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FOREWORD

Striking the right balance between theory, evidence-based guidelines, and the
practical experience and wisdom of practitioners is the challenge of every
generation of health workers, but that balance has become more challenging with
the proliferation of theories, evidence, and varied circumstances of practice.
Health promotion adds additional challenges, with its subject matter involving the
complexities of human behavior, above and beyond the complexities of human
biology.

Sherri Sheinfeld Gorin and Joan Arnold have waded courageously into these
challenges and complexities with a creative approach designed to sort out and
frame the various theories and problems of behavior and of practice. They wisely
focused their health promotion matrix in the first edition on clinical practice, ac-
knowledging the greater complexities presented by the social, cultural, and eco-
nomic forces affecting health in the broader community. But they related clinical
practice to that broader reality with their placement of clinical practice within an
ecological framework of community influences.

With this second edition they have stretched their courage and have chal-
lenged their readers to stretch beyond the clinical to organizational wellness, with
a stronger emphasis on health management, policy, and community disaster pre-
paredness. This book links clinical practice with the social ecology of health be-
havior, emphasizing cultural competence and the broader contexts of economic
and even global influences.

xi



xii

Foreword

This book also reviews (in Chapter Two) theoretical and conceptual models
of health, health behavior, and social behavior as they pertain to health. This em-
phasis on ecological models and approaches sets the stage for subsequent discus-
sions of health promotion practice in relation to specific health issues and settings.

Trom the conceptual and context-setting frameworks in Part One, this book
moves in Part Two into collaborative analyses of applications of the frameworks
to the leading issues in health behavior change and health promotion in clinical
practice. The authors of these chapters are leading professionals in their respective
areas.

Finally, this book closes with a chapter titled “Future Directions for Health
Promotion.” This chapter invites students and health professionals to look for-
ward and to create the future of their practice, not just react to it.

This book will help health professionals and students preparing for practice
to find applications of theory in understanding the problems they face in prac-
tice, but even more important will be the solutions to problems in practice that
will grow out of their greater understanding. Much has been made in the writ-
ings of scientists of the need for theory and evidence to guide practice, but this
plea often sounds hollow to practitioners who perceive the theory and the scientific
evidence to have come from outside the realities of everyday practice situations.
The applications in this book should help to bridge that gap between theory and

practice.

January 2006 Lawrence W. Green
University of California
at San Francisco



PREFACE AND ACKNOWLEDGMENTS

Health Promotion in Practice addresses health promotion for individuals, families,
groups, and communities. As a practice-driven book it is designed to trans-
late theories of health promotion into step-by-step clinical approaches for engaging
with clients. The intended audience for this book includes practicing health care
professionals and advanced students in a variety of health-related fields, including
public health, nursing, health management and policy, medicine, and social work.

Health Promotion in Practice is the second edition of the Health Promotion Hand-
book (Sheinfeld Gorin and Arnold, 1998). In this new edition the Health Promo-
tion Matrix (HPM) has been integrated into Chapter Two, “Models of Health
Promotion,” in order to better highlight the full range of models that apply to
each of the specific practice frameworks. Further, the practice frameworks have
been expanded to include violence prevention and disaster preparedness and a
new view of organizational wellness. We have integrated contemporary themes
such as cultural competence, resilience, genetic susceptibility, and survivorship.
Replacing the uniform script at the end of each chapter with clinical interven-
tions that are unique to the practice frameworks also strengthens the clinical rel-
evance of this book.

The audience for this book is consequently expanded to include advanced
students of health care such as upper-level undergraduates and graduate students.
Health Promotion in Practice, because of its clinical focus, will also continue to serve
as a valued resource for practitioners worldwide.

xiii



xiv Preface and Acknowledgments

Organization

The four chapters in Part One, “Health, Health Promotion, and the Health Care
Professional,” describe the theoretical frameworks on which the work rests. Chap-
ter One, “Images of Health,” begins that description by presenting various con-
structions of health, such as health as a balanced state, health as goodness of fit,
health as transcendence, and health as power. Such images represent the cluster-
ing of views on health and provide a framework to explain the dynamics of client
change.

“Models of Health Promotion,” Chapter Two, explores contemporary theo-
retical approaches to health promotion. It integrates the images of health with
models of health promotion, from the macrolevel, such as the social ecology model,
to the microlevel, including the health belief model. It highlights the moral under-
pinnings for these varied models of health promotion, as well as the cross-cutting
constructs of empowerment and cultural competence. Approaches to the evalua-
tion of health promotion programs founded on these contemporary models, and
their consequent measures of change, are also discussed.

In Chapter Three, “Contexts for Health Promotion,” the myriad political and
economic forces influencing health promotion are detailed. With the expanding
influence of international bodies like the World Health Organization, global leg-
islation and policy mandates are changing the purview of national health pro-
motion. States are playing a larger role in the maintenance of health for their
citizens and in the protection of the most vulnerable. These initiatives are found
in legislation, policy, and economic incentives, from the perspectives of govern-
mental and private programs and insurers.

“Agents for Health Promotion,” Chapter Four, describes who the current
health care professionals are and the principles of practice that unify them across
disciplines. Underlying these principles are the assumed values and skills of col-
laboration and cross-disciplinary partnering, cultural competence and proficiency,
health communication and literacy, and using a strengths-based approach for
changing systems for health promotion.

Part Two of this book, “Practice Frameworks for Health Promotion,” is or-
ganized around clinical approaches specific to eleven healthy behaviors: eating
well, physical activity, sexual health, oral health, smoking cessation, substance
safety, injury prevention, violence prevention, disaster preparedness, organiza-
tional wellness, and enhancing development. The introduction to each chapter
establishes the importance of the area and provides an evidence-based literature
review. The chapter then moves on to suggest clinical interventions. Each chap-
ter concludes with practice-related resources for engaging with clients in a dia-
logue about health promotion.
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Chapter Five, “Eating Well,” describes the role food plays in daily life, espe-
cially given the increased attention to obesity as a national health concern. Un-
like behaviors such as smoking, eating is not something that clients can just stop
doing. In changing eating behaviors, the health care professional must recognize
that clients ingest food, not nutrients. Throughout the chapter, food is described
as a promoter and sustainer of health. The health care professional assists clients
in using nutritional appraisals, reorienting choices in food selection, and evaluat-
ing programs designed to encourage healthy eating.

Chapter Six, “Physical Activity,” explores activity as a major contributor to
risk reduction for multiple diseases, including non—insulin-dependent diabetes mel-
litus, and as central to weight control and the maintenance of bone mass. Using
transtheoretical theory, techniques for assisting sedentary clients are described as
well as mechanisms for engaging moderately or highly active clients. The Patient-
Centered Assessment and Counseling for Exercise (PACE) program, an empiri-
cally tested program for systematic exercise development, is explored in depth.

Chapter Seven, “Sexual Health,” looks at sexuality as a healthy dimension of
being human. With an understanding of the diversity of sexual health needs
across varied subgroups, the chapter examines how sexual health is defined and
promoted. After assessing the evidence for the effectiveness of sexual health pro-
motion, the chapter presents two interventions for clinical care settings: taking
sexual histories and promoting individual safer sex.

In Chapter Eight, “Oral Health,” the effects of common oral diseases and
health conditions that place clients at risk of periodontal diseases, dental decay,
and oral cancer are reviewed. An emphasis is placed on recognizing symptoms of
these oral diseases through clinical assessment. Evidence-based preventive health
activities are provided for health care professionals to use with their clients to pre-
vent new disease and to reduce the severity of existing disease.

Chapter Nine, “Smoking Cessation,” highlights the population subgroups
that continue to smoke despite the enormous resources applied to both national
and worldwide smoking cessation education and legislation. It addresses the causes
of smoking, including emerging findings on genetic susceptibility. Further, the
chapter explores key interventions for smoking cessation, particularly among the
vulnerable oncology and psychiatric populations.

Chapter Ten, “Substance Safety,” details the benefits of such safety promo-
tion. It classifies drugs into several types: prescribed and over-the-counter drugs;
banned street drugs, such as marijuana, cocaine, and heroin; alternative medi-
cines, such as herbs and vitamins; and social drugs, such as nicotine, caffeine, and
alcohol. Alcohol, the most widely used of the risky substances, is the focus of the
remainder of the chapter. Differing rates and impacts of immoderate drinking in
the various gender, age, and ethnic and racial groups may influence the strategies
health care professionals adopt.
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Chapter Eleven, “Injury Prevention,” investigates injuries as a public health
problem. It begins with the causes and magnitude of the problem, detailing the
epidemiology of injuries. Axioms for injury prevention are then provided to guide
efforts to control this problem. The chapter describes strategies for health pro-
motion, education and behavioral change, legislation and law enforcement, use
of engineering and technology, and use of combined behavioral and environ-
mental approaches to injury prevention.

Resting on an epidemiologic base, Chapter Twelve, “Violence Prevention,”
details the significant advances that have been made in understanding violence as
a public health issue. Using a taxonomy of types of violence and an ecological
framework, violent behavior is thoughtfully examined. A framework for violence
prevention and intervention is outlined as are strategies for program evaluation.
The process of implementing and disseminating effective interventions is illus-
trated through discussion of the use of consensus documents and evidence-based
guidelines and the involvement of those public health agencies that are leading
the efforts to reduce violence.

Chapter Thirteen, “Disaster Preparedness,” examines emerging concerns
about threats to safety and security, now omnipresent in the United States. In the
prologue, it explores the social ecological determinants of population health fol-
lowing disasters. It also discusses approaches to threat detection, vehicles for ter-
rorism, and human responses to potential disasters. Detailing protocols for
systemwide evacuations, triage, and treatment, this chapter explores a new area of
public health that is now in the forefront of public health professionals’ attention.

Chapter Fourteen, “Organizational Wellness,” adopts a comprehensive def-
inition that strategically integrates business, interpersonal, and individual needs
to optimize overall human and organizational well-being. Applying a myriad of
concepts derived from psychology and sociology to the understanding of the work-
site as a venue for and an influence on health promotion, this chapter suggests a
set of innovative approaches to enhance workplace wellness.

As Chapter Fifteen, “Enhancing Development,” unfolds, development is ex-
plored as an ongoing and evolving process in individuals, families, groups, and com-
munities. Viewed from a life course perspective, development is seen as complex,
unique, and patterned. Resilience, spirituality, and grieving are discussed as signif-
icant forces in human systems as they develop. Throughout the chapter, loss and
growth are viewed as intrinsically linked, at no time more than at the end of life.

Part Three of this book, “Economic Applications and Forecasting the Future
of Health Promotion,” explores some of the factors shaping the present and the
future of the field.

Chapter Sixteen, “Economic Considerations in Health Promotion,” recog-
nizes the pivotal role economics plays in directing health promotion practice at
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present. Practical tools for analyzing the economic advantages of health promo-
tion practices are offered. A detailed example of the process of implementing a
health promotion program in a managed care organization anchors the chapter.

The final chapter, “Future Directions for Health Promotion,” points to the
larger influences on health promotion practice yet to come. It is likely that the op-
portunities will include addressing the needs of the growing elderly population,
designing health promotion for a diverse populace, harnessing the forces of global
change to promote health, measuring community change, and engaging in an on-
going ethical dialogue. The future of health promotion is predicated on actions
taken by and for communities.
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CHAPTER ONE

IMAGES OF HEALTH

Joan Arnold
Laurel Janssen Breen

hat do you imagine when you think about health—your health? Do you

view yourself as healthy? What health goals do you possess now for your-
self and your family? Do factors in your community contribute to your personal
health and your family’s health? Is your community healthy? In your own unique
way, how do you define health? These critical questions beckon examination by
the client and the health care professional. Searching for their clarification pro-
vides opportunities for discovery about images of health and direction for profes-
sional health care interactions and interventions. Once conceptualized, an image
of health provides direction for health promotion actions.

Health is baffling. Contemporary thinking about health emphasizes em-
powering nations, community groups, and individuals to realize their own health
aims. In the face of widespread interest in defining health at the theoretical level,
the development and the use of clinical practice frameworks to support inter-
ventions are increasing. These practice frameworks and theoretical models both
reflect and affect clients’ and health care professionals’ images of health. This chap-
ter describes ten categories of images of health, each reflecting a unique view
(Exhibit 1.1).

Each image category may include aspects that are also found in other im-
ages, and some words may have different meanings in the contexts of different
images. These images portray health as the antithesis of disease, a balanced state,
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EXHIBIT 1.1. IMAGES OF HEALTH.

Antithesis of disease
Balanced state
Growth
Functionality
Goodness of fit
Wholeness
Well-being
Transcendence
Empowerment

Resource

growth, a functional capacity, goodness of fit, wholeness, well-being, transcen-
dence, empowerment, and finally, a resource. Reflecting on these images of health
reveals the complexities of health.

Imagining Health

Health is an elusive term because the state of being healthy can be viewed from a
multitude of perspectives. Health may be considered a reference for disease, de-
fined by determining forces, or a panacea. It may be thought of as autonomy and
integrity projected by the human system. It may refer to the uniquely character-
istic strengths of a person, a family, a group or population, a community, a na-
tion, or the world. It may also mean a self-sustaining or self-replenishing capacity.
Health may be thought unattainable, impossible to achieve because of limitations,
oppression, and depleting forces. Curiously, health care professionals, regardless
of discipline, know more about disease, pathology, and dysfunction than they do
about health. Although health is valued and desired as a goal, the diagnostic pre-
cision found in dealing with conditions of illness, disease, and social problems is
not evident in the study of health. Our clients look to us, as providers of health
care, to assist them to achieve their desire to be and feel healthy. As clients strive to
shape personal pictures of health, the health care professional bears witness to the
coalescing of images of health into the client’s own unique composite. This unique
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image may differ from the health care professional’s image of health and expec-
tations for client health. While the client and health care professional interact as
partners, the health care professional recognizes these differences and enfolds them
into the therapeutic process. Inherent in this challenge 1s the necessity to accept
the client’s right to self-determination and to commit to assisting the client in re-
ducing barriers and achieving health goals. The images of health presented in this
chapter reflect a clustering of views on health. These images are offered to stim-
ulate a re-visioning of health. Health cannot remain an enigma; it stands on its
own as a life process, to be imagined and realized within the unique capacity of
everything human.

Health as the Antithesis of Disease

In the image of health as the antithesis of disease, health and disease are viewed
as opposite states, with health as the absence of disease. Dubos (1965) referred to
“the states of health and disease [as] the expressions of the success or failure ex-
perienced by the organism in its efforts to respond adaptively to environmental
changes” (p. xvii). Here, the conditions of health and disease are expressions of
bipolar thinking. In this context a given population’s health is measured by its op-
posite, the population’s morbidity and mortality statistics. These indexes of illness
and death are used to appraise health and to direct interventions in specific ag-
gregates. Persons suffering from disease were, and still are, ostracized by society.
Social standards for health can lead to negative perceptions of persons with dis-
eases that are in contradiction to these standards. Consider the treatment of per-
sons with leprosy, disabling conditions, acquired immunodeficiency syndrome
(AIDS), and drug addiction; they are often feared and viewed as not socially ac-
ceptable. Their condition or illness is contradictory to what is defined as healthy by
society, and their presence threatens the perceived social order.

When health is defined as the absence of disease, evaluative statements about
clients are made within the parameters of illness, using a system of disease signs and
symptoms. “This definition of health has been largely the result of the domination
of the biomedical sciences by a mechanistic conception of man. Man is viewed by
physicians primarily as a physico-chemical system” (Smith, 1983, pp. 46-47). Health
care professionals are prepared to make evaluative statements of illness by formu-
lating a diagnostic statement from symptomatology and objective data. Such an
evaluative statement requires comparisons to established norms. Illness becomes a
deviation from these norms. Health then is a condition of the norm, whereas illness
falls outside the range of normal. Rather than defining the components of health,
the medical model, relying on illness identification, merely identifies health as the
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absence of disease. Thus being healthy is being within the range of normal, and
more specific parameters are not identified. However, what falls within the med-
ical norm may be nevertheless suboptimal. Then mediocrity becomes an accept-
able definition of health, and because of this, the optimal conditions of normal
may never be recognized, realized, or individualized.

Health as a Balanced State

The image of health as a balanced state incorporates epidemiology, which pro-
vides an important understanding of the relationships among host, agent, and en-
vironment in explaining health. Fpidemiology 1s the study of patterns of health and
the patterns of disease, disability, and death and other problems in populations of
persons (Leavell & Clark, 1965). In a broad, widely accepted definition, epidemi-
ology is stated to be “the study of the distribution and determinants of health-
related states or events in specified populations and the application of this study
to control of health problems” (Last, 1995, pp. 55-56). A major goal of epi-
demiology is to identify aggregates, or subpopulations, at high risk for disease or
health-threatening conditions. The intent is to identify risk factors that put the ag-
gregate at risk and then to modify or reduce those risks through preventive inter-
ventions. Efforts such as screening, case finding, and health education are geared
toward populations most likely to gain from specific strategies developed for a par-
ticular disease (Gordis, 1996).

In the epidemiologic framework, health is identified along a health-illness-
death continuum. The origins of health and illness are indicative of other
processes that occur before the human being is affected. Key to these processes
are the interactions of conditions in the environment, factors of the agent for dis-
ease, and predisposing genetic forces. “Heredity, social and economic factors, or
physical environment may be creating a disease stimulus long before man and
stimulus begin to interact to produce disease” (Leavell & Clark, 1965, p. 17). The
preliminary interaction of the human host, potential disease agent, and environ-
mental factors in disease production is referred to as the period of prepathogenesis
(that 1s, the period before disease). Prepathogenesis is the period of health. The
balance among the host, potential agent, and environment is reflective of the equi-
librium inherent in the condition of health. It is not until the disease-provoking
stimuli produce changes in the human system that the period of pathogenesis, or dis-
ease, results. The period of prepathogenesis can be thought of as the process in
the environment, whereas the period of pathogenesis is the process in the human
being, or human system.

Disease 1s a state of disequilibrium, or dis-ease, and health is a state of bal-
ance, or equilibrium. Equilibrium is achieved through the interaction of the mul-
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tiple factors and forces that influence and contribute to health. The balance that
1s health 1s reflected in the nature and intensity of these interactions. Physical,
physiological, psychological, social, cultural, spiritual, political, and economic
forces interact and contribute to the unique image of health for each individual,
family, group, and community. Health is a singular condition and a condition of
society as well as a balance of these forces.

Cultural ideologies and traditions also influence the image of health as bal-
ance. For example, the harmony of yin and yang is balance. Yin and yang have
been described as passive and active, feminine and masculine, nurturing and stim-
ulating, and earthly and heavenly. Energy is balanced when these seemingly op-
posite forces work together. Imbalances between yin and yang are believed to be
manifested in the ways internal organs function and can result in disturbances of
vital energy, represented on the body’s acupuncture meridians. Ayurveda, an an-
cient medical system that originated in India, emphasizes the equal importance
of body, mind, and spirit (National Center for Complementary and Alternative
Medicine [NCCAM], 2000). To a practitioner of Ayurveda, imbalances in
doshas—physiological principles, or bodily humors—can lead to specific diseases.
Various foods and emotions are believed to result in imbalances. Furthermore,
the dominant medical system in Europe, from ancient Greek times to contempo-
rary ones, emphasizes “the belief that ill health resulted from an imbalance of the
body’s four humors (blood, phlegm, yellow bile, and black bile)” (NCCAM, p. 8).
“Habits and beliefs of people in a given community are not separate items but
are the elements of a cultural system which determine their response to any dis-
ease. Each culture has its own ways of organizing experiences pertaining to health
and disease” (Singh, 2001, p. 39).

Health as Growth

The foundation of the view that sees health as growth is found in the beliefs of
noted developmental theorists (for example, Dewey, 1963; Piaget, 1963; Elkind,
1981; Erikson, 1963; Duvall, 1985; Havighurst, 1972). This image leads to a fur-
ther view of health as the successful fulfillment of certain tasks appropriate to par-
ticular life stages. Persons are seen as having a capacity for growth that can be
enhanced and supported; this development is seen as an ongoing process that oc-
curs continuously and systematically throughout the life span. Growth is viewed
as progressive. Health is seen as being intimately determined by individual lifestyle
and behavioral choices. Interventions at critical life stages are believed to be the
most effective and to foster optimal growth. Through identification of certain #ran-
sition points, the unique needs, behaviors, and motivations of certain populations
are targeted. In this framework, periods of transition involve restructuring and
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reorganization of both the inner and outer worlds of an individual. Frequently,
these periods arise when there is an unfolding of events in which the status quo is
challenged. Oftentimes this means new opportunities for enhancing growth and
coping (Cowan & Cowan, 2003).

The concept that overall wellness in each life stage involves the achievement
of certain cognitive, physiological, and psychological competencies is integral to
a life-span approach to health as growth. Established norms are used to measure
growth at each stage. Following an established pattern of expected progression
through the stages is viewed as desirable and is anticipated. The movement from
one stage of growth to another is predicated on some of the life skills and tasks
accomplished in an earlier stage. The “failure” to achieve certain developmental
skills during a particular stage may be viewed as impeding growth into the next
stage.

The way the concept of aging is visualized in the framework of a life-span
definition of health demands attention. In its most narrow definition, old age is
delineated as the end stage of life, a time of anticipated decline when dependency
and helplessness are expected outcomes. It is viewed as a time of final goal at-
tainment, thus avoiding any need to establish health challenges for this popula-
tion. From a broader viewpoint, aging is a complex cultural issue and is not
defined merely by biological parameters. Although they may have altered physical
abilities and changing expectations, aging persons retain the capacity for full par-
ticipation in life. Aging in this view is an imprecise term that can be understood as
both a loss and a goal. The process of aging is the process of life. Although older
Americans today are considered healthier, wealthier, and better educated than the
older members of previous generations (Federal Interagency Forum on Aging-
Related Statistics, 2004), disparities exist, particularly among those with limited
education, women, and minorities.

Over the course of the last three decades a body of literature has developed
that is apart from the mainstream, disease-oriented framework and that has begun
to describe the experiences of people who have coped successfully with traumatic
events. Although much remains to be discovered about how people bounce back
from negative events, this literature has explored trauma as an opportunity for
psychological growth, which comes about through the challenge and struggle pre-
sented by the traumatic event itself (Tedeschi & Calhoun, 1995). Posttraumatic
growth 13 variously seen as an outcome and as a process. A variety of terms have
been identified to acknowledge the phenomenon in which growth and change de-
velop and even advance beyond prior levels of adaptation after exposure to un-
desirable or extreme events. These terms include resilience, hardiness, and thriving.

When considering how some individuals, families, and larger social systems
overcome crises and ongoing adversity while others become depleted and shat-
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tered, Walsh (2003) asserts that resilience is the key. From this strengths-oriented
approach, life challenges become opportunities for growth. Resilience research
has moved beyond considering it as a personal psychological trait and now sees it
as a dynamic process (Masten, 1999). Resilience is the capacity to bounce back
from adversity and grow through it as its effects are mitigated by protective and
vulnerability factors (Luthar & Zelazo, 2003).

Hardiness has been described by Kobasa (1979) as a grouping of personality
traits that includes control over life events, a life commitment, and a personal view
of change as challenge. Hardiness is seen as a variable that influences the effects
stress may have on an individual’s physical and mental health. People who are
hardy are perceived as having an increased ability to withstand stress (Low, 1996).

Thriving, which has been derived from resilience research, has been concep-
tualized as a dynamic process of adaptation whereby challenge provides an oppor-
tunity for growth and greater well-being. Thriving goes beyond coping and
homeostasis to become transformative. It involves cognitive changes, a reexami-
nation of self, and an ability to mobilize resources needed to deflect the impact
of a threat or risk (O’Leary & Ickovics, 1995).

When one views health-within-illness (Moch, 1998) an opportunity unfolds to
view illness as a potential growth catalyst. Health promotion efforts may have
negated or ignored these opportunities in the past. However, if health and illness
coexist, then within illness is the possibility of realizing health through a sense of
meaningfulness, self-knowledge, positive change, and redefinition of life events.
Likewise, at the end of life, efforts such as the hospice movement promote health
when assisting individuals and families to find meaning in imminent death and to
live well with terminal illness. “Our ultimate goal as a society and as members of
communities surely is to maximize human development and the achievement of
full human potential” (Hancock, Labonte, & Edwards, 1999, p. 522).

Health as Functionality

In the image of health as functionality, health is seen as the capacity to fulfill crit-
ical life functions. Functional health patterns for individuals include all activities
that influence a person’s relationship with the environment. Physiological functions
include digestion, hydration, sleep, elimination, and circulation. Psychological func-
tioning encompasses behavior, communication, and emotional development. Ful-
fillment of these functions defines a healthy individual. Likewise, families have
functions to fulfill, including the capacity to nurture their members through phys-
ical, emotional, educational, and social support activities. Further, communities
function to provide their members with resources to sustain themselves. A com-
munity is vital when members can meet their needs and in turn participate in the
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community’s further development. At the global level, nations participate in
achieving shared responsibility for mutual health goals for their respective and
collective populations.

Functionality is viewed as the ability to carry out a given task. When the func-
tional capacity of individuals, families, groups, and communities is limited, health
1s altered, and adaptation is necessary to adjust to the environment and fulfill func-
tions. However, adaptation need not be viewed from such a narrow vantage point.
It encompasses not only modification of the individual but also alteration of that
individual’s environment. From this perspective, disability is viewed as a different
ability, one that requires an altered environment so that a person can achieve vital
life functions (that is, the environment is made accessible, available to those with dif-
ferent abilities). Persons with disabling conditions then become equally able.

Rehabilitation, a level of prevention, focuses on recovering remaining capacity
to maintain function. The strengths and capacities of the individual are realized
differently to restore function, even if that function is modified. Recovering the
capability to function as independently as possible enables the person, family,
group, or community to depend less on other forms of support. Returning func-
tion, even if modified, enables social utility and a sense of purpose.

Participation in health activities depends on an individual’s overall health
function skills. Health literacy, for example, 1s a major skill necessary for compre-
hending information directed at improving health (Ratzan, 2001). Health literacy
1s the capacity to obtain, process, and understand basic health information and
services needed to make appropriate health decisions (Ratzan & Parker, 2000).
The National Adult Literacy Survey (NALS) has raised serious concerns about
marginal health literacy skills among many Americans and about these individu-
als’ ability to participate adequately in their health care (Ad Hoc Committee on
Health Literacy for the Council on Scientific Affairs, American Medical Associ-
ation, 1999). It is estimated that nearly half of all American adults, ninety mil-
lion people, have difficulty understanding and acting on health information
(Nielsen-Bohlman, Panzer, & Kindig, 2004). Health literacy therefore affects func-
tional health.

Health as Goodness of Fit

The fit between the person and the surrounding environment is often impercep-
tible, as each is embedded in the other. It becomes impossible to distinguish the
reciprocal relationship in this joining. The image of health as goodness of fit con-
siders the meshing of the determining factors of health. Human biology, envi-
ronment, health care, and lifestyle have been identified as the four major
determinants of human health (Lalonde, 1974). Each of these determinants is
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important; however, special attention is now being given to the influence of indi-
vidual lifestyle on personal health. This focus on lifestyle is inevitable given that
the human life span is increasing, chronic disease has become a greater factor than
communicable disease in morbidity and mortality, and the health care system has
become increasingly focused on costs.

Lifestyle is about choosing. Individuals, families, groups, and communities
choose options that set into motion unique interactions of factors and forces that
have the potential to produce health or illness. Much progress in the overall major
decline in death rates for the leading causes of death among Americans has been
traced to reduction in risk factors. Healthy People 2010 (U.S. Department of Health
and Human Services, 2000) delineates health objectives for improving longevity
and decreasing health disparities in our nation. Despite these advances resulting
from preventive interventions, the United States continues to be burdened by pre-
ventable disease, injury, and disability. Focusing on lifestyle alone, however, rather
than viewing health as an outcome of a multiplicity of determinants, can easily
result in “blaming the victim.” When the complex mix of biological, psychologi-
cal, social, cultural, and political factors is underacknowledged and underesti-
mated, the individual is held solely responsible for risk-taking behaviors and health
outcomes.

Lifestyle is only one of the four major factors that determine health. Lifestyle
1s about choosing, to whatever extent possible. However, certain biological factors,
although modifiable, are largely uncontrollable. In addition, environmental de-
terminants of health are often negotiated at the public policy level, leaving indi-
viduals, families, groups, and communities without a sense of personal control.
Environmental factors such as poverty, racism, and resource allocation challenge
the individual’s potential for health and limit choice. Also, the availability, acces-
sibility, affordability, appropriateness, adequacy, and acceptability of health care
(National Institute of Nursing Research, 1995) can enable or diminish health po-
tential. No one factor alone determines an individual’s health, which is shaped by
the interlocking of these forces. Yet there is opportunity for change to occur at the
point these factors interface.

The environment, a critical determinant of health, cannot be viewed in isola-
tion any more than lifestyle can. The reciprocal relationship between people and
their environment is emphasized in the ecological models of health. Recognition
of the influences of intra- and interpersonal factors, community and organizational
factors, and public policy is viewed as necessary to a full understanding of health-
related behaviors and interventions (McLeroy, Bibeau, Steckler, & Glanz, 1988).

The preparation of public health professionals for addressing the public’s
health (Gebbie, Rosenstock, & Hernandez, 2003) relies on an understanding of
the various determinants of health. The relationships and processes that link these
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forces are best described in an ecological model of health. Individual behav-
1or; social, family, and community networks; living and working conditions; and
broad social, economic, cultural, health, and environmental conditions at all lev-
els of development and over the life span are linked in this model. The fit among
these factors and forces shapes an understanding of the determinants of popula-
tion health.

Health as Wholeness

A holistic image of health is central to healing and complementary health care
delivery. Appreciating wholeness is enhanced by a framework that supports mul-
tiple interactions (Bertalanffy, 1968; Laszlo, 1972). The idea that every aspect of
a human being, family, or community is linked and interacting arises from a sys-
tems theory orientation. A human being is constructed of subsystems that work
together, and he or she is at the same time a subsystem of the family and com-
munity, which also are interacting parts of each other.

Each system is simultaneously a subsystem and a suprasystem. Boundaries
define each system and allow, through their regulation, the flow of inputs and out-
puts that maintain energy and enable growth. In this framework, health can be
viewed as system integrity and unity. Supporting the integrity of the human system
1s the focus for promoting and maintaining health.

Human beings are considered whole (that is, more than and different from the
sum of their parts). “The whole has a unity, organization, and individuality that is
not discoverable by means of the analysis of its parts. In fact, the analysis of the parts
of the organism results in decreased perceptions of the qualities of the whole”
(Blandino, 1969, quoted in Smith, 1983, p. 77). Employing the framework of Maslow
(1968), Smith (1983) considers health to be the complete development of the indi-
vidual’s potential. Smith’s eudaimonistic model focuses on the entirety of the or-
ganism, including the physical, social, aesthetic, and moral-—not just the behavioral
and physiological—aspects. In the eudaimonistic sense, health is wholeness. To be
healthy is a goal toward which the human system strives.

Human systems are no longer viewed in isolation. Individual health is influ-
enced by family health, and one member’s health influences the health of other
family members. Likewise, families are viewed within the contexts of groups, com-
munities, and societies; families contribute to the health indicators of larger
systems. Nations are viewed within the context of world health, contributing to
and being influenced by the whole globe. No longer can health be solely deter-
mined by individual indicators. There is growing evidence that individual health
and community health are interdependent. This awareness is reflected in the cur-
rent understanding of population health. The key elements of population health
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assessment are aggregated health characteristics and disparities among groups;
environmental, social, and economic health determinants; inequalities of oppor-

tunity; and community governance and the degree of distribution of power (Han-
cock, Labonte, & Edwards, 1999).

Health as Well-Being

Health is defined in the Preamble to the Constitution of the World Health Orga-
nization (WHO) (signed in 1946 and ratified in 1948) as follows: “Health is a state
of complete physical, mental, and social well-being, and not merely the absence
of disease or infirmity” (WHO, 1947). Freedom from disease and illness implies
an ideal state among three significant sources of well-being—physical well-being,
mental well-being, and social well-being. Referring to health as a “complete” state
may mean that health requires no improvement and “that anything less than com-
plete well-being is not health” (Buetow & Kerse, 2001, p. 74). Curiously, follow-
ing this line of inquiry may result in the negation of health promotion efforts,
because health cannot be improved. Bok (2004) asserts that defining health as
“complete . . . well-being” may make the term unsuitable for either measuring or
comparing states of health. “Even if someone did achieve such a state of com-
plete health, it would be short-lived; and there would be no chance of finding
members of any group, let alone inhabitants of a society or a region, enjoying
such a felicitous state simultaneously” (p. 7).

Dunn (1961) uses this WHO definition to expand on the idea of figh-level well-
ness, in which the term fealth implies being well not only in the body and mind but
also within the family and community and having a compatible work interest.
“High-level wellness for the individual is defined as an integrated method of func-
tioning which is oriented toward maximizing the potential of which the individual
1s capable. It requires that the individual maintain a continuum of balance and
purposeful direction within the environment where he is functioning” (pp. 4-5).
In effect, health is viewed as balance along a goal-directed continuum within the
context of the environment. The dynamic nature of health is implied as health
potential 1s maximized. In other words, rather than being a complete static state,
health involves maintaining completeness on an ongoing basis. Balance and dy-
namism are combined while a person, family, group, or community moves pur-
posefully toward a goal.

Often what people describe as “feeling healthy” is a subjective sense of well-
being—a subjective interpretation of personal indicators that produce a vague
sense that everything is all right. Although the actual structure of general well-
being is not clearly understood, it is thought to include the following contributors:
emotions, beliefs, temperaments, behaviors, situations, experiences, and health
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(Wheeler, 1991). Well-being is an imprecise term subsuming both subjective and
objective definitions and methods of measurement. It may include self-reports of
satisfaction and dissatisfaction, the presence or absence of a persistent mood level
or transient emotional state, external environmental conditions, and biochemi-
cally related behavior (Kahn & Juster, 2002).

It is known that different individuals experience the sense of well-being in
very different ways. The pursuit of well-being may include no formal definition,
no clear-cut guidelines. However, the individual does know and understand some
means for attaining this state. Perhaps it is not necessary or even possible to have
a precise and objective definition of certain human experiences.

Tor many persons, humor is an important aspect of achieving well-being. In
attempting to comprehend and live through the myriad of life experiences, people
find that perceived reality can be altered through humor and its outward expres-
sions. Humor is understood as a powerful tool, affecting both neurological and
physiological transmissions in the body. It can reduce tension and frustration and
startle a person out of complacency. Laughter and humor are powerful expressions
that add vitality and “joy” (Cousins, 1979) to the experience of health and life.

Health as Transcendence

To view health as transcendence is to see the human potential for growth and de-
velopment as limitless. Any boundaries of mind and body are believed to be self-
imposed. According to this framework, human beings and intervention modalities
are continuously evolving. Health is this process of self-discovery. Understanding
on a cognitive level is not necessary for an intervention to be therapeutic. Some
aspects of healing are experienced and understood by the client and health care
professional at different levels of awareness. Persons are presented with a multi-
tude of choices during their lifetimes. Moving outside personal comfort zones and
stretching beyond these perceived boundaries can promote insecurity. Therefore,
redefining health involves loosening boundaries and undergoing transformation.
Support in this process is desirable and augmenting.

Health is seen as interrelated with the larger universe, integrating emotional
and spiritual factors. The self1s experienced and explored based on a definition
that far transcends its ordinary definition; self becomes a “manifestation or ex-
pression of this much greater ‘something’ that is our deeper origin and destina-
tion” (Lawlis, 1996, p. 5). The process inherent in body-mind-sperit is understood as
a unified whole that has great potential for experiencing, altering, and expressing
health.

The perceived meaning that one attaches to an experience or event is recog-
nized as having an integral connection to one’s overall health experience. These
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perceived meanings affect both one’s choices and the impacts of health interven-
tions. When exploring the relationship between spirituality and health, it is gen-
erally acknowledged that the concept of spirituality lacks an accepted clear
definition and is highly personal and contextualized (Coyle, 2001). However, it is
also recognized that spirituality “motivates, enables, empowers, and provides
hope” (p. 592). Spirituality has further been understood as “one’s inward sense of
something greater than the individual self or the meaning one perceives that tran-
scends the immediate circumstances” (U.S. Office of Alternative Medicine, 1994,
p- 8). It is this sense of meaning and purpose that supports an individual’s ability
to gain some control and mastery over his or her circumstances. A spiritual heal-
ing philosophy of health acknowledges the healing forces of modalities such as
prayer, meditation, and focused thought (Institute of Medicine, 2005).

Health as Empowerment

A strong link between individuals’ or communities’ sense of power and the level of
health they experience has been identified (Robertson & Minkler, 1994; Minkler,
1999). This power has been closely associated with the perceived degree of life
control and mastery. Powerlessness has been identified as a broad-based risk factor
for the development of disease. The empowerment process, as a health promo-
tion intervention strategy, has been correlated with improving the health of pop-
ulations (Wallerstein, 1992). Health professionals must respect and acknowledge
the significance of clients’ right to “name their own experience” as an integral
part of the empowerment process. Without this, the professional risks subjectively
overwhelming or affecting the lives of others by setting up a health agenda “for”
clients that they “must” follow (Labonte, 1994).

Movement toward health evolves from a fully engaged sense of self. Defini-
tion and direction for health come from this strength. Change occurs as individ-
uals and communities, in partnership with the health care professional and others,
work toward the implementation of this personal vision of health.

Empowerment in its fullest meaning is context bound. It extends to include an
awareness of all the forces that individuals, families, groups, and communities face
as they attempt to transform their reality (Airhihenbuwa, 1994). Culture is one of
these forces. Health experiences and choices originate within a cultural perspec-
tive. Cultural values, attitudes, and behaviors are seen as an integral part of a per-
sonal definition of health and disease. The empowerment process is expanded
through actions that focus on improving the health of communities. Targeting
only individual change dilutes the process. “Hence the empowerment process is
maximized when community residents at large become mobilized around health
concerns and initiate collective actions for well-being of the entire community”
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(Braithwaite, Bianchi, & Taylor, 1994, p. 414). Owing to the interrelatedness of
all people, health 1s a universal experience.

The view of health as empowerment includes the belief that individuals pos-
sess numerous and diverse self-care abilities that contribute to determining their
health. Persons require certain self-care skills to feel in control and to direct their own
life course, and community change depends on the ability of the commun-
ity’s members to self-direct. Self-care involves competency, which comes about as
professionals transfer necessary skills and knowledge to individuals and commu-
nities. Much of the provision of health can now be seen as within the grasp of the
consumer.

The ability to control and shape this vision is dependent on a redistribution
of power within the health care system. Power is transferred as the client deter-
mines health actions and as the system of health care becomes accountable for
providing client-focused care. With whom, then, does the responsibility for health
lie? Although there 1s strong support for health promotion approaches stressing
both personal and a broader social responsibility, it is actually the coalescing of
these forces that permits “the creation of healthy public policies and health-
promoting environments, within which individuals are better able to make choices
conducive to health” (Minkler, 1999, p. 135).

Health as a Resource

In a discussion of health within the context of health promotion, the World
Health Organization’s Ottawa Charter broadened the conceptualization of health
to include an understanding of the social, political, and economic determinants
of health. In order to reach a state of health, “an individual or group must be able
to identify and to realize aspirations, to satisfy needs, and to change or cope with
the environment. Health, is therefore, seen as a resource for everyday life, not the
objective of living. Health is a positive concept emphasizing social and personal
resources, as well as physical capacities” (WHO, 1986, p. 1).

The idea of health as a resource for living expands the definition of health
and its determinants to include the context in which health, or nonhealth, is con-
sidered and goes beyond an emphasis on individual lifestyle strategies to achieve
health (Robertson & Minkler, 1994). As a resource for everyday living, health is
not a state or absolute condition but rather the dynamic capability to deal with
life’s challenges and care for oneself. Health is competence; a well of strengths,
some apparent and some unrecognized but all able to be cultivated and actual-
ized. This resource embodies capacities that are usable, untapped, and potential.
An inventory of strengths enables every human system to kindle its resource.
Health is a life force for engaging in an evolving process of development.
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This image of health as a resource for everyday living extends to community,
society, and world proportions. “WHO and other UN-sponsored agencies such as
the United Nations Development Program (UNDP) and the World Bank have rec-
ognized that health is central to human development, not only at the individual
level, but also in terms of global macrosystems and social stability” (Shinn, 1999,
p- 117). The editors of a Pan American Health Organization (PAHO) constitu-
tional study on the right to health care have stated: “Health provides both the
foundation for a just and productive society and the cornerstone of an individ-
ual’s chance to develop his or her full potential. A population that is not healthy
cannot learn, cannot work, cannot develop” (Fuenzalida-Puelma & Connors,
1989, p. xv). Health as a resource therefore integrates social, cultural, and politi-
cal dimensions and includes equity (the right to equal and adequate access to
health); integration of health measures across the continuum from promotion to
prevention to recovery to survivorship; participation (mutual responsibility be-
tween systems and society); and efficiency (appropriate use of available resources)
(adapted from WHO as cited in Shinn, 1999). Personal, community, societal, and
global health are interconnected and inseparable resources.

Summary

There are many ways to envision health. Each frame of reference creates a dif-
ferent image. Images of health influence personal decision making as well as the
establishment of health policies and programs at local, national, and global lev-
els. The health care system, from the smallest unit of service to the entire system,
reflects images of health. Health is dynamic. The possibilities for blending and
exploring new images of health are endless. As health is redefined, people and
communities have greater opportunities to expand its meaning and significance.
Health care professionals protect the entitlement to health.
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CHAPTER TWO

MODELS OF HEALTH PROMOTION

Sherri Sheinfeld Gorin

As discussed in Chapter One, health is an evolving concept. This chapter ex-
plains health promotion within the constraints of several dominant models
in the field (global and national policies; the environmental approaches; the life
course model; and the health attitude, belief, and behavioral change approaches)
and details these models’ implicit approaches to health. The loci of change are at
either the microlevel (individual, family, group) or the macrolevel (societal, com-
munity, population) (Zaltman, Kotler, & Kaufman, 1972). (See Table 2.1.)
Models present a simplified picture of part of the health promotion phe-
nomenon. Several of the models described in this chapter could also be charac-
terized as theories of social relations. In general a theory (1) contains constructs
(that 1s, mental images, such as fealth) that it seeks to explain or account for in some
way; (2) describes relationships, often causal, among constructs; and (3) incorpo-
rates hypothesized relationships between the constructs and observable variables
that can be used to measure the constructs (that is, operationalized constructs) (Judd,
Smith, & Kidder, 1991). Several of these theories, such as that of social cognition,
have been empirically verified and thus strong evidence for their veracity exists.
Other models, even as they are guiding research and intervention development,

The author appreciates the helpful comments of Lawrence W. Green on this chapter.
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TABLE 2.1. HEALTH PROMOTION MODELS AND HEALTH THEMES.

Focus

(Macro
Model Primary Health Theme or Micro)
Global policy All themes but health as the Macro

National policy

Health promotion

Health protection/disease
prevention

Environmental approaches

Social ecology

Social network

Positive psychology
Social marketing
Political economy

Behavioral model of
healthcare utilization

PRECEDE’-PROCEED"
Social responsibility

Life course models
Innovation diffusion theory
Stages of change®©

Health attitude, belief, and
behavioral change approaches

Health belief model
Protection motivation theory

Cognitive-social health
information—processing model

Theory of planned behavior

Prospect theory

Social learning theories
Stimulus response theory

Social cognitive theory¢

antithesis of disease

Health as a balanced state
Health as sense of well-being

Health as the antithesis of disease

Health as goodness of fit
Health as wholeness

Health as goodness of fit
Health as a resource

Health as sense of well-being
Health as sense of well-being
Health as empowerment

Health as a resource

Health as functionality

Health as empowerment

Health as growth
Health as growth

Health as functionality
Health as the antithesis of disease

Health as functionality

Health as functionality

Health as the antithesis of disease

Health as functionality

Health as functionality

Macro/micro

Macro/micro

Macro

Macro/micro

Micro
Macro
Macro

Macro

Macro
Macro

Macro/micro

Micro

Micro
Micro

Micro

Micro

Micro

Micro

Micro
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TABLE 2.1. HEALTH PROMOTION MODELS AND HEALTH THEMES, Cont’d.

Focus
(Macro
Model Primary Health Theme or Micro)
Health promotion matrix Health as sense of well-being Macro/micro
Health as a resource
Spirituality as a construct Health as transcendence Micro
Empowerment and Health as empowerment Macro

community capacity building

Health as a resource

*PRECEDE: predisposing, reinforcing, and enabling constructs in ecosystem diagnosis and evaluation.

®PROCEED: policy, regulating or resourcing, and organizing for (I) health education, media, and advo-
cacy; and (Il) policy, regulation, resources, and organization; and (lll) educational and environmental
development and evaluation.

‘Also considered part of the transtheoretical model.

°Also considered part of the transtheoretical and health belief models.

are at the same time undergoing verification and modification, through ap-
proaches similar to those outlined in the last part of this chapter.

Global Policy

Global health policy is often based on the World Health Organization’s definition
of health, which is currently the broadest, most inclusive definition of health and
is designed for citizens of the world: “Health is a state of complete physical, men-
tal, and social well-being, and not merely the absence of disease or infirmity”
(WHO, 1946, p. 100).

In 1978, at Alma-Ata, Kazakhstan, representatives of nations throughout the
world expressed the need for nations to develop access to primary health care that
would enable their citizens to lead socially and economically productive lives. This
meeting was followed by one in 1988 in Riga, Latvia, to identify the remaining
gaps in health care, particularly for infants, children, and women of childbearing
age. Strategies to achieve health for all persons by the year 2000 were drafted.
They called for (1) empowering persons by providing information and decision-
making opportunities, (2) strengthening local systems of primary health care,
(3) improving education and training programs in health promotion and preven-
tion for health care professionals, (4) applying science and technology to critical
health problems, (5) using new approaches to health problems that have resisted
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solution, (6) providing special assistance to the least-developed countries, and (7)
establishing a process for examination of the long-term challenges that must be
addressed beyond the year 2000 in achieving health for all (World Health Orga-
nization [WHO], 1988). To implement the aim of the first conference and to de-
velop the strategies of the second, WHO (1984) adopted the following five
principles of health promotion:

1. Health promotion includes the population as a whole in the context of individ-
uals’ everyday lives, rather than focusing on persons at risk for specific diseases.

