the quality of life for persons affected by them. The terms “disease” and “condition” are often used interchangeably, although we generally refer to high blood pressure as a condition, and cancer or stroke as diseases. 

The chapters in this section cover many but not all of the important chronic diseases and conditions. We include those diseases and conditions where there are known effective interventions, and where there is substantial mortality, morbidity, and cost. Due to space limitations, we do not discuss Alzheimer’s disease, epilepsy, hereditary hemochromatosis (iron overload), or prostate cancer. One significant chronic condition, osteoporosis, is discussed in another section (see Falls Among Older Adults in Injury and Violence). The chapter on “chronic obstructive pulmonary diseases,” in the 1996 first edition of this report, has been replaced by a chapter focused on one specific chronic lower respiratory disease: asthma. 

There are many underlying causes of chronic diseases. There is mounting evidence that communicable agents and genetic factors may be involved in a variety of chronic diseases. Viruses, for example, have been implicated as causes of some cancers (liver cancer is linked to hepatitis B virus infection; cervical cancer is linked to sexually transmitted viruses), and bacteria (H. pylori) have been shown to cause stomach ulcers. Some cases of female breast cancer have been linked to genetic defects (though this is a small minority of cases). The prevention of chronic diseases, however, does not generally target either infectious agents or genetic factors.

Lifestyle choices and behaviors continue to dominate the causes of chronic disease. The most effective prevention programs are aimed at known lifestyle risk factors such as tobacco use, physical inactivity, and poor nutrition. These efforts are effective in lowering rates of chronic disease. 

Section Overview
This section provides information on chronic diseases and conditions. It includes chapters on 

· Heart and lung diseases

· Coronary Heart Disease

· Stroke

· High Blood Pressure

· Asthma

· Cancer

· Female Breast Cancer 

· Invasive Cervical Cancer 

· Colorectal Cancer

· Lung Cancer

· Melanoma

· Endocrine disease

· Diabetes

· Musculo-skeletal disease

· Arthritis

In each chapter, the authors have chosen an indicator (or, on occasion, two) which is used to illustrate trends and variation among various population groups. Typically, authors used DOH data systems such as mortality, hospitalization, incidence, and BRFSS. No one of the indicators is perfectly indicative of all of the aspects of any specific chronic disease or condition, but the selected indicators are informative, despite limitations.

Highlights and Discussion

The indicators used in this section show encouraging declines in recent years for some chronic diseases, but worrisome increases in melanoma, diabetes, and arthritis. Although Washington has lower rates than the US as a whole for some chronic diseases, we have higher rates for stroke and melanoma. And, despite having reached some national Healthy People  targets, our state is showing no progress toward meeting targets for stroke, lung cancer, or diabetes. For each of these chronic diseases, considerable effort will be required to duplicate the successes seen in coronary heart disease and cervical cancer, where the indicator rates are declining, Washington has lower rates than the US as a whole, and the Healthy People targets have been met.

The county maps in this section show much variation in chronic disease across the state. For the most part, no geographic patterns are apparent in these maps. However, when data are analyzed to show differences between urban and rural areas of the state, patterns do emerge: rural areas have higher rates for high blood pressure, cervical cancer, diabetes and arthritis than do urban areas. Asthma shows a clearly bimodal distribution: rates are higher in the most rural and the most urban parts of the state. 

Most chronic diseases affect older persons more than younger ones. Cervical cancer and asthma are notable exceptions. Similarly, most chronic disease rates are higher in men than women, although arthritis is a notable exception; and, we define the public health problem of breast cancer as predominantly a female problem, because the rate differences between men and women are so large. Cervical cancer is, of course, entirely a female disease. Asthma, on the other hand, shows a peculiar pattern: rates are higher for males at the youngest ages, but higher for females once puberty is reached.

We use a variety of data sources in the public health surveillance of chronic diseases, and these data allow us to easily identify some high risk groups, such as by age, gender, or geography. Information is more sparse on the risk of chronic disease by income or education, though we do know that screening programs have been less effective in reaching the low income and low education subgroups in the state. National data, cited by chapter authors, generally show higher rates of disease in these same subgroups. The prevalence of high blood pressure is also greater among people with low income and low education. 

In the US, communicable diseases were the major causes of mortality 100 years ago. Largely because of public health intervention efforts, these diseases were brought under control, and life expectancy increased dramatically. However, as people live longer, chronic diseases and conditions assume a more significant role in health and quality of life. 