2. Health promotion is directed toward action on the causes or determinants
of health.

3. Health promotion combines diverse but complementary methods or ap-
proaches, including communication, education, legislation, fiscal measures,
organizational change, community development, and spontaneous local
activities against health hazards.

4. Health promotion is particularly aimed at effective and concrete public
participation.

5. While health promotion is basically an activity in the health and social fields and
not a medical service, health care professionals—particularly in primary health
care—have an important role in nurturing and enabling health promotion.

The WHO definition of health promotion offers a multidimensional charac-
terization of health and incorporates a multitude of strategies, including individ-
ual and community change and legislation, under its rubric. The WHO definition
assumes a person does not have sole control over his or her health. It does, how-
ever, allow people to take responsibility for their choices within a context of con-
comitant social responsibility for health. Further, on the philosophical level it
implies that health is a means to an end—a resource—and an instrumental value,
or good, for what it brings. Health, like power, is a resource differentially distrib-
uted in society (Gutiérrez, 1990). In the global policy model, health is not a good
in and of itself or a value in its own right but a resource for living. Multisectoral
cooperation—among public health, transportation, social welfare, and other sys-
tems—is necessary to the equitable distribution of health resources.

National Policy

It is estimated that in the United States unhealthy lifestyles are responsible for 54
percent of the years of life lost before the age of sixty-five years, environmental
factors are responsible for 22 percent, and heredity for 16 percent (McGinnis &
Foege, 1994). Thirty-three percent of all U.S. deaths can be attributed to three
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behaviors: tobacco use, physical inactivity, and poor eating habits (Mensah, 2005).
Population-wide approaches to reduce the effects of behavioral and environmental
factors, such as tobacco use, poor diet, inactivity, unsafe sexual behavior, micro-
bial agent use, firearm use, drug and alcohol use, toxic agents, and motor vehi-
cles, could decrease the 70 percent of early deaths for which these factors account
(McGinnis & Foege, 1994).

Attention to influential scientific articles regarding environmental and be-
havioral health dangers and the federal interest in cost reduction of health care
expenses led to the development of the Healthy People 2010 document by the U.S.
Department of Health and Human Services (2000). This monograph is the most
recent of several national initiatives to develop health objectives for the country,
and it has spawned a number of similar state initiatives. Details of the plan are
found in Chapter Three; in general it provides a plan of action for the nation’s
health, with two major goals: to increase quality and years of healthy life and to
eliminate health disparities. This document, like its predecessors, mixes both a
health promotion and a disease prevention approach, although the implementa-
tion of many of the aims of Healthy People 2010 acknowledges the ecology of
health promotion. Individuals, groups, organizations, and policymakers are con-
sidered active agents in shaping health practices and policies to optimize both in-
dividual wellness and collective well-being, For example, through Steps to a Healthier
US (2005), funds were granted to the Cherokee nation to implement a statewide
anti-tobacco abuse media effort, including instituting smoking bans and restric-
tions in schools and expanding the availability of smoking cessation programs to
two local industries.

Health Promotion

The health promotion strategies developed in the Healthy People documents are
related to individual lifestyle—personal choices made in a social context—that
can have a powerful influence over one’s health prospects. These strategies target
1ssues such as physical activity; nutrition; sexuality; tobacco, alcohol, and other
drug use; oral health; mental health and mental disorders; and violent and abu-
sive behavior. Educational and community-based programs can address lifestyle
choices in a cross-cutting fashion.

Health Protection

The health protection strategies set out in these documents are related to envi-
ronmental or regulatory measures that confer protection on large population
groups. These strategies address issues such as unintentional injuries, occupational
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safety and health, environmental health, food and drug safety, and fluoridation of
water for oral health. Interventions applied to address these issues generally are
not exclusively protective—they may provide a substantial health promotion ele-
ment as well—and the principal approaches involve a community-wide, rather
than individual, focus.

Disease Prevention

The disease prevention model in these documents focuses on the avoidance of 1ill-
ness and agents of illness as well as the identification and minimization of risk.
This approach is found throughout the health promotion literature, most partic-
ularly in the work of the U.S. Preventive Services Task Force (USPSTT), as dis-
cussed further in Chapter Three. Epidemiologic data are the foundation for the
development of this model. Epidemiology focuses on how diseases originate and
spread in populations (Lilienfeld, 1976).

In a preventive approach the natural history of the disease at issue 1s exam-
ined to identify the interrelationship between the outside etiologic, or causal,
agents and the biological response of the host and to determine the effects of en-
vironmental, social, and physical factors; community patterns of medical care;
and the social and intellectual response of the host (Leavell & Clark, 1953). The
target of the preventive intervention is selected based on the prevalence (propor-
tion of the population affected) and the incidence (number of new cases per year)
of the condition. In the USPSTT’s work the target conditions selected are rela-
tively common in the United States and are of major clinical significance. The
natural history of a disease may depend on environmental conditions, like the
prevalence of asthma in areas of high air pollution compared to areas of low air
pollution. Similarly, the natural history of a disease may show variations related
to sociodemographic characteristics of the affected individuals, such as their race
or ethnicity, or the health service characteristics of their communities, such as ac-
cess to care (Hutchison, 1969).

The traditional triad of primary, secondary, and tertiary prevention is often
used to distinguish approaches. Primary preventive measures are those provided
to individuals to prevent the onset of a targeted condition (for example, routine
immunization of healthy children). Secondary preventive measures identify and
treat asymptomatic persons who have already developed risk factors or preclini-
cal disease but in whom the condition has not become clinically apparent (for ex-
ample, screening for high blood pressure). Tertiary preventive measures are those
directed toward persons as part of the treatment and management of their clin-
ical and chronic diseases (for example, cholesterol reduction in clients with coro-
nary heart disease or insulin therapy to prevent the complications of diabetes
mellitus) (USPSTE, 1996).
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Risk Assessment

In the disease prevention orientation, individuals and groups are characterized by
their absolute, relative, or attributable risk for various diseases and disorders. Ac-
cording to the Royal Society (1983), “Risk is the probability that a particular ad-
verse event occurs during a stated period of time, or results from a particular
challenge.” In the field of epidemiology, absolute risk measures the magnitude of the
mncidence of disease in a population, relative risk measures the strength of an associ-
ation between a risk and a disease (for example, between smoking and lung cancer),
and attributable risk 1s a measure of how much of the disease risk (for example, risk
for coronary heart disease) is attributable to a particular exposure (for example,
smoking) (Gordis, 2000). The population attributable fraction (PAF) refers to the fraction
of disease cases (or deaths) in a population that is associated with an exposure (for
example, obesity), generally by age groups. These metrics are generally less mean-
ingful at the level of the individual than they are for populations (Goodman, 2005).

A critical clinical 1ssue for health care professionals is how to portray risk of
disease to a client. As posited by the health belief model (to be discussed later in
this chapter), whether individuals respond to a health threat depends in part on
how large they perceive their personal risk to be. Even though the definition of
risk denotes that the risk taker’s behavior is harmful, the real or perceived bene-
fits of smoking, eating, and drinking may be seen differently by the person en-
gaging in the activity and by an outsider. As discussed in Chapter Three, typical
presentations of health risks (for example, in the news) may do little to inform
these perceptions (Woloshin, Schwartz, & Welch, 2002). Generally, health care
professionals and clients are poorly prepared for discussions of health risks
(Schwartz, Woloshin, & Welch, 1999; Fong, Rempel, & Hall, 1999; Woloshin,
Schwartz, & Welch, 2002; Lipkus & Hollands, 1999).

Three characteristics are important in the discussion of risk: (1) clarity (the dis-
cussion should answer these questions: What is the risk? What are the numbers?
What is the time period? and, How dangerous is the disease?); (2) context (the dis-
cussion should present comparisons, looking at the risk in terms of the risk for an
average person of similar diseases, of leading causes of death, and of all-cause
mortality); and (3) acknowledgment of uncertainty (the discussion should address
whether the risk factor changes the client’s overall risk or causes disease and the
precision of this risk estimate). A recent review has identified practical guidelines
for the visual presentation of risk, including the use of a risk ladder (Lipkus &
Hollands, 1999).

The discussion of risk should take place in the context of imformed decision mak-
ing (or IDM); shared decision making occurs when the client and the health care
professional together discuss the risks and benefits of a proposed decision. In-
formed decision making occurs when an individual understands the disease or
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condition being addressed and also comprehends what the clinical service involves,
including its benefits, risks, limitations, alternatives, and uncertainties. In IDM the
client has considered his or her own preferences, believes that he or she has par-
ticipated in decision making at a level that he or she desires, and makes a decision
consistent with those preferences (Sheridan, Harris, & Woolf, 2004). Numerous
decision aids are available to assist with IDM (for a review see O’Connor et al.,
2004; also see Llewellyn-Thomas, 1995; BayesMendel Lab, 2004 [for a breast
cancer diagnostic tool]; Harvard Center for Cancer Prevention, Harvard School
of Public Health, 2004 [for a disease risk tool]).

Example of a Large Community Risk Prevention Program

The Framingham Heart Study, begun in 1948 in the town of Iramingham, Mass-
achusetts, and funded by the National Heart, Lung, and Blood Institute (NHLBI),
1s an exemplary epidemiologic study with ramifications for community-based risk
modification. The data derived from study of the original cohort of 5,209 healthy
residents between thirty and sixty years of age, 5,124 of their children and
spouses, and 500 members of the Framingham minority community have been
used to develop approaches to reduce heart disease, stroke, dementia, osteoporo-
sis, arthritis, diabetes, eye disease, and cancer and to understand the genetic pat-
terns of many common diseases (NHLBI, 2005).

Differences Among the Health Promotion,
Health Protection, and Disease Prevention Concepts

The critical difference among these concepts lies in the underlying motivation
they offer for a particular behavior on the part of individuals and populations
(Pender, 2006). Health promotion encourages well-being and is oriented toward
the actualizing of human potential and thus is positive in valence, or attractive to
the client. Health protection, however, is directed toward a desire to actively avoid
illness, to detect it early, or to maintain function within the constraints of illness,
and holds a negative valence. Disease prevention is similar to health protection in
that one is taking action to thwart the disease process by finding ways to modify
the environment, behavior, and bodily defenses so that disease processes are elim-
inated, slowed, or changed (Parse, 1987).

Environmental Approaches

The ecological model focuses specifically on the components of health-promotive
environments. Within this context, some national policies, such as those estab-
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lishing acceptable levels of air quality, may highlight the role of the environment
in optimizing states of well-being; further, policies may emphasize the connection
between well-being and one’s social and physical milieu (Stokols, 1992).

In the environmental approaches, healthfulness is seen as a multifaceted phe-
nomenon incorporating physical health, emotional well-being, and social cohe-
sion. Health may result from concurrent interventions in transactions between
persons and environments over time (Stokols, 1992) and reflects the outcomes of
joint approaches at multiple levels.

Social Ecology Model

Ecology pertains to the interrelationships between organisms and their environ-
ments (Hawley, 1950). The social ecology approach is grounded in a contextual
view of human health and well-being (Moos, 1979). It attends to the social, insti-
tutional, and cultural contexts of person-environment relations. The model as-
sumes that the healthfulness of a situation and the well-being of its participants
are influenced by multiple aspects of the environment—both physical (geography,
architecture, and technology) and social (culture, economics, and politics—or the
“social determinants of health”; Green & Kreuter, 2005). Characteristics of the
environment interact with features of the individual such as genetic heritage, psy-
chological predispositions, and behavioral patterns; health is a result of that in-
terplay. Environments may vary, for example, in their lighting, temperature, noise
levels, and space arrangements; these are seen both as objective characteristics
and as factors that can be perceived differently by each person (or subjective char-
acteristics). The meshing of a unique environment and a particular person is
unique.

The social ecology model incorporates components of systems theory, such as
the dynamic states of interdependence, homeostasis, negative feedback, and de-
rivation amplification (Cannon, 1932; Emery & Trist, 1972; Katz & Kahn, 1966;
Maruyama, 1963). Person-environment interactions move through cycles of mu-
tual influence, where each affects the other. The varied levels of human environ-
ments, such as worksites, are seen as complex systems in which each level is nested
in more complex and distant levels. For example, the occupational health and safety
of community work settings is directly influenced by state and local ordinances
aimed at protecting public health and environmental quality (Stokols, 1992).

Environments differ in their relative scale and complexity, and the partici-
pants in these contexts may be studied as individuals, small groups, organizations,
and populations. Interventions may be strengthened by the coordination of indi-
viduals and groups acting in different environments, such as corporate managers
who shape organizational health policies alongside diverse teams of workers or
health msurance companies (Green & Kreuter, 1991, 1999; Pelletier, 1984; Winett,
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King, & Altman, 1989). Iurther, individuals’ physical and emotional well-being
1s enhanced when environments are personally controllable and predictable
(Karasek & Theorell, 1990). Environments that are fo predictable and control-
lable, however, constrain opportunities for coping effectively with novel situations,
thus impeding growth (Aldwin & Stokols, 1988).

The social ecology model recognizes the oftentimes contradictory influences
of environments and persons. For example, a socially supportive family or orga-
nization may enable individuals to cope more effectively with physical constraints
(for example, overcrowding, drab surroundings). A well-designed physical envi-
ronment may not, however, spur much health promotion if interpersonal or in-
tergroup relations result in conflict and stress.

Research deriving from social ecology models focuses on characteristics of an
environment and differentiates health outcomes in terms of their severity, dura-
tion, and overall importance to individuals functioning in that setting. Research
designed to optimize or enhance environmental quality and human well-being is
central to these approaches.

Social Network Approach

The social network approach is consonant with the core concepts of the social ecol-
ogy model (Eng, 1993; Sheinfeld Gorin, 1997; Gotay & Wilson, 1998). Within the
context of nested systems—families, peer groups, organizations, and larger com-
munities—the individual creates a network of unique relationships within which
he or she exchanges with others emotional (for example, esteem, trust), appraisal
(for example, affirmation, social comparison), informational (for example, advice,
directives), and instrumental support (for example, money, time) (House, Landis,
& Umberson, 1988; House & Kahn, 1985). These support sources form the most
salient norms and values to which the individual responds and also form critical
information convoys, subsequently influencing an individual’s healthy behaviors.
Health care professionals may also influence health promotion, particularly screen-
ing and risk assessment decisions and behaviors; their behaviors are similarly in-
fluenced by the social norms of their referent group, particularly other influential
providers (Fox, Murata, & Stein, 1991; Lane & Brug, 1990; Ashford et al., 2000;
Mandelblatt & Yabroff, 1999).

The influence of social support on health is well established (Cohen & Syme,
1985; Stroebe & Stroebe, 1996); social support is linked to lower mortality (Berk-
man, 1985), greater resistance to communicable diseases (Cohen, 1988), lower
prevalence and incidence of coronary heart disease (Seeman & Syme, 1987), and
faster recovery from heart disease and heart surgery (Ruberman, Weinblatt, Gold-
berg, & Chaudhary, 1984). In general, individuals who have minimal psychoso-
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cial resources appear to be more prone to illness and mood disturbances when
faced with increased stress levels than do individuals with considerable social sup-
port (DeLongis, Folkman, & Lazarus, 1988).

There are two ways in which social support is posited to affect health (Cohen
& Syme, 1985; Cohen & Wills, 1985; Stroebe & Stroebe, 1996). The buffering hy-
pothesis argues that people benefit from social support only when they experi-
ence a stressful life event; the support leads them to experience a lesser degree of
stress in the face of a challenging situation. The direct ¢ffect hypothesis argues that
social relationships promote health and well-being regardless of the individual’s
stress level; the support allows the individual to feel secure in the knowledge that
help will be provided when and if necessary or it keeps him or her from feeling
lonely.

Social support is linked with the hedonic elements of positive psychology.
Through the stability, predictability, and control that it provides, social support
leads people to feel positively about themselves and their environment. These feel-
ings, in turn, motivate people to want to take care of themselves, interact more
positively with others, and demonstrate resilience in times of stress. Further, com-
pared with those who are dour, individuals who are happy find it easier to develop
a rich network of social support.

Although the preponderance of the evidence suggests that social networks
positively influence health-promoting behaviors, among some population sub-
groups social norms may discourage these behaviors (Sheinfeld Gorin, 1997). For
example, African American women may have social networks that are fearful of
orthodox medical care and thus not able to encourage them to engage in health
protective activities such as breast cancer screening (Burg & Seeman, 1994). Or,
as individuals receive information about unpleasant aspects of cancer screening—
pain, for example—from their friends and family members, they may reappraise
their screening intentions (Honda & Sheinfeld Gorin, 2005).

Positive Psychology Perspective

The study of the relationship between valued subjective experiences such as con-
tentment and satisfaction (in the past), hope and optimism (for the future), and
flow and happiness (in the present), as well as civic virtues at the group level—the
elements of a meaningful life—is called positive psychology (Seligman & Csikszent-
mihalyi, 2000, p. 6). The primary building block of positive psychology is the he-
donic quality of current experience (Kahneman, 1999, p. 6), that which makes
one moment “better” than another.

Positive emotion has been most fully studied in relation to physical health

(Salovey, Rothman, Detweiler, & Steward, 2000; Taylor, Kemeny, Reed, Bower, &
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Gruenewald, 2000), although the buffering function of resilience has been the
focus of mental health prevention research (Masten, 2001). Taylor et al.’s work
(2000) suggests that, although it is generally assumed that it is healthy to be rig-
orously objective about one’s situation (Peterson, 2000; Schwartz, 2000; Vaillant,
2000), unrealistically optimistic beliefs about the future can protect people from
illness, such as AIDS. The positive effects of optimism are mediated at the cog-
nitive level, with optimistic individuals more likely than others to practice habits
that enhance health and enlist social support.

In the face of life-threatening illnesses, positive illusions may be adaptive in
part because they help people to find meaning in the experience (Taylor, 1983).
TFurther, people who are optimistic and hopeful are actually more likely than oth-
ers to provide themselves with unfavorable information about their disease,
thereby preparing themselves to face up to diagnostic, treatment, and curative re-
alities (even though their positive outcome estimates may be inflated). It is also
possible that positive affective states, like happiness, may have a direct physiolog-
ical effect that retards the course of illness (Seligman & Csikszentmihalyi, 2000;
Salovey et al., 2000).

Many of the empirical studies derived from this approach offer considerable
promise for the practice of health promotion; yet a number of conceptual and
methodological challenges to the development of knowledge in this field remain.
Perhaps the most important near-term contribution of this approach is the recog-
nition that the health care professional can inspire hope in others. The health care
professional’s positive expectations (even when administering a placebo, a phar-
macologically inert substance that yields symptom relief in about 35 percent of
all patients; Hafen, Karren, Frandsen, & Smith, 1996) can have a concrete im-
pact on the health of the client (Salovey et al., 2000).

Social Marketing Model

Social marketing is a framework frequently used in designing, targeting, refining,
and implementing health promotion programs (Kotler & Roberto, 1989; Manoff,
1985). It adapts the approach used in commercial marketing to the arena of
health behavior. The marketing framework revolves around four P’s: product,
price, place, and promotion. The product is generally the program (for example,
weight reduction) and any attitudes, beliefs, ideas, additional behaviors, and prac-
tices connected with the program or the behavior (for example, health as a value).
Price refers to any psychological or social effort, opportunity, or monetary cost as-
sociated with the adoption and use of the product. Place is the distribution point
for the product (for example, an HMO). Promotion refers to the means of inform-
ing a target audience about the product and persuading them to use it (for ex-
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ample, videos, brochures, and television spots). A fifth variable is positioning, which
refers to the unique niche occupied by the product (for example, a weight reduc-
tion program for seniors). Finally, a sixth variable, politics, describes the social and
economic context (for example, the reimbursement policies for weight control
counseling) that can facilitate or hinder the marketing process.

Political Economy Approach

The assumption of the political economy model is that the activities of organi-
zations (as well as communities, groups, families, and individuals) are accounted
for by the political context (a structure of rule) and economic system (an orga-
nized means for producing and exchanging goods and services) in which they are
embedded (Sheinfeld Gorin & Weirich, 1995). Fundamental to the relationships
between organizations and their contexts is an exchange of resources, such as
money, persons, information, space, and social legitimacy (or reputation). These
exchanges create a set of political and economic interdependencies both within
the organization (among staff and workgroups) and within its context (its funders,
regulators, accreditors, and clients). An organization tends to be influenced by
those who hold the political and economic resources the organization needs. Thus
the organization attempts to satisfy the demands of a given outside (or inside)
group when that group holds a resource critical to organizational survival or has
discretion over organizational use of the resource and when few alternative
sources of that resource exist. For example, major accrediting organizations such
as the Joint Commission on Accreditation of Healthcare Organizations (JCAHO)
can demand significant changes in an organization by withholding a desired recog-
nition or their “stamp of approval” (see Chapter Three).

Behavioral Model of Health Care Utilization

The behavioral model of utilization, developed by Andersen and Aday (1978), is
frequently used to analyze the factors associated with patient use of health care ser-
vices, to develop policies and programs to encourage appropriate use of services,
and to promote cost-effective care (Aday, 1993). This model has been quite influ-
ential as a conceptual base for the burgeoning field of health services research. It
suggests that health care use patterns at the individual level are influenced by pre-
disposing, enabling, and need-related factors as well as environmental conditions.
Individuals are predisposed to use health care services by their genetic in-
heritance, sociodemographic factors such as age, social structure elements such
as race or ethnicity, educational attainment, and knowledge of, beliefs about, or
attitudes toward the use of health care. Factors that may enable or impede use
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of health care services include family income, health insurance coverage, a
regular source of care, and travel and waiting times; at the community level they
include the location, size, and number of providers or health care facilities, as
well as provider characteristics such as gender and age (Phillips, Morrison,
Andersen, & Aday, 1998). The individual’s need for care may be influenced by
both perceived and evaluated illness (for example, both self-rated health status
and diagnosis).

Environmental variables such as health care delivery system characteristics,
factors external to that system, and community-level enabling factors influence
the individual’s predisposing, enabling, and need factors (Andersen & Newman,
1973). Health care delivery system characteristics include policies, resources, or-
ganization, and financial arrangements influencing the accessibility, availability,
and acceptability of medical care services (such as physician supply); these char-
acteristics also reflect the economic climate, relative wealth, politics, level of stress
and violence, and prevailing norms of the community.

PRECEDE-PROCEED Model

The PRECEDE-PROCEED model, developed by Lawrence Green (1974), was
originally intended to influence the planning of health education programs. Over
the past thirty years (and over 950 references to its use), the model has been ex-
panded to include policy, regulatory, and organizational constructs in educational
and environmental development that are generally regarded as central to the field
of health promotion. The model secks to address the question: “How do we best
promote change in a powerful, coherent way?” (Best et al., 2003).

Health promotion planning proceeds in phases (Green & Kreuter, 1991,
2005), is ecological in orientation, and participatory in implementation. From the
start, the health promotion plan is designed to follow a sequence of steps that are
aligned with a logic model of causes and effects. In Phase I, the health care pro-
fessional conducts a social assessment of the quality of life experienced by those
whom the program might affect. For example, a program might focus on general
social problems of concern to individuals or communities, such as alienation (so-
cial detachment or separation) among adolescents. The professional then evalu-
ates specific health problems that appear to be contributing to the social problems
(for example, the incidence of substance abuse among adolescents). In Phase II
of the model, epidemiological, behavioral, and environmental assessment, spe-
cific behaviors that appear to be linked with the health problems are identified
(for example, the frequency and duration of use of several kinds of drugs and al-
cohol). Both (qualitative) community self-study, using, for example, focus groups
(Basch, 1987), and current, valid and reliable local epidemiologic data inform this
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step. (For detailed descriptions of common epidemiologic measures, see Gordis,
2000; Green & Kreuter, 2003, p. 90, also provide a simple comparison of these
measures for planning purposes.)

As in the behavioral model of health care utilization, in the PRECEDE-
PROCEED model, at Phase III, educational and ecological assessment, the health
care professional identifies predisposing and enabling factors. In addition, in the
PRECEDE-PROCEED model, because the focus is on those determinants of be-
havior over which educational and organizational strategy and policy could have
a direct influence, need is replaced with remforcing factors, and sociodemographic
characteristics (such as gender) are removed from the predisposing influences on
behavior (in this example, substance abuse). Predisposing factors that affect an in-
dividual’s willingness to change include knowledge, attitudes, values, and percep-
tions, such as those identified previously and those discussed in relation to the
health belief model later in this chapter. Enabling factors that may facilitate or
present obstacles to change include the availability and accessibility of skills, re-
sources, and barriers that help or hinder the desired behavior; the PRECEDE
framework puts particular emphasis on barriers created by social forces or sys-
tems, such as insurance coverage, health care professional practices, and the lo-
cation of or access to treatment resources. Reinforcing factors refer to rewards
and feedback that are given to persons adopting and continuing a certain behav-
1or. Reinforcements could include social support, advice, and feedback by health
care providers, as well as images provided by the mass media. Proximal behav-
1ors, or those that influence one’s own or immediate others’ health, are targets for
change, as well as more distal policy or organizational change (Green & Kreuter,
2005).

In Phase I'V, administrative and policy assessment and intervention alignment,
the budgetary, personnel, and other resources; policies; abilities; and time neces-
sary to make the program a reality are inventoried and examined. In this exam-
ple, the health planner might link community members with funding sources to
establish a school-based brief treatment center. In Phase V, a program to combat
the problem is developed and implemented. While “evaluation is an integral and
continuous part of planning that is separably tied to measurable objectives gen-
erated from the beginning of the first steps of the process” (Green & Kreuter,
2005, p. 16) at Phase VI, formal process evaluation is conducted, followed by im-
pact and outcome evaluation in Phases VII and VIII. In this example the pro-
gram is evaluated (for example, by clients and community members, who are
provided with technical assistance from a university) as an integral and continu-
ing part of program planning; both the short-term program or community and
any longer-term societal effects are delineated (cf. Fawcet et al., 1995; Green &

Kreuter, 1991, 2005).
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Social Responsibility Model

The social responsibility model, so named because of the primacy attached to the
value of government intervention on behalf of health and the model’s focus on
health as an end rather than as a means, is best expressed in the work of several
British commissions (for example, the Black Report and the Acheson Report) and
in the writings of Downie, Fyfe, and Tannahill (1990). The definition of health
promotion in this model is expansive and assumes that health is a value to be pur-
sued in its own right.

At the microlevel, these reports and writings argue, individuals have a moral
duty to do what they can to improve their own health. Well-being is a value of its
own; positive pleasures accrue to the healthy. At the macrolevel, they contend,
health is a value that governments should promote and that access to health is a
fundamental right that government must implement. Their approach has influ-
enced recent WHO initiatives that view health as a multisectoral responsibility.

Life Course Models

Two general models are based on the concept of change over time: innovation
diffusion and the stages of change. Life course is an appropriate metaphor for the
patterns of change experienced by an individual, family, group, community, or
populations over time. Transitions are met by social and cultural constructions
around the meaning of health that change from one stage of life to another. For
example, parenthood may be seen as a time when individuals reflect on “having
no time” to keep healthy or physically fit (Backett & Davison, 1993, p. 635).

Demographics are also key to life course models. The relative proportions of
the various groups in society can have enormous effects on societal definitions of
health promotion and the value placed on them. This is evident in the demo-
graphic transitions developed nations are experiencing as a result of increases in
the numbers of elderly individuals and in their proportion relative to other mem-
bers of the population.

Health is a dynamic process that reflects cumulative experience and expres-
sion of genes over the life course (Susser & Terry, 2003). The framework high-
lights the influence of genetic, biological, behavioral, social, and economic
contexts on development over the life span of individuals and populations, as well
as intergenerational associations (Best et al., 2003; Halfon & Hochstein, 2002; In-
stitute of Medicine, 2001; Ben-Shlomo & Kuh, 2002).

Four life course concepts hold particular promise for understanding health
promotion. First, embedding, the process by which experiences are programmed
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into the structure and functioning of biological and behavioral systems (Hertz-
man, 1999; Best et al., 2003), suggests that there are critical and sensitive times to
influence change. Critical times are those periods in development when changes
are wholly or partially irreversible (for example, limb development in relation to
maternal thalidomide use; Lynch & Davey Smith, 2003). Sensitive periods are also
times of rapid change but there is more scope to modify or even reverse the
changes outside of the temporal window (Ben-Shlomo & Kuh, 2002). For exam-
ple, if exposure to human papillomavirus (HPV) through sexual intercourse oc-
curs at an earlier rather than later age, the risk of infection leading to cervical
cancer is increased (Munoz et al., 2003; Schiffman & Brinton, 1995).

Second, change over time is influenced by the net effect of risks and protec-
tive factors. Third, many early influences yield health outcomes later in life. The
importance of early intervention on lifetime health has long been an axiom for stu-
dents of human development. Fourth, it is important to examine changes over the
life span rather than the short term (Best et al., 2003). In an example of these three
points, historical cohort studies have found that through the influence of adverse
maternal environments (malnutrition; stress; exposure to tobacco, drugs, and al-
cohol) birth weight, placenta size, and weight gain in the first years of life are as-
sociated with cardiovascular disease and other chronic diseases such as diabetes
and hypertension in the fifth and sixth decades of life (Barker, 1998; Martyn,
Barker, & Osmond, 1996; Rich-Edwards et al., 1997). Cholesterol, blood pressure,
and overweight measured at young ages track, although imperfectly, into adult-
hood (Bao, Threefoot, Srinivasan, & Berenson, 1995; Kvaavik, Tell, & Klepp, 2003;
Lauer & Clarke, 1990; Mahoney, Lauer, Lee, & Clarke, 1991), increasing risks for
coronary heart disease, stroke, and type 2 diabetes. The age at smoking cessation
1s key to reducing risk for coronary heart disease, chronic obstructive pulmonary
disease, and many cancers (detailed in Chapter Nine); risk declines fairly rapidly
after cessation (Doll, Peto, Borecham, & Sutherland, 2004; Kawachi et al., 1994;
Peto et al., 2000; Wannamethee, Shaper, Whincup, & Walker, 1995). More broadly,
Keating and Hertzman (1999) speculate that the fundamental processes, such as
neural sculpting, that affect brain and behavioral development interact with the
growing chaos in the lives of children and adolescents with long-term effects on
human capital and thus the wealth of nations. In short, this approach suggests that
health represents the outcome of a trajectory of development over the life course.

Innovation Diffusion Theory

The innovation diffusion theory addresses the contexts within which innovations
are adopted and used. Innovations—defined as new and qualitatively different ideas
over time—require some conceptual reorientation among participants (Delbecq,
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1978). Innovation adoption and use are influenced by three major factors: (1) the
innovation itself, (2) the environment, and (3) the client system. For example, some
clients may feel that the PACE exercise program described in Chapter Six is an
mnovation. The characteristics of the innovation itself (for example, its triability,
relative advantage, observability, initial fit with the client’s needs, ability to be rein-
vented to match or be adapted to changing needs, and simplicity) may affect its
adoption and use. These characteristics emphasize the importance of tailoring an
innovation’s attributes to achieve its objectives.

According to innovation diffusion theory, one health care environment may
differ from another in its affluence, complexity, rate of change, extent of conflict,
and degree of cooperation—all of which influence the adoption and use of new
ideas and programs (for example, local political support encourages the adoption
of and use of health promotion programs, such as PACE). Finally, the client sys-
tem itself (for example, the HMO within which the PACE program operates) may
differ from that of other primary care settings in affluence; governance; structure;
age; size; complexity; mission; degree of vulnerability; orientation toward, sup-
port of, and rate of change; cooperativeness; power; and extent of control over
its members. These too affect the extent of adoption and use of innovations
(Sheinfeld Gorin & Weirich, 1995).

When new, a health promotion program may move through the stages of
adoption (from evaluation of the idea to initiation of the program to implemen-
tation and finally to routine use). Similarly, the use of a program may increase as
the program continues (or decrease as it fails) to influence understanding among
clients. Furthermore, persons exposed to a health promotion program may be
classified, on the basis of their innovativeness, as innovators, early adopters, early
majority, late majority, or late adopters. In community-based health promotion
programs, new ideas, which are often first reported by the mass media, are medi-
ated and modified through opinion leaders, who are often early adopters. The
majority of persons are then influenced through interpersonal contact with opin-
ion leaders, who are seen as credible sources of information. Collaboration among
these leaders assists in both interpreting the needs of communities exposed to
health promotion programs and encouraging the adoption of new ideas (Rogers,
1983). These leaders encourage adoption by eventually persuading the majority
of persons, which may occur earlier or later in the process of adoption.

The introduction of new behaviors that diffuse through a client system is
achieved by both mass and interpersonal communication. The success of mass
communication depends on five factors: the credibility of the source, the content
and design of the message, the delivery channel, the target audience, and the tar-
get behavior (McGuire, 1981). Persuasion refers to any type of social influence. For
persuasion to take place, a message must be conveyed, the person(s) must receive
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and comprehend the message and be convinced by it, the message must be re-
tained, and there must be behavioral manifestations that change has taken place.
The aim of persuasion is to introduce inconsistency in two related beliefs; that,
according to social adaptation theory, will lead to a reinterpretation of social re-
ality (Fincham, 1992).

of Change

The stages of change, or transtheoretical, model is based on the assumption that
individuals move through a series of predictable stages when changing a behav-
ior, such as stopping smoking or beginning an exercise program. These changes
include the following stages (DiClemente, 1991; Prochaska & DiClemente, 1983;
Prochaska, Velicer, Guadagnoli, Rossi, & DiClemente, 1991):

1. Precontemplation (considering the change)

2. Contemplation (starting to think about initiating change)

3. Preparation (seriously thinking about the change within a given time period [for
example, the next six months]| or taking early steps to change)

4. Action (making a change in or stopping the target behavior within a six-month
period)

5. Maintenance of change (maintaining the target behavior change for more than six
months; preventing relapse)

These stages are not necessarily linear. For example, the average smoker who
quits reports at least several and often many relapses before achieving maintained
abstinence (Fisher, Bishop, Goldmuntz, & Jacobs, 1988). The stages of change
model may, however, suggest intervention points for different individuals at var-
ied stages (Prochaska et al., 1991). In particular it has been used to explain smok-
ing cessation and physical activity changes in individuals, as well as beginning
cancer screening (Honda & Sheinfeld Gorin, 2006).

The mechanisms that drive movement through the stages are called the
processes of change (Prochaska & DiClemente, 1983). These processes draw heavily
on components of other models, such as the health belief model.

The transtheoretical model also addresses the general element of decision
making regarding adoption of a behavior, using a decisional balance approach.
Decisional balance compares the strength of the target behavior’s perceived pros
with that of the perceived cons. The relative weights persons assign to a behav-
1or’s pros and cons influences their decisions about behavioral change (Janis &
Mann, 1977), such as continuing or ceasing to smoke.
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Health Attitude, Belief, and
Behavioral Change Approaches

The following four major theories—the health belief model, the theory of planned
behavior, prospect theory, and social learning theory—along with their corollar-
ies and derivative models identify different health-promotive paths for individu-
als or groups. Each model posits a trajectory for change in attitudes, beliefs, or
behaviors.

Health Belief Model

The intention of one of the most prominent of these theories, the health belief
model (modified by Becker, 1986), was to determine why some persons who are
illness-free take actions to avoid illness, whereas others fail to take protective ac-
tions. Another aim of the health belief model was to predict the conditions under
which people would engage in simple preventive behaviors, such as immuniza-
tions. The model was founded on the work of Kurt Lewin, who understood that
the life space in which individuals live is composed of regions, some having a neg-
ative valence (one would seek to avoid), some a positive valence (one would seek
to approach), and some a neutral valence (one would neither seek to approach
nor avoid) (Lewin, Dembo, Festinger, & Sears, 1944).

The health belief model suggests that before an individual takes action, he or
she must decide that the behavior, whether it be smoking, eating fatty foods, or
engaging in unprotected sexual activity, creates a serious health problem; that he
or she is personally susceptible to this health harm; and that moderating or stop-
ping the behavior will be beneficial. The perceived barriers to undertaking a be-
havior are considered most salient to health-promotive efforts (Janz & Becker,
1984). A person’s perceived susceptibility to a disease and perceived severity of
harm are based to a great extent on that person’s knowledge of the disease and
its potential outcome. Although the combination of perceived susceptibility to
harm and severity of harm provides the force for action and the perception of
high benefits and low barriers provides a course of action, it is the cues to action that
start the process of change (Rosenstock, 1974).

In an expansion of the health belief model, a separate construct of general
health motivation was added. Motives are viewed as dispositions within which in-
dividuals approach certain categories of positive incentives. For example, the de-
sire to maintain a state of good health is a component of health motivation
(Becker, Drachman, & Kirscht, 1974; Maiman & Becker, 1984; Curry & Emmons,
1994). In the last ten years the health belief model has subsumed the self-efficacy
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construct from social cognitive theory to better explain health behaviors (Rosen-
stock, Strecher, & Becker, 1988).

Protection Motivation Theory

Protection motivation theory uses health threats, or fear appeals, to change behav-
ior by highlighting the harmful personal consequences of health-damaging be-
haviors. For example, a program to encourage substance safety among teens might
use pictures of dead addicts under white sheets in the morgue and explicit warn-
ings against drug use. The model identifies two parallel processes in health behav-
ior change: (1) cognitive processes involving representation of the health threat and
the efficacy of available coping responses (for example, perceived risks of lung
cancer and health benefits of quitting smoking) and (2) emotional or affective
processes involving fear arousal (Orleans, Rotberg, Quade, & Lees, 1990; Velicer,
DiClemente, Prochaska, & Brandenburg, 1985). The more personally salient the
health risks are, the greater the motivational impact of the information. Empirical
tests of protection motivation theory further suggest that threat appeals, rather than
the emotional state of fear itself, strengthen long-sustained cognitive structures (that
is, beliefs in the severity of the danger), as fear declines rapidly (Rogers, Deckner,
& Mewborn, 1978). Generally, however, because of the difficulty of determining
the appropriate timing and dose of fear, the promotion of healthy alternative be-
haviors is more effective (Job, 1988).

Cognitive-Social Health Information—Processing Model. The cognitive-social
health information—processing model (C-SHIP) (Miller, Shoda, & Hurley, 1996)
1s a broad theoretical framework that incorporates both cognitive and affective re-
sponses to threats to health, primarily those responses related to cancer preven-
tion and control (Leventhal, Safer, & Panagis, 1983; Miller, 1995; Shoda et al.,
1998). According to the CG-SHIP model, there are four distinctive cognitive-
emotional processes that underlie the information processing of cancer risk in-
formation: (1) individuals’ self-construals of their risk, including their knowledge
levels and perceived risk; (2) their expectancies about the benefits and limitations
of specific cancer-related actions; (3) their health values (for example, fatalistic at-
titudes about cancer); and (4) their cancer-specific emotional distress. A unique
contribution of the model for health promotion is its description of high monitors
(who scan for, and magnify, threatening cues) and low monitors (who distract from,
and downgrade, threatening information) (Miller, 1993). Counseling strategies
may be more effective when they are systematically tailored to the specific cogni-
tive and affective profiles of individuals as they engage in health-promoting be-
haviors such as cancer screening (Miller, Shoda, & Hurley, 1996).
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Theory of Planned Behavior

Ajzen and Fishbein (1980) developed the theory of reasoned action, later modi-
fied as the theory of planned behavior (TPB), which is a mathematical descrip-
tion of the relationship among beliefs (verbalized opinions), attitudes (judgments
that a behavior is good or bad and that a person favors or is against performing
the behavior), and intentions in determining action. The theory postulates that
most volitional behavior can be predicted by beliefs, attitudes, and intentions;
therefore efforts to change behavior should be directed at an individual’s belief
system. By altering the beliefs’ underlying attitudes or norms, changes in behav-
ioral intentions, and subsequently in behavior, can also be induced (Ajzen & Fish-
bein, 1980). According to the TPB (Ajzen, 2002), perceived behavioral control,
even when not particularly realistic, can affect behavior indirectly by its impact
on inlention.

First, the health care provider identifies and measures the behavior to be
changed. Once the behavior is defined, he or she may specify the determinants.
A person’s intention to perform (or not perform) a behavior is the immediate
determinant of the action. Second, the person’s intention is a function of two
other determinants: (a) the person’s attitude toward the behavior and (b) the per-
son’s subjective norm, or perception of the social pressures to perform or not per-
form the behavior in question (Ajzen & Fishbein, 1980). Individuals will intend to
perform a behavior, such as brushing their teeth, when they evaluate it positively
and when they believe that important others, such as parents, think they should
perform it. The relative weights of the attitudinal and normative factors may vary
from one person to another; thus one person may attach more weight to attitude;
another to normative influences.

Further, attitudes are a function of behavioral and normative beliefs, per-
ceived consequences of behavior, and the person’s evaluation of these. The social
or normative factor consists of the opinions of important referent individuals or
groups (such as parents or peers). The person’s motivation to comply with those
opinions reflects a sense of the consequences of conforming (or not).

Specificity of intentions is highlighted in this theory. An action, such as exer-
cising, is always performed with respect to a given target (for example, walking
rather than running), in a particular context (for example, at work), and at a given
time (for example, during lunch) (Ajzen & Fishbein, 1980). The theory also con-
siders external variables (for example, access to family planning services for women
using birth control) as influencing a person’s beliefs or the relative importance a
person attaches to attitudinal and normative considerations. Finally, the individual
controls the relationship between the intention to act and the behavior. In a clas-
sic example, if a female maintains a positive attitude toward using birth control
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pills, is supported by a set of family and community norms supporting the use of
contraception, and intends to use birth control pills, ultimately she will use them
(Fishbein, Jaccard, Davidson, Ajzen, & Loken, 1980).

Prospect Theory

Prospect theory is a descriptive model that accounts for choice and decision-
making strategies under conditions of risk (Kahneman & Tversky, 1984). The
assumptions of the theory are threefold. First, risk decisions are influenced by sub-
jective evaluations of relative gains and losses, as opposed to objective evaluations
of absolute outcomes. Second, persons tend to make risk-averse choices for sure
gain and to make risk-seeking choices for a gamble over a sure loss. Third, the the-
ory states that the degree to which a choice (or behavior) is seen as a gain or a loss
can vary depending on how the consequences of the behavior are presented, or
Jramed (Curry & Emmons, 1994, p. 309).

When behavioral choices involve some risk or uncertainty, individuals will be
more likely to take these risks when information is framed in terms of relative dis-
advantages (that is, losses or costs) of the outcomes. When behavioral choices in-
volve little risk or uncertainty, individuals prefer options for which information is
framed by relative advantages (that 1s, gains or benefits). Choosing to perform pre-
vention behaviors (for example, wearing a condom) is a risk-averse option for
maintaining good health; these behaviors should be promoted with gain-framed
messages. For example, “using a condom during sexual intercourse can help to
keep you healthy” (Salovey & Williams-Piehota, 2004). Behaviors involving an un-
certain, potentially negative outcome (that is, risk), including detection behavior
for HIV among asymptomatic or low-risk individuals, should be promoted with
loss-framed messages. For example, “failing to use a condom during sexual inter-
course exposes you to various sexually transmitted diseases such as HIV/AIDS”
(Salovey & Williams-Piehota, 2004). Prospect theory has been applied to breast
cancer screening, sunscreen use, HIV testing, condom use, and dental mouth
washes. These approaches are distinguished from the fear appeals of protection
motivation theory that do not frame messages by the salience of the risk.

Social Learning Theory

Social learning theory holds that behavior is determined by expectancies and in-
centives. Two approaches reflect this general theory: stimulus response theory and
social cognitive theory. The role of cognition separates these two models. In so-
cial cognitive theory, expectancies are cognitive, or developed in the mind of the
individual. Cognitive expectations (for example, feeling capable of stopping)
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influence the conduct of a behavior (for example, stopping smoking). In stimulus
response theory, cognitive mediators are not present.

Stimulus Response Theory. Stimulus response theory rests on the belief that
learning results from events (called reinforcements or consequences of behavior)
that reduce physiological drives (for example, tension or anxiety) that activate be-
havior. Behavioral analysis relies on classic operant conditioning techniques. It in-
volves objective definitions of the actions to be changed, measurable procedures
for change, and an emphasis on antecedent and consequent events to change be-
havior. Over time, individuals may be conditioned to respond to cues in their en-
vironment by associating behaviors with them (for example, associating smoking
with a stimulus such as a cup of coffee in the morning). To extinguish such con-
ditioned responses, the individual must be exposed to the conditioned stimulus
(for example, the coffee) without presentation of the unconditioned stimulus (for
example, a cigarette) (Rachlin, 1991).

Similarly, several other principles of behavioral analysis (for example, the use
of contingency management, feedback and goal setting, sharing and successive
approximation, modeling, and prompting) may be applied successfully to en-
courage healthy behaviors. Contingency management involves a system of at-
taching rewards (for example, praise) to goal attainment (for example, losing
weight). The initiation and maintenance of behavioral change may be accom-
plished by providing feedback and rewards so that the positive behavior itself be-
comes reinforcing. For example, healthy eating practices may be reinforced by
teaching individuals to prepare appealing, simple, and quick meals (Kelly et al.,
1992). The likelihood of the behavior itself becoming reinforcing is increased
when successive approximations (intermediate goals) are used with shaping tac-
tics (Kazdin, 1994). In these procedures, individuals performing behaviors that
are within their repertoires take the next step on a goal attainment gradient, with
each (subgoal) behavior having a higher likelihood of being reinforced. Programs
teaching dieters how to lose weight begin with a low-fat variation of a meal diet-
ers usually enjoy (such as vegetarian, rather than cheese, pizza). Further, such pro-
grams make strategic use of models, such as successful program graduates.

Social Cognitive Theory. Social cognitive theory developed from the stimulus re-
sponse and earlier classical conditioning theories and extends its central concepts.
The cornerstone of the model is the reciprocal determinism between cognition, be-
havior, and environment (Bandura, 1986, p. 22). Rather than focusing on the au-
tomatic shaping of behavior by environmental forces, social cognitive theory
emphasizes the importance of intervening thought processes (for example, infor-
mation acquisition, storage, and retrieval) and the importance of self-control for
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the performance of behavior. Most learning occurs through modeling, such as
watching others prepare and eat meals, rather than trial and error. These vicarious
and symbolic learning processes are affected by social influences. Self-regulatory
processes, including self-generated inducements and consequences (for example,
telling oneself to exercise daily so that one can climb a flight of stairs more eas-
ily) are highlighted in the theory. Social cognitive theory posits that the social en-
vironment, through the mechanism of social norms, affects a person’s cognition
and behavior.

Self-efficacy 1s a central concept in the application of social cognitive theory
to health promotion. According to social cognitive theory (Bandura, 1986), both
outcome and efficacy expectations are critical to behavioral change, such as mod-
ifying a diet. An outcome expectation is one’s estimate that a given behavior (such
as wearing the nicotine patch) can produce a given outcome, such as maintenance
of smoking cessation. Self-efficacy 1s the conviction that one can execute this be-
havior successfully. Individuals high in self-efficacy, or more confident of their abil-
ity to maintain behavioral changes (for example, smoking cessation or ideal
weight), will attempt to execute it more readily, with greater intensity, and with
greater perseverance in response to initial failure than will individuals with com-
paratively lower self-efficacy (Baer & Lichtenstein, 1988; Devins, 1992).

Social cognitive theory posits that change occurs in phases: (1) promotion and
motivation of persons toward changing a target behavior; (2) skills training so that
individuals can acquire specific behavioral change skills; (3) development of sup-
port networks so that a new behavior can be maintained; (4) maintenance of the
behavior through reinforcement; and (3) generalization to all levels of interaction,
from the family to the community (Lefebvre, Lasater, Carleton, & Peterson, 1987).

Self-efficacy has been distinguished from locus of control, a similar concept.
Locus of control is a generalized concept about the self, whereas self-efficacy is
situation-specific (that is, it is focused on one’s beliefs about one’s personal abili-
ties in specific settings).

Overlapping Constructs in the Theory of Planned Behavior, Social Cognition
Theory, and the Stages of Change Model. Several theories and models discussed
so far have some overlapping constructs, suggesting the need for a more parsi-
monious understanding of the social psychological pathways by which beliefs, at-
titudes, values, and cognitions affect behavioral change. Perceived behavioral
control, a feature of the theory of planned behavior, is considered conceptually
similar to self-efficacy (Ajzen, 1991, 2002), also a concept in the stages of change
(or transtheoretical) model and social cognitive theory. It may be that the nature of
the influence of intention and the nature of the influence of stage of change on
behavior are similar. Given that self-¢fficacy refers to “beliefs in one’s capabilities to
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organize and execute the course of action required to produce given levels of at-
tainment” (Bandura, 1998, p. 624), both perceived behavioral control and self-
efficacy are similarly concerned with one’s perceived ability to perform a sequence
of behaviors (Ajzen, 2002). Further, pros and cons in the stages of change model
are considered conceptually similar to the behavioral beliefs that shape attitude
toward a behavior in the theory of planned behavior (Ajzen, 1991).

Health Promotion Matrix

A novel, as yet untested theory-based practice model for health promotion, the
health promotion matrix (HPM) (Sheinfeld Gorin & Arnold, 1998; see Figure 2.1),
provides an organizing framework for assessing client systems and guiding them
toward health. The matrix equips the health care professional with an under-
standing of the client’s images of health, a means for working with those images,
and specific behaviors with which the professional and client may work. It gives
the professional a means for understanding the client’s view of health and a blue-
print for maximizing health-promotive behaviors within varied contexts. Through
the use of the matrix, the health care professional can assist the individual to mod-
ify his or her behavior, engage a group or family in altering a pattern of actions,
or enlist the support of a community in changing health care policies.

At the core of the matrix is the notion of a health image. A health image is a
picture, or concept, of health in the client’s mind. The image is the client’s rep-
resentation of health, and as such, can serve as a motivating force for change.
Health care professionals may examine the client’s image of health from two per-

FIGURE 2.1. THE HEALTH PROMOTION MATRIX.
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spectives: first, from the client’s idealized picture of personal health and, second,
relative to the client’s current health. These two perspectives can then be juxta-
posed in a dynamic comparison to reveal the discrepancies, or gaps, between them.
Ultimately, the client’s current health status will be altered through the adoption
of health-promotive activities necessary to better realize the idealized picture.

The HPM is a multicomponent model, along whose dimensions, client sys-
tems, and positive, or healthy, behaviors (discussed in Chapters Five through Fif-
teen) each client may be located. To some extent all the models of change
described earlier in this chapter form the basis for the HPM. Applied as part of
the clinical process, the matrix assists health care professionals to individualize
client care by identifying clients’ unique health images, strengths, and capabilities
and to focus on specific behaviors appropriate to each client’s need. Further, the
matrix assumes a reorientation of the health care professional’s thinking toward
the multiplicity of forces—biological, psychological, social, political, economic,
cultural, and spiritual—impinging on clients as they begin the change process
(Butterfield, 1990).

An intervention using the health promotion matrix involves the following five
processes.

Image Creation

The concept of the health image is unique to this model. Entry into the HPM be-
gins with the client picturing, or creating, an idealized image of health; it is the
client’s snapshot of his or her desired self. These images are often rich and varied
and may emphasize the totality of being. The health care professional assists the
client in clarifying or detailing his or her definition of health and the relative value
health holds for him or her. In conjunction with the health care professional, the
client crystallizes a positive and holistic image of health, one that is less encumbered
by barriers and obstacles that he or she may have encountered in the past. This
image becomes the aim of all subsequent intervention efforts.

For example, to assist the client in trying to create an image of himself or her-
self as a healthy person, the health care professional may ask the following: What
do you see if you try to picture yourself as healthy? What would you like to be?
or, How would you like to see yourself in relation to health? Questions such as
these assist the client in visualizing an image of himself or herself as healthy. The
sketch of one’s healthy self may be made on paper or described verbally and may
require more than one session to complete. The more specific and detailed the
image, the more the health care professional can assist the client during image ap-
praisal in recognizing what steps may be taken to achieve change.
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Image Appraisal

During image appraisal the health care professional and the client define the
client’s current health status. As the health care professional and the client begin
to examine the client’s idealized view of health relative to the client’s present state,
a gap often emerges.

Beginning with an attempt to determine the client’s motivation for change,
the health care professional may ask about any change attempts, with questions
such as these: Have you ever made any changes in yourself or your behavior?
When did you make those changes? and, Were you able to sustain those changes?
To assist the client in identifying the gap between the image and present health
practices (in relation to the positive health behaviors described in Chapters Five
through Fifteen), the health care professional may direct a series of queries to the
client, starting with, for example: How do you feel about being a cigarette smoker?
or, more specifically, Do you have a car seat for your baby? The image appraisal
step often ends with the health care professional asking the client about changing
present health practices to match those of the idealized image, with a question
such as, Are you interested in an educational program about taking care of your
teeth during pregnancy? Once the gap has been identified and, often, a commit-
ment to change made, both client and professional begin the next steps in the
process of change.

Minimize Health-Depleting Patterns

The health care professional may now assist the client in identifying depleting and
supporting behaviors for one or more of the healthy behaviors. The matrix en-
ables the client, in conjunction with the health care professional, to analyze pat-
terns that are either health depleting or health promotive and to begin to change
them. Often this proceeds in a problem-solving manner, moving from assessing
the issues to developing choices, outlining alternatives, and evaluating each one,
and then deciding on the optimal course of action.

Because the client may need assistance in altering a number of behaviors to
narrow the gap between the ideal and the actual state, this process may take place
over an extended time period. Together, the health care professional and the client
prioritize the intervention areas.

To understand the depleting behaviors the health care professional may ask
the client to list behaviors that are damaging, such as eating a high-fat, high-sugar
diet or failing to engage in behaviors known to protect health, such as wearing a
seat belt while driving. Barriers to behavioral change may rest in physiological
forces, such as a craving; psychological attitudes, beliefs, or intentions toward
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change; social and cultural norms or patterns supporting certain behaviors; or
economic, political, or spiritual factors. Lack of accessibility, few community re-
sources, limited motivation to change, family members who support less healthy
eating patterns, and a stressful job are examples of barriers that may prevent the
client from taking the first step toward change. The health care professional seeks
to specify the techniques or tools that may assist the client to change.

Optimize Health-Supportive Patterns

Optimizing supportive behaviors involves recognizing efforts toward undertaking
healthy practices. Often clients are given recognition only when a health goal is
reached, as though health itself were a static and absolute state of being. A client
who envisions a healthy ideal of weighing fifty pounds less than his or her present
weight could, however, receive praise and encouragement for every effort made
toward altering eating patterns, regularly monitoring his or her weight, or re-
defining the meaning and purpose food holds in his or her life. Every instance of
success is then recognized as a gain, and the client is rewarded with support and
encouragement by the health care professional. Similarly, the health care profes-
sional and the client may identify other health-promotive beliefs, attitudes, and be-
haviors in which the client already engages. For example, a client may wear a seat
belt on a regular basis, a family may join together for a balanced meal at least once
a day, or a community may lobby for additional bike paths—all of which are health
promotive and have the potential to optimize health. These positive health actions
provide the energy necessary to contend with depleting behaviors (that is, to con-
tinue the process of change).

Internalize the Idealized Image

At this point in the change process the client has begun to close the gap between
the idealized image and his or her real health status. The health care professional
now assists the client to strive for greater consistency in daily actions relative to
the pictured image of health. These new patterns no longer require constant sur-
veillance. The no-longer-idealized-but-realized behaviors become part of the
client’s health status.

The health care professional continues to praise the client for the changed
behaviors but also reviews the plan for further modifications so that the behaviors
might be maintained indefinitely. Any problems with the intervention are noted,
and supports are bolstered. The health care professional asks the client how she
or he may be of further help and reaffirms the client’s plan (for example, to re-
main at a healthy weight) for a specific length of time (for example, six months).
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The health care professional’s intent is to stabilize the altered health behaviors.
As one set of behaviors is changed the health care professional and the client may
review the idealized image of health and the new present state, using the HPM,
to determine the next starting point for change.

The process of moving from image creation and image appraisal, through
minimizing depleting patterns and optimizing supportive patterns, toward inter-
nalizing an idealized image of health is repetitive, involving reevaluations and re-
formulations of intervention foci. With the continued support of the health care
professional, the client needs to periodically formulate alternative strategies to
move again toward an idealized image of health. In addition, as a client grows
and develops, his or her ideals could change. It is also possible that a client might
never reach the idealized state; nonetheless the client may find success in the adop-
tion of some health-sustaining patterns. The health care professional encounters
clients in a multitude of states and contexts; the potential for supporting, protect-
ing, and enhancing health is always a challenge.

Spirituality as a Health Promotion Construct

Many popular books, newspaper articles, and radio and television programs have
been devoted to the concept of spirituality. Historically, spirituality, known as sper-
itualism, has been found within the purview of religion and has been fostered by
religious groups and institutions. More recently, as some persons are returning
to religious institutions to renew their spiritual sense, others are redefining their
connections to traditional religions to create a spiritual dimension. Within the con-
text of religion, spirituality may be defined as follows: “The spiritual core is the
deepest center of the person. It is here that the person is open to the transcendent
dimension; it is here that the person experiences ultimate reality. [Spirituality] ex-
plores the discovery of this core, the dynamics of its development, and its jour-
ney to the ultimate goal. It deals with prayer, spiritual direction, the various maps
of the spiritual journey, and the methods of advancement in the spiritual ascent”
(Cousins, 1987, p. x).

Spiritual support for health promotion may be defined as perceived support
from a higher power (or powers), a sense of self-love, or a sense of connectedness
to others in the experience of being human. Spirituality may be manifest in an
individual’s beliefs (for example, in a higher power or in the power of self-love),
rituals (for example, setting out candles for dead relatives), or other practices (for
example, attending a synagogue, church, or other religious institution; praying;
meditating; or challenging injustice).
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Several interventions that explicitly use spirituality to promote health are found
in the health promotion field; they include therapeutic touch (laying-on of hands), di-
rected healing (by healers), distant healing (intercessory prayer), and spiritism (es-
purttismo, a healing system used with the aid of a spiritist). To bring the body, mind,
and spirit together, meditation (the attempt to achieve awareness without thought)
1s often practiced. Mindfulness, a moment-to-moment, nonjudgmental awareness,
in the Zen tradition often obtained through meditation, has been applied to stress
reduction, cognitive therapy, and eating interventions (Kabat-Zinn, 2005).

At present spirituality is considered a construct, or a mental image, rather
than a fully developed model. It has been posited as a process through which hope
affects health, for example. Two recent studies have demonstrated a more direct
effect, however, showing that attendance at religious services 1s associated with re-
duced mortality (Hummer, Rogers, Nam, & Ellison, 1999; Oman & Reed, 1998).
To form a model of spirituality in health promotion, more operational measures
of the concept are necessary, and interventions designed to assess spirituality must
be rigorously evaluated. The use of prayer in the practice of health care has been
criticized as trivializing religion, however (Sloan et al., 2000). Yet health promo-
tion practice often moves ahead of the evidence. For example, the American Col-
lege of Physicians recently suggested four simple questions designed to elicit a
spiritual hustory, with which health care professionals might ask seriously ill patients
about their faith (Koening, 2000).

Empowerment and Community Capacity-Building:
Cross-Cutting Constructs

The concepts of empowerment and community capacity-building, as central
foundations of community health promotion, in addition to the development of
evidence-based interventions and outcomes as described later in this chapter, tra-
verse all the models. Both implement the principle of equity advanced in the
World Health Organization agenda. Values, such as equity, are fundamental to
these two constructs; to value something is to choose it for its own sake in prefer-
ence to other alternatives.

Empowerment

Empowerment 1s a term with considerable weight and contested meanings. One’s
health 1s significantly affected by the extent to which one feels control or mastery
over one’s life or by the amount of power or powerlessness one feels (Wallerstein,
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1992). From a political perspective, if health is seen as a resource, health promo-
tion implies advocacy for its equitable distribution. At the core of empowerment
1s power, which is found in the process of increasing personal, interpersonal, or
political exchanges (Gutiérrez, 1990). Community empowerment approaches
value the process, rather than necessarily evidence-based interventions and out-
comes or the structure of communities (Best et al., 2003).

A set of moral values underpins the empowerment construct in health pro-
motion. Moral values may be defined as the “humanly caused benefits that human
beings provide to others. . . . By way of illustration, we may say that love and jus-
tice are moral goods” (Kekes, 1993, p. 44). Moral values at the base of the em-
powerment construct include promoting human diversity (promoting respect and
appreciation for diverse social entities) and self-determination (promoting the abil-
ity of clients to pursue their chosen goals without excessive frustration and in con-
sideration of other persons’ needs) for individuals and marginalized groups,
especially communities.

The concept embodies the larger political aspects of power. “Empowerment
theory is based on a conflict model that assumes that a society consists of separate
groups possessing different levels of power and control over resources” (Gutiérrez,
1990, p. 150). Questions of power are key to empowerment (for example, Who has
more power in a relationship? Are there attempts to share power?). Empowerment
1s thus attentive to rights and entitlements in relationships and to personal control
over exchanges. Further, empowerment exists along a continuum—{rom personal
power through community organization to political action (Labonte, 1986)—and
implies potential conflict among differing views and interests.

Within the empowerment model of health promotion, however, Becker (1986)
cautions that health may become a moral imperative. The pursuit of health may
become more important than the pursuit of any other values, including distribu-
tive justice (Rawls, 1971). Health could become more important as a value than
seeking opportunities for the more vulnerable members of society to attain it.

Community Capacity-Building

Community, although an evolving concept subject to numerous interpretations,
may be defined concretely as “a group of people living in the same defined area
sharing the same basic values and organization,” or abstractly as “a group of peo-
ple sharing the same basic interests” (Rifkin, Muller, & Bichman, 1988, p. 933).
McKnight (1986) highlights the sense of connectedness among members of
a community in describing its characteristics: (1) capacity- rather than deficiency-
oriented; (2) informal; (3) rich in stories that “allow people to reach back into their
common history and their individual experience for knowledge about truth and
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direction for the future”; and (4) incorporating celebration, tragedy, and fallibil-
ity “into the life of the community” (p. 58).

The emphasis health promotion puts on the community is explicitly political,
in that the community becomes a mediating structure between the domain of in-
dividuals’ everyday life (microlevel) and the larger social, political, and economic
context within which individuals live (macrolevel). Capacity is built as communi-
ties increase their abilities to participate in economic and political decisions,
thereby enhancing health at the macrolevel (McKnight, 1990). Therefore com-
munity health promotion often stresses the importance of structures and effective
governance, service integration, efficiency and accountability, and information
and management systems (Best et al., 2003).

Health care professionals must consider under what conditions individuals
should sacrifice their personal uniqueness for the good of the community as well
as how many resources the community should provide to promote the health of
a few. Further, it 1s important that as communities become more responsible for
health promotion and confront complex, often multisectoral problems, such as
mental illness, the broader health services continue to support them both politi-
cally and economically.

Evidence for the Effectiveness of Health Promotion

The development of evidence for the effectiveness of health promotion has be-
come more important as the push for evidence-based practice in medicine, nurs-
ing, and other health professions has grown (see Chapter Three for more
discussion of this topic). Evidence can be considered a fact or datum that is used,
or could be used, in making a decision or judgment or in solving a problem.
Such evidence, when used alongside good reasoning and principles of valua-
tion, answers the question why (Butcher, 1998). Some consider evidence a cul-
turally or geographically biased notion, borne of logical positivism, as delineated
by such philosophers as Bertrand Russell and Ludwig Wittgenstein. In the philo-
sophical tradition of logical positivism, meaning is verifiable only through rig-
orous observation and experiment. The randomized clinical trial and the
quasi-experiment rest within this tradition. Anthropology and some branches
of sociology have alternative approaches to assessing evidence and the effec-
tiveness of interventions (see the section “Evaluation as Social Research” later
in this chapter) that some feel are more relevant to health promotion in non-
Western countries.

Health promotion is eclectic, multidisciplinary, and practice oriented. Many
of its principal activities relate to advocacy, partnerships, and coalition building,
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functions that require more art than science; effectiveness studies may fail to cap-
ture the holistic focus of many health promotion activities (McQueen, 2001). Yet
practitioners and advocates of health promotion need to demonstrate that health
promotion is a field with tangible benefits to offer the public.

A key challenge in health promotion is to foster and develop high-quality, widely
recognized and acceptable standards for evidence-based evaluation. Several ap-
proaches to developing evidence for the effectiveness of health promotion are de-
scribed in detail in Chapter Three, including the work of the U.S. Preventive
Services Task Force and the Task Force on Community Preventive Services. These
efforts have been joined by those of the International Union for Health Promotion
and Education (IUHPE), an advisory group that produced an influential report for
the European Commission on the evidence of health promotion effectiveness
(IUHPE, 1999). Finally, evidence of economic benefits from health promotion are
important to many of these advisory groups; cost-effectiveness evaluation is de-
scribed further in Chapter Sixteen. In this chapter the program evaluation approach
1s applied to the development of evidence for the effectiveness of health promotion.

Approaches to Building Evidence for
Health Promotion: Program Evaluation

Program evaluation, or evaluation research, is the systematic application of social
research procedures for assessing the conceptualization, design, implementation,
and utility of social intervention and human service programs (Rossi & Freeman,
1993). Program evaluation generally is used for assessing program effectiveness
and efficiency, for improving program and service delivery, and for guiding re-
source allocation and policy development.

The program evaluation process is shaped in part by a program’s goals and
is embedded in a definition of health promotion and a unique concept of health.
To move from a concept of health to a theory of health promotion and finally to
a test of one or more aspects of that model in an operating program, one must
be able to measure key constructs.

Health may be measured subjectively (from the person’s or community’s own
experience or sense of feeling well, in touch, or empowered). Yet health may also be
measured objectively (for example, by measuring resting heart rate or muscular
strength). The data derived from interviews with clients or listening to their sto-
ries may be combined with data obtained from physical measures of client phys-
1ological functioning, observations of client behavior, or psychometrically sound
assessments of clients’ attitudes, beliefs, and behaviors. Qualitative and quantita-
tive measures may together refine a more perfect picture of health.
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The experience of health may vary both within and among clients. Yet con-
sensus has developed around the use of several general instruments to measure
health-related quality of life. One of the more widely used and translated instru-
ments, now considered a “classic,” the Short Form Health Survey (SF-36), ad-
dresses six factors: physical, social, and role abilities; general mental health; general
health perceptions; and symptoms (Fylkesnes & Forde, 1992; McHorney, Ware,
& Raczek, 1993; Ware & Sherbourne, 1992). The instrument is composed of a
series of questions, is easy to administer, and is comprehensible. Its psychometric,
or measurement, properties are known and highly regarded.

Program evaluation, as an assessment of the processes and effects of a health
promotion program or its components, begins with setting an evaluation agenda,
including examining health promotion models and the program focus and design.
The agenda generally is set in consideration of or in conjunction with those who
will use the research and those who will be affected by it. Next, the research is for-
mulated, planned, and implemented. As with other forms of social research, this
process is systematic to ensure maximal construct validity (a strong relationship
between the constructs and their measures) and reliability (constancy or consis-
tency of measures over time, place, and person). Finally, the results are dissemi-
nated so that they may be used for program change. Generally, the findings are
shared with key decision makers or client groups, or both.

Within this general framework the health care professional may adopt one of
the following four main models of evaluation, each of which implies a different
understanding of the relationship between the program and its stakeholders (those
with an interest in the program’s processes and effects). The four models are eval-
uation as synonymous with applied research; evaluation as part of systems man-
agement, as an aid to program administration; evaluation as professional judgment;
and evaluation as politics (Smith & Glass, 1987). Each is discussed in turn.

Evaluation as Social Research

The first model considers evaluation a form of social research, with the con-
comitant use of the scientific method, either in the positivist or a constructivist
tradition. The positivist scientific tradition assumes relationships within causal
models. For example, the impacts of an intervention to reduce smoking among
adolescents (the cause) are assessed relative to the effects on quit rates. Program
goals are well specified and measurable. Rigorously designed comparative studies,
true field experiments, randomized clinical trials, and quasi-experiments are im-
plemented. Methodological rigor, including both internal validity—in testing for
causality—and external validity—or the generalizability of the evaluation—is crit-
ical. The evaluation is primarily summative (conducted at the outcome of the
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effort), comparative, and quantitative. Program success 1s judged relative to a com-
parison group in an experimentally controlled setting.

Ideally, the program evaluator working in the experimental tradition seeks to
recruit as homogeneous a population as possible, to systematically administer a
well-defined protocol to participants, to randomize the participants to their test
or placebo condition, to blind the researchers and the participants to condition(s),
and to reduce participant attrition. By so doing, the program evaluator may un-
derstand efficacy—that 1s, the benefit that a program (for example, a mass media,
legislative, and taxation campaign for smoking cessation) or its component inter-
ventions (for example, a mass media message) produces under ideal conditions,
often using carefully defined participants in a research setting. Pragmatic trials,
however, generally measure effectiveness or the benefit the program or the
intervention produces in routine clinical practice (Roland & Torgerson, 1998,
p- 285). They compare new approaches to the best current program or interven-
tion and may administer different protocols to participants and assess a full range
of health gains, for example, a reduction in stroke or an improvement of quality
of life rather than just a reduction of blood pressure.

By contrast, the constructivist tradition, as part of ethnomethodology, focuses
on persons’ lived experiences, with those experiences understood as being located
in a particular sociohistorical context. In this methodology the evaluator is a re-
search instrument himself or herself and produces a type of narrative, text, or
case report for the evaluation (Schwandt, 1990). For example, in a study of pro-
grams to increase community empowerment, the evaluator might use focus
groups, intensive interviewing, and case studies. Program evaluators might also
use content analysis, the systematic independent reading of a body of texts, im-
ages, and symbolic matter. The evaluator is seeking to understand multiple dis-
courses on how people experience becoming healthy (Labonte & Robertson, 1996;
Marlett, 1994). The evaluation may be either formative (providing information
before the program is complete) or summative and qualitative.

Ideally, rigorous criteria for the systematic collection and interpretation of data
collected using qualitative methods are applied, including a conceptual model that
allows comparisons and contrasts, unitizing (relying on unitizing schemes—in con-
text analysis, systematically distinguishing segments of texts; Krippendorft, 2004);
purposive sampling of the population or the texts; recording or coding based on
instructions; reducing data to manageable representations and summarizing or
simplifying them; abductively inferring contextual phenomena (in content analy-
sis, bridging the gap between descriptive accounts of text and what they refer to,
entail, provoke, or cause; Krippendorfl, 2004) or inferring constructs from the data;
and narrating the answer to the research question. In accepting the results of qual-
itative analyses, rather than reliability and validity as criteria, trustworthiness, cred-
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ibility, transferability, embodiment, accountability, reflexivity, and emancipatory
aims have been advanced as alternatives (Denzin & Lincoln, 2000, p. 13).

Program success is also judged by criteria developed by the stakeholders or
relative to other similar programs.

Evaluation as a Contributor to Systems Management

The second model incorporates evaluation into systems management, with the
organization being viewed as an interrelated set of inputs, processes, and outputs.
The evaluator describes these system parts and relates them to each other, rela-
tive to the stated goals. The program manager can then make decisions to regulate
and improve the functions of the system. Research methods include program au-
dits, performance appraisals, cost analyses, client satisfaction surveys, and con-
tinuous quality improvement programs. The evaluator is interested in the level of
attainment on performance indicators of the given goals and in discrepancies be-
tween the stated objectives and performance (Thompson, 1992). The evaluation
tends to be formative, in that information is conveyed to program administrators
during the assessment process and is designed to be produced in a technically pro-
ficient manner.

Evaluation as Professional Judgment

A third model, evaluation as professional judgment, considers experts to be the ap-
propriate persons to make judgments about the quality of a program. This model
1s found in accreditation approaches and assumes that peer review is objective, re-
liable, and valid. The experts’ methods include direct observation, often using check-
lists and interviews with clients. Of late these approaches have been integrated with
evidence-based (using social research methods) standards of practice. The experts
judge the program data against established standards, and program administrators
and others in the profession generally are the audience for the evaluation. Other
groups with an interest in the evaluation are generally not considered.

Evaluation as Politics

Evaluation as politics, the fourth general model, highlights the proposition that eval-
uation and politics are inextricably intertwined. Evaluation studies are not directed
simply toward one decision maker but toward all major stakeholders who play a role
in maintaining, modifying, or eliminating the program. In the evaluation-as-politics
approach each program has stakeholders and active partisans competing with each
other for a greater share of authority over resources and social affairs. “At every
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stage, evaluation is only one ingredient in an inherently political process” (Rossi
& Freeman, 1993, p. 417). The model uses a variety of methodological ap-
proaches, from controlled experiments to naturalistic case studies. Different re-
ports or presentations are prepared for different audiences. The credible
evaluation report is comprehensible, correct, complete, and reasonable to parti-
sans on all sides (Cronbach, 1982).

Summary

The numerous health promotion models explored in this chapter differ in their
view of health, the outcome they wish to describe or explain. Each varies in its
intended target, whether micro (individuals, groups, families) or macro (commu-
nities or populations). Further, the moral values implied by the cross-cutting con-
structs of empowerment and community capacity-building suggest different uses
of these theoretical approaches. Each question asked about the process and out-
come of health promotion calls for evidence, born of varied evaluation models
and measurement approaches.
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CHAPTER THREE

CONTEXTS FOR HEALTH PROMOTION

Aaron P. Gorin
Sherri Sheinfeld Gorin

Health promotion between the client and the health care professional emerges
in a context of policies, influential groups, and monetary exchanges. Healthy
public policy provides the overall framework in which health promotion can occur.
Public policy is established when government authorities and particular social
groups define their intentions to influence the behavior of citizens by the use of
positive or negative sanctions (Lowi, 1972; Mayer & Greenwood, 1980). Public
policy provides both a framework to which practitioners react and a target for ad-
vocates to change. Ultimately, through its influence on community norms and val-
ues, policy may effect change in client behaviors through laws, rules or regulations,
operational decisions, or judicial decrees. This chapter details both the political
and economic contexts for health promotion and the unique steps practitioners
may take to change these conditions.

The Political Economy Framework

As introduced in Chapter Two, conceptually, health promotion may be charac-
terized as a political economy: that is, a political system (a structure of rule) and
an economy (a system for producing and exchanging goods and services) (Wams-
ley & Zald, 1967; Gargiulo, 1993). In the United States, political support for health
promotion is defined by the degree to which important actors at the federal, state,
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and local levels take an interest in health promotion, have the power and resources
to influence it, and communicate their expectations and demands about it to con-
cerned communities, organizations, groups, health care professionals, families,
and individuals (Longest, 2002).

Trom the perspective of the health care professional, the major economic ac-
tors in the field of health promotion are the varied payers who reimburse
providers for services and programs (for example, commercial insurance compa-
nies) and the general types of health-promotive activities they support (for exam-
ple, smoking cessation counseling). (In Chapter Sixteen other aspects of the
economy of health promotion are explored.)

The political economy perspective limits both the contexts and targets for
health promotion. Further, although one can separate the political and economic
contexts conceptually by their major intent or strategy—health improvement or
cost reduction—their aims and tactics may overlap. For example, the content of
the U.S. Department of Health and Human Services (2000a) Healthy People 2010
report, although oriented toward health-promotive goals, is embedded in a leg-
islative context that emphasizes cost reductions, and these reductions are implicit
in the suggested preventive actions. Another example is managed care systems,
which are designed to reduce costs, in part through the use of preventive services.

Political Contexts for Health Promotion

The primary political contexts for health promotion are defined by legislation, in-
fluential actors, and organizational policy (see Table 3.1).

Legislation

U.S. legislation for health promotion may be enacted at the federal, state, or local
level. We also briefly consider international legislation.

Federal Legislation. Traditionally, public health law has been concerned with the
protection and preservation of the public’s health and the processes of adminis-
trative regulation and rule making resulting from the implementation of these aims.
Because of its broad statutory authority, the federal government possesses several
powers regarding health care: individuals may be denied the right to decide
whether or not to submit to a medical examination or treatment, the state may col-
lect sensitive health care information about a person or his or her sexual associates,
and if a disease is contagious, compulsory hospitalization or segregation from the
community may be imposed. The exercise of these public health powers requires
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TABLE 3.1. MAJOR POLITICAL INFLUENCES ON HEALTH PROMOTION.

Influence

Focus

Examples

Omnibus federal legislation
for health promotion

Defines health promotion for
AIDS awareness.

Creates federal agency.

PL 104-146, Ryan White
CARE Act Amendments,
1996.

PL 106-129, Healthcare
Research and Quiality Act,
1999.

Other nations

Integrates health promotion
into health care system.

Polish hospital legislation,
August 27, 2004.

State legislation

Specifies laws for nutrition,
safety, physical exercise.

Passes limited omnibus
legislation.

California’s Latino Childhood
Obesity Prevention Initiative
demonstration project,
2004.

Local legislation

Implements ordinances for
protection of public health.

Get Fit North Carolina
program, 2004.

U.S. Preventive Services Task
Force

Reviews evidence of effec-
tiveness of clinical preventive
services.

Issues clinical practice
guidelines.

Guide to Clinical Preventive
Services.

Federal agencies

U.S. Department of Health
and Human Services

Establishes goals for national
health promotion.

Encourages the develop-
ment of legislation, policies,
and state programs.

Healthy People 2010
initiative.

Federal Drug
Administration

Monitors and assesses
specific drugs (especially
tobacco).

Mandate for Safer Child-
hood Vaccines, 42 U.S.C. §
300aa-27 (2005).

U.S. Department of
Agriculture

Monitors and assesses
nutritional programs.

lowa’s EFNEP (Expanded
Food & Nutrition Education
Program) for schools,
1998-2002.

World Health Organization

Develops health promotion
policies and programs.

Encourages development of
national legislation for health
promotion.

Health for All in the Year
2000.

Healthy Cities projects.
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TABLE 3.1. MAJOR POLITICAL INFLUENCES ON HEALTH PROMOTION, Cont’'d.

Influence

Focus

Examples

First International Confer-
ence on Health Promotion

Defined aims of health
promotion internationally.

Ottawa Charter for Health
Promotion.

Achieving Health for All.

Voluntary and professional
organizations

Encourage inclusion of
health promotion on na-
tional, state, local political
agendas; research monies
for health promotion.

American Public Health
Association.

American Cancer Society.

Accreditors

Establish standards for health
promotion.

Monitor and assess compli-
ance with standards.

National Commission for
Quality Assurance.

Joint Commission for
Accreditation of Healthcare
Organizations.

Media

Report and examine
emerging issues in health
promotion.

Increase attention to health
promotion.

Specialized columns in news-
papers, television news reports
and specials, radio news and
talk shows, Internet sites for
health, Web logs (blogs).

Community advocacy
groups and coalitions

Advocate for legislation,
policies, monies, and poli-
tical attention to specific
health promotion issues.

Mothers Against Drunk
Driving.

Doctors Ought to Care
(antismoking).
Smoking or Health.

School districts and schools

Develop, implement, and
evaluate educational health
promotion programs for
children and youth.

45 state-required com-
prehensive school health
education programs exist.

93% of local school districts
have antismoking education
in elementary schools.

Worksites

Develop, implement, evaluate,
and consult on cost-effective
health promotion programs to
enhance productivity.

95% of employers with 50
or more employees offer at
least one health promotion
activity.

Public health departments
and health care facilities

Implement public health
laws and develop policies.

Develop, implement, and
evaluate clinical and popula-
tion-based, cost-effective
health promotion.

One-half of public health
departments provide clinical
preventive care and blood
pressure measurements.

Screening tests performed in
75% of all emergency room
visits.
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a delicate balancing of the state’s power to act for the community’s common good
and the individual’s rights to liberty, autonomy, and privacy (Gostin, 1986).

The Nixon administration created the President’s Committee on Health Edu-
cation by declaring that “it is in the interest of our entire country to educate and
encourage each of our citizens to develop sensible health practices” (Guinta &
Allegrante, 1992, p. 1033). The committee’s report recommended the creation of
public and private organizations to stimulate, coordinate, and evaluate health ed-
ucation programs. The administration believed it could preserve the health of
Americans, control escalating health care costs, and present a less costly alterna-
tive to national health insurance than was being proposed at the time (Guinta &
Allegrante, 1992).

As a result of this initial interest, the National Consumer Health Information
and Health Promotion Act of 1976 was passed during the Ford administration; it
was the first legislation to address health promotion comprehensively. In amend-
ing the Public Health Service Act, it established the Office of Consumer Health
Education and Promotion and the Center for Health Education and Promotion,
set forth national goals for health information and promotion, and developed a
systematic strategy for goal achievement. It also established the federal Office of
Disease Prevention and Health Promotion in the Office of the Assistant Secre-
tary for Health to coordinate prevention-related activities of the Department of
Health and Human Services, to serve as a liaison with the private sector, and to
operate a national health information clearinghouse. The Act defined health edu-
cation and promotion as follows: “A process that favorably influences under-
standings, attitudes and conduct, including cultural awareness and sensitivity, in
regard to individual and community health.” Specifically, it affects and influences
individual and community health behavior and attitudes in order to moderate self-
imposed risks, maintain and promote physical and mental health and efficiency,
and reduce preventable illness, disability, and death (National Consumer Health
Information and Health Promotion Act of 1976, § 4).

A Report of the Senate Committee on Labor and Public Welfare that ad-
dressed this Act stressed the influence of “activated patients,” who were more in-
volved in decision making; community programs, specifically in schools; and (in
conjunction with the Occupational Safety and Health Administration [OSHA])
union and industry initiatives for worksites. Nutrition to educate the “misnour-
ished”—those who lack the knowledge to choose which foods are best for them—
was of particular import to the committee, as were the role of the media and the
federal programs to monitor these efforts. The report addressed health education
“manpower” and asserted the importance of specialists in this area and the crit-
ical role nurses, in particular, should continue to play. The report also stressed the
need to evaluate the effectiveness of community programs.
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This Act was amended by a number of subsequent acts, including the Pre-
ventive Health Amendments of 1993, which addressed breast and cervical can-
cer screening, injury prevention, prevention and control of sexually transmitted
diseases, and production of biennial reports on nutrition and health. This legis-
lation reflects the enormous influence advocates for women’s health—particularly
in the area of breast cancer screening and treatment—and advocates focused on
AIDS have had on the legislative process. More current legislation reflects con-
tinued congressional legislative interest in nutrition (see Table 3.2).

Within the broad context of public health law, recent federal legislation con-
cerning health promotion has reflected a newly sophisticated understanding of
the scientific bases for the transmission of disease. Thus this legislation has focused
on the most efficacious and least intrusive intervention approaches, such as coun-
seling for long-standing, relatively intractable behaviors, such as smoking. Nonethe-
less, we found comparatively little omnibus legislation concerned with health
promotion (that is, legislation that addresses health promotion explicitly and com-
prehensively) at either the state or federal levels through a search of the Con-
gressional Index, the THOMAS system, and Internet listings of recent federal
and state legislative activity, such as listings by the National Conference of State
Legislatures. Recent omnibus legislation has focused primarily on children’s health
and on eliminating minority health disparities through Acts enabling greater ac-
cess to health care and greater quality control for health systems, pharmaceuti-
cals, and treatment programs (see Table 3.2).

State Legislation. States in the United States play a major role in policy areas
ranging from welfare and health insurance to gambling and lotteries. As a result of
these multiple interests some states adopt laws relevant to health promotion and
others choose not to. Similarly, some states adopt strict laws whereas others adopt
more lenient ones (Shipan & Volden, 2005). Public health law consonant with the
federal statutes, particularly to impede the spread of infectious and venereal dis-
eases, 1s found in all states, however (Gostin, 1986).

There is no omnibus state legislation concerning health promotion compara-
ble to that at the federal level, perhaps, in part, because sections of federal legisla-
tion limit state actions. Legislation that addresses specific aspects of health
promotion, from tobacco control and safety (for example, the use of motor vehi-
cle seat belts and bicycle helmets) to minority disparity reduction and nutrition and
obesity counseling, has passed in numerous states. Smoking control has emerged
as important in both state and local legislation, and from 1975 to 2000, forty states
adopted laws restricting or banning smoking in government buildings, and thirty-
two enacted laws that placed similar restrictions on smoking in restaurants (Shipan
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TABLE 3.2. EXAMPLES OF HEALTH PROMOTION LEGISLATION.

Common Name

Public Law Number

U.S. Code Title
and Section Numbers

Ryan White CARE Act
Amendments, 1996

Mammography Quality
Standards Reauthorization
Act, 1998

Healthcare Research and
Quality Act, 1999

Children’s Health Act, 2000

Public Health Improvement
Act, 2000

Minority Health and Health
Disparities Research and
Education Act, 2000

Best Pharmaceuticals for
Children Act, 2003

Hematological Cancer
Research Investment and
Education Act, 2002

Rare Diseases Act, 2002
United States Leadership

Against HIV/AIDS, Tubercu-
losis, and Malaria Act, 2003

Mosquito Abatement for
Safety and Health Act, 2003

Garrett Lee Smith Memorial
Act, 2004

PL 104-146

PL 105-248

PL 106-129

PL 106-310

PL 106-505

PL 106-525

PL 107-109

PL107-172

PL 107-280

PL 108-25

PL 108-75

PL 108-355

42 U.S.C. §§ 201 et seq.

42 U.S.C. §§ 201 note, 354
et seq.

42 U.S.C. §§ 201 note, 299

42 U.S.C. § 01 note

42 U.S.C. § 01 note

42 U.S.C. § 02 note

21 U.S.C. § 55a
42 U.S.C. §§ 284 et seq.

42 U.S.C. § 201 note
42 U.S.C. § 285a-10 note

42 U.S.C. § 201 note
42 U.S.C. § 283h

22 U.S.C. § 7601 note

42 U.S.C. § 201 note
42 U.S.C. §§ 243 et seq.

42 U.S.C. § 201 note
42 U.S.C. § 290bb-36 note
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& Volden, 2005). In addition, nutrition and obesity counseling is addressed in nu-
merous state statutes, such as Arkansas Act 1220 of 2003, which creates the
Arkansas Child Health Advisory Committee that is responsible for the develop-
ment of nutritional and physical activity standards and recommendations on food
served to children, and Colorado H.R. 1016 of 2003, which supports effective
nutrition programs that promote long-term health and lifelong physical wellness
for Colorado citizens (National Conference of State Legislatures, 2005).

Local Legislation. Numerous city governments, including those of New York City,
Los Angeles, San Francisco, and Houston, have historically instituted legislation con-
cerning the protection of public health, particularly laws dealing with infectious and
venereal diseases (Gostin, 1986). Of the 663 U.S. cities and towns with populations
exceeding 50,000 in the year 2000, about one-half have adopted some form of
smoking control regulations in the past quarter century (Schroeder, 2004). For ex-
ample, in 2003, New York state prohibited smoking at work, in bars, food service
areas, enclosed swimming pools, and on all mass transportation (“Clean Indoor Air
Act,” NYSDOH, Section 1399). Nutrition too has been a focus of local municipal-
ities. For example, the North Carolina Division of Public Health (2005) 1s sponsor-
ing the Eat Smart Move More . . . North Carolina program, a statewide initiative
that promotes increased opportunities for physical fitness and healthy eating through
both policy and environmental changes. Additionally, the state of Alaska has started
the Take Heart Alaska program, a cardiovascular disease prevention plan that at-
tempts to institute a comprehensive cardiovascular health status report in each local
municipality (State of Alaska, 2005).

Legislation in Other Nations. Most U.S. health promotion initiatives conducted
to date have targeted behavioral change primarily at the level of the individual
(Green, Nathan, & Mercer, 2001). In contrast many European countries have not
regarded omnibus legislation on health promotion as necessary because health
promotion activities are integrated into their health care systems; further, many gen-
eral health laws already make health care professionals responsible for health pro-
motion and health education (Leenen, Pinet, & Prims, 1985). Sweden’s Health
and Medical Services Act of 1982, for example, emphasizes preventive activities
and states that all forms of health and medical care are expected to include in-
formation and health education. In some eastern European and former Soviet
bloc countries, turbulent political changes have impeded any unified legislative
movement on health promotion. Many other countries rely on voluntary agree-
ments with industry, thus limiting the role of national government (Roemer, 1982,

1986; World Health Organization, 1988).
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Beyond Europe, countries have looked to the World Health Organization
(WHO) and its Health for All by the Year 2000 initiative, launched by the Alma-
Ata International Conference on Primary Health Care in 1978, which renewed the
emphasis on community participation and on more equitable access to basic health
resources (WHO, 1978). Article 25 of the seminal United Nations” Universal Dec-
laration of Human Rights (United Nations, 1948) establishes health promotion as
a priority for mothers, children, and the elderly, and serves as the basis for interna-
tional health-promotive efforts. Such efforts include tobacco cessation programs in
Australia enforced by statutory and judicial edicts such as restrictions and prohibi-
tions on the marketing and advertising of the product (Reynolds, 1994; Green et
al., 2001). In Belgium the Flemish Institute for Health Promotion (2005) seeks to
provide health promotion services and local health consultation groups to serve as
a portal to preventive health care resources for its citizens. In Poland legislation
passed in 2004 will provide more funds to assist health promotive efforts in strug-
gling state hospitals and clinics (“Poland’s Lawmakers Pass Legislation . . . ,” 2004).

Influential Actors

Public education campaigns and commercial advertising have increased interest
in low-fat diets, physical exercise, and weight management. New screening tech-
nologies, such as the controversial computed tomography (C'T) for the early de-
tection of lung cancer (Henschke et al., 1999; Mulshine & Henschke, 2000), and
new interventions, such as a vaccine against the human papillomavirus (HPV) to
reduce the risk of cervical cancer (Franco & Harper, 2005), are emerging along-
side increased public interest. With the growth of the Internet and other infor-
mation technologies, many clients have become more knowledgeable about
prevention and professional guidelines for screening. Health plans too have begun
to realize that offering comprehensive health promotion and disease prevention
is a valuable marketing tool for attracting new members.

The most influential actors in the health promotion field include the U.S. Pre-
ventive Services Task Force and selected federal agencies, world health agencies,
voluntary and professional organizations, accreditors, media, and community ad-
vocacy groups and coalitions.

U.S. Preventive Services Task Force. Evidence-based medicine—that is, clinical
practice based on accepted scientific findings, which are generally reviewed by a
professional or scientific body—has become a critical influence on health care
providers. One of the key actors in this arena is the U.S. Preventive Services Task
Force (USPSTT), established by the U.S. Public Health Service in 1984. It is an
independent panel of mostly nonfederal experts in primary care and prevention
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that uses a systematic methodology to review the evidence for the effectiveness of
clinical preventive services (for example, screening tests, counseling interventions,
immunizations, and chemoprevention); assigns ratings to the quality of the data;
and issues clinical practice recommendations reflecting the strength of the sup-
porting evidence (Woolf, Jonas, & Lawrence, 1996). The USPSTT has collabo-
rated with medical subspecialties committed to the evidence-based policy, such as
the American College of Physicians and the American Academy of Family Physi-
cians, as well as with its Canadian counterparts. Task force findings have often
varied from those of advocacy groups that have relied on older, opinion-based
methods of review.

The first USPSTT assessed sixty topic areas in its Guide to Clinical Preventive Ser-
vices, published in 1989. That USPSTT was disbanded with the publication of the
guide; with the growth in scientific evidence, a second USPSTT was convened in
1990. In 1996, it published a second edition of the Guide to Clinical Preventive Ser-
vices (USPSTE, 1996), comprising evaluations of 200 interventions in seventy areas.
This 1996 guide accompanied the Prevention Guidelines of the Centers for Disease
Control and Prevention (CDC) (Friede, O’Carroll, Nicola, Oberle, & Teutsch,
1997). In 1998, the Clinicians’ Handbook of Preventive Services and the Put Prevention
into Practice national implementation program were released.