The public health intervention model has also shown success with chronic disease. It starts with primary prevention – focusing on risk and protective factors known to reduce the occurrence of chronic disease (see Major Risk and Protective Factors). Reductions in tobacco use, for example, contributed significantly to the reductions in coronary heart disease deaths over the latter half of the 20th century. The public health intervention model also includes secondary prevention – focusing on early detection and prompt therapy to block progression of disease. Of special importance for chronic disease is tertiary prevention – focusing on medical care and rehabilitation to minimize the consequences of chronic disease.

Strategies for intervention in the chronic diseases focus on individuals and groups who are at highest risk, as well as on the community at large. It is often true that making small changes which affect everyone can have a great impact on the health of a community.
 Reduction in blood pressure is a good example: interventions which reduce everyone’s pressure by just a few points can result in larger mortality reductions than can interventions which are aimed solely at the few individuals with the highest pressures.
 

With both high-risk targeting and community-wide interventions, primary prevention is the central focus of the public health approach. Secondary prevention assumes a central role in those conditions where chronic disease precursors have not been well established by scientific research. 

Preventive services for early detection of chronic disease are termed “screening.” Screening for some cancers (colorectal, female breast, and cervical) are of proven effectiveness. Because high blood pressure (HBP) and diabetes are known risk factors for coronary heart disease and stroke, screening for HBP and diabetes shares some features with screening for other risk factors, such as those discussed in the Major Risk and Protective Factors section of this report. 

Clinicians, working with individual patients in healthcare settings, play a key role in the identification and modification of risk factors, as well as in the identification of hidden disease.
 Community-wide interventions,
 on the other hand, might be more effective in addressing low screening rates in high-risk subgroups in Washington. High risk individuals and populations need to be identified by agencies, organizations and businesses interested in maintaining a healthy population. Better partnerships between public health agencies and medical care providers are a high priority.

In addition to screening, medical care providers play a key role in what is termed “evidence-based” chronic illness management. Patient-oriented longitudinal care of chronic disease differs substantially from the traditional model of provider-oriented episodic care for acute illness.
 Evidence-based medical care relies upon therapeutic regimens based on empirical evidence of effectiveness.
 The use of systematic reviews of the scientific literature
 strengthens both medical services
 and preventive services.3,4
Community-based chronic disease programs complement those which are clinically-based. These programs combine public awareness, healthcare provider education, partnerships (such as with schools and worksites), and action plans. Community action is most effective when it targets both the private and public sectors, informing and influencing decision-makers and policymakers. For example, one important barrier to screening is financial – the lack of universal health care coverage – and policy action is required to address this issue. 

One community-based intervention deserves special recognition: building healthy communities through building healthy environments.
 Depending on their design, home, school, or work environments can facilitate good health practices, such as physical activity, or provide barriers. Determining the best methods for community health promotion, however, remains a challenge.

Disparities 

To achieve the Healthy People 2010 goal of eliminating health disparities, it will be necessary to eliminate disparities in chronic diseases and conditions. Disparities among racial and ethnic groups can be substantial. They can also be the result of unequal social conditions (e.g., economic and educational gaps) mediated by cultural factors that, taken together as social determinants, may need to be addressed.

The burden of chronic diseases and conditions falls heavily on African-Americans. Chapter authors cite national data showing they have higher mortality from coronary heart disease, stroke, asthma, female breast cancer, and lung cancer than whites. Incidence rates for invasive cervical cancer and colorectal cancer are higher for African-Americans than whites. Prevalence rates for high blood pressure and diabetes are higher for African-Americans than whites. Screening rates for breast cancer are lower for African-American women than for white women in Washington.

For other racial and ethnic groups, the picture is less consistent. Latinos have a higher incidence of cervical cancer and higher prevalence of diabetes but lower mortality from coronary heart disease. American Indian-Alaska Natives have higher prevalence of diabetes. Asian-Pacific Islanders have higher incidence of cervical cancer, but lower mortality from coronary heart disease and lung cancer and lower incidence of colorectal cancer. 

The standard racial and ethnic groups represent heterogeneous populations, and the profile of chronic disease can vary for relatively large subgroups within them. This is particularly true for the broad category of Asian-Pacific Islanders. Making analyses of racial and ethnic disparities more complex is the fact that for some chronic diseases, disparities in incidence and prevalence are relatively small, but disparities in mortality are larger. 

Summary

As the population ages in Washington and the nation, the public health challenge of chronic disease intervention and management grows. We can meet this challenge through a combination of primary prevention and secondary prevention efforts, provided we involve a broad range of partners in the delivery of preventive services. Elimination of health disparities which place some subgroups of the population at higher risk for chronic disease consequences is a high priority. 
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