In late 1998, the Agency for Healthcare Research and Quality (AHRQ) con-
vened the current USPSTE. The USPSTT’s guidelines are based on systematic
evidence reviews conducted by two AHRQ-supported Evidence-Based Practice
Centers (one at Oregon Health and Science University and the other at Research
Triangle Institute-University of North Carolina), and advice from varied govern-
ment and private panels of reviewers. The final recommendations balance the
relative harms and benefits, including cost, by rating the quality of the evidence
as “good,” “fair, “ or “poor,” and the net benefit as “substantial,” “moderate,”
“small,” or “zero/negative” (Sheridan, Harris, & Woolf, 2003). The third edition
of the Guide to Clinical Preventive Services (USPSTT, 2004) provides the latest avail-
able recommendations on preventive interventions, screening tests, counseling,
immunizations, and medication regimens for more than eighty conditions. The
USPSTT recommendations have founded performance measures that are used
to judge quality by the National Committee for Quality Assurance (NCQA), peer
review organizations (PROs), and the Joint Commission for Accreditation of
Healthcare Organizations (JCAHO), holding providers and health care systems
accountable for delivering effective health care.

For some health problems, such as secondhand smoke exposure, community-
based interventions are more likely to decrease the problem behavior than are health
care provider interventions. In 1996, the CDC thus formed the Task Force on
Community Preventive Services to address a broad range of interventions, target-
ing communities and health care systems rather than individual clients. This task



Contexts for Health Promotion 77

force’s Guide to Community Preventive Services (Zaza, Briss, Harris; Task Force on Com-
munity Preventive Services, 2003) also provides public health decision makers with
recommendations on population-based interventions to promote health and to pre-
vent disease, injury, disability, and premature death at the state and local levels.

Yet identifying effective interventions can be difficult in prevention, where ran-
domized controlled trials are often difficult to conduct. There is strong evidence
for the effectiveness of brief clinician counseling in smoking cessation (Sheinfeld
Gorin & Heck, 2004) and in reducing problem drinking. Intensive dietary coun-
seling can lead to reduced dietary fat and cholesterol intake and increased fruit and
vegetable consumption. Effective primary care—based interventions to increase
physical activity have been more difficult to identify, although the PACE approach
described in Chapter Six of this volume holds significant promise. Some studies
suggest that provider counseling can increase the use of seat belts, child safety seats,
and bicycle helmets, particularly when this counseling is delivered to parents of in-
fants and young children. Brief counseling interventions aimed at high-risk indi-
viduals can increase condom use and prevent the spread of sexually transmitted
diseases. Health provider recommendation is central to compliance with cancer
screening tests, such as those for the breast, colon, and cervix (see Mandelblatt &
Yabroff, 1999, for a review).

Barriers to the Dissemination of the USPSTF Guidelines. In practice, health care profes-
sionals vary in their use of counseling to change client behaviors. These variations
are one contributor to the disparities in health care quality among ethnic and racial
subgroups of the population.

Provider-level barriers to counseling include limited time, lack of training in
prevention, lack of perceived effectiveness of selected preventive services, and prac-
tice environments that fail to facilitate prevention (Ashford et al., 2000; Sheinfeld
Gorin et al., 2000; Hulscher, Wensing, van der Weijden, & Grol, 2002). Physicians
find counseling time consuming and difficult to track and to charge; in fact physi-
cian time for counseling clients about health promotion is relatively short, often from
two to six minutes (Mullen & Holcomb, 1990; Kushner, 1995; Ockene et al., 1995;
Patton, Kolasa, West, & Irons, 1995; Burton et al., 1995; Price, Clause, & Everett,
1995; Schectman, Stoy, & Elinsky, 1994; Thompson, Schwankovsky, & Pitts, 1993;
Ammerman et al., 1993; Cushman, James, & Waclawik, 1991; Logsdon, Lazaro, &
Meier, 1989).

In addition to the barriers at the provider level, patient factors limit access to
counseling (as well as to health care in general). Patient-related barriers include
limited or no health insurance; limited literacy; delay in symptom recognition, di-
agnosis, and treatment; poor cultural matches between patients and providers;
mistrust, low awareness, or limited knowledge of health care services; misunder-
standing of provider instructions; and poor prior interactions with the health care
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system (reviewed in Institute of Medicine [IOM], 2003). Patient psychosocial bar-
riers to care include fear, overestimation of personal disease risks, and a sense of
fatalism (Sheinfeld Gorin, 2005; Sheinfeld Gorin & Albert, 2003; Honda & She-
infeld Gorin, 2005; Sheinfeld Gorin & Heck, 2005) and also limited social sup-
port (Berkman & Syme, 1979; Berkman, 199)5).

Similarly, provider-patient process factors, such as poor communication and
uncertainty, may limit access to health care and health-promoting counseling, par-
ticularly for racial and ethnic subgroups. Within the time pressures exerted by the
demands of modern health care and the beliefs about the likely cause of a pa-
tient’s condition that are inculcated in medical students through their training,
even bias and stereotyping may limit access to health care, particularly among mi-
nority patients (IOM, 2003)

Finally, system-level barriers—such as language barriers, differences in the
geographic availability of health care institutions (including pharmacies) and in
the distribution of health-promoting environments (for example, grocery stores
selling healthful foods, Diez-Roux, 2003; parks; and bike and walking paths for
physical activity), and enrollments of Medicaid patients in managed care systems
that disrupt existing community-based provider practices and care networks (IOM,
2003)—may influence access to and the provision of quality care. Thus substan-
tial gaps in the delivery of preventive health care remain.

Other Influences on Evidence-Based Practice. Internationally, the Cochrane Collabora-
tion, a voluntary association of academics and clinicians, supports the develop-
ment and publication of systematic reviews of rigorous studies in health. These
reviews are widely available on the Web and through standard bibliographical
search engines, such as MedLine. Although, in general, association members’
Interest rests more in treatment evaluations than in health promotion, the Aus-
tralasian Cochrane Center in Melborne, Australia, is starting to support system-
atic reviews in health promotion and disease prevention, and a review group has
been formed to examine the evidence for screening tests. Efforts are under way
to form an evidence-based behavioral health review group. The Campbell Col-
laboration similarly supports systematic reviews of studies in health, as does the
National Institute for Clinical Excellence (NICE) in the United Kingdom, and the
Health Evidence Network (HEN) sponsored by the WHO Regional Office for Eu-
rope. Generally, the findings of these international collaborations have less influ-
ence on health care practice in the United States than do the findings of national
groups, such as the USPSTT.

Selected Federal Agencies. Although health promotion policies are housed in several
federal agencies, only the actions of the U.S. surgeon general and the CDC, which
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are functions of the U.S. Department of Health and Human Services (USDHHS)
and, more specifically, the U.S. Public Health Service, are described at any length
in this text. In particular the Healthy People documents, presented under the auspices
of the surgeon general, have had unprecedented influence on the health promotion
field because of the extent of participation that the health care community had in
their preparation, their credibility, and the form and content of their texts. These
documents are credited with beginning the second revolution in public health.

The First Public Health Revolution. 'The first public health revolution began with the water-
shed 1848 Public Health Act in Britain, and from that point forward the principle
of state intervention in the lives of individuals to promote outcomes of social value
was established. In particular this nineteenth-century revolution sought to im-
prove the social and physical environment to decrease health hazards. This Act, as
well as the two that preceded it (the English Towns Improvement Act of 1847 and
the Liverpool Sanitary Act of 1846), provided a remedy for particular problems,
designated nuisances, and allowed public authorities to order their removal. These
nuisances were largely seen as things that smelled offensively, supporting the muas-
matic idea that bad smells were a sign of disease. The Act authorized the undertak-
ing of public health works, such as controls over slaughterhouses, common lodging
houses, and offensive trades. It contained requirements for all new houses to be built
with drains that connected to sewage systems where possible or to a cesspit. It also
created a public health structure, the General Board of Health, which functioned
as a national public health authority, and local boards of health, which consisted
of supervisors of local surveyors and inspectors of nuisances. Responsibility for sew-
ers was vested in the local boards, which had powers to control and cleanse

(Reynolds, 1994).

The Second Public Health Revolution. "Uhe second public health revolution, reflected in Healthy
People: The Surgeon General’s Report on Health Promotion and Disease Prevention (U.S. De-
partment of Health, Education and Welfare, Public Health Service, 1979), her-
alded the importance of lifestyle changes to health promotion and the importance
of the reduction of chronic disease and the achievement of a better quality of
life for all.

Early criticisms of the 1979 document and the second public health revolu-
tion were myriad (Neubauer & Pratt, 1981; Tesh, 1981). These criticisms focused
on the importance attached to promoting individual lifestyle and behavioral change
rather than to making policy recommendations to alter the social and economic
factors that determine health (Neubauer & Pratt, 1981). The lifestyle hypothesis of
the 1979 document approached disease as though ill health were the result of per-
sonal failure—a “victim-blaming” strategy—rather than placing disease causes and
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“solutions” in larger social and economic contexts (Navarro, 1976). The commu-
nity response to this strategy was considerable, and concomitant changes in the
health promotion field led to changes in subsequent publications of the Surgeon
General.

The 1979 document was expanded in 1980, under the title Promoting Health/
Preventing Disease: Objectives for the Nation. This document was followed by Healthy
People 2000 (USDHHS, 1991); Healthy People 2000: Midcourse Review and 1995 Re-
vistons (USDHHS, 1995); Healthy People 2000: Final Review; and most recently,
Healthy People 2010.

Healthy People 2010. Healthy People 2010 (USDHHS, 2000a) provides a plan of ac-
tion for the nation’s health, with two major goals, to increase quality and years
of healthy life and to eliminate health disparities. As did its forerunners, it estab-
lishes a set of specific objectives, 467 in number, organized into twenty-eight focus
areas, as a basis for coordinated efforts to improve public health on the national,
state, and local levels, and to be used as a teaching tool. Twenty-one of these ob-
jectives are found within ten leading indicators, which involve physical activity, over-
weight and obesity, tobacco use, substance abuse, responsible sexual behavior,
mental health, injury and violence, environmental quality, immunization, and ac-
cess to health care. The twenty-eight focus areas traverse the three broad cate-
gories of public health that were found in Healthy People 2000: health promotion,
health protection, and preventive services. An interactive, online database,
DATA2010, updated quarterly (CDC, 2005b), is available to track the Healthy Peo-
ple 2010 objectives.

Unlike all previous national documents of this type, Healthy People 2010 places
the reduction of health disparities, improving life expectancy, and improving qual-
ity of life at its core. It also reflects a more integrated approach to health promo-
tion, from lifestyle to environmental approaches, than previous documents do. In
consonance with the Health 21 document from WHO, and at variance with the
individual risk orientation of Healthy People 2000, Healthy People 2010 also reflects
goals and objectives related to supportive environments.

Centers for Disease Control and Prevention. The Centers for Disease Control
and Prevention is unique in the extent of its influence on the health promotion
field because it is one of the few (and the oldest) agencies devoted to the singular
mission of promoting health and quality of life, by preventing and controlling dis-
ease, injury, and disability. Through its twelve centers, institutes, and offices, it
stewards a wide range of activities involving chronic disease prevention and health
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promotion, environmental health, infectious disease (for example, human im-
munodeficiency virus [HIV], sexually transmitted disease [STD], and tuberculo-
sis [TB]) prevention, injury prevention and control, occupational safety and health,
the national immunization program, epidemiology, and health statistics. Its scope
is international and ranges from the review of privatization efforts to work with
state and local health agencies. Few health promotion efforts fall outside its aus-
pices (CDC, 2005a).

Other National Agencies. Several other national agencies are also active in
health promotion. The Food and Drug Administration safeguards the nation’s
food supply (with the exception of meat and poultry products), dietary supple-
ments (only postmarketing; see Chapter Ten), drugs and devices used for ani-
mals, cosmetic products, medical devides, radiation-emitting electronic products,
and biologics by helping safe and effective products reach the market in a timely
way and monitoring them for continued safety after they are in use. Recently, it
was unsuccessful in its attempt to regulate nicotine as a drug. The Occupational
Safety and Health Administration of the U.S. Department of Labor has estab-
lished guidelines on workplace violence and initiatives in ergonomics that have
been important to health promotion of late. The U.S. Department of Agricul-
ture has been particularly influential through the nutritional programs it ad-
ministers: the food stamps program for low-income Americans; the Special
Supplemental Nutrition Program for Women, Infants, and Children (WIC); and
child nutrition programs. Last, the Environmental Protection Agency enforces
the removal of toxic wastes and monitors toxic air pollution and pesticide use, a
key component of health promotion.

National Voluntary and Professional Organizations. Numerous singularly fo-
cused voluntary organizations such as the American Cancer Society, the Ameri-
can Heart Association, and the American Lung Association have advanced the
health promotion agenda nationally and internationally and have educated clients.
Similarly, professional groups such as the American Public Health Association and
the American College of Preventive Medicine, in pursuing their members’ inter-
ests, have either directly influenced omnibus health promotion legislation or spe-
cific legislation (for example, concerning nutrition) and have provided direct
service to clients.

The more than 300 professional associations contributing to health promo-
tion in this country have assisted in the development of a national agenda for
health promotion; have influenced legislation; and have engaged in education,
screening, and other preventive services for clients. These associations include the
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American Public Health Association, Society for Public Health Education, Amer-
ican Nurses Association, American Academy of Family Physicians, American Col-
lege of Physicians, American College of Preventive Medicine, American College
of Nutrition, American Dietetic Association, American Physical Therapy Asso-
ciation, American Dental Association, and National Association of Social Work-
ers. Many of these organizations and groups are represented by some of the
18,000 registered lobbyists who incurred roughly $3 billion in 2003 expenses (Mike
Scott, director of Government Affairs, American Society of Anesthesiologists,
personal communication, January 19, 2004) to influence legislation and national,
state, and local agendas.

Multilateral Organizations: WHO. The World Health Organization (WHO),
formed in 1948 as a function of the United Nations, is the most influential world-
wide actor in health promotion. Its guiding principles were first articulated in the
Alma-Ata Declaration on Primary Health Care of 1978, emphasizing that health
1s a fundamental right, to be guaranteed by the state; that people should be prime
movers in shaping their health services, using and enlarging upon the capacities
developed in their societies; that health services should operate as an integral
whole, with promotive, preventive, curative, and rehabilitation components; and
that any Western medical technology used in non-Western societies must conform
to the cultural, social, economic, and epidemiologic conditions of the individual
countries. The Alma-Ata declaration was endorsed by every country in the world
(WHO, 1978).

WHO’s orientation toward health promotion was developed in 1986 during
the First International Conference on Health Promotion, held in Ottawa, Canada
(Canadian Public Health Association, 1986). After the Ottawa conference, WHO
convened a series of global conferences to explore healthy public policy (in Ade-
laide, Australia, in 1988), supportive environments for health (in Sundsvall, Swe-
den, in 1991), and determinants of health in the twenty-first century (in Jakarta,
Indonesia, in 1997). At the fifth conference (in Mexico City in 2000), the Mexico
Ministerial Statement on Health Promotion yielded the most recent health pro-
motion framework, which focuses on bridging the equity gap through promoting
health. The sixth conference (in Bangkok, Thailand, in 2005) produced the
Bangkok Charter for Health Promotion, with frameworks and strategies for sus-
tainable and integrated health promotion. Of late, WHO has begun to recognize
the importance of health promotion among the growing number of aging indi-
viduals worldwide, as reflected in its structural integration of its Chronic Diseases
and Health Promotion functions into a single department and in its Ageing and
Life Course initiative.
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Over time, WHO has altered its definition of health and health promotion,
moving from an individual risk factor modification model to a model that embod-
les a social resource orientation, as found in its Health for All report. Health for All, sim-
ilar in intent to Healthy People 2000, embodies thirty-eight regional targets within six
themes; its adoption by the member states of the European region of WHO in 1984
was key to the widespread recognition of health promotion. It includes targets for
modifying individual lifestyles for disease risk reduction (the focus of Healthy People
2000), alongside the goal to promote a “social model of health,” which grew from a
European tradition linking social reform and public health (Kickbusch, 2003).

The Health for All document describes five lifestyle and health targets, grouped as
a package, that address healthy public policy, social support systems, knowledge and
motivation, positive health behavior, and health-damaging behavior. In WHO?s sub-
sequent revisions of the targets in 1991 and 1998, it has highlighted the complex
political and social processes necessary to achieve changes in health. The Health for
All targets (1) focus on primary health care; (2) emphasize the role of the health care
system emphasis in the promotion of health and the prevention of disease; (3) high-
light effective cooperation among all sectors of government and society; (4) rely on
a well-informed, motivated, and actively participating community (as a key element
for attaining common goals); (5) strengthen international cooperation (as health
problems transcend national frontiers); and (6) emphasize the reduction of health
mequalities as far as possible (WHO, 1985). Equity is a key concern of Health for All;
the principles assert that people need social and economic opportunities to main-
tain and develop their health. Unlike Healthy People 2000, which was primarily con-
cerned with lifestyle changes, more than one-half of the Health for All targets require
changes in legislation (Pinet, 1986). To date, twenty-seven European countries have
formulated targets using the WHO policy as a starting point, as have regions,
provinces, and cities (Kickbusch, 2003). A report published in 2001 by the Swedish
National Committee for Public Health (a parliamentary committee) is a notable ex-
ample, focusing on both health determinants and health promotion rather than
health behaviors.

The most recent WHO target documents (notably Health 21, a revision of
Health for All, WHO, 1999) have reinforced the commitment to address health de-
terminants and to seek strategic entry points outside the health care system (Kick-
busch, 2003). “Health is a powerful political platform” (WHO, 1999).

A European document (WHO, 1998) derived from Health 21 has strength-
ened the commitment to the values of equity, participation, solidarity, sustain-
ability, and accountability. These values, with their humanist orientation, stand in
contrast to the population-health orientation and economic rationales of many
other health promotion documents.
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Examples of WHO Health Promotion Initiatives. WHO member states have re-
cently agreed to the impressive Framework Convention on Tobacco Control (WHO,
2004b), with 164 signatories, that may serve as a mandate for tobacco control pro-
grams throughout the world (see Chapter Nine for more discussion). WHO has
also prepared the WHO Global Strategy on Diet, Physical Activity and Health (2004a),
to direct member states’ attention to this emerging health promotion area.

Yet another example of a WHO health promotion activity is the Healthy
Cities project. This project began in Canada in 1984 and in Europe in 1986. The
explicit aim of the WHO Healthy Cities project is to localize the Health for All strat-
egy in designated cities by involving political decision makers and by building a
strong local lobby for public health interests. The qualities of a healthy city de-
veloped by the project were thought to be related to residents’ well-being and qual-
ity of life (Hancock & Duhl, 1988). In 2003, the WHO Healthy Cities network
launched its fourth phase (WHO, 2005). These projects, still in development, stress
a municipal approach to health promotion through extensive community partic-
ipation, intersectoral cooperation, partnerships at all levels, good urban gover-
nance, and the implementation of comprehensive city plans for health promotion.

These projects have expanded throughout Europe, in other French- and
Spanish-speaking regions of the world, in the Asian Pacific region (for example,
Australia, Japan, and New Zealand), and in an increasing number of developing
countries (for example, Iran and Ghana). The Pan American Health Organiza-
tion has created a strong healthy municipalities network that includes hundreds of cities.

In the United States, the Coalition for Healthy Cities and Communities has
based its work on the WHO approach (Association for Community Health Im-
provement, 2005; Kickbusch, 2003). For example, California Healthy Cities and
Communities has funded community-based nutrition and physical activity pro-
grams in several cities, and these programs have included the enactment of poli-
cies for land and complementary water use, improved access to produce, elevated
public consciousness about health, culturally appropriate educational and train-
ing materials, and strengthened community-building skills (Twiss et al., 2003). The
active role of citizens and the community is central to this settings approach.

Some of these projects have been assessed by systematically evaluating their im-
pact on social and political processes. Some “promising interventions” (IOM, 2000a)
have helped to frame health in terms of relevance to people and communities.

Canadian Leadership and the Third Public Health Revolution. Canada has
been a leader in promoting health, both nationally and internationally. In 1974,
A New Perspective on the Health of Canadians, also known as the Lalonde Report (after
the Canadian Minister of Health at that time), assessed priorities for improving
the health status of the Canadian population and was instrumental in bringing
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attention to the health promotion movement (Lalonde, 1974). The report de-
scribes the relationships between access to health care services, human biology,
environment, and individual behaviors, and estimates the relative contribution to
outcomes that progress in each of these areas might make (USPSTE 1996). In
1986, Canada’s Public Health Association and Health and Welfare Canada played
a significant role in the development of health promotion internationally through
their cosponsorship (with the World Health Organization) of the Iirst Interna-
tional Conference on Health Promotion, where the Ottawa Charter for Health
Promotion was produced, and nationally through the release of Achieving Health
Jor All: A Framework for Health Promotion (also known as the Epp report) (Epp, 1986).
Analyses of Achieving Health for All revealed its attention to individual responsibil-
ities and rights, health promotion, and broad health determinants, as well as its
consonance with a more cost-contained health care delivery system (Iannantuono
& Eyles, 1997). The Ottawa Charter’s conceptualization of health as a “resource
for living” and its shift in focus from disease prevention to “capacity building for
health” initiated the thurd public health revolution by concomitantly committing health
promotion to social reform and equity (Kickbusch, 2003; Breslow, 1985). In the
third public health revolution, health is recognized as a key dimension of the qual-
ity of life. The Ottawa Charter secks to move health out of the professional ac-
tion frame into organizations and the community (the “context of everyday life”).
Health promotion is produced in the dynamic exchange between people and their
environments; the process of involvement is considered health promoting in that
it creates self-esteem, a sense of worth, and social capital (Kickbusch, 2003). The
charter outlines five key action areas that reinforce each other, with the goal of
improving the health of populations: (1) build healthy public policies (policies sup-
portive of health in sectors other than health), (2) create environments supportive
of health, (3) develop personal skills, (4) strengthen community actions, and (5) re-
orient health services for health promotion. Health professionals are to “enable,
advocate, and mediate.”

Similarly, in 1976 the Canadian government undertook one of the first com-
prehensive efforts to examine the effectiveness of clinical preventive care when it
convened the Canadian Task Force on the Periodic Health Examination, now
called the Canadian Task Force on Preventive Health Care (CTFPHC). Using
explicit criteria to judge empirical research on clinical preventive services, the
CTTFPHC examined preventive services for seventy-eight target conditions, re-
leasing its report in 1979. Between 1979 and 1994, it published a series of updates
and revisions to the original report, released in 1994 as the Canadian Guide to Clin-
wal Preventive Health Care. Called “the red brick,” because of its 1,009 pages and its
color, this guide has been considered a standard reference tool for Canadian pri-

mary care physicians (USPSTE, 1996; Canadian Task Force on the Periodic
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Health Examination, 1994; Canadian Task Force on Preventive Health Care,
2000). Presently, the CTFPHC continues to publish its evidence reviews and rec-
ommendations, in English and in French, in major Canadian journals and online.
As discussed earlier in this chapter in relation to the USPSTTF’s work, several chal-
lenges remain in the clinical implementation of the CTFPHC guidelines.

Accreditors. Accreditation is a self-assessment and external peer review process
used by health care organizations to accurately assess their level of performance
in relation to established standards and to implement ways to continuously im-
prove the health care system (Tregloan, 1998). In particular, patient safety is a
major issue for health care professionals, payers, and patients. Over the past five
years, dozens of bills have been submitted to the U.S. Congress addressing patient
safety and the need to ensure quality health care delivery systems, including the
Patient Safety and Quality Improvement Act of 2003. The need to provide health
service accountability has never been greater.

In some countries there is one main accreditation program for health services
(for example, the Health Quality Service in the United Kingdom and Quality
Health in New Zealand), whereas in the United States two major accrediting
groups—the National Commission for Quality Assurance (NCQA) and the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO)—maintain
standards for the quality of organizations’ structured health promotion activities.
Other organizations, such as the National Association for Healthcare Quality and
the American Society of Health-System Pharmacists, may monitor medication
safety, and prestigious scientific groups, such as the Institute of Medicine and the
nonprofit Institute for Healthcare Improvement, may document the overall quality
of health care through their focus on seminal issues, such as health disparities, with-
out issuing certifications. Additionally, rapidly growing groups such as the Utiliza-
tion Review Accreditation Committee (URAC) serve to promote continuous
improvement in the quality and efficiency of health care delivery services by
streamlining the processes used to determine whether health care is medically nec-
essary, helping to keep health care costs down for both payers and providers.

Accreditors use a combination of on-site expert surveys of an organization
and reviews of written materials to determine whether an organization has met
preestablished guidelines for health care. Accreditation indicates that an entity has
adopted a set of quality standards and that its performance is continually re-
viewed. Accreditation, although voluntary, is critical to a health care center’s con-
tinued receipt of insurance funds, competition for employer health care contracts,
and licensure for Medicare certification through deemed status (as a home health
agency or hospice). Often, accreditation by major accreditors serves as an adjunct
to federal or state inspection of health care facilities. These external accredita-
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tions are important adjuncts to the continuous quality improvement (CQI) sys-
tems that monitor, correct, and enhance the services of many agencies.

NCOQA is a private, not-for-profit organization dedicated to improving health
care quality and is frequently referred to as a watchdog for the managed care in-
dustry. Thirty states now recognize NCQA accreditation as meeting certain reg-
ulatory requirements for health plans, eliminating the need for a separate state
review. NCQA evaluates health plans in the areas of patient safety, confidential-
ity, consumer protection, access, service, and continuous improvement; its Health
Plan Employer Data and Information Set (HEDIS) report card requirements guide
the managed care industry.

Since 1997, NCOQA has produced an annual State of Health Care Quality report
that provides an overall assessment of the performance of the health care system.
These findings are issued before the annual open enrollment season, when most
Americans choose their health plan for the following year. In compiling these data,
NCOQA requires an organization to evaluate the use of preventive services among
those at risk, including cholesterol measurement; exercise promotion; smoking ces-
sation; and counseling for prevention of motor vehicle injury, sexually transmitted
diseases, and alcohol and other drug abuse (NCQA, 2004). The evaluation process
includes looking at both the groups at risk and the population as a whole.

Under the guidance of NCQA, consumers, insurance purchasers, and health
maintenance organizations (HMOs) developed the HEDIS measures for HMOs
to evaluate the quality of services and care they provide. HEDIS addresses a broad
range of important health issues including childhood and adolescent immuniza-
tion status, high blood pressure control, asthma medication use, antidepressant
medication management, breast cancer screening, and smoking cessation coun-
seling. Using the HEDIS findings, NCQA has recently created the Quality Com-
pass,” which allows users to compare health plans side by side and to make health
care coverage decisions based on quality and value as well as provider network
and price (NCQA, 2005).

JCAHO is the predominant standards setting and accrediting body in the
United States, with more than 15,000 health care organizations and programs
under its supervision, including ambulatory care centers, home health care cen-
ters, behavioral health care organizations, health care networks, corporate health
services, long-term care organizations, hospitals, and pathology and clinical lab-
oratory services. Since 1994, JCAHO has enumerated health promotion and dis-
ease prevention guidelines for health care networks, including HMOs, preferred
provider organizations (PPOs), and other managed care entities that are perfor-
mance or outcome focused. It addresses each organization’s level of performance
in areas such as patient rights, patient treatment, and infection control and the or-
ganization’s performance with respect to health promotion and disease prevention.
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For behavioral health care organizations, including those that provide mental
health and addiction services, JCAHO has developed draft standards for behav-
1oral health promotion and illness prevention (JCAHO, 2005).

JCAHO also awards disease-specific care certification to health plans, hos-
pitals, and other service delivery settings that provide disease management and
chronic care services. In 1997, JCAHO launched its ORYX® initiative, which in-
tegrates outcomes and other performance measures into the accreditation
process, affording a flexible approach that can support quality improvement ef-
forts across all health delivery systems; by 2004, almost all hospitals were expected
to comply with new standards and submit data across several core components
(JCAHO, 2005).

Efforts to standardize accreditation procedures were helped when, in 2003,
NCOA and JCAHO formed a partnership for the purpose of establishing an ac-
creditation program for efforts to protect human subjects in research. This union
also realizes one aim of behavioral health advocates by allaying fears about how
informed consent for research participation is obtained from individuals with se-
rious mental illnesses.

The Media. The media provide illumination and a focus of attention that is enor-
mously powerful, particularly when the spotlight can be held in place. When gov-
ernments, advocates, and others are setting their health care agendas, the mass
media may provide the first step in public awareness and change; conversely, by
withholding attention, they can leave issues in the dark (Wallack, Dorfman, Jerni-
gan, & Themba, 1993). Even though the media recently have begun to expand
their coverage of health-promotive lifestyles, communication challenges remain.
The American public depends on the news media for reliable health infor-
mation. Yet many health care professionals meet with difficulties when sharing
science news with the public through the mass media (Rowan, 2005). For exam-
ple, the media may not always report health threats accurately. These inaccura-
cies may contribute to the public’s overestimation of mortality from causes that
are actually infrequent (for example, deaths resulting from illicit drugs) and un-
derestimation of mortality from causes that are frequent (for example, heart dis-
ease) (Adams, 1992-1993; Frost, Frank, & Mailbach, 1997). (There is considerable
confusion about how best to discuss health risks in numerical terms, however, even
in clinical settings; Woloshin, Schwartz, & Welch, 2002.) Moreover, the media
may, at the same time, promote healthful eating through public service an-
nouncements and promote high-fat, high-sugar foods through paid advertising.
Health care providers may enhance their communication with the mass
media by using several evidence-based strategies from the CAUSE model (Rowan,
Bethea, Pecchioni, & Villagran, 2003). This model involves earning the confidence
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of respected journalists, creating awareness of health issues, deepening under-
standing, gaining the satisfaction of news coverage, and motivating enactment or
behavioral change. (For a bibliography of works on health risk communication
see U.S. National Library of Medicine, 2003.)

Mass media interventions can be more cost effective for a large target group
relative to individual clinical interventions. Successful media interventions tend
to share several characteristics: (1) they use a multimedia approach with ties to
community interventions, such as support groups (Hastings, 1989; McAlister,
1982); (2) they concentrate on knowledge or awareness rather than attitude and
behavioral change (Hastings, 1989; Roberts & Maccoby, 1985); and (3) they at-
tempt to change the more tractable behaviors, such as understanding one’s prob-
lems, rather than, for example, altering one’s genetic predispositions (Barker,
Pistrang, Shapiro, Davies, & Shaw, 1993). A 2004 University of Vermont and
Baylor College of Medicine study, for instance, found that a carefully tailored mass
media program had reduced cigarette smoking by over 30 percent six years after
the program’s initiation (Baylor College of Medicine, 2004).

To evaluate media interventions, one must specify the type of changes de-
sired, the population subgroups in which the changes are desired, and the cir-
cumstances under which they are desired (Barker et al., 1993). The use of long
time frames, such as a period of years, is also recommended in the measurement
of change (Lorion, 1983).

From an advocacy perspective (that is, when seeking to use the media to in-
fluence those who can change the social environment), several approaches appear
important. Media advocates frame issues in terms of root causes and focus on pol-
icy concerns rather than personal behaviors. They use the dramatic story, with
characters, plots, villains, and heroes. Advocates take advantage of opportunities
to respond to breaking news, such as a decision in a tobacco company trial, to cre-
ate news of their own. Media advocates know what their adversaries’ reactions to
a story will be, and they maintain controlled communication with the press. They
seek to understand their topic, plan their goals, and understand how the media
work (Wallack et al., 1993).

The explosion of the Internet with its Web communities and individual Web
logs, or blogs, allows for rapid dissemination of information to the consumer seek-
ing quick and easy advice regarding health habits. Blogs are quickly becoming fo-
rums for the rapid exchange of ideas on all topics, with the Pew Center indicating
that one in nine Web viewers frequents blogs, translating to about fifty million
readers worldwide (MarketingVOX News, 2004). These forums can be used to
generate dialogue, but they can also be dominated by those with commercial in-
terests or competing claims, increasing decision conflict. Anonymous Internet por-
tals managed by reputable health care organizations, such as the CDC, may be
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an effective vehicle for channeling essential messages to consumers who may find
it difficult to parse conflicting information in TV, radio, or print media.

Community Advocacy Groups and Coalitions. Community groups, such as
Mothers Against Drunk Driving (MADD) and the National Alliance of Breast
Cancer Organizations (NABCO), have been effective advocates for change in laws
concerning drinking and driving (MADD) and breast cancer (NABCO). In the
case of tobacco use, for example, community and professional groups have orga-
nized coalitions to lobby successfully for legislation that outlaws smoking in pub-
lic buildings, workplaces, restaurants, schools, and sporting events across the
country and, in conjunction with international partners such as the World Health
Organization, in many parts of the developed world. They have influenced schools
of medicine to teach smoker counseling, they have provided consultation for clin-
ical trials in community settings (for example, COMMIT and ASSIST, as de-
scribed in Chapter Nine), and they have galvanized community attitudes toward
favoring smoking control.

Organizational Policy

Organizations such as schools, workplaces, public health departments, and health
care facilities are central to the implementation of health promotion legislation,
regulations, and policies and are essential to the formation of new initiatives.
These organizations wield considerable influence on community, group, and in-
dividual behavior and, as community-based programs, are the focus of many of
the objectives of Healthy People 2010.

School Districts and Schools. Lifetime patterns of diet, exercise, smoking, and
coping with stress may be established in childhood. Because the roughly sixty mil-
lion children and youths in America spend much of their days in school, the
school has become an important context in which to change these patterns,
through legislation, policies, and regulation. Children may learn about their bod-
ies and the effects of different lifestyle behaviors in this context. Children may also
gain access to necessary preventive services, such as age-appropriate immuniza-
tions, nutritious meals, and regular, organized physical activity. The school also
may connect families to health insurance programs, potentially through state
waiver funding or through Medicaid aid packages, thus enriching a family’s abil-
ity to continue to receive preventive services.

Many schools have adopted the CDC’s Healthy Youth program eight-
component model for a coordinated school health program. This model en-
courages schools to use health education, physical education, health services,
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nutritional services, health promotion for staff, counseling and psychological ser-
vices, a healthy school environment, and parent and community involvement to
motivate and assist students to maintain and improve their health, prevent dis-
ease, and reduce health-related risk behaviors (CDC, 2005¢). The number of
school-based health centers (SBHCs) that have implemented this program has
grown substantially, from 200 in 1990 to 1,498 in 2002, representing a 650 per-
cent increase in twelve years. School-based health centers can be found in forty-
five states plus the District of Columbia, with sixteen of these states providing full
grant support to these centers.

Health-related coursework and programs vary across schools, state by state.
In 2002, the percentage of schools in each state that required health education
for students in grades 6 through 12 ranged from 32.7 percent to 100 percent, with
a median of 92.3 percent. Most schools (median, 93.7 percent) taught one or more
separate required health education courses (CDC, 2002), almost all (95 percent)
local school districts had antismoking education in elementary schools. Although
most schools (93 percent) provided some instruction concerning alcohol and other
drug use, only about 51 percent provided related counseling services (CDC, 2002).
In 2002, only 6.5 percent of middle and junior high schools and 5.8 percent of
senior high schools met the recommended standard of daily physical education
for all students. This percentage must be increased to comply with the Healthy Peo-
ple 2010 objectives that call for daily physical education as a comprehensive ap-
proach to promoting health among young people.

Healthy People 2010 has extended the mandate for educating students about
health in middle, junior, and high schools to colleges and universities. This docu-
ment emphasizes six priority areas; injuries, both intentional and unintentional;
tobacco use; alcohol and illicit drug use; sexual behaviors that cause unintended
pregnancies and sexually transmitted diseases; dietary patterns that cause disease;
and mnadequate physical activity. According to Healthy People 2010, only 6 percent
of college and university students have received information in all six priority
areas. Thus, engaging university trustees and administrations, college health ser-
vices, student groups, parents, and community groups in increasing health pro-
motion awareness and literacy among these young adults is key:.

The State Children’s Health Insurance Program (SCHIP) gives grants to
states to provide health insurance coverage to the approximately ten million unin-
sured children in families with incomes up to 200 percent of the federal poverty
level. This program, enacted under Public Law 105-33 (passed in 1997), and Title
XXI of the Social Security Act, allows states to expand Medicaid or to create their
own children’s health insurance programs and provides an alternative to employer-
based health insurance by using schools as the grouping mechanism to negotiate
group health insurance policies. The program also increases health care stability
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because coverage is not disrupted if a parent changes or loses his or her job. States
are allowed to impose premiums, deductibles, or fees, but no copayments can be
charged for pediatric preventative care, including immunizations. Through this
cost-sharing method, states can match federal funds provided through the SCHIP
program to cover children who otherwise would receive no coverage for a variety
of services (American Academy of Pediatrics, 2005).

Worksites and Unions. Over 148 million adult persons go to work every day; in-
dividuals spend more than one-third of their waking hours at work (Bureau of
Labor Statistics, 2005a; Gomel, Oldenburg, Simpson, & Owen, 1993). Fourteen
out of every 100 U.S. workers belong to a labor union (Bureau of Labor Statis-
tics, 2005b) and generally have access to medical care through their benefit plans.
As a result, worksites and unions are important components of community-wide
health promotion efforts. Further, traditional worksite-based health promotion
programs are seen as an employee benefit that increases employee morale and at-
tracts and retains good workers at relatively little cost. In 1999, 95 percent of em-
ployers with fifty employees or more reported offering at least one health
promotion activity (Association for Worksite Health Promotion, 1999).

Workplaces oriented toward promoting good health for employees in order
to decrease costs of absenteeism, increase productivity, or create more effective
organizations may offer multifaceted supportive programs, employee assistance
programs (EAPs) for behavioral health promotion, and health insurance. Since
the 1990s, under the Drug-Free Workplace Act of 1988, EAPs have become the
linchpin of many workplace-based substance abuse programs, alongside drug-free
workplace policies, training and educational programs, and the identification of
illegal drug users (Glemigani, 1998; Hoffman, Larison, & Sanderson, 1997;
Greenberg & Grunberg, 1995; Delaney & Ames, 1995; Galvin, 2000). In addi-
tion, under Occupational Safety and Health Administration (OSHA) regulations,
worksites integrate the protection of employee health through setting and en-
forcing safety standards, training workers, and offering safety education. As de-
scribed in Chapter Fourteen, the more progressive worksites may see the creation
of healthful work as an aim in itself.

Although worksite-based health promotion programs are generally well ac-
cepted (Johansson & Partanen, 2002), have been found effective in reducing em-
ployees’ health risks (Wilson, Holman, & Hammock, 1996; Heaney & Goetzel,
1997), and have the potential to reduce health costs to employers (Edington, Yen,
& Witting, 1997), recruiting participants remains a challenge. Of the employees
who reported access to such programs in the National Health Interview Survey,
only 4.6 percent participated in smoking cessation programs, 34.7 percent in stress
management programs, 27.6 percent in nutrition programs, and 39.4 percent in
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cancer screening programs (Grosch, Alterman, Petersen, & Murphy, 1998). Par-
ticipation was highest among those with a college education or greater (48.8 per-
cent, compared to 24.6 percent among those with less than a high school diploma).

Although many worksite-based health promotion programs attempt to max-
Imize participation, some encourage participation according to employees’ health
risk profiles (Breslow, 1999). This population health management approach attempts to
lower the risks of high-risk employees while maintaining the status of lower-risk
employees (Serxner, Anderson, & Gold, 2004), matching the health message and
the program component (for example, newsletters, help lines, workshops, or
printed information) to the employee’s readiness to change (Prochaska & Velicer,
1997).

Union-based health promotion projects may have access to blue-collar work-
ers who may be otherwise difficult to reach and who have higher rates of smoking
and poorer health outcomes than workers in white-collar positions do (Albertsen,
Hannerz, Borg, & Burr, 2003; Barbeau, Krieger, & Soobader, 2004; Turrell,
Hewitt, Patterson, Oldenburg, & Gould, 2002). There is some evidence to sug-
gest that unions are amenable to worksite risk modification programs, such as
smoking cessation interventions that include systematic prevention messages as
well as policy changes (Sorensen et al., 2000), and comprehensive programs de-
signed to change dietary behaviors (Heimendinger et al., 1995).

Smaller worksites are often unable to offer employee assistance programs;
smaller firms are also less likely to offer their workers comprehensive health in-
surance that includes preventive services. Outsourcing, using existing community
services, and collaborating with unions and trade or professional organizations
may enhance employees’ access to traditional worksite health promotion pro-
grams, particularly for employees of smaller organizations.

Public Health Departments and Health Care Facilities. Public health depart-
ments and other health care facilities are influential contexts for the process of
health promotion. Created by statute, public health departments reflect the in-
terests of state and local advocacy groups and government officials (Gebbie, 2000).
Healthy People 2010, alongside the need to develop the public health infrastructure
and to strengthen the public health workforce (see Chapter Four), data, systems,
and resources, presented the development of a model public health statute as an
objective. Public Health in America (Public Health Functions Steering Committee,
1994), a consensus document, reflects a recent initiative also designed to strengthen
the nation’s public health infrastructure.

Public health departments, oriented toward optimizing the health of the en-
tire community, have traditionally been concerned with ensuring health through
the control of communicable diseases; health education; environmental sanitation;
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consumer protection; and the provision of medical and nursing services for the
diagnosis, treatment, and prevention of diseases in hard-to-reach populations
(McCaig, 1994b). Health departments are, however, changing rapidly under the
pressure to improve early detection of disease, as part of disaster preparedness
(and thus also to improve their rapid, real-time information sharing; Broome &
Loonsk, 2004; also see Chapter Thirteen). They are also under pressure to in-
crease access to health care for the culturally and linguistically diverse popula-
tions in the communities they serve (Liao et al., 2004). Public health activities are
generally coordinated by a network of municipal, state, and federal agencies and
are quite diverse (CDC & the National Association of County and City Health
Officials, 1994).

More than forty million Americans receive one or more clinical services through
public health departments, and about one-half of these agencies provide clinical
preventive care (CDC & the National Association of County and City Health Offi-
cials, 1994). In many of these departments, services are offered in a package, includ-
ing immunizations, health education, tuberculosis screening and treatment,
well-child visits, nutritional services for women and children, sexually transmitted
disease screening, partner identification and treatment, and HIV testing and coun-
seling. Often, preventive care is built into the medical protocols departments must
follow; many of these protocols are derived from state or federal statutes.

Hospitals, and particularly hospital emergency rooms (ERs), provide another
context for health promotion. They are the primary sites for clinical care among
vulnerable members of the population, such as the homeless, the uninsured, and
the working poor. More than 120 million persons visit an emergency room each
year, generally for the treatment of a presenting illness or injury, possibly from
their occupations. Blood pressure measurement, a screening test, is performed
in most ER wvisits (Frew, 1991). Nonurgent problems, often among the more vul-
nerable in the population, account for many ER visits, thus enabling health care
professionals to screen for hypertension, hypercholesterolemia, cervical and other
cancers, and syphilis and to conduct other forms of early detection (Chernow &
Iserson, 1987; Burns, Stoy, Feied, Nash, & Smith, 1991; Hogness, Engelstad,
Linck, & Schorr, 1992; Hibbs, Ceglowski, Goldberg, & Kauffman, 1993). ER
staff have an opportunity to counsel patients on injury prevention (McCaig,
1994a) and smoking cessation. Although preventive care is provided in this set-
ting and the ER serves as the primary clinical site for many in the population,
this usage is not without problems. The waits are often long; elevations in blood
pressure may be a result of anxiety, thus leading to misdiagnoses; and follow-
up—critical to prevention of sexually transmitted diseases, for example—is rare
(Avner, 1992).
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Economic Contexts for Health Promotion

In 2004, the United States spent $1.8 trillion dollars on health, 95 percent of
which went for direct medical services. Only 5 percent was allocated to prevent-
ing and promoting health (Centers for Medicare and Medicaid Services, Office
of the Actuary, 2003). Approximately 15.3 percent of the 2003 gross domestic
product (GDP) was earmarked for health expenditures, a figure that has been ris-
ing steadily over the past decade. Additionally, according to the Centers for
Medicare and Medicaid Services (CMS) (formerly the Health Care Financing
Administration [HCFA]), per capita expenditure will increase at an annual rate
of 7.3 percent, from $4,637 in 2000 to $9,216 by 2011 (CMS, Office of the Ac-
tuary, 2005). Despite this generous national expenditure, the United States con-
sistently ranks below many industrialized nations in population wellness, ranking
thirty-seventh in the most recent WHO survey of longevity and quality of life
(WHO, 2004c).

Commercial insurance companies, Blue Cross Blue Shield and other health
plans, federal insurance programs, and managed care are the major sources of
monies for health promotion services. About 85 percent of Americans are cov-
ered by health insurance through these insurers and employer self-insurance, in-
cluding administrative service contracts. Importantly, however, forty-four million
persons, including 11.2 million children, are without any health insurance because
they are employed by firms that do not offer coverage or because their incomes
are below the poverty line and they cannot afford it (U.S. Census Bureau, 2004).
Uninsured children are more likely than the insured to lack a usual source of
health care, to go without needed care, and to experience worse health outcomes
(IOM, 2002). Thirty percent of children without coverage are under six years old,
and one 1n three uninsured children lives in a family below the poverty line (Mills
& Bhandari, 2003).

More and better insurance coverage for health screening and counseling
would encourage wider use of preventive services, but it is difficult for commercial
insurers to develop a financially viable market for them. Because health insurance
was initially developed to protect individuals from the largely unpredictable and
high costs of hospitalization and catastrophic illness, by definition it is generally
limited to services that are deemed medically necessary to diagnose and treat illness
rather than for prevention (Garland & Stull, 2004). For example, the use of health
promotion programs such as nutrition counseling is predictable (based on the pres-
ence of specific risk factors) and relatively low in cost, so such programs have
never been considered medically necessary (Riedel, 1987). Further, commercial
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insurers have increasingly been criticized for failing to curtail the rapid health care
cost increases that might accompany new programs and that are outpacing worker
earnings increases and inflation rates.

The World Bank, another source of funds for government programs, has a
significant influence on international economies, so its recent designation of health
as an indicator of national development will affect the health promotion field. Ad-
ditionally, through their efforts to bring curative medicines to market, the phar-
macological, botanical, and biotechnology industries are briefly discussed in this
text as contributors to the economy of health promotion (see Table 3.3).

Commercial Insurance Companies

Since the 1930s, commercial insurance companies have reimbursed the insured
patient, or beneficiary, with stipulated sums of money to be applied against expen-
ditures for the insured risks. Subscribers bear sole responsibility for identifying
their need for health care, locating the providers of care, and paying for the care.
The insurer reimburses them for their reasonable and customary expenses (Shouldice,
1991). In the face of escalating costs, employers have begun to shift costs to em-
ployees and to expand the types of insurance plans offered as consumers react to
the cost-cutting measures of the HMO-dominated 1990s and seek greater flexi-
bility for their health dollar. Many of today’s employer groups are self-insured
(that 1s, they bear the entire risk for their employees internally); a commercial in-
surance company may then simply administer an employer’s plans, without the
attribution of risk.

Health insurers plans and policies are driven largely by concerns over rising
health care costs. A 2003 survey of New Jersey insurance plans (New Jersey Busi-
ness & Industry Association, 2003a, 2003b) found that health insurance costs in-
creased by an average of 13 percent in 2003, after a 15 percent spike in 2002.
Survey respondents reported paying an average of $6,692 per covered employee
for policies in 2003, up $781 from 2002, and up over 53 percent from 1998. A
Kaiser Family Foundation survey of 2,800 companies conducted in the fall of
2004 found that for companies with fewer than 200 employees, insurance premi-
ums increased 15.5 percent, compared with 13.2 percent for larger companies.
The study also found that erosion of retiree health care benefits is a growing con-
cern as employers are forced to scale back because of rising costs (Kaiser Family
Toundation and Health Research and Educational Trust, 2004).

Among employer groups, any employee demand for preventive services en-
counters pressures to control costs. Employees, too, may tend to resist raising pre-
miums to pay for additional benefits (Steckler, Dawson, Goodman, & Epstein,
1987). Faced with increasing competition for the business of healthy employer
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TABLE 3.3. COMPONENTS OF MAJOR
ECONOMIC PROGRAMS FOR HEALTH PROMOTION.

Program

Focus

Examples of Components

Commercial insurance
companies’

Reimburse client with fixed
sum for expenses of insured
risks.

May manage self-insurance
by companies.

91% offer colorectal, pros-
tate, breast, and cervical
cancer screening.

90% offer mammograms.
87% offer HIV/AIDS education.

76% offer nutrition
counseling.

98% offer diabetes screening.

99% offer smoking cessation.

Blue Cross Blue Shield”

Offers nonprofit medical
contracts for medical ser-
vices to members; generally
reimburses on preset
schedule.

Insurer of last resort to
many.

Preventive screenings of-
fered.

Smoking cessation offered.

Offers coverage to 1in 3
Americans through man-
aged care programs such as
HMOs, PPOs, POS plans,
Medicare managed care, in-
tegrated delivery systems.

Federal insurance programs

Medicare®

Provides health insurance

to 97% of those older than
65 years: Part A (compulsory
hospitalization insurance);
Part B (supplementary
medical insurance).

14% of population enrolled
in managed care plans.

Covers pneumococcal vac-
cines, hepatitis A vaccine,
pap smears, mammography.

Medicare supplemental
insurance

Supplements basic Medicare
coverage.

Medicaid®

Provides health insurance to
low-income population and
to disabled population.

40% of beneficiaries enrolled
in managed care.

Mandated preventive ser-
vices of periodic screening;
family planning for children
younger than 21 years.

Federal Employees Health
Benefits Program (FEHB)®

Provides voluntary health in-
surance coverage for 88% of
8.6 million active and retired
federal employees.

Risk plans cover eyeglasses.

Dental X-rays, cleaning
covered.
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TABLE 3.3. COMPONENTS OF MAJOR
ECONOMIC PROGRAMS FOR HEALTH PROMOTION, Cont’d.
Program Focus Examples of Components
TRICARE/CHAMPUS Provides a comprehensive Extensive clinical health

(Civilian Health and
Medical Program for
the Uniformed Servio:es)f

managed health care de-
livery system for active
members of the armed
forces, their dependents,
and retirees; coordinates
care in military hospitals
and clinics with services
from civilian health care
professionals.

promotion and disease
prevention examinations
(for example, health risk
appraisals, laboratory tests)
and counseling (for exam-
ple, tobacco, diet, physical
activity, safe sex).

Veterans Health Adminis-
tration medical care®

Operates 1,300 sites of
care for individuals who
served honorably in armed
forces.

May choose managed care
for preventive care.

Indian Health Service"

Provides medical care

and health services for 1.5
million Native Americans,
including Alaska Natives.

Smoking cessation policies
and programs offered.

May choose managed care
plan for preventive care.

Managed care organizations
(MCOs)

Integrate financing and
delivery of appropriate
medical services to covered
individuals.

Techniques employed to
manage health of a defined
population.

59% of plans provide full
coverage for at least one
type of pharmacotherapy
used for smoking cessation,
such as bupropion or nico-
tine replacement therapy
(NRT).

Health maintenance
organizations (HMOs)

Offer prepaid health care
arrangements.

Subject to capitation.

Health promotion programs
most likely to be offered

are weight control, stress
management, smoking
cessation.

Preferred provider
organizations (PPOs)

Contract with providers to
deliver covered services for
discounted fee.

88% cover adult physical
examinations.

Exclusive provider
organizations (EPOs)*

Similar to the HMO, but
members must remain
within the network to
receive services.

Similar to HMOs.
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TABLE 3.3. COMPONENTS OF MAJOR
ECONOMIC PROGRAMS FOR HEALTH PROMOTION, Cont’d.

Program Focus

Examples of Components

Point-of-service (POS)
pIansI

Combine HMO and PPO
features; network of con-
tracted MDs.

89% cover physical
examinations.

Consumer-directed health
care products.

Health savings accounts
(HSAs)™

Requires high-deductible
health insurance plan.

Mental health and substance
abuse benefit package.

Managed behavioral
health care”

Offers individual health
risk assessments, self-help
groups, outreach programs.

Provides health insurance
coverage for employees
injured or ill on the job.

Workers’ compensation®

Supports safe environments,
safety inspections,
counseling.

World Bank” Supports development for

international economies.

World Development Report
2002 supports intersectoral
actions for health.

Pharmaceutical, botanical,
and biotechnology
industries’

Applies to gene mapping,
the manufacture and pro-
duction of drugs and bo-
tanicals, recombinant DNA
technology, and compounds
acting in the cell for com-
mercial purposes.

Provides anticholesterol
drugs, vitamins, minerals.

’American Health Insurance Plans (AHIP), 2002.
®Blue Cross Blue Shield, 2005.

‘De Lew, 2000.

‘De Lew, 2000.

‘Office of Personnel Management, 2005.
fus. Department of Defense, 2004.

°U.S. Department of Veterans Affairs, 2005.
hUSDHHS, 2005a; Hodge, 1999.

'U.S. Preventive Services Task Force, 2004.
JAHIP, 2002.

“AHIP, 2002.

'AHIP, 2002.

"Freudenheim, 2005.

"Freedman & Trabin, 1994.

°Shouldice, 1991.

PWorld Bank, 1993.

9IMS Global, 2003.
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groups, insurers are less likely to add any benefits that increase their costs relative
to competitors’ costs, unless a clear demand exists. Insurers who elect to cover pre-
ventive services, such as smoking cessation programs, may put themselves at risk of
adverse selection relative to their competitors—for example, by attracting smok-
ers, who are likely to use proportionately more medical care (Milliman and
Robertson Inc., 1987). Although much is known about the impact of health in-
surance coverage on access to and the outcomes of preventive interventions, such
as smoking cessation programs, it remains difficult for insurers to price them and
for employers to finance them.

Finally, insurers tend to look at whether any benefits of preventive care will
be realized over the time period the insurer covers the policyholder. Many of the
benefits that accrue after a person quits smoking, for example, may not be real-
ized by the health insurer if the policyholder switches plans, which is likely to
occur within five years of going to work for a company. As a result, most insur-
ance companies limit their time frame for realizable benefits from smoking ces-
sation to three to five years; the reimbursable health care costs for the smoker
receiving the benefits must be lower at the end of two years than they are for the
smoker not receiving these benefits (USDHHS, 2000b). Health care providers are
especially attuned to this time frame and may structure health promotion pro-
grams to allow insurance companies to realize short-term benefits while con-
comitantly allowing government purchasers to reap the vastly larger long-term
benefits as well. Since the passing of the Health Insurance Portability and Ac-
countability Act (HIPAA) of 1996, individual rights to information privacy have
hindered attempts to monitor patients to assess long-term benefits of wellness pro-
motion programs, thus confounding attempts at achieving accurate cost-benefit
analyses of program effectiveness.

Despite these barriers, recently, to maintain a competitive advantage and to re-
duce costs, particularly among self-insured employers, commercial insurance com-
panies have begun to focus on health promotion. Health promotion programs have
tended to enhance enrollee retention through enriched satisfaction—an increasingly
important concern in the brutally competitive health care insurance market.

In fact, 100 percent of small, medium, and large health care plans offered a
wellness or health promotion plan as of 2002. Almost all (96 percent) insurance
companies cover a general disease self-management program with a twenty-four-
hour nurse phone line as part of a basic benefit. According to the 2002 Ameri-
can Health Insurance Plans (AHIP) Survey of Health Insurance Plans, major
health insurers offer a range of additional health-promotive programs, including
colorectal, prostate, breast, and cervical cancer screening (91 percent), mam-
mography (90 percent), diabetes screening (98 percent), HIV/AIDS counseling
(87 percent), nutrition counseling (76 percent), and back care and injury preven-
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tion activities (73 percent). Since the 1980s, many insurers have offered rate ad-
vantages for nonsmokers and individuals who maintain a healthy weight.

In addition, 79 percent of insurers cover fitness center activities, 68 percent
cover stress reduction programs, and 64 percent offer health risk appraisal initia-
tives (AHIP, 2002). Some insurers also cover alternative healing methods, such as
chiropractic care, massage therapy, or acupuncture (the insertion of hair-thin needles
into specific points on the body to prevent or to treat disease), when prescribed by
a physician. A recent study (Kaiser Family Foundation and Health Research and
Educational Trust, 2004) found that employer coverage for acupuncture increased
14 percent from 2002 to 2004, with 47 percent of all employers surveyed offering
acupuncture as a covered health benefit, up from 33 percent in 2002. The compo-
nents of these programs vary, however, as does their effectiveness.

Health Plans: Blue Cross and Blue Shield

Health plans, such as Blue Cross and Blue Shield or Group Health Cooperative
of Puget Sound, are organizations that insure the health care for a defined pop-
ulation, usually by employing managed care techniques. These techniques are de-
signed to improve the health of a defined population and the health care quality
and to coordinate medical care and its costs. Managed care approaches used by
health plans include benefit design, prevention and early treatment programs,
provider credentialing and network design, health care quality improvements, co-
ordination of care across multiple providers, disease management programs, uti-
lization review, and restricted formularies and generic drug substitution programs
(Manley, Griffin, Foldes, Link, & Sechrist, 2003). According to the 1997 and 2000
national surveys of a random sample of health plans conducted by the American
Association of Health Plans, impressive gains have been made in encouraging to-
bacco cessation, including community-based tobacco control, as described fur-
ther in Chapter Nine. For example, 59 percent of plans provide full coverage for
at least one type of pharmacotherapy used for smoking cessation, such as bupro-
plon or nicotine replacement therapy (NRT). These gains have been supported
by the collection of HEDIS measures on tobacco counseling.

Blue Cross and Blue Shield are nonprofit health plans that have loosely affil-
1ated with one another (and are known collectively as Blue Cross Blue Shield
[BCBS]). BCBS governs a network of more than eighty-eight million people, one
out of every three Americans; offers forty plans in fifty states, the District of Co-
lumbia, and Puerto Rico; processes the majority of Medicare claims, at an esti-
mated $200 billion dollars per year; and contracts with more hospitals and
physicians than any other insurer (Blue Cross Blue Shield, 2005). The BCBS fed-
eral health plan is the largest privately underwritten health insurance contract in
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the world, with more than 50 percent of all federal employees and retirees en-
rolled (Blue Cross Blue Shield, 2005). In response to cost pressures, since 1993
BCBS plans in twenty-eight states have begun to join together to form single cor-
porations to pool resources, creating for-profit subsidiaries, forming alliances with
for-profit enterprises, or dropping their nonprofit status altogether and going pub-
lic (Consumers Union, 2001).

To many, Blue Cross and Blue Shield plans are the insurers of last resort. Blue
Cross contracts with local hospitals to cover members at a set reimbursement
schedule. To the client, Blue Cross provides first dollar, frst day coverage. Blue Shield
plans are nonprofit medical contracts for physician services. Members are reim-
bursed for those services according to a preset schedule. The two plans comple-
ment each other.

Blue Cross Blue Shield has formed HMOs, preferred provider organiza-
tions (PPOs), point-of-service (POS) plans, health savings accounts, and govern-
ment health care plans, including a Medicare managed care network, and offers
free health care benefits to eligible uninsured children through the “Caring Pro-
gram for Children,” which is financed through matching funds from forty BCBS
plans (Blue Cross Blue Shield, 2005). BCBS has developed integrated delivery
systems to partner with hospitals and physicians so that clients may move more
easily from one level of care to another.

BCBS has in some cases developed model benefits for preventive screenings,
as well as disease and chronic case management initiatives that promote educa-
tion to improve consumers’ ability to make informed health care decisions. Be-
cause so large a percentage of health care costs result from lifestyle behaviors
(McGinnis & Foege, 1993), personal health practice changes can serve as cost reg-
ulators for the majority of preventive care dollars. Preventive services covered by
BCBS 1in full (not subject to a deductible), include well-child visits, adult routine
physicals, immunizations, mammograms, pap smears, and prostate cancer screen-
ing. Health programs may also offer discounts on gym memberships, nutrition
and fitness programs, or health fairs and community events promoting wellness
as an adjunct to Web-based health assessment tools and personalized support for
individuals with chronic conditions such as diabetes, heart conditions, or cancer.

Federal Insurance Programs

The federal government’s health insurance programs include Medicare; Medic-
aid; the Federal Employees Health Benefits Program; TRICARE, for the armed
services; Veterans Health Administration medical care; and the Indian Health
Service. The Centers for Medicare and Medicaid Services is responsible for man-
aging Medicare and Medicaid and also the State Children’s Health Insurance
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Program, spending over $360 billion a year buying health care services for these
beneficiaries (USDHHS, 2005b).

Medicare is a federally administered program that provides hospital and med-
ical insurance protection to 97 percent of persons age sixty-five years of age and
older, disabled persons younger than age sixty-five who receive cash benefits under
Social Security or Railroad Retirement programs, persons of all ages with chronic
kidney disease, and some aliens and federal civil service employees who pay a
monthly premium. The benefit package, administration, and payment methods
were modeled on the private sector insurance plans prevalent in the 1960s, such as
Blue Cross Blue Shield and Aetna’s Plan for Federal Employees (Ball, 1995). In
2003, Medicare financed about 17 percent of the nation’s health care spending
(CGMS, Office of the Actuary, 2003). For the portion of the working population
covered by Social Security, Medicare provides compulsory hospitalization insur-
ance (Part A) and voluntary supplementary medical insurance (Part B); Part B
helps to pay for physicians’ services, other medical services, and supplies not cov-
ered by the hospitalization plan.

Managed care plans serve Medicare beneficiaries through three types of con-
tracts: 7isk plans, cost plans, and health care prepayment plans (HCPPs). Medicare
pays risk plans a per capita (per person) premium set at approximately 95 percent
of the projected average expenses for a fee-for-service beneficiary living in the
same county as the Medicare beneficiary. Risk plans must provide all Medicare-
covered services, and most plans offer additional services, such as prescription
drugs and eyeglasses. Risk plans have enrolled about 75 percent of Medicare man-
aged care participants (De Lew, 2000). Cost plans are paid a predetermined
monthly amount per beneficiary, based on a total estimated budget. Cost plans
must provide all Medicare-covered services but do not provide the additional ser-
vices that most risk plans offer. HCPPs are paid similarly to cost plans but cover
only a part of the Medicare benefit package, excluding inpatient hospital care,
skilled nursing, hospice, and some home health care.

From 1990 to 2000, enrollment increased in Medicare HMOs, from 1.82 mil-
lion to 6.19 million (about 16 percent of the Medicare population), paralleling a
similar trend toward increased HMO enrollment among non-Medicare enrollees
(De Lew, 2000). Enrollment has declined over the past several years as the appeal
of managed care has diminished.

Since its inception in 1963, the Medicare program has been reluctant to re-
imburse for preventive services because they are generally seen as predictable and
do not lower reimbursement costs (Schauffler, 1993); however, at present it cov-
ers a one-time preventive physical exam; mammography and colorectal, cervical,
and prostate cancer screening; cardiovascular screening (for cholesterol and other
blood lipid levels); flu, pneumococcal, and hepatitis B vaccinations; bone mass
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measurements (for those at risk for osteoporosis); diabetes screening; and glau-
coma tests. Some of these services require payments of a deductible, however
(CMS, 2005d). To fill the gaps in preventive services, 29 percent of fee-for-service
Medicare beneficiaries supplement their Medicare benefits with private insurance
(usually known as MedSup or Medigap policies), whereas only 7 percent of risk
HMO beneficiaries have a Medigap policy (De Lew, 2000). Among the most com-
mon forms of Medicare supplemental insurance (disability income insurance,
long-term care insurance, and dental expense insurance), only dental insurance
supplies and encourages preventive care (such as X-rays and cleanings). Yet
Medicare’s involvement in quality assurance for hospitals, nursing homes, and
other health care settings allows it to play an important role in setting the agenda
for health education as a preventive tool for disease avoidance in at-risk popula-
tions (De Lew, 2000).

Medicaid, administered by each state according to federal requirements and
guidelines, 1s financed by both state and federal funds. Over its forty-year history
it has provided medical assistance to persons who are eligible for cash assistance
programs, such as Aid to Families with Dependent Children (AFDC) and Sup-
plemental Security Income (SSI). Medicaid benefits may also be available to per-
sons who have enough income for basic living expenses but cannot afford to pay
for their medical care. Today it continues to be a safety net for the health and long-
term care needs of forty million low-income, elderly, or disabled Americans. It is
a source of insurance for more than one in seven Americans, and accounts for 15
percent of national health care spending; It is the major source of federal financial
assistance to the states, accounting for 40 percent of all federal grant-in-aid pay-
ments (Urban Institute, 2000). Adults and children in low-income families make
up 73 percent of Medicaid enrollees but absorb only 25 percent of Medicaid
spending. The elderly and disabled account for the majority of spending, largely
due to their intensive use of acute care services and the costliness of long-term
care In institutional settings.

The majority of Medicaid spending is for beneficiaries with modest incomes:
33 percent of the program spending is on behalf of those with incomes of $10,000
or less (Mulligan, 2005). Spending for enrollees therefore has important ramifica-
tions for the health system as a whole. Special payments for rural, inner-city, and
teaching hospitals and other safety net providers help to guarantee access to care
for all the population groups who live in medically underserved areas. Mandated
preventive services include periodic screening and family planning for children
younger than twenty-one years of age, as well as cancer screenings (for example,
of the cervix).

The Federal Employees Health Benefits Program (FEHB) provides voluntary
health insurance coverage for about 88 percent of all 8.6 million active and re-
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tired federal employees (Office of Personnel Management, 2005). Employees
choose among three competing types of health plan: (1) government-wide plans,
(2) employee organization plans sponsored by employee organizations or unions,
and (3) comprehensive medical plans, or HMOs. FEHB is jointly financed by the
government, which covers 72 to 75 percent of premium costs, and by enrollees,
who pay the remaining 25 to 28 percent.

TRICARE (formerly CHAMPUS) provides health care for active duty mili-
tary personnel whose orders do not specify a period of thirty days or less and their
dependents, retired and former military personnel entitled to retainer or retire-
ment pay or the equivalent and their dependents, and dependents of deceased
members of the U.S. armed forces.

The Veterans Health Administration of the U.S. Department of Veterans Af-
fairs (VA) (2005) operates 1,300 sites of care for individuals who served honorably
in the armed forces. Under the Veterans’ Health Care Eligibility Reform Act of
1996, Veterans Health Administration medical centers may negotiate with man-
aged care entities to provide health services, thus increasing the options for pre-
ventive services. Under Public Law 104-262 provisions, the VA has the authority
to furnish health promotion and disease prevention services and primary care and
has flexibility to provide outpatient treatment, hospital care, and other means of
care in the most efficient way possible.

The Indian Health Service, an agency within the Department of Health and
Human Services, provides medical care and health services for approximately 1.5
million American Indians, including Alaska Natives, who belong to more than
562 federally recognized tribes in thirty-five states (USDHHS, 2005a). The In-
dian Health Service was among the earliest entities to enact smoke-free health
care settings, finding that daily cigarette consumption among clients decreased
after implementation of the policy (Hodge, 1999).

Worksite-Based Health Insurance

Three out of every five nonelderly Americans receive employer-based health insur-
ance, often including preventive health care, either from their own or another fam-
ily member’s job. Economic downturns, combined with less workplace insurance
coverage of workers’ families, however, can reduce that coverage, with serious con-
sequences for the health of employees and their families. Between 1999 and 2002,
a period of economic downturn, the share of Americans with employer-provided
health insurance from either their own or a family member’s job fell, from 71.7
percent to 61.6 percent. In 2002, employer-based insurance covered fewer low-
wage workers than high-wage workers (47.3 percent and 89.7 percent, respectively)
and fewer workers in small firms than workers in large firms (65.5 percent versus
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77.9 percent). Among low wage workers, fewer than two in five had employer-pro-
vided health insurance. Some families live without health insurance; others turn to
the Medicaid system, SCHIP in particular, to cover their children. The health con-
sequences for the uninsured are particularly acute for low-wage African American
and Latino families (Center for Economic and Policy Research, 2004).

Managed Care

Managed care is a system that integrates the financing and delivery of appropri-
ate health care services to covered individuals; it has served as an important re-
cent influence on the provision of preventive services. Generally, as described
earlier in this chapter, it includes four elements: (1) arrangements with selected
providers to furnish a comprehensive set of health care services to members,
(2) explicit standards for the selection of health care providers, (3) formal programs
for ongoing quality assurance and utilization review, and (4) significant financial
incentives for members to use providers and procedures covered by the plan
(AHIP, 2002). The two broadest arrangements for financing and delivery are fee-
for-service indemnity arrangements and prepaid health care. Under fee-for-service
indemnity arrangements the consumer incurs expenses for health care from
providers whom she or he selects. The provider is reimbursed for covered services
in part by the insurer and in part by the consumer, who is responsible for the
amount not paid by the insurer. Under indemnity arrangements the provider and
the insurer have no relationship beyond adjudication of the claim presented for
payment, nor is there a mechanism for integrating the care the consumer may re-
ceive from multiple providers (CDC, 2002).

Although the field is changing rapidly, four traditional and one emerging man-
aged care forms predominate: (1) health maintenance organizations (HMOs),
(2) preferred provider organizations (PPOs), (3) exclusive provider organizations
(EPOs), (4) point-of-service (POS) plans, and (5) health savings account, or flexible
savings account, plans. Managed care structures are financed under either 7k or
capitation approaches. A risk contract is generally negotiated between an HMO (or
a competitive medical plan, a federal designation for a plan that operates similarly to
an HMO) and an entity such as the CMS or an employer. The HMO agrees to
provide all services to enrolled members on an at-risk basis for a fixed monthly fee.
Capitation is a negotiated amount that an entity such as an HMO pays monthly
to a provider whom the enrollee has selected as a primary care physician.

HMOs. The Health Maintenance Organization Act of 1973 committed the fed-
eral government to a time-limited demonstration of effort toward and support of

HMO development. The Act defines HMOs as entities that provide basic health
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services to their enrollees, using prepaid enrollment fees that are fixed uniformly
under a community-rating system, without regard to the medical history of any
individual or family. The HMO provides comprehensive and preventive health
care benefits for a defined population, and the consumer of an HMO agrees to
use the HMO’s providers for all covered health care services. The HMO agrees
to provide all covered health care services for a set price—the per person premium
fee. The consumer must pay any additional fees (copayments) for office visits and
other services used. The HMO also organizes the delivery of this care through
the infrastructure it builds of providers and through the implementation of sys-
tems to monitor and influence the cost and quality of care.

HMOs generally are also subject to capitation. The provider is responsible
for delivering or arranging for the delivery of health care services required by an
enrollee. However, the capitation is paid whether or not the physician has pro-
vided services to an enrollee. In this way the health care provider shares with the
HMO a portion of the financial risk for the cost of care provided to enrollees
(CDC, 1995).

An HMO is generally arranged as one of five kinds of service structures: (1)
staff’ (the HMO contracts with solo salaried physician practices), (2) group (the
HMO pays a per capita rate to a physician group), (3) network (the HMO con-
tracts with two or more independent group practices, paying a fixed monthly fee
per enrollee), (4) independent practice association (IPA) (the HMO contracts with
individual physicians or associations of private physicians on a per capita rate, flat
retainer system, or negotiated fee-for-service rate), or (5) mixed (the HMO uses a
combination of two or more of these models).

In the current U.S. health care system, the HMO is the insurance vehicle best
structured to encourage prevention. Over 95 percent of HMOs cover health-
promotive services, including health education about diet, physical activity, and
medication use (AHIP, 2002). Persons enrolled in staff-model health maintenance
organizations are more likely to be offered health promotion programs—such as
cholesterol or blood pressure screening, weight control, stress management, and
smoking control—by their plan or physician than are persons enrolled in an in-
dependent practice association or indemnity plan (IOM, 2000b).

PPOs. The preferred provider organization is a variant of the fee-for-service in-
demnity arrangement, wherein the PPO contracts with providers in the commu-
nity to deliver covered services for a discounted fee. Providers under contract are
referred to as preferred providers. The PPO gives consumers greater freedom than
the HMO does in choosing providers, but like the HMO, it tries to achieve sav-
ings by directing clients to providers who are committed to cost-effective delivery
of care. PPOs have contracts with networks or panels of providers who agree to
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provide medical services and to be paid according to a negotiated fee schedule.
Enrollees generally experience a financial penalty if they choose to get care from
a nonaffiliated provider, but that option is available.

EPOs. The exclusive provider organization, too, is similar to the HMO, but the
member must remain within the network to receive benefits. It uses primary physi-
clans as gatekeepers, often capitates providers, has a limited provider panel, and
uses an authorization system and other features of the HMO. EPOs are regulated
under insurance statutes and are not governed by most state and federal HMO
regulations in states where they are allowed to operate (Kongstvedt, 1993). As a
result, certain health conditions may not be covered by an EPO.

POS Plans. Point-of-service plans combine characteristics of both HMOs and
PPOs and use a network of contracted participating providers. Enrollees select a
primary care physician who controls referrals to medical specialists. If care is re-
ceived from a plan provider, the plan member pays little or nothing out of pocket;
care provided by nonplan providers is reimbursed by fee-for-service or capitation
arrangements, and members pay higher copayments and deductibles. Financial
incentives are used to avoid provider overuse. About 89 percent of POS plans
cover adult physical examinations (AHIP, 2002).

HSAs and FSAs Health savings accounts (HSAs), or flexible savings accounts
(FSAs), are the latest in a continually expanding portfolio of consumer-directed
health care products. They are becoming increasingly popular with consumers
who demand flexibility to fit their particular health care needs. These plans were
created by the 2003 Medicare Modernization Act (CMS, 2003) to allow con-
sumers to save money tax free and apply withdrawals to health expenses. The ac-
counts may require the purchase of a high-deductible health insurance plan;
money in the accounts may be used for health expenses subject to the deductible.
Many employers consider these accounts a way of shifting more of the rapidly
rising medical costs to workers; generally, younger and healthier workers con-
tribute to these accounts.

Managed Behavioral Health Care. The mental health and substance abuse ben-
efit packages that cover most privately insured Americans typically involve some
form of managed care. A majority of conventional PPO and HMO plans cover
mental health and substance abuse treatment programs (AHIP, 2002). Approxi-
mately 170 million Americans who have either commercial or public insurance
coverage for mental health and substance abuse have this coverage through a
managed behavioral health care organization (American Managed Behavioral

Healthcare Association, 2005).
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Some insurance companies are devoted to this area and other insurers offer
carve-out behavioral health care insurance to their clients in addition to their regu-
lar insurance offerings. The response to these carve-outs has been positive, leading
to considerable growth in this field. Three core methods are used to manage be-
havioral health care. In principle these methods are similar to those used to man-
age medical care; however, because of unique characteristics of the client groups
served, their implementation differs. The three methods are (1) managed benefits,
which are designed to control care use and expenditures through, for example,
gatekeepers who authorize care; (2) managed care, which limits the authorization
of benefits for reimbursement to necessary and appropriate care delivered in the
least restrictive, least intrusive setting by a qualified provider; and (3) managed
health, which offers health advisers, individual health risk assessments, self-help
groups, crisis debriefing services, and outreach programs to frequent users of health
care services (Freedman & Trabin, 1994). A series of rigorous, federally funded
studies has begun to develop best practices for managed care organizations and
worksites to use when integrating their behavioral health (particularly substance
abuse) and health promotion programs (Galvin, 2000).

Workers’ Compensation

All state legislatures have enacted workers’ compensation, or statuary disability
benefits—laws that provide health insurance coverage for employees who are in-
jured or become ill while on the job during the course of employment (Shouldice,
1991). Benefits are established by state laws and include all reasonable medical
care, rehabilitation services necessary to return the injured employee to work, and
partial repayment of lost wages. Funds for workers’ compensation come from em-
ployers and state and local taxes. To promote health and therefore save money;,
safe environments—for example, those with educational programs, safety inspec-
tions, and counseling on safe work practices—are emphasized. Workers’ com-
pensation stress-related claim prevention and management is another emerging
area for managed behavioral health care.

World Bank

The World Bank, the name by which the International Bank for Reconstruction
and Development has come to be known, is a specialized agency of the United
Nations that provides loans to countries for development projects. Its affiliate, the
International Development Association, makes loans to less developed member
countries on a long-term basis at no interest.

The World Bank, concerned with the worldwide increases in the cost of
health care and the inequities in access, has devoted one of its annual world
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development reports to health (World Bank, 1993). The report highlights the im-
portance of intersectoral actions to improve the enabling environment (for ex-
ample, the educational system) for health. It stresses the need for greater efficiency
in the distribution of resources within the health care sector, emphasizing the most
cost-effective interventions for conditions responsible for the greatest burden of
suffering in each country. It also encourages reform to improve the efficiency of
interventions that had passed the test for effectiveness. Importantly, the report
stresses that good health, sound nutrition, reproductive policies, and effective
health services are critical links in the chain of events that allow countries to break
out of low economic growth and the vicious cycle of poverty, poor health, and
declining health. These findings could have considerable influence on the devel-
oping economies of the world.

Pharmacological, Botanical, and Biotechnological Industries

The pharmacological industry is a major force in health care, with a worldwide
market of $491.8 billion in sales IMS Global, 2004). The largest U.S. firms in-
clude: Pfizer, Johnson & Johnson, Merck, Abbott, and Bristol-Myers Squibb. Ad-
ditionally, generic biologics, a category that includes vaccines, blood products,
biotechnology products, and gene therapy, are estimated to have reached $30 mil-
lion 1n sales in 2003, with growth expected at 135 percent to 2010, at which point
the market will be $12 billion worldwide (Datamonitor, 2004). The top-selling ther-
apeutic categories in the United States in 2004 were cardiovascular ($6.179 billion
in pharmaceutical sales), central nervous system ($5.792 billion), alimentary ($4.66
billion), and respiratory ($2.82 billion) (IMS Global, 2004). Although mainly ori-
ented toward tertiary prevention, the pharmaceutical industry does contribute to
primary prevention through the development of drugs for such conditions such as
hypercholesterolemia and osteoporosis and needs such as weight reduction.

The entry of pharmaceuticals into the market is restricted by the Food and
Drug Administration (FDA) in the United States and by equivalent agencies in
other countries. The FDA's ability to conduct postmarketing surveillance of phar-
maceuticals’ effects has been a source of considerable contention of late, with the
forced removal from the market of several popular drugs.

The estimated $70 billion worldwide biotechnology market (IMS Global,
2003) 1s also growing. Biotechnology is a collection of technologies that focus on
the cellular and molecular processes of living organisms. To date, more than 200
million people worldwide have received more than ninety biotechnology drug
products and vaccines approved by the FDA, with more than 400 biotechnology
drug products currently in trials and thousands more in clinical development
each year (Frost & Sullivan, 2005). Companies in this industry produce genetic
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screening tests (for example, for locating mutations in the breast cancer suscepti-
bility genes BRCA1 and BRCA2 or mismatch repair genes), detection and diag-
nostic products (for example, for detecting cervical cancer), and pharmaceuticals
(oftentimes using recombinant DNA technology or developing compounds that
act within the cell) (Weber, 1997).

The United States continues to dominate the biotechnology market, in terms
of both the number of companies in the sector and research and development
spending. The latest data (IMS Global, 2003) show that 63 percent of biophar-
maceutical development work is done in the United States, compared with 25 per-
cent in Europe and 7 percent in Japan.

Biotechnology companies are also discovering the functions of human genes,
as 1s the U.S. Human Genome Project. The genetic testing products produced by
this industry in particular pose ethical quandaries for health care professionals.
Questions about the sharing of genetic information with health and life insurance
companies and managed care companies are the most pressing at present. The
optimal process a health care professional might use to share genetic information
with clients, and how that process might encourage behavioral change, also re-
mains uncertain, as discussed further in Chapter Seventeen.

Complementary and Alternative Medicine

More than 40 percent of U.S. adults report using some form of complementary
and alternative medicine (CAM), including prayer for health reasons, deep breath-
ing exercises, chiropractic, and acupuncture (described further in Chapter Four).
Although prayer for health reasons is the most commonly used CAM (53 percent
of all women and 36.4 percent of all men; Barnes, Powell-Griner, McFann, &
Nahin, 2004), an estimated fifteen million adults take herbal remedies or high-
dose vitamins along with prescription drugs. Total visits to CAM providers each
year exceed those to primary care physicians, adding up to an annual out-of-
pocket cost for CAM exceeding $27 billion. Many hospitals, managed care plans,
and conventional practitioners are incorporating CAM therapies into their prac-
tices, and schools of medicine, nursing, and pharmacy are beginning to teach
about CAM (IOM, 2005, p. 1).

Medicinal herbs (plants used for their effects on the body) are central to CAM
approaches. Some medicinal herbs (defined here more generally as useful plants)
that have been assessed for their effects on health include chili peppers (Capsicum),
cranberries (Vaccinium macrocarpon), evening primrose oil (Oenothera biennis),
garlic (Allium sativum), onion (Allium cepa), ginger (Zingiber officinale), licorice
(Glycyrrhiza glabra), St. John’s wort (Hypericum perforatum), and valerian
(Valeriana officinalis) (Fugh-Berman, 1996).
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Considerable controversy exists, however, about the methodological strength
of the evidence supporting the effects of herbal and other complementary med-
ical approaches on health promotion and their cost effectiveness relative to con-
ventional medical protocols (Joyce, 1994; Ernst, 1994; Sewing, 1994). The
Institute of Medicine has thus recommended that investigators use and develop
as necessary common methods, measures, and standards for the generation and
interpretation of evidence necessary for making decisions about the use of CAM.
This challenge will require considerable monetary investment by federal agencies
such as the National Center for Complementary and Alternative Medicine. Ad-
ditionally, the IOM suggests strengthening the Dietary Supplement Health and
Education Act of 1994 (in which the IFDA is authorized to establish good manu-
facturing practice regulations specific to dietary supplements); increasing the in-
tegration of CAM with conventional medicine in research, training, credentialing,
and practice; training scientists and clinicians in CAM; and developing infra-
structure (for example, within the Department of Veterans Affairs) (IOM, 2005).

Strategies for Health Promotion in the Policy Context

Health care professionals may adopt a variety of strategies to promote the health
of populations. A strategy of policy change, the context of which was explored
in this chapter, may be pursued concomitantly with or subsequent to other strate-
gies discussed throughout this book.

In its most rational form the policymaking process proceeds from goal deter-
mination to needs assessment and the specification of objectives, to the design of
alternative courses of action, to the estimation of consequences of alternative ac-
tions, to the selection of a course of action, and to implementation and evalua-
tion, with a feedback loop to the goal-setting stage (see Mayer & Greenwood,
1980, for a summary). Concurrently, the policy process may be seen as a “general
course of action or inaction rather than specific decisions” (Heclo, 1972, p. 85),
ruled by forces that are fluid and unpredictable (Hacker, 1996). The strategies de-
signed to influence policy must therefore consider both its rational and its emer-
gent processes.

The various tactics the health care professional undertakes are also part of a
dynamic process, both directing—in pursuit of a larger aim—and directed—by
those affected or potentially affected by the policy change. The first step in this
process is building agendas, identifying problems in terms of pressing social is-
sues, and developing a solution that incorporates the interests of affected groups.
Second, the problems are defined by their prevalence, location in society, and im-
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portance. Their causes are detailed, and appropriate interventions are developed
to ameliorate them. In this context the use of social science methodology is cen-
tral. Policy options are selected, and proposals advocating particular choices are
advanced to an involved policy leader. Methods of policy persuasion, critical to
mnfluencing a choice, include determining the objectives of the persuasion (in writ-
ten or oral form), diagnosing the audience (particularly gauging the degree of hos-
tility to the idea), and tailoring the objectives to the audience. Concomitantly,
health care professionals develop a political strategy grounded in current realities
through contact with interest groups, legislators, and others who wield power over
the decision-making process and who can assist in the successful development and
implementation of policy and its evaluation.

The target of the health care professional’s influence determines the role the
professional chooses to play in effecting this change. These roles include indirect
involvement, such as identifying and communicating information from different
sources; consultation through advocacy, such as citizen participation and coali-
tion organization; and direct involvement, such as passing referenda and citizen
initiatives and seeking political appointment and public office (Mico, 1978;
Simonds, 1978).

Summary

Given the varied contexts, both political and economic, for health promotion, the
health care professional has a number of avenues along which to press for change,
particularly for policy change. Within these complex contexts, where interests and
exchanges are multiple, the health care professional may seek to affect one or sev-
eral interrelated levels.

He or she may seek to advocate for changes in federal, state, local, or inter-
national legislation; in a regulation or a policy; or in accreditation standards. He
or she may consider organizing coalitions with other voluntary or professional
groups to push for change in the definition and practice of health promotion or
to increase health-promotive practice in underserved community groups. He or
she may share information with others about strategies for implementing Healthy
People 2010. He or she may organize client groups to advocate for change in
Medicare or Medicaid reimbursement policies for health-promotive care. He or
she may run for political office on a platform supporting both quality and cost
outcomes in health care or backing provisions to protect the findings of genetic
testing. The contexts for health promotion are rich with possibilities for change.
Further discussion of these roles is found in the next chapters.
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e are confronted by the inability of our current health care system to ad-

dress the needs of our diverse public. While recognizing failed attempts to
recreate a system to provide health care for all, we are mindful of the profound
disparities that persist and deepen, isolating groups from each other; the ever in-
creasing diversity of our population; the capacities of our health care system to
advance care through technology; and the complexities of seeking appropriate
and acceptable care. The challenges of new roles, altered relationships, and
changes in the power structure continue. The unanswered questions become more
frustrating as the gap between those who have and those who have not widens.
Health care professionals are redefining themselves within a system of care where
the key terms are competence, outcomes, regulation, cost containment, and care management.
A commentary by Ed O’Neil (2005), director of the Center for Health Profes-
sions, points out five trends that have been noted for years but that health care fu-
turists must still consider in realizing a newly configured system: individual
responsibility for the financing of health care, consumer revolution for reform,
mass customization of care, embracing of technology, and a radically different
utilization of the health care workforce. With little expectation that a national
health insurance program will come to be, and with the burden on employers
caused by the current reliance on employer-supplied health insurance, other ap-
proaches, like health savings accounts, for financing health care will take prece-
dence. Given this forecast of a greater reliance on direct financial contributions
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from individuals for health care, it is expected that consumers who pay more for
their health care benefits will demand more control over how these resources are
spent for what they want. The current failures of our individualized but yet highly
variable approach to the delivery of health care have resulted in “making Amer-
ican health care expensive, unsafe and unsatisfying” (O’Neil, 2005). Mass cus-
tomization of care would focus on greater efficiency, innovation, and customer
input. The history of health care delivery includes a varied relationship with the
public. Despite our many successes, it is suggested that in some of our past at-
tempts to affect the health behavior of others, health care professionals have
created or exacerbated a number of undesirable developments. Care manage-
ment technology will require the merging of biotechnology (biotech) and infor-
mation technology (infotech) to meet the new health care arrangements demanded
by consumers. Finally, a radically different configuration of the workforce will be
used to carry out these trends in the future.

Although the evolving health environment requires the maintenance of clinical
excellence, it also beckons us to examine our professional responsibilities, cultural
proficiencies, ethical standards, personal biases, outreach skills, and community-based
strategies for service. As a community of health care professionals, how well-equipped
are we to personally and collectively participate in the process of our own behavioral
change? Are we capable of approaching a restructuring of power collaboratively,
with our clients and with each other?

In redefining the health care system we are also reshaping the goal of health
care to embrace health promotion. As we redefine health, are we able to embrace
diversity in our approach to health promotion? As health care professionals still
embedded in an illness-oriented system, we may find the challenge of redefinition
in this new environment an onerous task.

The Next Generation of Agents for Health Promotion

Our paradigm of health promotion will shift when we move from an illness-
oriented perspective of care delivery to a perspective that supports health as an
ideal. Each health care professional reckons with the impact of having been reared
in an educational framework that often understood health as the antithesis of ill-
ness. Health in this view is defined as the state that can be restored and maintained
when illness is treated effectively by the intervention skills of providers. When it
has not been seen as the opposite of illness, health has been viewed as part of an
illness continuum and defined by illness parameters. Shifting to a health promo-
tion continuum requires a new view of health and illness. The health care pro-
fessional becomes a provider of /health care, having synthesized health as the new
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framework for practice. The provider views client systems through the lens of
health promotion, allowing for a different interpretation of client patterns, needs,
and system responses. Needs are interpreted from knowledge, skills, and standards
that promote health.

Defining indicators of health necessitates an understanding of the complex-
ity and diversity of the human condition. Research to define and substantiate in-
dicators of health is emerging. Outcome measures are becoming established. The
focus and philosophy underlying the use of skills learned in the disease framework
will not support the provider in the delivery of health promotion care. Health pro-
motion requires a practice that supports the strengths and capabilities of the client,
who also defines and determines health care decisions. The provider remains a
resource and facilitator in this partnership. The client is the expert, and the pro-
vider offers useful and meaningful information and skills that aids the client in re-
alizing health.

Clients may be experiencing frustration, confusion, alienation, and invalida-
tion when they look toward health care professionals for help in using available
services to optimize their health. Some health services may be unfamiliar to clients.
Yet, many clients come to providers with an openness to learn and choose for
themselves. Others, however, may still seck direction from the professional. Cre-
ating paths for direct access to health care professionals and responding to their
varied needs and preferences enables clients to truly be consumers of fealth care.

Defining Health Care Agents

Who are health care professionals? The Bureau of Labor Statistics (BLS) (2004—
2005b), of the U.S. Department of Labor, compiles the numbers of employed
providers in the health diagnosing and treating occupations (see Table 4.1).

Health services was the largest industry in the United States in 2002, provid-
ing 12.9 million jobs according to the BLS (2004-2005a), including 12.5 million
jobs for wage and salary workers and about 382,000 jobs for the self-employed.
Further, ten out of the twenty occupations projected to grow the fastest are con-
centrated in health services. In terms of new wage and salary jobs created be-
tween 2002-2012, about 16 percent, or 3.5 million jobs, will be in health services,
more than in any other industry.

The health service facilities in which health care professionals are employed
fall into nine segments: hospitals, nursing and residential care facilities, physician
offices, dentist offices, home health care services, offices of other health practi-
tioners, outpatient care centers, other ambulatory health care services, and med-
ical and diagnostic laboratories. About 518,000 establishments make up the
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TABLE 4.1. HEALTH DIAGNOSING
AND TREATING OCCUPATIONS, 2002.

Profession Number Employed
Audiologists 11,000
Chiropractors 49,000
Dentists 153,000
Dietitians and nutritionists 49,000
Occupational therapists 82,000
Optometrists 32,000
Pharmacists 230,000
Physical therapists 137,000
Physician assistants 63,000
Physicians and surgeons 583,000
Podiatrists 13,000
Recreational therapists 27,000
Registered nurses 2,300,000
Respiratory therapists 112,000
Speech-language pathologists 94,000

Source: Data from BLS, 2004-2005b.

health services industry. The offices of physicians, dentists, and other health prac-
titioners make up 75 percent of health service establishments. Hospitals, as the
largest employer, make up only 2 percent of all health service establishments but
employ 41 percent of the health care workforce (BLS, 2004-2005a). Table 4.2 de-
scribes how wages and salaries vary among these nine segments of the health ser-
vices industry.

Cost containment is surely influencing the health services industry, as evi-
denced by the increasing emphasis on outpatient ambulatory care, the growing
limitations on services considered unnecessary or low priority, and the simultane-
ous stress on preventive care. This focus on preventive care is expected to reduce
the inevitable cost of undiagnosed, untreated conditions. In the meantime, en-
rollment in various forms of managed care programs, including preferred provider
organizations, health maintenance organizations, and point-of-service plans, con-
tinues to burgeon. Key to the functioning of these programs is controlling costs
through an emphasis on preventive care. Cost effectiveness is also a force behind
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TABLE 4.2. PERCENTAGE DISTRIBUTION OF WAGE AND SALARY
EMPLOYMENT AND OF HEALTH SERVICES ESTABLISHMENTS.

Establishment Type Establishments (%) Employment (%)
Health services, total 100.0 100.0
Hospitals, public and private 1.9 40.9
Nursing and residential care facilities 11.7 22.1
Offices of physicians 37.3 15.5
Offices of dentists 21.6 5.9
Home health care services 2.8 5.5
Offices of other health practitioners 18.2 3.9
Outpatient care centers 3.1 3.3
Other ambulatory health care services 1.5 1.5
Medical and diagnostic laboratories 1.9 1.4

Source: BLS, 2004-2005a.

the ongoing integration of delivery systems, mergers, and the combining and
streamlining of financial and managerial functions. A 2002 Deloitte & Touche
survey of hospitals revealed that the number of stand-alone, independent facili-
ties hospitals is expected to decrease (BLS, 2004-2005a). These myriad changes
will continue to be forces that reshape not only the manner in which health ser-
vices are provided but also the disposition of the health care workforce.

Employment in health services continues to grow for many reasons. The de-
mand for health services, especially home health care and nursing and residential
care, will increase as the number of people in the older age groups expands. As
health care technology continues to advance, the survival rate of those affected
by severe illnesses and injuries will increase. New technologies will make it possi-
ble for illnesses previously not identifiable and treatable to be treated. Integrated
health systems and group practices will grow in size and complexity, requiring ad-
ditional jobs in office and administrative support. Industry growth will continue,
resulting from the shift from inpatient care to less expensive outpatient care, in-
fluenced by technological advances and consumer demand. Surely, health service
workers, prepared at all levels of education and training, will continue to be in de-
mand, with emphasis on specialized clinical and administrative positions (BLS,
2004-2005a).
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The Challenge of Collaborative
Partnerships for Health Promotion

Whereas the basic ideas and philosophy of cross-disciplinary work are nothing new,
the acceptance of goals as shared challenges may be. Historically, an uneven dis-
tribution of power has existed among health care professionals, limiting their ca-
pacity to collaborate effectively not only with other providers but also with
consumers. Collaboration rests on the knowledge, skills, and capabilities of each
discipline, and collaborators should be willing to combine efforts for the greater
good of clients, whether individuals, families, groups, communities, nations, or the
global society. Reform of the health care system through collaboration requires
steadfast determination and reexamination of the way health care professionals re-
late to each other and with clients, of the values of each discipline, and of the ex-
pectations of the public. At this pivotal point in its history, health promotion must
reposition and align itself in the new public health (Kickbusch & Payne, 2003), iden-
tify the objectives it has in common with the complementary and alternative med-
icine movement (Hill, 2003), and share power with the public it serves.

In his discussion of how to ground empowering health promotion in day-to-
day practice, Labonte (1994) outlined a series of guidelines, or characteristics, that
can serve as a basis for a collaborative practice. These characteristics involve
legitimacy/power sharing, self-knowledge, respect, and commitment (Exhibit 4.1).
They reflect the necessity for participating partners to explore, expand, and ques-
tion their relationship to personal needs and responsibilities in each partnership.
For a list of inquiries supportive of collaborative partnerships, see Exhibit 4.2.

The New Public Health

As discussed in Chapter Three, Kickbusch (2003) refers to three revolutions in
the new public health. The first revolution addressed sanitary conditions and was
directed at fighting infectious disease. The second focused on the health behav-
ior of the individual, specifically on risks associated with noncommunicable dis-
ease and premature death. The third and most current revolution challenges us
to discover the forces and influences that make people healthy. This perspective
expands our concern to the level of health policy, social conditions, and popula-
tion health. Awofeso (2004) questions what is really new about the new public
health and challenges current public health workers to learn from the past, be
activists in dealing with emerging threats, and work to reform the health pro-
motion framework.
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EXHIBIT 4.1. CHARACTERISTICS
OF A COLLABORATIVE PARTNERSHIP.

Legitimacy/Power Sharing

Each partner brings an established identity and accountability that is recognized

by all. All partners must know and acknowledge their relationship to overall power.
Differences in power and status are noted and able to be discussed. Negotiating a
transfer of power and resources takes skill and trust. Some conflict is inevitable and
must be confronted. This redistribution of power is part of the process and a desired
outcome.

Self-Knowledge

Individual partners must know who they are and what they can provide indepen-
dently and in partnership with others. This self-awareness can support the capacity
for continued growth and expanded identity.

Respect

The individual autonomy of all partners is recognized. Differences are explored
within an environment of support. Existing boundaries between partners can be
examined. All partners value the benefits that can be derived from a cooperative
relationship. Effective communication and negotiation can flow from this core of
esteem.

Commitment

There is inquiry into the objectives of all the partners, but a vision of a shared goal
is able to replace independent goals. There is an investment in maximizing impact
through joint efforts. From this position comes the motivation and ability to delin-
eate responsibilities and to build in purposeful, ongoing evaluation. All persons feel
responsible for goal attainment. One measure of success is the level of cooperation
that is achieved.

Source: Adapted from Labonte, 1994, 1999.

The Institute of Medicine’s Committee on Educating Public Health Profes-
sionals for the 21st Century has been charged “to develop a framework for how,
over the next 5 to 10 years, education, training, and research in schools of public
health could be strengthened to meet the needs of future public health profes-
sionals to improve population-level health” (Gebbie, Rosenstock, & Hernandez,
2003, p. 3), and to make recommendations for overall improvement in public
health professional education, training, research, and leadership. Public health
professionals represent diverse professional disciplines and are employed to im-
prove health through taking a population focus. Their diversity is reflected not
only in the variety of their disciplines but also in their varied work settings and in
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EXHIBIT 4.2. INQUIRIES THAT
SUPPORT COLLABORATIVE PARTNERSHIPS.

e Am | able to take an objective inventory of the skills | possess?
e What specific advantages might | gain from entering a collaborative relationship?

e Do | consistently and nonjudgmentally ask my clients about their use of other
therapies?

¢ Do | feel threatened at the prospect of collaborative work?

e At what point along the “power continuum” do | view my profession residing?
e Do | look toward collaboration as a means to increase legitimacy?

e Do | feel | would have more to give than to get from collaboration?

e Do | feel others have a good understanding of my capabilities?

e |s it difficult for me to participate in mutual goal setting?

e Do | enjoy the role of being a resource and consultant?

e When consulting with others, do | feel patronized or talked down to?
e How frequently am | asked to consult outside my discipline?

e Have my past experiences with collaboration been positive?

* In which areas do | consider myself an expert?

* How consistently do | meet the expectations of my clients?

¢ Am | adaptable to changing circumstances?

e Do | seek out objective evaluations of my work?

e How capable am | of integrating the feedback obtained from these evaluations?
e Am | often impatient when working in a group?

e Do | frequently refer outside my discipline?

e Do | view myself as a risk taker?

e Am | comfortable with the role of advocacy?

e Which professions am | most comfortable using as resources?

* Am | constantly updating my referral resources?

* How do | view my responsibilities in the area of forming public policy about
health promotion?

e What are my concerns regarding comanaging a client who is using other therapies?
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the numerous kinds of professional activities they perform. Relying predominantly
on an ecological view of health, adapted from the work of Dahlgren and White-
head (1991), the committee designed a guide to thinking about the determinants
of population health (see Figure 4.1).

The committee’s report asserts that an understanding of the theoretical un-
derpinnings of the ecological model is needed to develop research that explains the
pathways for and the interrelationships of the multiple determinants of health. Once
these are understood the public health professional will be able to “address the chal-
lenges of globalization, scientific and medical technologies, and demographic trans-
formations” more effectively (Gebbie et al., 2003, p. 6). As discussed in Chapter
Two, the ecological approach to health permits the development of multiple strate-
gies for influencing health determinants relevant to the desired health outcomes.
The committee recommends a framework based on the ecological model for
strengthening public health education, training, research, and practice. Simply put,
the model recognizes that “the health of individuals and the community is deter-
mined by multiple factors and by their interrelationships” (p. 25) and that the future

FIGURE 4.1. APPROACH AND RATIONALE: A GUIDE TO
THINKING ABOUT THE DETERMINANTS OF POPULATION HEALTH.

Living and working conditions
may include:

e Psychosocial factors

¢ Employment status and
occupational factors

e Socioeconomic status (income,
education, occupation)

e The natural and built

environments

Public health services

Health care services

individual traits:

age, sex, race, and

biological
factors

The biology of
disease

Source: Gebbie, Rosenstock, & Hernandez, 2003. Adapted from Dahlgren and Whitehead,
1991. The dotted lines denote interaction effects between and among the various levels of
health determinants; Worthman, 1999.
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of public health relies on the education of public health professionals who will be
prepared to shape programs and policies for improving population health.

In addition to the traditional core areas of knowledge—namely, epidemiol-
ogy, biostatistics, environmental health, health services administration, and social
and behavioral sciences—the committee detailed eight content areas that have
become or will become significant to public health and public health education:
informatics, genomics, communication, cultural competence, community-based
participatory research, global health, policy and law, and public health ethics (Geb-
bie et al., 2003). Further, the future direction of public health education will re-
quire the fulfillment of six major responsibilities (p. 9):

1. Educate the educators, practitioners, and researchers as well as to prepare
public health leaders and managers.

2. Serve as a focal point for multi-school transdisciplinary research as well as
traditional public health research to improve the health of the public.

3. Contribute to policy that advances the health of the public.

4. Work collaboratively with other professional schools to assure quality public
health content in their programs.

5. Assure access to life-long learning for the public health workforce.

6. Engage actively with various communities to improve the public’s health.

Integrative Medicine

The Committee on the Use of Complementary and Alternative Medicine by the
American Public (Institute of Medicine [IOM], 2005) acknowledges that integra-
twe medicine 1s now most frequently defined as health care that integrates conven-
tional medicine and complementary and alternative medicine (CAM) therapies.
The goal of integrative medicine is the delivery of safe and effective care that is
collaborative, interdisciplinary, and respectful of diverse sources of interventions.
As the public is taking a more critical view of conventional health care, CAM has
grown in both popularity and usage. As many as 42 percent of the people in
America are seeking out CAM modalities to address their health concerns, how-
ever, fewer than 40 percent of this group have disclosed that usage to their pri-
mary care providers (p. 13). Although both health care consumers and mainstream
health care professionals have demonstrated interest in using some forms of CAM,
there s little evidence of strong collaborative work between health promotion and
complementary and alternative medicine (Hill, 2003).

In 1992, the U.S. Congress formally established the Office of Unconventional
Therapies; this later evolved into the Office of Alternative Medicine (OAM),
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under the direction of the National Institutes of Health (NIH), to link the alter-
native health care community with federally sponsored research and regulations
and to reduce barriers to bridging alternative therapies to the public. It was antic-
ipated that to gain total integration, with full provider rights and privileges, com-
plementary and traditional providers needed to become interrelated parts of one
system of health care. Further, the safety, efficacy, mechanism of action, and cost
effectiveness of individual alternative treatments would need to be more fully ex-
plored (Eisenberg, 1997). In 1998, the OAM was expanded by Congress, becoming
the National Center for Complementary and Alternative Medicine (NCCAM).
Since that time, Congressional support for NCCAM’s goals has been evident in
ongoing budgetary support. NCCAM is dedicated to “exploring complementary
and alternative healing practices in the context of rigorous science, training re-
searchers, and disseminating authoritative information” (NCCAM, 2000, p. 11).

In the absence of a single recognized definition of CAM, the Committee on
the Use of Complementary and Alternative Medicine by the American Public
chose the following definition to reflect the scope and essence of CAM as used by
the American public: “Complementary and alternative medicine (CAM) is a
broad domain of resources that encompass health systems, modalities, and prac-
tices and their accompanying theories and beliefs, other than those intrinsic to the
dominant health system of a particular society or culture in a given historical pe-
riod. GAM includes such resources perceived by their users as associated with pos-
itive health outcomes. Boundaries within CAM and between the CAM domain
and the domain of the dominant system are not always sharp or fixed” (IOM,
2005, p. 19).

Although no definitive CAM classification system exists, the most widely rec-
ognized taxonomy, proposed by NCCAM (2000), specifies five categories:

1. Alternative medical systems

2. Mind-body interventions

3. Biologically based treatments

4. Manipulative and body-based methods
5. Energy therapies

Alternative medical systems refer to entire systems of theory and practice that
developed apart from conventional medicine, such as Ayurvedic medicine, Chi-
nese medicine, homeopathy, and naturopathy. Mind-body interventions include
practices such as meditation and mental healing. These practices, even though
based in the human mind, affect the human body and physical health. Biologi-
cally based treatments include diets, herbal preparations, and other “natural”
products such as minerals, hormones, and other biologicals. Examples are
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St. John’s wort and fish oil and specialized diets addressing risk reduction for cer-
tain diseases. The fourth CAM category includes therapies that involve movement
or manipulation of the body, including massage therapy and chiropractic. The
final category, energy therapy, rests on an understanding of interacting biofields.
Energy fields within the body and the surrounding electromagnetic fields outside
the body can be manipulated.

A second approach to classifying alternative modalities, put forth by Kaptchuk
and Eisenberg (2001), is a descriptive taxonomy based on derived philosophy and
underlying theory. Their first category, CAM, consists of professionalized or dis-
tinct medical systems (chiropractic, acupuncture, homeopathy), popular health
reform (specialized diets and dietary supplements), New Age healing methods (q1
gong, Reiki, magnets), psychological interventions, and the use of conventional
therapies in unconventional ways. The second category is made up of population-
specific practices, such as the unique religious or ethnic practices of a cultural
group (Native American traditional medicine, Puerto Rican spirits, folk medicine,

or religious healing) (IOM, 2005).

Partnering with Clients

Most definitions of health promotion include the concept of empowerment, a
concept legitimized by the Ottawa Charter for Health Promotion (WHO, 1986).
Central to all these definitions is the direct relationship between an individual’s
level of health and the amount of perceived control the individual has in life sit-
uations. The scope of the term empowerment has grown beyond individual power
to include an understanding that empowerment is a multifaceted dynamic inter-
change occurring on many levels (Airhihenbuwa, 1994; Labonte, 1994; Waller-
stein, 1992). As we move into the twenty-first century, one focus of public health
is the need to make this concept of empowerment operational (Laverack &
Labonte, 2000).

In its broadest definition, empowerment is a multilevel construct that involves
people assuming control and mastery over their lives in the context of their social
and political environment; they gain a sense of control and purposefulness that
enables them to exert political power as they participate in the democratic life of
their community for social change (Wallerstein, 1992, p. 198). Further, the idea
of the “multidimensionality of empowerment” has led to visualizing empower-
ment as a continuum. This empowerment continuum acknowledges that interventions
at every level (individual, family, group, community, organizational, and political)
have the innate potential to be empowering (Robertson & Minkler, 1994, p. 302).

Empowerment is not limited or defined by the level at which it occurs. The
visualization of empowerment as a continuum can be seen as both a validation
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and a focus for practitioners. It frees up an understanding of the boundless po-
tential of health promotion work. It acknowledges the diversity of approaches
that practitioners at all points in the health-illness continuum use. Interventions
at both the microlevel and macrolevel have the capacity to promote system change
and to affect the overall well-being and health of communities. Any level can be
the starting point for this change process. At a time when the goal is collective ac-
tion and community-based care delivery for the purpose of maximum impact and
cost effectiveness, it seems important to not diminish the empowering effects of
individual-based care. The empowered teenager who seeks out and correctly uses
birth control gains mastery and control over personal destiny. At a different level
on the same empowerment continuum lie the community education and politi-
cal action work needed to secure the clinic this teenager and other classmates may
feel comfortable enough to visit.

In our attempt to incorporate an expanded notion of empowerment, we must
also struggle with reengineering the provider-client relationship. There is a recog-
nition that this new definition of empowerment brings an entirely new set of ex-
pectations. Behaviors and terminologies from a past paradigm are no longer
useful. Beyond the generalized discussions regarding the philosophy of a shared
power base and community partnership comes the real task of operationalizing
this new construct of empowerment. In moving empowerment beyond a theo-
retical focus into an operational agenda, partnerships for health are essential, and
it is necessary to ensure that systems of care and care management are culturally
competent and proficient (Goode & Harrison, 2000). Empowerment, one of cen-
tral tenets of health promotion, requires both health care agents and clients to de-
velop a new skill set. The skills of cultural and linguistic competence and health
literacy assist the agent in navigating the new landscape of health services. Client
health is facilitated through the acquisition of learned skills for self-care manage-
ment. The client, cognizant of health as a personal resource, integrates thera-
peutic health care actions to improve his or her quality of life.

The Health Care System as Context for Health Promotion

The term fealth care system is a misnomer. The U.S. health care system did not de-
velop systematically, and it essentially does not address the /ealth needs of the na-
tion or is it always caring. There i3 no overarching framework or identification of
values and assumptions that organizes the settings for care and the delivery of
health services. The ability to pay has been a significant factor in the ability to se-
cure care, leaving those without insurance and overqualified for publicly funded
programs out of the picture. Health care is not for all. Special needs and cate-
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gories dictate eligibility for care. Fragmentation is regarded as the “central feature
of the U.S. health care system” (Shortell, Gillies, Anderson, Erickson, & Mitchell,
1996, p. 1). The dream of seamless care addressing the trajectory of human needs
across the life span is far from a reality because fragmentation and specialization
force clients to direct their own care. Others are simply alienated from health care
services. Health care, rather than being valued as a basic human right and fun-
damental entitlement, 1s episodically provided within a cost-conscious context.
This illness-driven nonsystem reveals the serious contradictions in the term /ealth
care system and begs rethinking. Rethinking health care means reformulating the
focus of care so that it aims for health and transforming the organization of care
delivery to a more integrated system of health care.

System change is accomplished through individual efforts and social policy.
The individual provider possesses power, and power is enhanced through an ef-
fective partnership with clients. The health care system can be altered to become
more humane, responsive to human needs, and supportive of health—the health
of clients and providers. Creating a dignified environment in which to receive
care, one that is free from smoke, radiation, asbestos, allergens, and other toxic
agents, 13 an important start. Ensuring that health care is available, accessible, af-
fordable, appropriate, adequate, and acceptable 1s a challenge for providers and
recipients of care (National Institute of Nursing Research, 1995). The findings of
the U.S. Preventive Services Task Force (1996) suggest that interventions must ad-
dress clients’ personal health practices and that providers and clients should share
in decision making. Further, the task force urges that every opportunity must be
made to deliver preventive services, especially to persons with limited access to
care, and recognizes that community-level interventions must take place. The
health care delivery system can be altered to become the context for health pro-
motion. A collaborative model for changing the health system is recommended.

The health care professional is at the heart of change; the health care profes-
sional i3 an agent for change. Health care professionals are ideally positioned to col-
laborate with each other and to form alliances with clients to make a positive impact
on the delivery system and on the pressing health care issues of our time. Func-
tioning as an advocate for health means assuming an empowering role. The health
care advocate strives to improve and protect health care and to create an environ-
ment for the promotion of health. At the crossroads of quality and effective care
management, the health care professional advocates efficiency in care management
as well as responsiveness to human needs. The system for care must become a sys-
tem for health care, emphasizing the value and necessity of promoting health as
well as representing health through the system’s own image and actions.

This challenge does not deny the importance of autonomy and individual-
ity; rather, it calls for an increase in solidarity, support for the common good, the
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fostering of other-directedness, and the development of community. Reform
means the promotion and protection of health for all-—a health care delivery sys-
tem that enables health care professionals to become Aealth care professionals and
is in fact a system for fealth care. Central to this set of beliefs is the idea that the
system is centered on persons and communities, not developed for providers and
organizations. Clients are engaged as full partners with health care professionals in
the mutual process of re-creating health care.

The present health care delivery system must be altered to provide the con-
text for health promotion. Health cannot be a realistic goal without a system to
support it. Health care for all will remain an unfulfilled dream unless the practice
environment supports the providers of health care in delivering health promotion
services.

Changing Systems for Health Promotion

The health promotion movement has emphasized an eclectic and multidiscipli-
nary approach (WHO, 1984), and it has been difficult to establish benchmarks for
evidence-based health promotion practices. The current research milieu empha-
sizes traditional, or Western, research standards, which involve studying outcomes,
but it is often difficult to isolate the outcomes of health promotion. Health pro-
motion is about change that occurs on a continuum from individuals to popula-
tions, and mixed approaches to practice are commonplace. McQueen’s (2001)
solution for this dilemma is that “rather than retreating to limited rules for what
constitutes evidence, there is a need to look toward analytical frameworks that rec-
ognize the complexity of the field” (p. 266). In order to demonstrate its effective-
ness the health promotion movement must develop standards for evidence-based
practice that more fairly evaluate health promotion on its own terms.
Traditionally, health care professionals have been the acknowledged gatekeepers
for the health care system. As identified experts they possess the necessary edu-
cation, skills, and language to successfully negotiate the complexities of the sys-
tem. They start from inside the system and can take an insider’s view. From this
vantage point, health care professionals have become comfortable with a concept
of empowerment in which they are the ones doing the empowering. The timing
and the conditions of sharing power with clients have remained within the active
control of the provider. Past emphasis has fostered the continuation of this
arrangement. “Professionals, as the empowering agent, the subject of the rela-
tionship, remain the controlling actor, defining the terms of the interaction”
(Labonte, 1994, p. 255). The client remains the receiver of this act. Almost auto-
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matically, our language reflects this passive client role. When speaking of a com-
munity, we address its need to “be empowered.” Yet, empowerment has been dif-
ficult to define in terms of outcomes, because it is most easily recognized in its
absence, as powerlessness (Wallerstein, 1992).

Moving beyond this provider-centered view of empowerment means refo-
cusing. It means stretching beyond what may be professional validation to true ac-
ceptance of the client as the expert in his or her own experience. Thus it means
a transfer of knowledge, skills, resources, access, and language, but it extends far
beyond that. Empowerment can occur only in an environment that supports its
existence. “Empowerment is not something that can be given; it must be taken”
(Rappaport, 1985, p. 18). Health care professionals need to learn how to estab-
lish and maintain this empowering environment—an environment in which the
client at all levels sees the potential and value in seizing power.

Organizational Self-Assessment

Health care organizations recognize the necessity of ensuring services for cultur-
ally and linguistically diverse populations. This commitment must be based on a
thoughtful organizational self-assessment, including an analysis of attitudes and
beliefs, practices, policies, and structures, if the organization is to incorporate cul-
tural competence within itself. A determination of client needs, interests, and pref-
erences is required. Some strategies are detailed in Chapter Two. Ultimately, the
goal 1s the implementation of culturally competent policies, practices, and proce-
dures and, ideally, a strategic organizational plan with “defined short-term and
long-term goals, measurable objectives, identified fiscal and personnel resources,
and enhanced consumer and community partnerships. Self-assessment can also
provide a vehicle to measure outcomes for personnel, organizations, population
groups and the community at large” (Goode, Jones, & Mason, 2002, p. 2). The
values and principles that guide successful self-assessment activities include the
following (Goode et al., 2002, pp. 2-3):

» Self-assessment is a strengths-based model.

* A safe and non-judgmental environment is essential to the self-assessment
process.

* A fundamental aspect of self-assessment assures the meaningful involvement
of consumers, community stakeholders and key constituency groups.

e The results of self-assessment are used to enhance and build capacity.

* Diverse dissemination strategies are essential to the self-assessment process.
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Strengths-Based Approaches. An orientation toward maximizing strengths can
be used to “create targeted policy responses that can identify, enhance, and sus-
tain strengths; follow long-term goals; and prioritize integrated strategies that have
effects that cut across individual, family, and community levels of functioning and
across several specific adversities” (Leadbeater, Schellenbach, Maton, & Dodgen,
2004, p. 25). The characteristics of strengths-based approaches are outlined in
Table 4.3 and contrasted with problem-based approaches.

Cultural Competence and Proficiency. Organization-level change requires sig-
nificant alterations in infrastructure as well as policies and procedures. Cultural
competence at the organization level, just as at the individual level, is an ongoing
developmental process. Exhibit 4.3 displays selected activities of health care or-
ganizations striving to achieve cultural competence and cultural proficiency, two
stages on the cultural competence continuum.

Given the need to carefully consider the values and principles governing
health care organization participation in community engagement, the National
Center for Cultural Competence has designed a checklist (Exhibit 4.4) to guide
cultural and linguistic competence in community engagement. Also, because
health care organizations have structures and policies to govern their partici-
pation in research, few mandate the incorporation of culturally competent and
participatory action designs; therefore the National Center for Cultural Com-
petence has designed a checklist for a culturally competent research agenda (see
Exhibit 4.5).

TABLE 4.3. PROBLEM-FOCUSED VERSUS
STRENGTHS-BASED APPROACHES.

Problem-Focused Approaches Strengths-Based Approaches

Correct deficits Build strengths and resources

Have a short-term impact Have a long-term impact

Provide crisis intervention Provide primary prevention

Involve reactive planning Involve proactive planning

Seek end points Incorporate ongoing assessment

Target risks in populations Target variations in risks and strengths of populations

Adapted from Leadbeater, Schellenbach, Maton, & Dodgen, 2004, p. 25.
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EXHIBIT 4.3. SELECTED ACTIVITIES OF HEALTH CARE
ORGANIZATIONS STRIVING TO ACHIEVE CULTURAL
COMPETENCE AND CULTURAL PROFICIENCY.

Cultural Competence

e Create a mission statement that articulates principles, rationale and values for
culturally competent service delivery.

¢ Implement policies and procedures that support practice models which incorpo-
rate culture in the delivery of services.

e Develop structures that allow consumers and other community members to plan,
deliver and evaluate services.

e Implement policies and procedures to recruit, hire and maintain a diverse and
culturally competent workforce.

e Provide fiscal support and incentives for improving cultural competence at the
broad, program and staff levels.

e Dedicate resources to conduct organizational self-assessment.

Cultural Proficiency

¢ Continue to add to the knowledge base of culturally and linguistically competent
practice by conducting research and developing new treatments, interventions
and approaches for health education.

e Employ staff and consultants with expertise in culturally and linguistically compe-
tent health care practice, health education and research.

e Publish and disseminate promising and proven health care practices and interven-
tions and health education materials.

* Actively pursue resource development to continue to enhance and expand the
organization’s current capacities.

¢ Advocate with and on behalf of individuals, children, and families from tradition-
ally underserved populations.

e Establish and maintain partnerships with diverse constituency groups, which span
the boundaries of the health care arena.

Source: Goode & Harrison, 2000, p. 5.

Health Literacy. Aswe attempt to advance health promotion in an environment
of rapid change and chaos, effective communication will lead the advance of
health. “Health literacy ought to be the common 21st century currency we all
share that values health as a central tenet of individual and community life”
(Ratzan, 2001, p. 214). In its narrowest sense, health literacy has been thought of
as the ability of an individual to follow prescribed care directives. However,
broader definitions have now acknowledged that health literacy is a composite of
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EXHIBIT 4.4. CHECKLIST TO FACILITATE
CULTURAL COMPETENCE IN COMMUNITY ENGAGEMENT.

Does the health care organization have
* A mission that values communities as essential allies in achieving its overall goals?

e A policy and structures that delineate community and consumer participation in
planning, implementing and evaluating the delivery of services and supports?

e A policy that facilitates employment and exchange of goods and services from
local communities?

e A policy and structures that provide a mechanism for the provision of fiscal resources
and in-kind contributions to community partners, agencies or organizations?

e Position descriptions and personnel performance measures that include areas of
knowledge and skill sets related to community engagement?

e A policy, structures and resources for in-service training, continuing education
and professional development that increase capacity for collaboration and part-
nerships within culturally and linguistically diverse communities?

¢ A policy that supports the use of diverse communication modalities and tech-
nologies for sharing information with communities?

* A policy and structures to periodically review current and emergent demographic
trends to

determine whether community partners are representative of the diverse popu-
lation in the geographic or service area?

identify new collaborators and potential opportunities for community engagement?

* A policy, structures and resources to support community engagement in languages
other than English?

Source: Goode, 2001, p. 6.

individual and social factors. Health literacy is now believed to comprise a com-
plex mix of reading, writing, numeracy, listening, conceptual knowledge, and oral
speaking skills that are affected by the culture and context of the individual. Fur-
thermore, this expanded vision of health literacy reflects the interrelationship of
health care provider skills and overall societal factors.

The definition of health literacy accepted by both the Institute of Medicine
and Healthy People 2010 1s, “the degree to which individuals have the capacity to
obtain, process and understand basic health information and services needed to
make appropriate health decisions” (Ratzan & Parker, 2000; USDHHS, 2000).
In this view, health literacy is acknowledged as those individual and population-
based capacities that foster and empower actions to achieve greater independence
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EXHIBIT 4.5. CHECKLIST TO FACILITATE
THE DEVELOPMENT OF POLICIES, STRUCTURES, AND
PARTNERSHIPS THAT SUPPORT A CULTURALLY COMPETENT
RESEARCH AGENDA IN PRIMARY HEALTH CARE.

If the primary health care organization/program conducts or participates in research, does
it have

e A policy that requires research initiatives to use culturally competent and participatory
action methodologies that include the active involvement of consumers/key stakeholders
in all aspects of research process (e.g. design, sampling, instrumentation, data collection
and analysis, and dissemination)?

e A policy that delineates ethical consideration for conducting or participating in research
initiatives?

e Organizational structures and resources to participate in and/or convene coalitions con-
cerned with the broad range of health, social and environmental issues impacting racially,
ethnically and culturally diverse populations?

e A policy and structures to meet with members of diverse communities and advocate to deter-
mine priority health issues and needs as a basis to develop collaborative research initiatives?

e A policy, structures and procedures to systematically collect, maintain and analyze health
data specific to the racial, ethnic and cultural groups served?

e A policy and practices that support personnel to participate on review boards within uni-
versities, colleges and other organizations engaged in primary health care research?

e A policy, procedures and practices that support reciprocity within a given community that
partners in research initiatives (e.g. economic benefits, employment and other resources)?

e A policy, structures and resources to pursue grants/contracts or collaborate with other or-
ganizations to conduct research initiatives concerned with eliminating health disparities?

e A policy to hire personnel or employ consultants with expertise in conducting research that
uses culturally competent and participatory action methodologies?

¢ Resources, policies and practices to provide information to consumers and communities
about the benefits of participating or collaborating in research initiatives?

e Policies and structures to help bridge the gap between current research as it impacts
racially, ethnically and culturally diverse groups and clinical practice, including

personnel who periodically survey research studies and emerging bodies of evidence?

a mechanism to examine research findings and their implications for policy develop-
ment, clinical protocols and health education?

policy, structures and practices to conduct health education for consumers on research
findings that impact them and the communities in which they live?

Source: Goode & Harrison, 2000, p. 6.
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in health activities and to triumph over barriers to health (Nutbeam, 2000). The
challenges within health promotion are how to improve our measurement of and
response to health literacy needs for all Americans (Berkman et al., 2004).

The extent of low health literacy is only beginning to be realized. It is esti-
mated that “nearly half of all American adults—90 million people—have diffi-
culty understanding and acting upon health information” (Nielsen-Bohlman,
Panzer, & Kindig, 2004, p. 1). The scope of the problem is evident in varied as-
pects of health care and limits participation and understanding of health trans-
actions. Although the Institute of Medicine report titled Health Literacy: A Prescription
to End Confusion (Nielsen-Bohlman et al., 2004), emphasizes that people with lim-
ited health literacy come from diverse backgrounds, limited health literacy is most
prevalent among older adults, people with limited education, and those with lim-
ited English proficiency (LEP). Low health literacy is further complicated by health
professionals’ use of specialized terminology. When limited literacy and low socio-
economic status are coupled, the capacity to become empowered and engage in
health promotion strategies is severely diminished.

Evidence of the relationship between health literacy and health outcomes is
burgeoning. Further, the IOM report on health literacy points to illustrations of
disparity: people with limited health literacy have decreased ability to share in
health care decision making, exhibit lower levels of adherence to plans of care,
and self-report lower health status. These data suggest an association between
health literacy, health care utilization, and health care costs (Nielsen-Bohlman et
al., 2004, p. 7) at the system level. To illustrate, compared to adequate health lit-
eracy, low health literacy is correlated with higher rates of hospitalization (Baker
et al., 2002).

Although the challenge of achieving the vision of a health literate America
1s considerable, the IOM believes such achievement is possible: “We envision a
society within which people have the skills they need to obtain, interpret, and use
health information appropriately and in meaningful ways. We envision a society
in which a variety of health systems structures and institutions take responsibility
for providing clear communication and adequate support to facilitate health-pro-
moting actions based on understanding” (Nielsen-Bohlman et al., 2004, p. 13).

The U.S. Department of Health and Human Services’ Office of Minority
Health (OMH) has developed recommendations for national standards for cul-
turally and linguistically appropriate services (CLLAS) in health care, in order to
ensure that all people entering the health care system receive equitable and ef-
fective treatment (see Exhibit 4.6). The intention of these CLAS standards is to
correct inequities that currently exist in the provision of health services and to
make services more responsive to the individual needs of consumers. Although
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EXHIBIT 4.6. CULTURALLY AND LINGUISTICALLY
APPROPRIATE SERVICES (CLAS STANDARDS).

10.

11.

. Health care organizations should ensure that patients/consumers receive from

all staff members effective, understandable, and respectful care that is provided
in a manner compatible with their cultural health beliefs and practices and
preferred language.

. Health care organizations should implement strategies to recruit, retain, and

promote at all levels of the organization a diverse staff and leadership that are
representative of the demographic characteristics of the service area.

. Health care organizations should ensure that staff at all levels and across all

disciplines receive ongoing education and training in culturally and linguistically
appropriate service delivery.

. Health care organizations must offer and provide language assistance services,

including bilingual staff and interpreter services, at no cost to each patient/
consumer with limited English proficiency at all points of contact, in a timely
manner during all hours of operation.

. Health care organizations must provide to patients/consumers in their preferred

language both verbal offers and written notices informing them of their right
to receive language assistance services.

. Health care organizations must assure the competence of language assistance

provided to limited English proficient patients/consumers by interpreters and
bilingual staff. Family and friends should not be used to provide interpretation
services (except on request by the patient/consumer).

. Health care organizations must make available easily understood patient-related

materials and post signage in the languages of the commonly encountered
groups and/or groups represented in the service area.

. Health care organizations should develop, implement, and promote a written

strategic plan that outlines clear goals, policies, operational plans, and man-
agement accountability/oversight mechanisms to provide culturally and
linguistically appropriate services.

. Health care organizations should conduct initial and ongoing organizational

self-assessments of CLAS-related activities and are encouraged to integrate
cultural and linguistic competence-related measures into their internal audits,
performance improvement programs, patient satisfaction assessments, and
outcomes-based evaluations.

Health care organizations should ensure that data on the individual patient’s/
consumer’s race, ethnicity, and spoken and written language are collected in
health records, integrated into the organization’s management information
systems, and periodically updated.

Health care organizations should maintain a current demographic, cultural,
and epidemiological profile of the community as well as a needs assessment to
accurately plan for and implement services that respond to the cultural and
linguistic characteristics of the service area.
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EXHIBIT 4.6. CULTURALLY AND LINGUISTICALLY
APPROPRIATE SERVICES (CLAS STANDARDS), Cont'd.

12. Health care organizations should develop participatory, collaborative partner-
ships with communities and utilize a variety of formal and informal mechanisms
to facilitate community and patient/consumer involvement in designing and
implementing CLAS-related activities.

13. Health care organizations should ensure that conflict and grievance resolution
processes are culturally and linguistically sensitive and capable of identifying,
preventing, and resolving cross-cultural conflicts or complaints by patients/
consumers.

14. Health care organizations are encouraged to regularly make available to the
public information about their progress and successful innovations in imple-
menting the CLAS standards and to provide public notice in their communities
about the availability of this information.

Source: U.S. Public Health Service, Office of Minority Health, 2000.

designed to address all populations, they also specifically target the needs of those
who experience unequal access to health services.

Given that health care organizations have been slow to develop and imple-
ment policies and structures to guide the provision of interpretation and transla-
tion services, placing the burden of providing such services at the practitioner and
consumer level, a checklist has been designed by the National Center for Cultural
Competence specifically to support linguistic competence (Exhibit 4.7).

Policy Development and Implementation

Creating a health care system for health promotion requires collaboration among
the disciplines and with clients. System change is a process. The process of change
can include instituting policies for health. Developing a new policy, implement-
ing that policy, and evaluating the impact of that policy are phases in the process
of system change (see Exhibit 4.8). The entire process rests on collaboration from
all levels of the system—with individuals working toward a common, beneficial
goal.

Step 1: Approach the Problem. The critical decision to adopt and support a
health promotion environment is the first and most important hurdle. Because the
underlying structure and values of an institution are being challenged, the change
will take time. However, every effort to move toward a healthy system is significant.
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EXHIBIT 4.7. CHECKLIST TO FACILITATE THE
DEVELOPMENT OF LINGUISTIC COMPETENCE IN
PRIMARY HEALTH CARE ORGANIZATIONS.

Does the primary health care organization or program have

e A mission statement that articulates its principles, rationale and values for pro-
viding linguistically and culturally competent health care services?

e Policies and procedures that support staff recruitment, hiring and retention to
achieve the goal of a diverse and linguistically competent staff?

e Position descriptions and personnel/performance measures that include skill sets
related to linguistic competence?

e Policies and resources to support ongoing professional development and in ser-
vice training (at all levels) related to linguistic competence?

e Policies, procedures and fiscal planning to ensure the provision of translation
and interpretation services?

e Policies and procedures regarding the translation of patient consent forms,
educational materials and other information in formats that meet the literacy
needs of patients?

e Policies and procedures to evaluate the quality and appropriateness of interpre-
tation and translation services?

e Policies and procedures to periodically evaluate consumer and personnel satis-
faction with interpretation and translation services that are provided?

e Policies and resources that support community outreach initiatives to persons
with limited English proficiency?

e Policies and procedures to periodically review the current and emergent demo-
graphic trends for the geographic area served in order to determine interpreta-
tion and translation services needed?

Source: Goode, Sockalingam, Brown, & Jones, 2001, p. 4.

During this step it is most important to become familiar with the facts about health
promotion. Studies that relate to the cost savings from promotion of health are
critical to approaching the problem. Summarizing findings, especially of evalua-
tion studies on the significance of health promotion interventions, creates a body
of knowledge supportive of shifting an institution’s mission to valuing health. The
health care professional becomes a resource for health promotion and informs
other providers at the institution about the efficacy of health promotion inter-
ventions and the significance of improved health for individuals, families, groups,
and communities. It is helpful during this step to hold discussions and conferences
on organizational wellness. Health promotion may be the topic of grand rounds,
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EXHIBIT 4.8. STEPS FOR POLICY CHANGE
IN HEALTH PROMOTION.

1. Approach the problem.
2. Develop new policy.
a. Encourage institutional participation.
b. Gather information.
c. Prepare a written policy.
d. Plan an implementation strategy.
3. Implement the policy.
a. Communicate the policy.
b. Carry out the policy.
4. Evaluate the impact of the policy.

Source: Adapted from Sheinfeld Gorin, 1989, pp. 41-49.

the focus of an institution’s newsletter, or the organizing theme for case confer-
encing. Every opportunity to bring health promotion to the forefront of systems
thinking assists in creating excitement about shifting institutional emphasis and
generating enthusiasm among health care professionals for becoming agents of
health promotion.

Step 2: Develop New Policy. Developing a policy requires health care profes-
sionals to participate with the public and to move from receptivity to respon-
siveness. Those willing to appreciate the data generated through step 1 of the
process of system change now respond to the call to develop policy. Policy de-
velopment focuses on altering the mission of the institution to support health
promotion actions. The participants in conferences, rounds, and any other fo-
rums in which health promotion was discussed become the critical mass for a
more action-oriented step 2. Recruiting the support of key participants is criti-
cal to policy development.

Success during this step is contingent on the best possible representation of
participants. Consumers and providers form an alliance that pressures the insti-
tution to realign its mission to support health promotion activities. During this
step it 13 important to determine whether representatives of all the institution’s
key components are involved. The communication network of the institution is
activated to link as many professionals as possible, thereby connecting the divi-
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sions they represent. Change is an organic process; the whole institution must be
considered. Leaving out any vital component will weaken the process of change.

Moving from receptivity to responsiveness requires that participants learn
to value change. Key to valuing health promotion is the recognition that health
promotion interventions really make a difference. The most significant differences
are the decreased cost of providing services, recipients’ increased quality of life,
and recipients’ positive evaluation of rendered care. Highlighting the care-related
costs of an illness by comparing costs incurred with and without a health promo-
tion perspective makes the case even more convincing, Savings in health care costs
coupled with consumer satisfaction provide definitive arguments for the institu-
tionalization of health promotion (see Chapter Sixteen).

Encourage Institutional Participation. To involve those affected in the change process, a
task force may be formed. If diverse aspects of the institution are represented and
if the capability of participants to expedite decisions is recognized, the task force
will manifest the possibility for change. Representatives from all levels of the or-
ganization should be included. The activities of the task force may include gath-
ering information from those affected in order to identify behaviors and attitudes
about health promotion, reviewing and revising any existing policies, compiling
information into a list of recommendations or developing a single policy, design-
ing a health promotion policy implementation plan, and developing a budget
for the change efforts.

If the task force is to fulfill its role, it should be given real authority by the top-
level administration and should have public support. The groundwork for creating
trust and meaningful responsibility is cultivated during this stage. A sense of re-
sponsibility reduces resistance to policy changes and promotes trust among those
involved. Early involvement and an educational thrust prepare the organization
for system change.

Gather Information. The first activity of the task force is to gather information from
those who would be affected by a change in the care system: providers, consumers,
and other staff. The task force explores their attitudes toward change and com-
mitment to health promotion.

The task force should complete the following activities:

1. Gather research on health promotion.

2. Contact representatives of other health promotion programs, and review the
strategies for change that were successful for their systems.

3. Survey all those who will be affected by a shift to a health promotion en-
vironment; a questionnaire or focus group may be used, with the goals of
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identifying support for the health promotion policy, identifying opposition, and
determining the issues of most concern to the organization.

4. Gather data on the impact of creating a health promotion environment; the
patterns of morbidity, mortality, sick days, disability claims, medical leaves of
absence, productivity, and efficiency should be examined.

5. Develop baseline measures of the organization’s standing in the community
(that 1s, determine what kind of /ealth image the mstitution has); consumers and
visitors may complete questionnaires, or focus groups or a town hall meeting
may be held to examine the organization’s image in the community.

6. Evaluate union contracts as they relate to health benefits and health insurance.

Prepare a Written Policy. After reviewing surveys and other data, the task force should
prepare a written report as the background for system change. The governing
board will review the policy for board approval. The best policy is brief, specific,
and simple. The component parts of a policy are the policy statement, the ratio-
nale for the policy, the statement of who will be affected, the effective date of
implementation, and any enforcement procedures, if applicable.

Plan an Implementation Strategy. The following activities should be part of imple-
menting a strategy for a health promotion policy:

1. Create an implementation timetable.
. Decide on a promotional campaign for communicating the policy to staff,
clients, and the community.

No

. Plan an effective communication method.
. Decide on enforcement procedures, if applicable.
. Plan staff education sessions.

S O W

. Develop a plan to evaluate the policy.

Step 3: Implement the Policy. The task force and the organization administra-
tion set a target date for implementing a health promotion policy.

Communicate the Policy. A clear presentation of a health promotion policy increases
the likelihood of a good reception, because uncertainty is a major source of resis-
tance to change. To minimize uncertainty, all parties affected should be informed
about the change and provided with the reasons for it and the intended benefits.
This kind of awareness building should be part of every stage of the process of sys-
tem change. The amount of time it takes to change a policy should not be un-
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derestimated. Three months to one year or more may be required, depending on
the institution’s size and the effectiveness of its communication network.

A public relations campaign should emphasize ways the institution will be
strengthened by developing a health promotion environment. It is beneficial to
employ a variety of approaches to communicate the new policy to the commu-
nity, providers, and clients.

Carry Out the Policy. While the health promotion policy statement is being distrib-
uted, the task force may develop a timetable for implementation. Time is a criti-
cal element for persons who are preparing for change. Having a time buffer usually
gives persons time to adjust.

A date for the policy to take effect is then set. It is important to consider
choosing a date that is of significance to the institution or that is associated with
the intended purpose of the policy change. If any restrictions will apply, they
should be phased in gradually so that no person feels alienated. During the tran-
sition period, educational sessions about health promotion may be planned. Giv-
ing incentives helps ease the adjustment and compensates for any changes that
are viewed as restrictive.

Because system change takes time, it is unreasonable to expect that creating
a health promotion environment will happen instantly. Although the goal should
be clear from the outset, hasty implementation reduces the support of persons
who believe their right to smoke or to remain physically inactive, for example, is
being limited or taken away. Implementing the policy before there is sufficient
readiness can result in frustration, discouragement, and failure. It is crucial to pre-
pare adequately and realize that acceptance requires time.

If a step-by-step approach to phasing in health promotion occurs, a com-
mitment to the strategies on a defined timetable should be communicated, so that
people know when each change will occur.

Step Four: Evaluate the Impact of the Policy. In this stage the administration,
working with the task force, makes minor adjustments to the policy for health pro-
motion, firmly establishes the health promotion environment, and evaluates the
results.

Persons tend to resist change, especially system change that affects personal
behavior and choice. A carefully designed plan can reduce resistance while en-
hancing cooperation, acceptance, and support for health promotion change.

Individuals enforcing the health promotion policy should keep the message
positive and focused. The position of the institution on health promotion should
be clearly stated.
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The task force should plan an evaluation to determine the effectiveness of a
health promotion environment and to provide information about any problems.
The evaluation can measure immediate changes in attitudes and behavior or long-
term outcomes, such as statistics on the number of sick days, productivity mea-
sures, and patterns of morbidity and mortality.

Short-term assessments using surveys can be undertaken three to six months
after the policy has been implemented. The results of the initial survey may be
used as a baseline. These follow-up surveys will measure the impact of the policy.
Measurements of short-term outcomes may answer the following questions:

e Are persons complying with the policy?
* What are their attitudes?
* Have those affected persons implemented health promotion strategies?

Long-term effects are more difficult to measure. Long-term changes require
at least one year to become stabilized. Examples of long-term outcomes include
answers to the following questions:

* Have there been any changes in the use of sick time, requests for medical leaves
of absence, or disability claims?

* Have morbidity and mortality decreased?

¢ Is the institution known in the community as an agency for health promotion
through its actions?

This collaborative model for change is critical to the success of system change.
Changes require the support of an institution’s top administration and governing
board. Change agents help set the agenda for a health promotion environment.
They educate top decision makers about the positive impact of a health promo-
tion policy environment on employee productivity, provider and client health, and
the institution’s public image.

Summary

Health promotion has always incorporated the central ideas of change, develop-
ment, and improvement. Within this environment, major issues arise regarding the
process of planning and participating in change. As health professionals we are
faced with the responsibility of articulating a consistent philosophy of practice that
can be put into operation effectively. Our relationships to ourselves, our peers, and
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our clients come under examination. The tools and approaches we use in our daily
practice are explored and tested for their ongoing viability and inclusiveness.

Redefining the health care professional as an intervention agent, within a
traditional illness-oriented, provider-driven health care system, is not an easy
task. Yet the future of health promotion in a reformed health care system relies
on the active participation of health care agents in this massive reorganization
process. Realigned client-provider relationships, cross-disciplinary partnerships,
and the impact of consumer demands are shaping health care reform in com-
munities, nations, and global society. This reshaping has been thrust upon health
care professionals and has been greeted with skepticism, but it also has presented
health care professionals with new opportunities for redefinition never before
possible. Health care reform presents challenges and opportunities. Accepting,
valuing, and understanding how to participate in change guarantees a role in
shaping the future of health care. Change, from simple to complex, emerges
through systematic collaborative planning. The steps for system change and the
characteristics of shared empowerment detailed in this chapter will inform health
care agents concerned about health promotion. Health care agents must under-
stand the past, thoughtfully examine the present, and acknowledge that the fu-
ture is a shared one.
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CHAPTER FIVE

EATING WELL

Lorraine E. Matthews

Ask almost any American and she or he will affirm that a good diet is essen-
tial for good health; however, most Americans also state that their diet could
be better (International Food Information Counsel, 2003). And even though they
are bombarded with health information across the various media outlets, and
even though they continue to spend billions of dollars on a variety of dietary sup-
plements, weight loss products, and low-carbohydrate snack foods, Americans con-
tinue to get heavier.

Of the ten leading causes of death among Americans, four are directly related
to diet: coronary heart disease, cancer, stroke, and diabetes mellitus (McGinnis &
Toege, 1993). Over the past decade the federal government, along with a number
of other groups, has introduced a major series of prevention programs that focus
on weight loss, increased activity, increased consumption of fruits and vegetables,
and related programs (U.S. Department of Agriculture [USDA], 1992; USDA &
U.S. Department of Health and Human Services [USDHHS], 1995; USDHHS,
2001). However, since the beginning of this century anyway, the overwhelming
emphasis has been on weight control. According to the 2001 USDHHS report
The Surgeon General’s Call to Action to Prevent and Decrease Overweight and Obesity, more
than half of all Americans are either overweight or obese. The report added that
if not addressed, overweight and obesity may soon cause as much preventable dis-
ease and death as cigarette smoking. Another recent study (Finkelstein, Fiebelkorn,
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& Wang, 2003) found that America’s extra weight costs the nation as much as
$93 billion in annual medical bills, and the government pays about half that
amount. This cost is comparable to the annual medical bills resulting from smok-
ing, an amount estimated at about $75 billion a few years ago. Overall, the an-
nual medical costs for an obese person are about 37.4 percent more, or $732
higher, than the costs for someone of normal weight (Finkelstein et al., 2003).
Exact numbers are sometimes difficult to determine, however. In March 2004,
the Centers for Disease Control and Prevention (CDC) announced that poor diet
and physical inactivity were responsible for 400,000 deaths in 2000, a 33 percent
jump from 1990. However, in December 2004, the CDC announced that the
study behind the March report contained statistical errors and might have over-
stated the problem and that the CDC might thus have overstated the figure by
80,000, representing an increase of less than 10 percent over the 1990 statistic,
although the agency was still recalculating the figure (American Dietetic Associ-
ation, 2004). Edge (2004) points out that based on the federal government’s
Healthy Eating Index, a survey of American food habits that was last published
in 1996, almost 88 percent of American diets fell into the “poor” or “needs im-
provement” categories in 1996. She argues that even though we know a great deal
about what a healthful diet is, what we do not know is how to get that 88 percent
of Americans to choose one.

A particular concern, and one that has grabbed the attention of the media
and state and local governments, is the especially rapid increase in overweight
among children. It is estimated that 15 percent of both children (aged six to
eleven) and adolescents (aged twelve to nineteen) in the United Stated are over-
weight (CDC, 2002). The associated health conditions and financial burden have
caused this emerging epidemic to become a major public health concern (Barlow,
Dietz, Klish, & Trowbridge, 2002; Ball et al., 2003; CDC, 2002) in part because
a number of medical conditions that were once prevalent only among adults are
now emerging in young people. These include hyperlipidemia, glucose intoler-
ance, hypertension, and diabetes (CDC, 2002). Also of concern is that when com-
pared to adolescents who maintain healthy weights, overweight adolescents have
a greater chance of becoming overweight adults (Binns & Ariza, 2004).

How did we arrive at this point? Edge (2004) points out that the United States
has a long history of food assistance programs, which began largely during the
Great Depression, and for most of the twentieth century the primary priority was
eliminating hunger. Over time, food distribution policies have evolved into three
principle components: food stamp programs, school lunch programs, and the Spe-
cial Supplemental Nutrition Program for Women, Infants, and Children (WIC).

Over approximately the same span of time, the federal government has put in-
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creasingly more emphasis on nutrition education and healthy eating. However,
Nestle (2003), in her book Food Politics, details the tactics that the food industry has
used to shape government food and nutrition policies and to convince Americans
to eat more. She describes the intense lobbying that went into crafting the USDA’s
Dietary Guidelines and the Food Guide Pyramid. The published versions are
much less stringent than those originally proposed, because of intense pressure
from key members of the food industry. She also details the intense effort of the
food industry to market to children of all ages through television advertising and
exclusive contracts with schools. Edge (2004) argues that the federal government
sends mixed messages. She points out that even though the U.S. surgeon general
has referred to obesity as “the terror within” and even though obesity has been
estimated to cost taxpayers $117 billion annually, current legislation being con-
sidered by Congress authorizes a mere $60 million in funding to state and local
entities for promotion of healthy eating and physical activity, particularly to school-
age children and adolescents. Nevertheless, many states have implemented pro-
grams that seek to improve the food and nutrition environment in public
schools—eliminating or changing products in vending machines, preventing
schools from signing exclusive beverage contracts with major soft drink compa-
nies (known as pouring contracts), increasing nutrition and physical activity educa-
tion for children and teens, and helping local school districts to develop and
implement guidelines for school-based food advertising (Public Health Institute,
2004; Pennsylvania Advocates for Nutrition and Activity, 2003).

The Dilemma of Food, Nutrition, and Health

Given the statistics this chapter has provided so far, it would seem logical that
Americans would simply recognize that changes need to be made and implement
them. The information is readily available and the message is relatively simple—
eat less and exercise more. Yet they don’t. Millions of Americans struggle with this
message and continue to search desperately for ways to improve their health and
their appearance without having to sacrifice any of their favorite foods and re-
lated behaviors.

It is important to understand that the role of food and nutrition in the pro-
motion of health and well-being is unique. Unlike a person who must stop and
avoid certain behaviors completely when they become problems, the person with
eating issues must still continue to eat. For example, the person who abuses alco-
hol must come to grips with the fact that he or she can no longer use this product,
and he or she can have some success in avoiding places where alcohol is served;
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however, the person who abuses food must somehow learn to make changes in
the use of this substance that even though it creates problems is essential for con-
tinued life; moreover, food is everywhere.

Consumers, adults and children, are faced with choosing among tens of thou-
sands of food items in the average supermarket, and many of these markets now
sport ready-to-serve foods and an array of fresh baked goods. National and local
fast-food restaurants abound, not only as stand-alone stores but also within other
locations such as department stores, recreation facilities, and even health care fa-
cilities. An increasing array of food items is also found in the national chain super
department stores, in pharmacies, in stationery stores, and in a wide variety of
other commercial establishments. Even the various dollar store chains sell a wide
variety of foods, most of them readily available, nonperishable, and highly
processed. The problem is, of course, that many of these relatively inexpensive
foods are high in fat, salt, and calories but low in essential nutrients. Nestle (2003)
argues that this is due in part to the food industry’s ability to take surpluses of
some basic food stuffs and process them into cheap foods with few nutrients and
then dump them on the U.S. food market. Interestingly, the low-carbohydrate
craze that has swept this nation has created a whole new family of low-carb, high-
fat snack bars that are touted as healthy. (Check any large pharmacy, and you will
find at least one aisle stocked with rather expensive, low-carbohydrate snack foods,
perhaps over one hundred different kinds.)

An important reality that must be remembered is that to most people most of
these foods taste good. Fast-food menu items are popular because people like them.
Although many of the major fast-food restaurants have added lighter fare to their
menus, the big sellers remain the high-calorie, high-fat sandwiches and meals.

These facts are important because health care professionals who are trying
to move consumers toward a more healthful diet have to somehow convince them
to decrease their intake of the readily accessible, relatively inexpensive foods that
they have come to like.

Developing a Dietary Intervention Model

As health care professionals struggle with how to change unhealthy eating be-
haviors, it is necessary to look at the various health behavior models that have
been developed to try to explain why people do what they do and what, if any-
thing, will bring about change. A detailed discussion of the various theoretical
models to explain health behavior change can be found in Chapter Two. The
focus here will be on models that help us identify key issues in behaviors sur-
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rounding eating and issues that seem to be the most effective in helping people
change how they eat.

The health belief model (HBM) 1s one of the most frequently used models to
explain change in eating behavior. It was developed in the 1950s by a group of
psychologists to help explain why people would or would not use health services
(Rosenstock, 1966). The HBM hypothesizes that health-related action depends
on the simultaneous occurrence of three classes of factors:

e The existence of sufficient motivation (or health concern) to make health 1s-
sues salient or relevant.

e The belief that one is susceptible (vulnerable) to a serious health problem or
to the sequelae of that illness or condition. (This susceptibility is often termed
a percewved threat.)

* The belief that following a particular health recommendation will be benefi-
cial in reducing the perceived threat and will do so at a subjectively acceptable
cost. (Cost refers to what it will take to overcome perceived barriers in order to fol-
low the health recommendation; McKenzie & Smeltzer, 2001.)

This seems to be an appropriate model to use to examine whether individu-
als will even consider making positive changes in eating decisions. To illustrate,
consider the case of two men: one who is aged fifty, about twenty-five pounds over-
weight, and with a diagnosis of elevated cholesterol levels and related problems;
the other is aged twenty-five and also about twenty-five pounds overweight but
with no other apparent problems. If both men receive the same information about
the benefits of lowering their fat intake and increasing their fruit and vegetable
intake, it is possible that they will react to the message differently. On the one hand
the fifty-year-old may recognize that he is at risk for heart disease (perceived sus-
ceptibility) and that his health condition could deteriorate rapidly if he does not
make changes (perceived threat). However, because making these changes will re-
quire him to stop eating daily lunches at his favorite take-out restaurant, he will
have to consider the cost (perceived barrier) of bringing his own lunch or making
healthier selections. Because he knows that making these changes could reduce
his risk of heart disease (perceived benefit), he is more likely to weigh the benefit
and the barrier and make a positive decision to change his diet. On the other hand
the young man with no apparent symptoms may consider the cost too great and
may not follow through with the suggested changes.

The HBM also contains the construct of self-¢fficacy, which is defined as an in-
dividual’s confidence in his or her ability to take action or execute the behavior
that produces the desired outcome (Janz, Champion, & Strecher, 2002). Even
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when environment and social network are considered, they are usually defined
within the context of the individual’s perception. If the fifty-year-old man de-
scribed earlier is a widower with limited shopping and cooking skills, he may lack
the confidence to make the necessary changes in his diet even if he clearly un-
derstands the need to make these changes. Therefore, it is incumbent on the
health care provider to offer this client support and opportunities to learn new
skills and increase his self-confidence so that he can improve his diet. Perhaps a
referral to a class on cooking for singles that is provided at a nearby community
center will help him improve.

Bandura’s social cognitive theory (SCT) has been applied to both health ed-
ucation and health behavior programs because it not only takes into account the
individual but also incorporates the environment for the behavior. Social cogni-
tive theory evaluates behavior by considering the competing forces of the person,
the behavior, and environmental influences. First, it brings together different con-
cepts—cognitive, emotional, and behavioral—of behavioral change. Second, fresh
behavioral research and practice can be formulated from the various constructs
and processes that make up SCT (Baranowski, Perry, & Parcel, 2002). Reinforce-
ment is an integral part of learning, but emphasize the role of subjective hy-
potheses or expectations held by the individual (McKenzie & Smeltzer, 2001). In
addition, the interaction between a person and his or her environment is contin-
uous and can influence the person’s opportunity to change. Family members,
peers, the neighborhood, and the availability of particular foods all shape a per-
son’s external environment, which can in turn affect the ability to change eating
behavior. If, on the one hand, the fifty-year-old man with high cholesterol has a
family that encourages him and supports his effort to change, he will likely have
some success. On the other hand, if a thirteen-year-old boy with diabetes is afraid
that his friends will make fun of him because he limits his food choices in the cafe-
teria line, he is less likely to actively make positive changes in his eating habits,
even if he understands that it may make him feel better.

An interesting study on weight management for postpartum women employed
the transtheoretical model of stages of change to gauge the women’s readiness to
participate in the program (Krummel, Semmens, Boury, Gordan, & Larkin, 2004).
In the transtheoretical model the stages of change dimension reflects a person’s
readiness to change behavior, or the person’s engagement in behavioral change,
at a given point in time. The first two stages represent people who are least ready
to change (precontemplation) or are ambivalent about change (contemplation);
the third state represents people who are preparing to change in the next month
(preparation); the last two stages represent active behavioral change if the change
1s recent (action) or sustained behavioral change if the change has been main-
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tained for more than six months (maintenance). Movement through the stages is
fluid and cyclical as people try to change their behavior (Nigg et al., 1999). This
study looked at 151 postpartum WIC recipients who were all over eighteen years
old and had a child younger than two years old. They were sorted at random into
different weight management programs. At the conclusion of the study, 55 per-
cent of the women were found to be in the action stage for weight loss, but fewer
were in the action stage for the following weight management behaviors: avoid-
ing high-fat foods (24 percent), increasing fiber (19 percent), and exercising three
times per week (29 percent). The authors concluded that by emphasizing the pros
and decreasing the cons for weight management, women may be able to change
their behaviors to promote better weight management. Several strategies such as
training in selecting low-fat restaurant choices, reading food labels, and group dis-
cussion helped the women move into the action stage.

What does this mean in terms of working with clients? The key for the health
care professional is to realize that the client sitting in front of him or her is not
one dimensional and neither is the health behavior in question. Cartright, com-
menting on the Krummel et al. study, points out that the stages of change model
contends that behavioral change is more likely to occur when one reaches the later
stages. She adds that given this model, the health care professional should deter-
mine a client’s level of readiness before beginning education (Cartright, 2004).
Another very important mantra to remember is that “one size does not fit all.”
No two clients will have exactly the same problems or issues when it comes to in-
tervention in the way they eat. The health care professional needs to be able to
select from various models to most effectively understand and provide assistance
to a client.

The Physiology of Eating

The science of nutrition is an interdisciplinary field that focuses on the study of
foods, nutrients, and health (Brown, 2002). Most of what is known in the field of
nutrition has come after 1900, with a particularly rapid increase in knowledge
over the last decade. This ever-increasing body of knowledge is also changing
views on what constitutes the best nutritional advice. Indeed, this exploding body
of information has contributed to consumer confusion about health and optimal
diet. To set the stage for a discussion of diet and nutrition, a brief overview of the
basics 1s provided.

A person’s diet must include foods that provide the nutrients required to sus-
tain life and for his or her body to grow and maintain itself. The body requires six
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types of essential nutrients, which can be defined as families of molecules that are
indispensable to the body’s functioning and that the body cannot make for itself.
Without any one of these six, the body’s overall health will be impaired.

Although water provides no energy and essentially no other nutrients, it is the
most abundant nutrient. It i3 constantly lost from the body and must constantly
be replaced. An important point to remember in terms of public health is that as
adults age, the percentage of total body water declines, so adequate fluid intake
1s especially important in older adults (Chernoff, 1999, pp. 18-19).

The only energy-producing nutrients are proteins, carbohydrates, and fats.
Proteins also provide essential building materials that form body structures and
are the basis for many essential compounds. Some protein is found in almost all
foods, but the primary food sources are meats, eggs, dairy products, and legumes.
Carbohydrates and fats also provide basic components for a number of essential
compounds and structures required by the body, although to a lesser degree than
proteins. With the exception of milk and honey, carbohydrates are found only in
plant products. Carbohydrates are generally categorized into two groups—sim-
ple sugars, which are usually are found naturally in fruits and some vegetables,
and complex carbohydrates, or starches, which are abundant in grain products
and starchy vegetables. Fat is also present in varying amounts in almost all foods.
Its primary animal sources are meat, meat products, and dairy products made
from milk, and its primary vegetable source is the germ of most seeds, grains, and
many nuts. As a rule, animal fats tend to be more highly saturated and vegetable
fats tend to be more unsaturated. A key point to remember about fat is that due
to its chemical structure, fat yields over twice as many calories (nine calories per
gram) as protein and carbohydrate (four calories per gram each).

Included in the general category of fats are a number of complex organic
compounds that are not used for energy production but rather as building blocks
of various essential compounds in the body. Only one of these complex com-
pounds, cholesterol, will be discussed here. Found only in animal tissues, choles-
terol is an essential sterol that is part of a number of structures and compounds
in the body. The human body makes cholesterol even when it is completely ab-
sent from the diet. Although some is necessary, too much cholesterol in the body
can cause clogged arteries and is a major risk factor for cardiovascular disease.

Even though they have been recognized for many years, #rans fats have recently
received a lot of publicity and have begun to appear on food labels. Briefly, oils
can be made solid by adding hydrogen to the double bonds of their fatty acids.
This process, called hydrogenation, makes some of the fatty acids in oils saturated
and generally enhances shelf life and baking qualities, but it also changes the struc-
ture of the fatty acids. Trans fats do occur naturally in a few foods, but the pri-
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mary dietary sources are products made from hydrogenated fats, a category that
includes most baked and fried food and many butter substitutes. The reason they
are of concern is that diets high in trans fats are related to an increased risk of
heart disease, at a rate similar to that in people eating diets high in saturated fats
(Hu et al., 1999).

The last two groups of essential nutrients are vitamins and minerals, which
are found in a wide variety of foods. They do not provide any energy, and all but
a few are needed in very minute amounts in the body. A few minerals serve as
parts of body structures (for example, calcium and phosphorus in bones and
teeth), but the primary role of vitamins and minerals is to regulate body processes.
These processes include digesting foods, moving muscles, disposing of wastes,
growing new tissue, healing wounds, and obtaining energy from carbohydrates,
fats, and proteins (Brown, 2002).

Extensive research and improved technology have also allowed medical sci-
ence to focus on selected vitamins and minerals for prevention of specific condi-
tions. For example, folic acid has been found to be a key element in the normal
development of the fetal neural tube, which is the precursor to the spinal cord
and the brain. A woman who has subclinical levels of folic acid very early in her
pregnancy is at increased risk of having a child with spina bifida or a similar con-
dition (Brown, 2002). Neural tube defects (NTDs) are among the most common
birth defects, affecting about 4,000 pregnancies annually in the United States. Ap-
proximately 70 percent of N'TDs can be prevented by consumption of adequate
folic acid before and during early pregnancy (CDC, 2000).

There are also substances in foods in addition to nutrients that affect health.
Two that have received considerable attention are antioxidants and phytochemi-
cals. The former are chemical substances that prevent or repair damage to cells
caused by exposure to oxidizing agents, both in the environment and in the body.
Many different antioxidants are found in food, but some are made in the body. Phy-
tochemicals are chemical substances in plants, some of which affect body processes
in humans in ways that may benefit health. Consumption of foods rich in various
phytochemicals may help to prevent certain types of cancer, infections, and heart
disease (Brown, 2002).

A few other key concepts regarding nutrition that health care professionals
need to understand and convey to clients include the following:

e The body is like a large chemistry laboratory that functions effectively and with
much regularity. Although how it works may be considered miraculous, the
body does not function through magic; there is an ordered purpose for the re-
actions, even if health care professionals do not completely understand them.
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e The foods that humans eat are also chemicals, and they interact with the
chemicals in the body—also in an ordered manner. There are no magic foods;
however, some have higher concentrations of the nutrients and other sub-
stances that humans need.

* The nutrient fat is unique in that it cannot be excreted or eliminated from the
body. The only way to remove it is through oxidation, or burning. The loss
(burning) of one pound of fat requires the person to use approximately 3,500
more calories than the calories taken in from food (Brown, 2002). Most people
can reduce their body fat by a maximum of two to three pounds in one week.
Although weight loss may be more rapid initially when someone significantly
reduces caloric intake, most of that loss is in the form of water and some mus-
cle tissue but very little fat. Therefore, diet plans that promise significant loss
of several pounds a week are deceptive.

e Human bodies require regular exercise. If exercise is not a part of a person’s
regular activities (for example, his or her work), then it should be planned into
the day. Attempts at weight reduction through changes in eating habits are mar-
ginally effective when there is no physical activity component (National Heart,
Lung, and Blood Institute [NHLBI] & North American Association for the
Study of Obesity, 2000). However, as discussed in the next chapter, the need
for exercise goes well beyond weight control. For individuals to make lasting
changes in their eating behaviors, they must understand that diet and physical
activity have complementary beneficial effects in relation to the major chronic
diseases.

For optimal health the processes just described must occur with efficiency
and regularity. This requires an adequate, consistent supply of nutrients. Some
nutrients, such as vitamin C, are almost completely used up on a daily basis, with
little being stored in the body. Thus symptoms of deficiency can be seen in a mat-
ter of weeks in a susceptible person who does not ingest the vitamin. Other nu-
trients, such as calcium, phosphorus, protein, and fat, are normally stored in the
body, so an overt deficiency takes much longer to manifest itself. In reality, how-
ever, the classic deficiency diseases of scurvy (inadequate vitamin C), beriberi (in-
adequate thiamin), and similar conditions are rarely seen today in this country,
thanks to almost universal enrichment and fortification of commonly eaten foods.
In the United States these conditions are primarily seen in high-risk groups, such
as persons who abuse alcohol, persons with specific diseases such as cancer or
acquired immunodeficiency syndrome (AIDS), and persons who chronically in-
gest highly restricted diets. These same high-risk individuals are often on a regi-
men of medications that can also interfere with the efficacy of certain nutrients

(Brown, 2002).
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The Changing Focus of Nutrition and Health

As the major causes of death have shifted from infectious to chronic diseases, em-
phasis is now focused on the maintenance of health and the reduction of the risk
for chronic diseases such as heart disease, hypertension, stroke, diabetes mellitus,
and some types of cancer. However, a major concern today is that these condi-
tions once found primarily in middle-aged adults are now occurring in with some
frequency in children and adolescents (Ball et al., 2003). It is now well documented
that improved nutritional behaviors will lower the at-risk person’s potential for de-
veloping these diseases. The federal government has mounted a major national
effort to reduce the rate of chronic diseases such as heart disease and diabetes
through an emphasis on a healthier lifestyle, including dietary change and in-
creased physical activity (USDHHS, 2001).

This initiative poses novel challenges to the health care professional—challenges
even more complicated today than they were a few years ago. Today consumers are
exposed to a barrage of diet and health information on a variety of fronts—the tra-
ditional media sources, infomercials, Internet Web sites, and direct-mail materials—
and much of it is conflicting and confusing. Among the most controversial dietary
issues are high-protein and very low carbohydrate diets. Versions of these diets have
been around for decades, but they have been popularized recently by books for the
lay reader and lots of marketing. Three of the better-known ones are the Zone diet,
the South Beach diet, and the Atkins diet, all of which focus on a high-protein
diet with very limited carbohydrate intake. The first two are based on an eating plan
that 1s 40 percent carbohydrate, 30 percent protein, and 30 percent fat, whereas the
Atkins plan doesn’t really place any restrictions on fat. Proponents of these diets
state that the 40-30-30 ratio of macronutrient intake allows the body to more effi-
ciently burn calories, leading to loss of weight, reduction of body fat, and increases
in lean body mass. Another argument supporting this type of diet is the claim that
it reduces high insulin levels and insulin resistance, problems that proponents claim
result from consuming high-carbohydrate meals (Brown, 2002).

At the other extreme are proponents of very low fat diets, which of necessity
restrict protein and include ample amounts of complex carbohydrates. The best-
known diet of this type comes from Dean Ornish (1994, 2004). Ornish argues
that even though the high-protein, very low carbohydrate diet may cause some
temporary weight loss, it can increase the risk of heart disease and related condi-
tions because of its increased fat content and very low fiber content. One point
that all these plans agree on is that there must be a significant reduction in simple
and highly processed carbohydrates—sugar and other sweeteners, soft drinks and
other sweetened beverages, and prepared foods that contain large of amounts of
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highly refined grains. Of concern is that many consumers do not know how to
differentiate between factual and false information and how to sort out what they
should be eating. As noted earlier, the low-carbohydrate craze has spawned a wide
variety of snack foods and energy bars that may have one-fourth to one-third
fewer simple sugars than ordinary snack foods do. However, this is due mainly to
the use of sugar substitutes, and these foods are not low calorie and usually con-
tain a lot of fat. The promotion of these items is reminiscent of the heavy mar-
keting of fat-free desserts and snack foods about a decade ago. Although fat free,
they were very high in calories and had greater amounts of simple carbohydrates
than ordinary desserts do. It is not surprising that consumers get confused. The
thing that consumers often don’t understand regarding either of these two ex-
tremes 1s that even though the specialty foods they are purchasing are labeled “low
fat” or “low carbohydrate,” they still usually have a lot of calories.

Of greater concern is that this information overload is also confusing many
health care professionals, causing them to give incorrect or incomplete informa-
tion to their clients. An example of this is the effort by some health care profes-
sionals to promote low-carbohydrate diets to the majority of their patients, without
really understanding the ramifications for some people of omitting an entire food
group. Growing children, even those that are overweight, should not be deprived
of the nutrients found in an essential food group. Although it is quite appropriate
to restrict foods with high concentrations of simple sugars (candy, soft drinks, and
so forth), it 1s not a good idea to eliminate whole and enriched grain products and
starchy vegetables for growing children and most adults.

Consumers do feel the tension between what they believe they should eat and
what they do eat. For example, women participating in focus groups in two urban
community health centers in Philadelphia stated that they had made some changes
in their diets because of health concerns. Their major concern was preventing
heart disease, strokes, and diabetes, although a few discussed diet and cancer. They
acknowledged that their time for food preparation was limited and that their fam-
ilies ate take-out food more often then they would have liked (Opoku-Boateng,
2004). These same women voiced concern about their children’s health and the
foods that they ate; however, over half did not feel they could really control their
children’s food selections.

Defining a Healthy Diet

Defining a healthy diet 1s difficult. Most people have their own vision of what con-
stitutes a healthy diet, even if they don’t always follow it. Comments from partici-
pants in parent and child focus groups in a community health center indicated that
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most had very specific ideas about what foods should be included in a healthy diet,
even 1if they didn’t necessarily use those foods on a regular basis (Opoku-Boateng,
2004). Further, there are some differences in the types and amounts of food re-
quired at different stages of life and in the presence of certain chronic diseases.

In 2005, the federal government released the latest version of Dietary Guide-
lines for Americans (USDHHS & USDA, 2005). The guidelines contain forty-one
key recommendations: twenty-three of them are for the general public, and eigh-
teen are for certain populations, such as children or older adults. They are sum-
marized here:

* To maintain a healthy body weight, balance calories taken in with calories
expended.

* To reduce the risk of chronic disease in adulthood, engage in a moderate-
intensity physical activity at least thirty minutes a day on most days of the week.

* To prevent gradual weight gain in adulthood, engage in about sixty minutes of
moderate to vigorous activity on most days of the week while keeping calories
constant.

* To maintain weight loss in adulthood, do sixty to ninety minutes of daily moderate-
intensity physical activity while keeping calories constant.

* Limit intake of saturated and trans fats, cholesterol, added sugar, salt, and alcohol.

¢ On a 2,000-calorie diet, eat two cups of fruit and two and one-half cups of
vegetables each day.

* Eat three or more one-ounce equivalents of whole-grain products each day,
with the rest of the recommended grains coming from enriched or whole-grain
products.

* Consume three cups a day of fat-free or low-fat milk or equivalent milk products.

e Consume less than 10 percent of total calories from saturated fatty acids and
less than 300 milligrams a day of cholesterol, while keeping trans fatty acid
consumption as low as possible.

* Keep total fat intake between 20 percent and 35 percent of calories, with most
fats coming from sources of polyunsaturated and monounsaturated fatty acids.

* Lat lean, low-fat, or fat-free meat, poultry, dry beans, and milk or milk products.

e Consume less than 2,300 milligrams of sodium—about one teaspoon of salt—
per day.

* Increase potassium intake with fruits and vegetables.

e Limit alcoholic beverages to one (women) or two (men) drinks per day. Some
individuals, including pregnant women, should not drink alcohol.

Although these recommendations remain general guidelines that can be
adapted to a variety of food preferences for different ethnic groups and cultures,
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they are more comprehensive than the previous USDA guidelines. Consumers
will need help trying to put them into practice.

Most Americans are familiar with the Food Guide Pyramid (USDA &
USDHHS, 1995) of the last decade, which is widely found on food packages, in
advertisements, and in numerous health and nutrition education materials (see
Figure 5.1). As an adjunct to the new Dietary Guidelines, a revised Food Guide
Pyramid was introduced in April 2005 (USDA, 2005). The new pyramid (see Fig-
ure 5.2) is called MyPyramid, Steps to a Healthier You and is designed to be in-
teractive. Consumers are asked to go online (at www.mypyramid.gov) and enter
their age, gender, and activity level. Then they get a food plan for their appropri-
ate calorie level. Each individual food plan includes daily amounts to eat from
each food group and a limit for intake of discretionary calories: added fat, added

FIGURE 5.1. FOOD GUIDE PYRAMID.

Fats, Oils & Sweets
USE SPARINGLY

KEY
[ Fat (naturally occurring and added)
ﬂ Sugars (added)

These symbols show fats and added sugars in foods.

Milk, Yogurt & Meat, Poultry, Fish, Dry Beans,
Cheese Group Eggs & Nuts Group
2-3 SERVINGS 2-3 SERVINGS
Vegetable Group Fruit Group
3-5 SERVINGS 2-4 SERVINGS

Bread. Cereal,
Rice & Pasta
Group

6-11 SERVINGS

Source: USDA & USDHHS, 1995.
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sugar, and alcohol (Ferroli, 2005). What concerns a number of nutrition and
health educators is that to use MyPyramid one must use the Internet, which isn’t
always readily available to consumers. Further, because MyPyramid focuses on
individual needs, it is more difficult than the previous Food Guide Pyramid to use
in group educational programs and in printed educational materials. Nutrition
and research professionals at the federal level are currently addressing these is-
sues, however, and appropriate guidance materials are expected to become avail-
able directly from USDA or from state extension agencies (Lynn James, nutrition
consultant, Extension Service, The Pennsylvania State University, personal com-
munication, 2005).

Another major difference is that the previous Food Guide Pyramid promoted
choosing a recommended number of daily servings from each of the five major
food groups, with the range in the number of servings generally based on age and
gender, whereas MyPyramid lists the recommended daily amounts of foods in cups
or ounces. This was done primarily because of the nearly universal concern about
American caloric intake. There has also been much concern about the public’s lack
of understanding about portion sizes, however. Many consumers have been con-
fused about both the number of servings and the serving sizes. The majority of
serving sizes listed on the previous pyramid are from one-half to three-fourths of
one cup, which is a lot less than most Americans eat. For example, most persons
who eat rice or pasta with a meal eat at least one cup, which translates into two
servings. Portion distortion is a major concern among nutrition professionals, as the
size of commercially available food portions has grown considerably in recent years.
Consumers seem to be convinced that “more for less” is preferable, and manufac-
turers have obliged by increasing the portion sizes of a variety of commonly eaten
foods and beverages—bagels, french fries, soft drinks, and a variety of snack foods.
Although a few manufacturers of retail food products have started making some
products in smaller sizes, it is essential for health care professionals to continue to
educate consumers on the need to dish up smaller portions (Callahan, 2004). The
change in format for MyPyramid is an attempt to help consumers do this. Finally,
in terms of presentation, the previous pyramid listed the food groups in horizon-
tal blocks, but MyPyramid displays the food groups vertically, in bands of different
colors, with a runner racing up the side. Again, consumers and health profession-
als will need some assistance in navigating the new pyramid.

Health care professionals should be aware that the Food Guide Pyramid has
had its detractors since its inception, but it remains the model that is most com-
monly used. Nestle (2003) details some of the battles joined and compromises made
for its first version. Some food industry interest groups complained about their par-
ticular location on the pyramid—for example, the dairy and egg industry thought
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that being located on the upper tiers diminished these foods’ perceived impor-
tance. Groups representing people who follow strict vegetarian diets complained
of being left out of consideration.

Most recently, some researchers have called for a complete reorganization.
Willet (2003) and colleagues proposed changing the base of the original pyramid
to include whole-grain products and monounsaturated fats such as olive oil and
nut oils. Simple sugars and most processed carbohydrates are then placed on the
top. Modified versions have been devised for a number of different groups, includ-
ing vegetarians, Asian Americans, Hispanic Americans, African Americans, preg-
nant women, and older adults.

Health care professionals should keep in mind that although there have been
significant changes in the presentation of this national eating guide, there is much
information that remains the same. Table 5.1 summarizes the differences between
the two guides.

o Gran group. Breads, cereals, and pasta form the base of the previous pyramid
and the first vertical tier of MyPyramid. Consumers need to make half of their
total grain intake whole grains and to consume three or more one-ounce equiv-
alents (based on a 2,000-calorie diet). An ounce-equivalent of grains is about
one slice of bread, one cup of ready-to-eat cereal, or one-half cup of cooked
pasta or rice or cooked cereal. The rationale behind this recommendation is
that the phytonutrients in whole grains are important in reducing the risk of
cardiovascular disease, cancer, and other chronic diseases, when whole grains
are eaten as part of an overall healthy diet (Ferroli, 2005). Whole grains also
provide dietary fiber, which helps keep the gastrointestinal tract healthy and
maintains adequate laxation. Also, commercially baked products that are high
in fat should be discouraged because they are sources of saturated fats and trans
fats, which should be very limited. It is also reasonable to include here some of
the starchier vegetables, such as yams and sweet potatoes, that are staples in
many cultures, as they are rich in fiber, vitamins, and minerals and are very low
in fat.

o Tegetable group. In the previous pyramid vegetables and fruits were grouped to-
gether on the second horizontal tier; however, MyPyramid splits them into the
second and third vertical tiers. For a 2,000 calorie diet, the recommenda-
tion 1s five servings of vegetables, or two and one-half cups. MyPyramid also
recommends consuming a variety of vegetables, with the emphasis on dark-
green vegetables and orange vegetables. Dried beans and peas can count as
vegetables and as protein sources. The Dietary Guidelines are even more spe-
cific. They state that individuals on a 2,000-calorie diet need to eat three cups
of dark-green vegetables, two cups of orange vegetables, and three cups of
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TABLE 5.1. MAJOR CHANGES IN THE USDA FOOD GUIDE PYRAMID.

Previous Food
Guide Pyramid
(USDA, 1995) Food Groups

MyPyramid (USDA, 2005)
(based on a reference person
who needs 2,000 calories daily)

6-11 servings daily ~ Grain-based foods:

Select a wide variety breads, cereals, and pasta

6 ounces daily (1 oz. = 1 slice of
bread, 1 cup ready-to-eat cereal,
2 cup cooked cereal, rice, or pasta)

At least 3 whole-grain products daily

3-5 servings daily Vegetables
Select a wide variety

2% cups daily

Include more dark green vegetables,
more orange vegetables, and in-
clude more cooked dry beans and
peas

2-4 servings daily Fruits and juices

Select a wide variety

2 cups daily
Choose a variety daily

Limit juice to less than half of daily
selections

2-3 servings daily Dairy products

3 cups* of fat-free or low-fat milk
(1%) or an equivalent daily

(1 cup yogurt, 1.5 oz. natural
cheese, 1 oz. processed cheese)

*2 cups for children between 2
and 8 years

2-3 servings daily Meat and meat substitutes 5% ounces lean meat, poultry, or
fish, or an equivalent
(1 egg, Vi cup dried beans or peas
or nuts)
Use these items Foods to use sparingly Discretionary calories limited
sparingly in daily (fats, oils, sugars, and alcohol)  to 100-300 calories after above
meal plan requirements have been met

Note: For more information or to determine your personal eating plan, go to www.mypyramid.gov.

dry beans and peas each week. Consumers need to be reassured that these

choices do not have to be all fresh vegetables. Frozen or canned vegetables are

also good sources of nutrients and fiber. This is also true of dried beans and

peas.

o Fruit group. Individuals on a 2,000-calorie diet should eat two cups of fruit a day

and should choose from a wide variety. The amount of fruit juice, however,
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should be limited to less than half of the total fruit intake. More fruit juice is
not better because it adds more sugar. Again, canned, frozen, and dried fruits
all can count toward meeting the fruit goals and will provide a variety of nu-
trients and fiber.

Daziry group. The third tier of the previous pyramid was shared by the milk, yo-
gurt, and cheese group and the meat, poultry, fish, dry beans, eggs, and nuts
group. Now fat-free or low-fat (1 percent) dairy products are found on the
fourth vertical tier. The new recommendation is to consume three cups of fat-
free or low-fat milk or an equivalent amount of yogurt or cheese per day.
Equivalent amounts for one cup of milk are one cup of yogurt, one and one-
half ounces of natural cheese, or two ounces of processed cheese. The dairy
group provides the nutrients needed for bone health and may be beneficial for
maintaining a healthy weight. Children aged two to eight should have two cups
of fat-free or low-fat milk or the equivalent. (Unless medically directed, chil-
dren under age two should be given only whole milk after they have been
weaned from breast milk or formula.) For individuals who can’t or don’t use
dairy products, altered milk products such as Lactaid or a calcium- and
vitamin-fortified soy milk are acceptable. However, consumers do need to be
aware that rice milk is not an acceptable substitute for young children.

Meat, poultry, fish, dry beans, eggs, and nuts group. These food products make up the
fifth vertical tier, and the recommendation is to make choices that are very low
in fat or lean. People who are consuming a 2,000-calorie daily diet need five
and one-half ounce equivalents. An ounce equivalent in this group is the
amount of food equal to one ounce of cooked meat, poultry, or fish. There
should be an emphasis on selecting meat cuts that are at least 90 percent lean.
Proper cooking techniques are also essential with foods in this group, and con-
sumers need to be advised to try ways to cut fat, such as trimming excess fat
before cooking, draining excess cooking fat, and cooking with as little fat as pos-
sible to start. One egg or a quarter-cup of dried beans or peas or nuts is a one-
ounce equivalent for meat. However, nuts should be stressed as a snack or for
inclusion in other foods, such as salads.

Discretionary calories. New in MyPyramid and in the 2005 Dietary Guidelines are
the discretionary calories, the calories remaining in a person’s individual en-
ergy allowance after accounting for the number of calories needed to meet rec-
ommended nutrient intakes through consumption of foods that are low in fat or
have no added sugar. For most Americans the number of allowed discretionary
calories will be small-—100 to 300 calories. This is where health care profes-
sionals will really have to work with consumers to help them understand using
their choices wisely (Ferroli, 2005). Given the current discussion of saturated,
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polyunsaturated, and monounsaturated fats in the new Dietary Guidelines, it
will be prudent for health care professionals to provide more explanation on
the types of fats that consumers commonly use, as this subject can be very con-
fusing. In addition, this is where discussion of limited use of sugar, salt, and al-
cohol is appropriate.

One key point for health care professionals to remember is that Americans
are eating an ever increasing number of meals away from home, and no one
seems to have any good ideas on how to reverse this trend. People can select
healthful foods when they are away from home, but it takes planning and often
requires making special requests, which many people are uncomfortable doing—
requesting, for example, that a sandwich be made without mayonnaise or that
salad dressing be on the side or that an entrée be broiled instead of sautéed. So
the health care professional needs to help busy people eat defensively. It is possi-
ble to select healthy foods from restaurant and even some fast-food menus, but it
takes a good eye and some initiative to avoid the high-calorie, high-fat, and high-
sodium foods.

Realities of Effecting Positive Change in Eating Behavior

The promotion of changes in eating behavior can be daunting. For all the rea-
sons discussed previously, consumers present to health care professionals with a
variety of preexisting lifestyle practices that often do not promote healthy eating.
Here are some general pointers that need to be incorporated into any educa-
tional plan.

¢ Although most people have some knowledge about nutrition and can usually
list the foods that contribute to a healthy diet, they frequently cannot figure out
a way to incorporate those foods into their daily lives. Nutrition education pro-
grams in many public schools have focused on the Food Guide Pyramid, and
many American schoolchildren can recite the components of this pyramid,
even though they may not incorporate this knowledge into what they routinely
eat. For example, an informal survey of 200 adolescents at a popular shopping
center in downtown Philadelphia found that at least 60 percent of them re-
ported eating fast foods at least once a day. When questioned about what they
thought a healthy diet should include, they tended to list the foods on the pyra-
mid. When asked why they didn’t eat more healthful foods, the most common
answers were, “I don’t like them,” and, “I don’t have time” (Matthews, 2004).
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The majority of people eat food—not just nutrients. When individuals are in-
terested in improving their health status, they usually want to know which foods
they should eat—not a specific level of nutrients. This 1s why calorie counting
to specific levels often fails, and why many people would rather take a pill than
try to select foods that are higher in specific nutrients.

Humans eat for a number of reasons that have little to do with satisfying
hunger. Personal preferences, habits, ethnic heritage or traditions, social pres-
sures, positive associations, emotional needs, values, and beliefs are all factors
that have little to do with hunger but a lot to do with what a person selects to
eat. In almost all religions, food is a central focus during major holidays. Cul-
tural background has a strong impact on what people decide to eat or not eat.
Health care professionals sometimes forget that although it is their chosen work
to spend all day thinking about health issues, these issues are usually not their
clients’ primary focus. Other people have careers and many issues to occupy
their minds. Therefore most consumers need simple, concise directions that
they can incorporate into their daily lives.

Most adults prefer to have a role in the planning process to make changes in
the way they eat. A person’s personal and cultural preferences must be con-
sidered and valued. For a pregnant woman who either does not or cannot drink
milk, a standardized diet sheet that recommends obtaining calcium from milk
and mentions no other calcium sources will not meet with much success. A
more successful approach would be to determine the foods she does eat, note
which ones are good sources of calcium, and help her emphasize those foods
in her diet. Some persons do not make the connection between milk and foods
such as yogurt and cheese or between milk as a beverage and as a cooking in-
gredient in soups and puddings. In addition, dark-green, leafy vegetables,
canned fish such as salmon and sardines, fortified soy products, and almonds
are all reasonable sources of calcium. The health care professional must re-
member that people may be willing to try some new foods but they also want to
see familiar ones.

For successful long-term change the consumer must be satisfied that the pro-
posed modifications can be incorporated into his or her existing lifestyle with-
out major sacrifices. The first step in improving anyone’s diet, no matter what
his or her health status is, may be as simple as suggesting that an effort be
made to eat at least five fruits and vegetables a day. If this is not a normal part
of the person’s current routine—and lots of studies indicate that it probably
won’t be—this small change will make a significant improvement in that per-
son’s diet. Eating more fruits and vegetables also may make some small dif-
ferences in the way the person feels. If nothing else, a diet that includes more
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fruits and vegetables often improves regularity. McKinney, Ford, Riddell, and
Lowe (2000) found that women who were helped to follow their normal diets
with only minor changes and an emphasis on portion control that brought
about decreases in calories were able to effect some weight loss. Because long-
term positive changes are best accomplished in small increments that can be
internalized, more changes can be added when a step such as this becomes a
routine part of daily activity.

Health care professionals must be able to recognize severe nutrition problems
and make a referral to an appropriate specialist. Dysfunctional eating is a rela-
tively recent concept that incorporates abnormal and inappropriate eating be-
haviors. Berg (1996) calls it a disruption of normal eating, but it can also include
restrained eating, disordered eating, and chronic dieting syndrome. It used to be
most prevalent among middle- to upper-class white girls and women; however,
dysfunctional eating can be seen across the spectrum today as cultural pressures
to be thin continue (Berg, 1996). These individuals may need a specially trained
team of professionals to help them.

Managing the Funding Problem

As federal and state governments tackle the issue of obesity, particularly in chil-
dren, it is both interesting and frustrating to follow the proceedings. The U.S. De-
partments of Agriculture and Health and Human Services have begun to provide
a wide variety of attractive educational materials, public service campaigns, and
Initiatives to improve American diets and increase physical activity (NHLBI, 2004;
Institute of Medicine, 2004; USDHHS & USDA, 2005). State and local govern-
ments are grappling with issues of what children eat for school lunches, whether
to mandate physical activity for schoolchildren, and whether to remove vending
machines and other snacks from schools (American Dietetic Association, 2004).

In these days of limited health care dollars, however, health care profession-
als often find themselves frustrated by the lack of funding for nutrition education
programs that meet the needs of individuals and groups. For children and adults,
in-depth nutrition counseling is not readily covered by commercial insurers until
the patient has an identifiable condition such as hypertension, hypercholes-
terolemia, or hyperglycemia. Coverage under most state-run Medicaid programs
1s even more stringent (American Dietetic Association, 1999, 2005). Thus health
care professionals must be very creative in planning how to effectively provide nu-
trition education to most clients with finite resources.
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Developing a Dietary Intervention Model

The following description of a pilot pediatric obesity program in a public health
clinic demonstrates some of the issues involved.

During 2003 and 2004, the Philadelphia Department of Public Health
(PDPH) launched a multifaceted program to assess and address the problem of
child obesity among patients in the city health care centers, which serve over
25,000 low-income children each year. An audit of patients aged three to seven
showed a prevalence of 19 percent overweight at very young ages (less than five
years old). In response, in 2004, PDPH established a pediatric obesity task force
to look for solutions, and eventually set up two on-site programs for overweight
and at-risk children. 215 GO! is a one-on-one clinic, with the patient and the par-
ent or caregiver working with a pediatric nutrition specialist, a health educator,
and a pediatrician. Within the 215 GO! program there are three areas of activ-
ity: individual evaluation and management of eating and exercise behavior with
assessment of self-image and parenting, an after-school exercise group, and a par-
ent support group. The initial appointment includes a detailed evaluation and is
followed by monthly visits. Information obtained at the first visit includes weight
history, family medical history, usual food and drink intake, individual and fam-
ily eating behaviors, and food purchasing and preparation habits. Usual level of
physical activity is assessed by means of a detailed daily activity history. Parental
attitudes and beliefs toward their weight, their child’s weight, and eating are eval-
uated. Self-image, parenting style, and family function are assessed by the health
educator. With the findings from the evaluation, an individual food and exercise
plan is designed. The patient establishes nutrition and exercise goals, and the par-
ent sets parenting goals. A curriculum of culturally appropriate lessons, teaching
materials, and homework has been designed, with one lesson provided at each
program visit. Topics include reading food labels, counting calories in beverages,
increasing physical activity, identifying stressors and eating triggers, and self-
acceptance. Parenting challenges are also addressed.

The goals of the weekly exercise program, Kids in Control (KIC IT), are to
provide a venue for the children to move, to demonstrate fun activities that can
be done in the home, and to teach healthy exercise techniques. A specific lesson
1s designed for each session. The parent support group takes place while KIC I'T
1s in session and allows parents to discuss the challenges of helping the overweight
child and includes the same lesson the children are learning in the exercise group.
Of the hundreds of families that have been referred to the clinic, a few present
with fairly simple issues—decreasing juice and soda intake and selecting low-fat
milk instead of whole milk. However, other families bring complicated social is-
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sues to the clinic that make food selection almost secondary. The family that lives
in a homeless shelter has limited control over food selection and opportunities for
physical activities. Children who have lost a parent and now live with a grand-
parent or other relative are often grieving and show signs of serious depression
and may eat for comfort. Children who live in violent or dysfunctional households
may also turn to food for relief. Part of the treatment model has to be to help them
improve or cope with their situation and to improve their health.

The clinic 1s currently being evaluated, using several levels of assessment. Ob-
viously, weight is measured, as are key physical and biochemical markers such as
blood pressure, serum cholesterol, and blood glucose levels. Other laboratory val-
ues are diagnosis driven. For example, a child who is already exhibiting abnormal
glucose values will have a hemoglobin Alc test as well. In addition, the following
lifestyle changes and other issues are tracked:

* Reported changes in food selection, such as decreased soft drink and juice in-
take and increased water intake

* Reported changes in amount of physical activity, such as increased walking or
supervised play

* Reported changes in numbers of trips to fast-food restaurants or corner stores

* Reported changes in how the children feel about themselves—do they feel
more in control of their lives?

*  Whether the children are willing to return for follow-up visits

Parents’ and childrens’ satisfaction and evaluation of program effectiveness
are also assessed. Parents are also asked about any lifestyle changes and how they
feel about their children’s progress and their own. An integral component of the
clinic’s philosophy is harm reduction. In view of work by O’Dea (2004), an im-
portant message of the clinic is that although the staff’ care about weight loss, they
are more concerned about improving overall health. Focusing solely on weight
loss means that many children will fail. If a boy does not lose significant amounts
of weight, but his blood pressure improves, he has improved his health and well-
being. If the teenage girl does not lose a significant amount of weight but has de-
creased her juice and soda intake and the family now eats at least one meal
together, there has been an improvement in her health and well-being,

In the first ten months of clinic operation, over 600 children were referred,
with about 50 percent returning on an ongoing basis. There have been some in-
dividual successes and some failures, but according to preliminary findings, the
overall impact has been positive.
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Building in Safeguards

Building in safeguards for the client is also an important strategy. The client needs
to know that anyone can have a bad day and that this does not negate the process
and does not make him or her a bad person or a failure. Further, encouraging self-
efficacy in clients is important to their movement toward achieving their goals.
Particularly with support from the health care professional, clients stop what they
are doing, take a quick look, make some course corrections, and proceed toward
their goal. In most cases the health care professionals’ best advice is to say, “Let’s
see if you can do better tomorrow.” Although everyone, especially the client, is
anxious for success, directing blame toward the client is not productive. In fact it
can make the client react negatively, as it appears that he or she can’t do anything
right. This is especially true for children and adolescents and pertains to the harm
reduction issue discussed earlier.

The health care professional must instill in the client the idea that if things
go wrong, the client should just start over. Failure to provide this kind of support
will damage the client’s ability to internalize the agreed-on goals. Further, the
client must be reassured that effecting changes in eating habits is a relatively long
process. When a sixty-year-old woman returns to a health care professional with
no change in her serum cholesterol, she may be disappointed even though her
blood pressure is within normal range and she has lost two pounds. She believes
she has done everything she was supposed to and is beginning to get discouraged.
The health care professional should praise the woman and tell her that she has
obviously been making an effort to change the way she and her family eat. She
should be reminded that cholesterol levels often do not respond as quickly as some
other factors, and told that she is definitely moving in the right direction. It is im-
portant to affirm the new changes so that the client does not backslide and so that
these lifestyle changes can become internalized. Care of this client should also
focus on her movement through the stages of change.

Efficacy of Nutrition Interventions

It is obvious that effecting change in eating patterns is a difficult process, partic-
ularly when the change requires restricting a food or foods previously eaten as de-
sired. The numerous approaches referenced in this chapter show the difficulties
faced by clients and health care professional alike. Nowhere is this more appar-
ent than in the area of weight loss and control. Numerous studies have demon-
strated that long-term weight loss after any type of intervention is limited to a
small minority of obese persons (Foster et al., 2003). However, studies have also
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shown that even a small amount of weight loss, 5 to 10 percent of body weight,
can have positive effects on blood pressure, blood glucose levels, and cholesterol.
Based on working with clients of all ages over a span of three decades, it is this
author’s opinion that the best focus for changing most persons’ eating habits is to
emphasize improved overall health. Demonstrating practical ways to eat a healthy
diet that meets a person’s lifestyle requirements and encouraging increased phys-
ical activity, however small the increase may be, are more frequently embraced
by most clients than are other approaches.

In some cases it 1s more effective in the long run to downplay the emphasis
on weight loss until the client is able to master the basics of dietary and life
changes. A model such as the transtheoretical, or stages of change, may be a ben-
eficial framework to enrich the health care professionals’ understanding of
change.

Tor evaluating outcomes, clearly measurable goals must be in place; other-
wise both the client and the health care professional are setting themselves up for
failure. As previously stated, it is usually better to have several small goals than
one or two large ones. It is usually not productive to say, “Patient will lose 50
pounds over the next six months.” However, it is reasonable to have written goals
that say, “(1) Patient will increase intake of fruits and vegetables to at least 5 small
servings daily; (2) patient will drink at least 4 cups of water daily; (3) patient will
begin walking daily and, using a pedometer, will walk at least 5,000 steps daily
by the end of three months; (4) patient will lose at least 1 to 2 pounds per month
over the next six months.” These are small steps that the patient can accomplish,
and they can be measured. In addition, there may be laboratory values that can
be measured to get a better view of health improvement.

Summary

Effecting change in human behavior of any kind is difficult. Helping someone
to change lifelong habits is sometimes one of the most challenging tasks faced
by health care professionals. Yet clients do willingly make changes if they per-
ceive a need and if there is a practical, relatively simple way to do it. Health
care professionals will be more successful in bringing about positive changes in
behavior if they can adapt a health promotion model that meets the needs of
their clients. The health care professional must alternatively function as a
teacher, cheerleader, and partner in the process; however, the primary goal
should be to give the client the tools he or she needs to succeed. (Exhibit 5.1 on
page 188 lists some helpful resources.)
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EXHIBIT 5.1. HELPFUL RESOURCES.

Client Education Materials

The American Heart Association, 7272 Greenville Ave., Dallas, TX 75231-4596; Phone: (800)
242-8721; Web site: http://www.americanheart.org; offers many diet-related brochures and
also downloadable materials. For example:

Controlando su peso [in Spanish]. Available from http://www.americanheart.org/
presenter.jhtml?identifier=9267

Diet and nutrition. Available from http://www.americanheart.org/presenter.jhtmli?identifier=
1200010

An eating plan for healthy Americans: Our American Heart Association diet (Brochure No. 50-1481).
Available from http://www.americanheart.org/presenter.jhtml?identifier=3007654

Eating plan: Fruits and vegetables. Available from http://www.americanheart.org/presenter.
jhtmli?identifier=108

A guide to losing weight (Brochure No. 50-1035, in English and Spanish).

How do | read food labels? Available from http://www.americanheart.org/presenter.jhtml|?
identifier=3007450

How to lose weight and keep it off. Available from http://www.americanheart.org/presenter.
jhtml?identifier=506

Managing your weight: A guide to help you reach and maintain your ideal weight. Available
from http://www.americanheart.org/presenter.jhtml?identifier=3007650

Reading food labels. Available from http://www.americanheart.org/presenter.jhtml|?
identifier=334

Taking it off (Brochure No. 50-079A).
Some useful National Institutes of Health materials are the following:

Eat more fruits and vegetables: 5 a day for better health (NIH Publication No. 92-3248).
Washington, DC: U.S. Government Printing Office.

Diet, nutrition and cancer prevention (NIH Publication No. 87-2878). Washington, DC: U.S.
Government Printing Office.
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EXHIBIT 5.1. HELPFUL RESOURCES, Cont’'d.

The National Diabetes Information Clearinghouse, 1 Information Way, Bethesda, MD 20892-
3560; Phone: (301) 468-2162, (800) 860-8747; provides materials such as these:

Insulin-dependent diabetes (NIH Booklet No. 94-2098).

Non-insulin dependent diabetes (NIH Booklet No. 92-241).

Diabetes: Taking charge of your diabetes (Brochure No. 1530).

Diabetes and your body: How to take care of your eyes and feet (Brochure No. 1553).

Download the following client education materials through links on the Nutrition Informa-
tion and Resource Center Web site: http://nirc.cas.psu.edu/online.cfm?area=440

Diabetes awareness and management. (2000). Kansas State University, Agricultural Experi-
ment Station and Cooperative Extension. Provides information on risk factors for diabetes,
symptoms, treatment, and resources.

Diet and diabetes. (2000). Colorado State University, Cooperative Extension. This four-
page publication provides information on goals of diabetic management, type 1 and type
2 diabetes, major nutrient recommendations, methods for planning diets, and using
nutritional labeling.

Keep your diabetes under control. (2000). National Institute for Diabetes & Digestive &
Kidney Diseases, National Institutes of Health. This eighteen-page booklet provides infor-
mation about blood sugar management and includes a chart to record blood sugars,
meals, and medicines.

Keep your eyes healthy. (2000). National Institute of Diabetes & Digestive & Kidney Dis-
eases, National Institutes of Health. This fourteen-page booklet provides information on
how to prevent or delay eye damage caused by diabetes.

Keep your feet and skin healthy. (2000). National Institute of Diabetes & Digestive & Kidney
Diseases, National Institutes of Health. This seventeen-page booklet provides information
on feet and skin problems that can result from diabetes and how people with diabetes can
prevent these problems from occurring.

Keep your nervous system healthy. (2000). National Institute of Diabetes & Digestive &
Kidney Diseases, National Institutes of Health. Provided in this twenty-one-page booklet
are detailed illustrations of the nervous system, and how uncontrolled diabetes can cause
damage, including how to prevent and treat these problems.

Keep your teeth and gums healthy. (2000). National Institute of Diabetes & Digestive &
Kidney Diseases, National Institutes of Health. Provided in this thirteen-page booklet is
information on damage to the teeth and gums that can occur as the result of diabetes as
well as how to prevent it.

Know your blood sugar numbers. (2000). National Diabetes Education Program, National
Institutes of Health. This brochure explains how to measure blood sugar levels with a
finger-stick test and hemoglobin Alc.

The power to control diabetes is in your hands. (2001). National Diabetes Education Pro-
gram, National Institutes of Health. Provided in this twelve-page brochure is information
on the importance of self-monitoring blood glucose levels.
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What I need to know about eating and diabetes. (2003). National Institute of Diabetes &
Digestive & Kidney Diseases, National Institutes of Health. This forty-eight-page publica-
tion reviews nutrition and diabetes, including what, when, and how much a person with
diabetes should eat. Also provided is information on medications, exercise, and the food
guide pyramid.

Heart Health Action Windsor-Essex and the Windsor-Essex County Health Unit offer the fol-
lowing detailed weight loss brochure:

Working toward wellness: Live better, live longer. Available from http://www.wechealthunit.
org/Content/Resources/Healthy_Weights_Brochure_Winter2004_February2004.pdf

Additional Organizations

American Academy of Family Physicians
P.O. Box 11210

Shawnee Mission, KS 66207-1210
Phone: (913) 906-6000; (800) 274-2237
Web site: http://www.aafp.org/index.xml

American Dietetic Association

120 South Riverside Plaza, Suite 2000
Chicago, IL 60606-6995

Phone: (800) 877-1600

Web site: www.eatright.org

National Center for Nutrition and Dietetics of the American Dietetic Association
Phone: (800) 877-1600

Resources for Health Care Professionals

American Academy of Pediatrics. (2004). Pediatric nutrition handbook (5th ed.). Elk Grove,
IL: Author. Available from http://www.aap.org/bst/showdetl.cfm?&DID=15&Product_
ID=760

American Diabetes Association. (2005). American Diabetes Association Complete guide to di-
abetes (4th ed.). Available from http://store.diabetes.org/products/product_details.jsp?

Bright Futures: Guidelines for health supervision of infants, children and adolescents; Bright
Futures pocket guide; Bright Futures anticipatory guidance cards. Available from the National
Center for Education in Maternal and Child Health, 2000 15th Street North, Suite 701,
Arlington, VA 22201-2617; (703) 524-7802; http://www.brightfutures.org

Hamill, P.V.V., Drizd, T. A., Johnson, C .L., Reed, R. B., Roche, A. F.,, & Moore, W. M. (1979).
Physical growth: National Center for Health Statistics percentiles. American Journal of Clini-
cal Nutrition, 32, 607-629. (Available as weight and length charts for boys and girls, ages

0-36 months, from Ross Products Division of Abbott Laboratories, Columbus, Ohio.)
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Joint National Committee on Detection, Evaluation and Treatment of High Blood Pressure.
(1993). The fifth report of the Joint National Committee on Detection, Evaluation and
Treatment of High Blood Pressure (JNCV). Archives of Internal Medicine, 153, 154-183.
Available from http://www.findarticles.com/p/articles/mi_m3225/is_n2_v47/ai_13432802

National Cholesterol Education Program. (1993). Second report of the expert panel on de-
tection, evaluation and treatment of high blood cholesterol of adults (Adult Treatment Panel Il).
(NIH Publication No. 93-3095). Bethesda, MD: National Heart, Lung, and Blood Institute.
See also http://www8.utsouthwestern.edu/utsw/cda/dept27717/files/97623.html

National Research Council, Food and Nutrition Board. (1989). Recommended dietary
allowances (10th ed.). Washington, DC: National Academies Press. Available from http://
www.nap.edu/catalog/1349.html; see also http://ods.od.nih.gov/index.aspx

Shils, M., Shike, M., Caballero, B., & Cousins, R. (2005). Modern nutrition in health and
disease (10th ed.). Baltimore: Williams & Wilkins. Available from http://www.lww.com/
product/?0-7817-4133-5

U.S. Department of Health and Human Services. (1994). Clinician’s handbook of preventive
services (See the height and weight tables for adults age 25 and over). Washington, DC:
Author. Available from http://www.ahrqg.gov/ppip/handbkup.htm For additional growth
charts, contact Mead Johnson Nutritional Division (for the name and telephone number
of an area representative) (812) 429-5000; or Ross Laboratories, Dept L-1120, Columbus,
OH 43260; (800) 227-5767.

U.S. Department of Health and Human Services & U.S. Department of Agriculture. (2005).
Dietary guidelines for Americans. Washington, DC: U.S. Government Printing Office. Avail-
able from http://www.healthierus.gov/dietaryguidelines
Web Sites
American Diabetes Association, http://www.diabetes.org
Arbor Nutrition Guide, www.arborcom.com
Ask the Dietitian, http://www.dietitian.com
diabetes.com, http://www.diabetes.com
National Council Against Health Fraud, http://www.ncahf.org
National Institute of Diabetes & Digestive & Kidney Diseases, http://www.niddk.nih.gov
Tufts University Nutrition Navigator, http://navigator.tufts.edu
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PHYSICAL ACTIVITY

Karen J. Calfas
Athena S. Hagler

I t is well-known that regular physical activity works to maintain psychological
and physical well-being and prevents chronic diseases and premature death
(U.S. Department of Health and Human Services [USDHHS], 1996). Despite
the numerous benefits of leading a physically active lifestyle, many Americans are
sedentary.

Health care professionals can have a meaningful impact on their clients’ level
of physical activity and as a result improve clients’ quality of life. Leading pro-
fessional health care organizations specifically recommend physical activity coun-
seling in the primary care setting (USDHHS, 1996, 2000).

This chapter will specifically address physical activity counseling in the pri-
mary care setting, broadly defined as any clinical setting where clients are being
seen for preventive health care. The counseling may be delivered by nurses, nurse
practitioners, physicians, or health educators, among others. The chapter is or-
ganized into six major sections. The first deals with the specific health benefits of
physical activity. The second describes theoretical models used to understand phys-
ical activity behavior. The third section examines provider barriers to counseling
and reviews studies of the different counseling approaches used in primary care

The authors wish to acknowledge the team of PACE researchers: Kevin Patrick, James F. Sallis,
Gregory Norman, Marion Zabinski, Barbara J. Long, and Wilma J. Wooten.
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and their efficacy. The fourth section discusses how to use Project PACE (Patient-
Centered Assessment and Counseling for Exercise) protocols to counsel appar-
ently healthy adults in an outpatient setting, and also offers examples of scripts.
The fifth section provides an overview of physical activity counseling for children
and older adults. The final section focuses on future directions for physical activ-
ity in health promotion.

Health Benefits and Epidemiology

This section considers the health benefits of physical activity, including the ben-
efits for individuals with chronic disease and begins our examination of how much
exercise people should get and how much they are currently getting.

Benefits for Those with Chronic Disease

Chronic diseases have had a profound impact on our nation. In fact, seven out of
every ten deaths in the United States are attributable to chronic disease (USDHHS,
2004). Coronary heart disease (CHD) is the leading cause of death and disability
in the United States (USDHHS, 2000). Physical inactivity is more prevalent than
other risk factors for CHD, such as high blood pressure, high blood cholesterol,
and cigarette smoking. Physically inactive Americans are almost twice as likely to
develop CHD than are those who engage in regular physical activity. These find-
ings are consistent with previous research indicating an inverse relationship be-
tween physical activity and CHD (Havranek, 1999; USDHHS, 1996).

Regular physical activity can also decrease an individual’s risk of developing
other chronic diseases, including obesity, certain types of cancer, and diabetes,
and of experiencing such other health problems as a heart attack or hypertension
(USDHHS, 2004). Regular physical activity can prevent and reduce obesity by
increasing lean muscle mass and energy expenditure and decreasing body fat (Blair
& Holder, 2002). Physical activity is a critical factor in weight loss maintenance
(Brownell, 1995; Klem, Wing, McGuire, Seagle, & Hill, 1997; USDHHS, 2004).
The American College of Sports Medicine (ACSM) has reported that regular
physical activity, including appropriate endurance and resistance training, is ther-
apeutic for type 2 diabetes because it lowers glucose levels and improves insulin
sensitivity (ACSM, 2000). Studies of intensive behavioral interventions, including
physical activity and diet modifications, have demonstrated dramatic improve-
ments in health-related outcomes among persons at risk for type 2 diabetes and
significantly reduced the incidence of diabetes (Knowler et al., 2002; Tuomilehto
et al., 2001). Physical activities that promote endurance can not only prevent the
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development of hypertension but can also lower blood pressure in hypertensive
and nonhypertensive adults (ACSM, 2004; Chodzko-Zajko, 1998).

Other Benefits of Physical Activity

Many other benefits are associated with an active lifestyle (USDHHS, 2000). First,
physical activity increases muscle and bone strength. Weight-bearing exercises fa-
cilitate normal skeletal development in children and adolescents and help young
adults reach and maintain their peak bone mass. Second, physical activity has var-
1ous mental health benefits, such as reduced anxiety and stress levels and improved
mood (Task Force on Community Preventive Services, 2002; USDHHS, 1996,
2000). Additionally, physical activity may protect against the development of de-
pression in the future (Paffenbarger, Lee, & Leung, 1994; Van Gool et al., 2003).
In depressed populations two meta-analyses reported mean effect sizes ranging
from —.72 (Craft & Landers, 1998) to —1.1 (Lawlor & Hopker, 2001) for reducing
symptoms of depression, relative to no-treatment control groups.

How Much Physical Activity Is Enough?

Regular, moderate-intensity physical activity, done at once or broken up into two
or three shorter bouts of activity during the course of the day, is associated with
lower death rates and other general health benefits (Altena, Michaelson, Ball, &
Thomas, 2004; USDHHS, 1996, 2000). Therefore, a new guideline for moder-
ate-intensity physical activity was developed in 1995. This guideline states that
“every US adult should accumulate 30 minutes or more of moderate-intensity
physical activity on most, preferably all, days of the week” (Pate et al., 1995).
Moderate-intensity physical activities include walking, gardening, vacuuming, or
social dancing Additional health benefits are gained by those who also perform
vigorous-intensity physical activity three or more times per week for at least twenty
minutes each time (USDHHS, 2000). Vigorous physical activities, such as swim-
ming and jogging, require more energy exertion than moderate activities and
therefore noticeably increase the heart rate. In addition to cardiovascular-based
recommendations for physical activity, the USDHHS also recommends adults
engage in physical activities that enhance and maintain muscular strength, en-
durance, and flexibility (USDHHS, 2000).

Experts agree that expending 700 to 2,000 extra calories per week (approxi-
mately 100 to 285 calories per day) via physical activity can provide many health
benefits including increased longevity (“Exercise Your Right to Health,” 2004).
Examples of activities that burn calories within this range include walking two
miles in thirty minutes to burn 150 calories, heavy cleaning for forty-five minutes
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to burn 250 calories, and an hour of singles tennis to burn 300 calories. These
activities may be completed in two to three shorter bouts, but must accumulate to
at least thirty minutes per day (on at least five days a week) to meet the minimum
guidelines for improved health (USDHHS, 2000).

Trom a behavioral point of view, research identifying the benefits of moder-
ate-intensity physical activity is good news. Moderate-intensity physical activity
may be more acceptable and achievable than vigorous activity for Americans who
are currently inactive. For example, walking or gardening is often very acceptable
to those not interested in “exercise.”

How Active Are Americans?

Despite the known benefits of physical activity, only 15 percent of adults engage
in the recommended amount (USDHHS, 2000). In fact, 40 percent of adults en-
gaged in no physical activity during their leisure time in 1997. There are dispar-
ities in the amount of physical activity done by various persons. For example,
physical activity decreases with age. Women and those with lower incomes and
less education are less active than men and those with higher incomes and edu-
cation (Dowda, Ainsworth, Addy, Saunders, & Riner, 2003; Van Mechelen, Twisk,
Post, Snel, & Kemper, 2000; USDHHS, 2000). In addition, African Americans
and Hispanics are generally less physically active than are whites, and adults in
the northeastern and southern states are typically less active than adults in the
north-central and western states (USDHHS, 2000). According to estimates pub-
lished in 2000, approximately 23 percent of adults engage in vigorous activity on
a regular basis (twenty minutes, three times a week), and 15 percent of U.S. adults
met the moderate physical activity guideline (thirty minutes of moderate activity
most days of the week). In addition, merely 18 percent did physical activities that
promoted flexibility, and only 30 percent did activities that promoted strength and
endurance (USDHHS, 2000).

Healthy People 2010

Healthy People 2010 objectives aim to increase the proportion of Americans who
engage in moderate-intensity physical activity, from 15 percent in 1997 to 30 per-
cent (USDHHS, 2000). Healthy People 2010 also contains two separate goals
(objectives 3—10h and 1-3a) focused on increasing the proportion of primary care
providers who conduct physical activity counseling. Approximately 22 percent of
physicians counseled their at-risk patients about physical activity in 1995; a de-
crease of 8 percent from 1988 (USDHHS, 2000). A survey of physicians’ physi-
cal activity counseling practices in North Dakota found that only 9 percent
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“always” or “most times” provided their patients with written materials on phys-
ical activity, and 91 percent reported that they “sometimes” or “never” provided
these materials (North Dakota Department of Health, 2000). These estimates say
nothing of the quality of the counseling or written materials.

Physicians’ beliefs about health habits influence their counseling practices. For
example, physicians who currently practice a healthy lifestyle themselves or are in
the process of improving their own lifestyles are more likely to counsel clients about
health habits (Abramson, Stein, Schaufele, Frates, & Rogan, 2000; Frank &
Kunovich-Frieze, 1995; Toyry et al., 2000). Physicians can optimize their counsel-
ing efforts by incorporating methods already known to promote health behavior
change (Elder, Ayala, & Harris, 1999), though there are few theoretical models for
understanding physician counseling practices (Honda & Sheinfeld Gorin, 2006).
Efficacious methods of counseling are derived from various theoretical models.

Theoretical Models for Understanding Physical Activity

There are many theories about how people change health behaviors. Increasing
people’s knowledge about the risks or benefits of a health behavior is generally
considered to be necessary but insufficient to change behavior. This section will
focus on three theoretical models of health behavior change, which address fac-
tors known to influence health behaviors, and apply them to physical activity
counseling.

Determinants of Physical Activity

Sedentary clients present a long list of barriers to participation in physical activ-
ity, including lack of time, poor motivation, lack of support from family and
friends, bad weather, and displeasure with physical activity. In fact, competing
demands are among the most common reasons people are not physically active
(USDHHS, 1996; Calfas, Sallis, Lovato, & Campbell, 1994). Additionally, few
things in our modern society promote physical activity. Electric garage door open-
ers, escalators, televisions (including their remote controls), all such things en-
courage inactivity; therefore the environment can also be a barrier to an active
lifestyle. Because so many factors influence participation in physical activity, it is
a difficult behavior to change. Successful attempts to change activity patterns re-
quire modification of personal, social, and environmental factors. To maximize
its effect, an intervention must have a theoretical foundation, target known medi-
ators of the behavior, and apply the most effective intervention approaches.
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Behavioral theories have been applied to the study of physical activity deter-
minants (or correlates). Modifiable correlates of physical activity have been re-
viewed (USDHHS, 1996; Sallis, Prochaska, Taylor, Hill, & Geraci, 1999; Marcus,
Nigg, Riebe, & Forsyth, 2000). These theories, or models, have been used to gen-
erate hypotheses about how best to help someone adopt (or maintain) physical ac-
tivity. Two theories will be discussed here: social cognitive theory and the
transtheoretical model.

Social Cognitive Theory

Social cognitive theory states that personal factors and the environment interact
to determine behavior and that all three can influence each other (Bandura, 1986).
This theory takes into account the complexity of behaviors like participation in
physical activity. A key component of social cognitive theory is self-efficacy. Self-
¢fficacy 1s the belief in one’s ability to competently perform a behavior. To deter-
mine a client’s self-efficacy the health care professional could ask, “How confident
do you feel about meeting this exercise goal over the next two weeks?” If the client
is highly confident, then he or she is experiencing high self-efficacy, and research
suggests that those who experience high self-efficacy are more likely to be physi-
cally active (Rovniak, Anderson, Winett, & Stephens, 2002; Sallis et al., 1989).
Other determinants of physical activity include social support, perceived bar-
riers and benefits, and enjoyment. Research indicates that social support (for ex-
ample, exercising with a friend, praising a friend for being active, or doing a chore
for a family member so he or she has time to be active) i3 consistently associated
with increased physical activity (Dowda et al., 2003; Giles-Corti & Donovan, 2002;
Sallis et al., 1999). Perceiving benefits from physical activity (for example, en-
dorsing statements such as, “I know if I exercise this morning, I'll feel good all
day”) has been consistently and positively associated with participation in physi-
cal activity (Ali & Twibell, 1995; Marcus et al., 2000). Similarly, perceiving barri-
ers to activity is negatively associated with physical activity (Dishman & Steinhardt,
1990). Finally, enjoyment is consistently positively associated with physical activity
(Courneya & McAuley, 1994). These predictors of physical activity are modifi-
able and should be targeted during an intervention aimed at improving adher-
ence to an activity program (Baranowski, Lin, Wetter, Resnicow, & Hearn, 1997).

Transtheoretical Model

In the transtheoretical model, developed by Prochaska and DiClemente (1982), be-
havioral change 1s conceptualized as progressing through five stages of change. With
respect to physical activity the five stages are described as follows: (1) precontemplation,



198

Health Promotion in Practice

when one is not engaging in physical activity and is not interested in doing so in
the near future; (2) contemplation, when one is not engaging in activity (or is irreg-
ularly active) but is interested in becoming more active; (3) preparation, when one
1s making small changes in physical activity or is ready to begin activity soon; (4)
action, when one is beginning a new activity program; and (3) maintenance, when
one has been regularly active for more than six months (Marcus, Rakowski, &
Rossi, 1992; Prochaska & Marcus, 1994). Persons may progress through these
stages out of order and may revert back to earlier stages from later stages. An im-
portant implication of the stages of change model is that clients need different in-
tervention messages, depending on their current stage of change, or readiness to
change. By assessing a client’s stage of change, the health care professional will be
able to identify the client’s current behavioral patterns, supports and barriers to
change, interest in changing these patterns, and likelihood of actually changing
these patterns.

Some methods of supporting behavioral change are more effective than oth-
ers. Many health education approaches focus on giving information to clients.
This is certainly necessary and appropriate, but it 1s usually insufficient to change
behavior, and changing behavior is required to obtain the desired outcome. In-
terventions that target improved behavioral skills are more likely to lead to be-
havioral change. For example, helping a client increase his or her social support
(by identifying a friend or family member who will encourage the client, for ex-
ample) and increase his or her self-efficacy (by setting realistic and measurable
goals, for example) will do more to increase physical activity than just telling some-
one to be more active. In fact, a review of the literature compared didactic, knowl-
edge-based interventions to behavioral, skill-based interventions and showed that
the latter were more than twice as likely to lead to behavioral change (Mazzuca,
1982). More specifically, research shows a positive prospective relationship be-
tween social support, self-efficacy, and physical activity (Rovniak et al., 2002;
Giovannucci et al., 1998; Sallis et al., 1999).

The PACE program (described in detail later in this chapter) uses the stages
of change model to identify where clients are on the continuum of readiness to
change and specifically targets known determinants of physical activity for each
stage, using concepts from social cognitive theory.

Health Care Professional Physical Activity Counseling

Patients report that they value their physician’s advice and want to receive coun-
seling about physical activity (Godin & Shephard, 1990). Recent data indicate that
only 22 to 28 percent of patients receive provider administered physical activity
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counseling (Glasgow, Eakin, Fisher, Bacak, & Brownson, 2001; Podl, Goodwin,
Kikano, & Stange, 1999), although approximately 54 percent of patients were at
least questioned about exercise (Nawaz, Adams, & Katz, 2000). On average, about
.78 of a minute was spent in physical activity counseling (Podl et al., 1999). In ad-
dition, provider administered exercise counseling appears to occur more frequently
with patients who are older and have a chronic illness (Glasgow et al., 2001; Podl
et al., 1999).

Provider Barriers to Counseling

Several barriers exist that discourage or limit physical activity counseling by health
care professionals. Time constraints and lack of reimbursement for services rendered
are among the most frequently cited barriers (Estabrooks, Glasgow, & Dzewaltowski,
2003; Wee, 2001). Certainly, as constraints from managed care and other measures
of efficiency are introduced into more medical settings, spending even five minutes
on this topic during a fifteen-minute patient encounter may be unrealistic, especially
if it is nonreimbursable time. Health care professionals are often unaware of what
physical activity to recommend (that is, what frequency and intensity level). Health
care professionals may also perceive that their advice will not be followed. An ex-
ample from the obesity literature indicates that although half of providers felt they
were competent in prescribing weight loss (a large component of which is adminis-
tering a physical activity prescription [USDHHS, 2004], only 14 percent believed
that they were typically successful in helping their obese patients lose weight (Foster
etal., 2003). Other data indicate that providers may be unsure how to appropriately
tailor their counseling to an individual’s readiness for change, gender, socioeconomic
status, race or ethnicity, or level of education (ACSM, 2004).

Efficacy of Current Physical Activity Counseling Approaches

The average American makes approximately 2.7 doctor visits annually (USDHHS,
1999), so the opportunity for physical activity counseling clearly exists. But does
the counseling work? Results from reviews of the literature indicate mixed results.
Although some reports conclude that physician-administered physical activity
counseling generally results in moderate increases in physical activity levels (Eakin,
Glasgow, & Riley, 2000; Pinto, Goldstein, & Marcus, 1998; Simons-Morton,
Calfas, Oldenburg, & Burton, 1998), others find that the accumulated evidence is
msufficient to conclude whether or not this type of counseling is generally effective
(Eden, Orleans, Mulrow, Pender, & Teutsch, 2002).

The Activity Counseling Trial (ACT) was a five-year, randomized clinical trial
aimed at promoting exercise via physician counseling (Writing Group for the
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Activity Counseling Trial, 2001). A total of 874 sedentary men and women (aged
thirty-five to seventy-five years) were randomized to (1) standard care (that is, given
physician advice to exercise for at least thirty minutes daily and given written ma-
terials), (2) assistance (physician advice plus interactive mail and behavioral coun-
seling), or (3) counseling (physician advice, interactive mail, and behavioral
counseling, plus telephone counseling and behavioral classes). Providers were
trained to deliver three to four minutes of physical activity advice. After two years,
the women in both the assistance and counseling group improved their car-
diorespiratory fitness significantly more (5 percent) than women in the advice only
group did (p = .02 and .046, respectively). There were no significant group dif-
ferences in cardiorespiratory fitness among men. Also, the addition of the physi-
cal activity counseling did not disrupt the routine primary care visits. In fact, 83
percent of the providers spent less than five to six minutes counseling, and 46 per-
cent spent three to four minutes. Sixty-three percent of the providers reported
that the advice added little or no length to the visit. Although the advice-only
group did not yield significant results among women or men, the positive results
seen with both the assistance and counseling groups among women provides
promising preliminary evidence for physical activity counseling in the primary
care setting.

Another approach to physical activity counseling in primary care was devel-
oped and implemented by Project PACE (Patient-Centered Assessment and Coun-
seling for Exercise). Various studies have been conducted to date on this
intervention. The first found the PACE intervention to be acceptable and usable
by providers, office staff, and patients in four parts of the United States (Long et
al., 1996). Specifically, the PACE materials were rated highly acceptable, usable,
and readily understandable to providers and patients. Seventy-five percent of
providers reported that they would recommend PACE to other primary care pro-
viders, 80 percent said that their patients were “receptive” or “very receptive” to
counseling, and most stated that the counseling was easy to do and improved their
ability to do physical activity counseling. Patient assessment of the PACE process
was uniformly positive, with 80 percent of patients reporting that the forms were
“easy” or “very easy” to understand, and 72 percent reporting that the counsel-
ing was helpful. However, only 35 percent of providers reported that office staff
were able to adopt PACE with minimal difficulty. Similarly, over one-third of of-
fice staff reported difficulty with paperwork or procedures related to PACE (Long
et al., 1996). The PACE materials were acceptable and usable, but the process is
heavily dependent on the office staff, and subsequent studies of PACE have in-
cluded more specific procedures and training for office staff.

The second PACE study was designed to determine its efficacy, or effect, on
the client’s physical activity level when the intervention was delivered as written
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(Calfas et al., 1996). In this quasi-experimental study, 212 sedentary, apparently
healthy clients received either the PACE counseling or standard care (no physical
activity counseling) during a scheduled well visit. Clients were assessed before and
four to six weeks after their scheduled appointment with a PACE-trained provider.
Compared to control patients, those who received PACE counseling increased their
use of cognitive and behavioral strategies to increase physical activity; behavioral
methods and improved self-efficacy were associated with an increase in physical
activity (Calfas, Sallis, Oldenburg, & Ffrench, 1997). Also, patients who received
the PACE intervention reported more minutes of walking for exercise compared
to those who did not receive the counseling (75.4 versus 42.2 minutes per week;
p <.05). Although all patients were in the contemplation stage of change at base-
line, more participants in the intervention group moved into the action stage of
change compared to controls (52 percent versus 12 percent; p < .001).

The PACE paper-based materials were later modified to be completed by
using a computer kiosk in the physician’s waiting room. They were further mod-
ified to include nutrition goals (reduced dietary fat and increased fruit and veg-
etable intake). Clients completed the assessment and goal setting on the computer,
and a tailored counseling protocol was printed for use by the physician during a
previously scheduled visit. Two additional pilot studies evaluated this newer ver-
sion of the PACE intervention among adolescents (Patrick et al., 2001) and adults
(Calfas et al., 2002). In both studies, participants completed a computerized as-
sessment (Prochaska, Zabinski, Calfas, Sallis, & Patrick, 2000), chose one physi-
cal activity and one nutrition goal to target (that is, work on), and then discussed
the plan with their physician (Calfas et al., 2002; Patrick, Sallis, et al., 2001). Sub-
sequently, patients were randomly assigned to one of four groups: (1) no further
contact (control), (2) mail only, (3) infrequent telephone and mail, or (4) frequent
telephone and mail. Behavioral targets included moderate- and vigorous-inten-
sity physical activity and dietary fat and fruit and vegetable intake. Both studies
found that participants who targeted a particular behavior to change were more
successful than those who did not target a specific behavior. Although partici-
pants’ behaviors in all conditions improved, those in the extended intervention
did not have better outcomes than those who received the computer and provider
counseling components only. Overall, both studies supported the feasibility of
the PACE interactive computer program and physician counseling components
of PACE.

Although many professional medical organizations recommend some type of
physical activity counseling in the primary care setting (American Academy of Pe-
diatrics, 2001; American College of Obstetrics and Gynecology, 2000; ACSM,
1998; American Heart Association, 2003), the U.S. Preventive Services Task Force
(USPSTYT), in a review of the evidence, concluded that the existing evidence is
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insufficient to recommend for or against physical activity counseling in primary
care settings (Eden et al., 2002; USPSTT, 2002). This does not mean that coun-
seling is unimportant and should not be conducted. Rather, it indicates that more
effective methods are necessary. Generally, studies with shorter-term follow-up
assessments and studies that used behavioral theories to inform the intervention
had better physical activity outcomes than did those without these components
(Simons-Morton et al., 1998).

In summary, the data regarding the efficacy of physical activity counseling in
primary care settings are inconsistent. The promising results of many studies and
the importance of physical activity for ameliorating the recent increase in obesity
make further research in this field a priority.

The next section describes the PACE paper-based counseling approach in detail.

PACE Counseling Approach

PACE counseling was developed in the early 1990s in response to the health ob-
jective for the year 2000 that calls for a greater proportion of physicians to coun-
sel their patients about physical activity. Those goals have been carried over into
the year 2010 health objectives (USDHHS, 2000). The focus of PACE is to alter
known determinants of physical activity, using a simplified version of the stages
of change approach to categorize patients into one of three stages of readiness
for change (precontemplators, contemplators, and actives). A specific counseling
approach has been developed for clients in each of the three stages, and each ap-
proach corresponds to one of the three counseling protocols. A one-page assessment
tool 1s used to identify the client’s stage of change. The back of the assessment page
contains the Physical Activity Readiness Questionnaire (PAR-Q) (Chisholm, Collis,
Kulak, Davenport, & Gruber, 1975), which screens for contraindications to exer-
cise and is meant to be a risk assessment for the health care professional to use in
addition to the medical record.

PACE was developed for primary care providers to use with their apparently
healthy, adult patients in the outpatient setting. Although the original purpose of
the PACE project was to develop tools for physicians to use, it is appropriate for
nurses, health educators, and other members of the primary care team to conduct
this counseling. The PACE approach has been adapted for use in many other med-
ical settings, including diabetes management and physical therapy settings. The
goal of PACE is to promote modest increases in physical activity; therefore health
care professionals often recommend that clients begin a program of moderate phys-
ical activity. For clients already doing moderate or vigorous physical activity, rec-
ommendations that include vigorous activity may be made, as appropriate.
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The PACE Process

Clients are given the one-page PACE assessment tool (a measure of interest and
their current level of physical activity) (see Figure 6.1) when they arrive for their
nonacute visit. The front of the page contains stage-relevant questions about phys-
ical activity, which the client is asked to complete and return to the receptionist.
The receptionist then notes the client’s stage of change and gives the client the
appropriate one-page counseling protocol. The back of the protocol contains
stage-relevant information for the client’s use at home.

After the client completes the first half of the protocol in the waiting room
and returns it to the receptionist, it is placed in the chart for the health care pro-
fessional to review before entering the examination room. The counseling takes
two to five minutes, depending on the protocol. During the counseling, the health
care professional discusses stage-tailored content with the client, and they come
to an agreement about a physical activity goal, if one is to be set.

General Principles for PACE Counseling

PACE was developed to address the many barriers that affect physician counsel-
ing for behavioral change. There was little researchers could do about the reim-
bursement issue. However, researchers could develop standardized counseling
protocols and good training and could minimize the time required to conduct the
counseling.

The first general principle for PACE counseling is time ¢fficiency. The challenge
with any type of health behavior counseling in primary care is that it needs to be
brief enough for health care professionals to actually do it, yet it also needs to have
enough substance to change patient behavior. Imbalance in either direction will
produce little or no change in physical activity. Primary care providers want to do
the best thing for their clients, and if they believe that it is important for a specific
client to increase his or her physical activity and that spending a few minutes will
result in increased activity, they are usually willing to try it. The PACE protocols
are based on theories of behavioral change known to affect physical activity, and
they can be delivered in two to five minutes.

Another general principle is that counseling must be a team ¢ffort. If office staft
are not fully aware of and willing to distribute and collect the assessment and
counseling forms, the process will not work. Likewise, different health care pro-
fessionals in the same office may deliver different parts of the message. Generally,
there are two parts of the PACE message—the advice, or recommendation, to be
active and the counseling about how to be or stay active. In some settings the
physician may give the recommendation, and a nurse or health educator may do
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FIGURE 6.1. PACE ASSESSMENT TOOL.

PATIENT’'S NAME DATE

What is Your PACE Score?

This form will help your health care provider understand your level of

physical activity.Please read the entire form and then choose the ONE number
below that best describes your current level of physical activity or your
readiness to do more physical activity. Do not include activities you do
as part of your job.

“Vigorous” exercise includes activities like jogging, running, fast cycling,
aerobics classes, swimming laps, singles tennis, and racquetball. Any activity that makes you work as
hard as jogging and lasts 20 minutes at a time should be counted. These types of activities usually increase
your heart rate, and make you sweat, and you get out of breath. (Do not count weight lifting.) Reqular
vigorous exercise is done for at least 20 minutes at a time and at least 3 days a week. “Moderate” exercise
includes activities like brisk walking, gardening, slow cycling, dancing, doubles tennis, or hardwork
around the house. Any activity that makes you work as hard as brisk walking and that lasts at least 10
minutes at a time should be counted. Regular moderate exercise is done at least 30 minutes a day and at
least 5 days a week.

CURRENT PHYSICAL ACTIVITY STATUS

Circle one number only.

1. I don't do regular vigorous or moderate exercise now, and | don’t intend
to start in the next 6 months.

2. ldon't do regular vigorous or moderate exercise now, but | have been
thinking of starting in the next 6 months.

3. I'm trying to start doing vigorous or moderate exercise, but | don’t do it
regularly.

4. I'm doing vigorous exercise less than 3 times per week (or) moderate
exercise less than 5 times per week.

5. I've been doing 30 minutes a day of moderate exercise 5 or more days
per week for the last 1-5 months.

6. I've been doing 30 minutes a day of moderate exercise 5 or more days
per week for the last 6 months or more.

7. I've been doing vigorous exercise 3 or more days per week for the last 1-5
months.

8. I've been doing vigorous exercise 3 or more days per week for the last 6
months or more.

Please complete other side.
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FIGURE 6.1. PACE ASSESSMENT TOOL, Cont'd.

PHYSICAL ACTIVITY READINESS QUESTIONNAIRE
(PAR-Q)*

A SELF-ADMINISTERED QUESTIONNAIRE FOR ADULTS

PAR-Q is designed to help you help yourself. Many health benefits are associated with regular
exercise, and the completion of PAR-Q is a sensible first step to take if you are planning to increase
the amount of physical activity in your life.

For most people, physical activity should not pose any problem or hazard. PAR-Q has been designed
to identify the small number of adults for whom physical activity might be inappropriate or those
who should have medical advice concerning the type of activity most suitable for them.

Common sense is your best guide in answering these questions. Please read them carefully and check YES
or NO opposite the question as it applies to you.

Q O 1. Hasyour doctor ever said that you have a heart condition and that you should
only do physical activity recommended by a doctor?

O O 2. Do you feel pain in your chest when you do physical activity?

O O 3. Inthe past month, have you had chest pain when you were not doing
physical activity?

QO O 4. Doyou lose your balance because of dizziness or do you ever lose
consciousness?

O O 5. Do you have a bone or joint problem that could be made worse by a change
in your physical activity?

Q O 6. Isyourdoctor currently prescribing drugs (for example,water pills) for your
blood pressure or heart condition?

Q O 7. Doyou know of any other reason why you should not do physical activity?

Note:lf you have a temporary illness, such as a common cold, or are not feeling well at this time—Postpone.

*Adapted from the 1994 revised version ofthe Physical Activity Readiness Questionnaire PAR-Q and YOU. The PAR-Q and YOU is a copyrighted pre-exercise screen
owned by the Canadian Society for Exercise Physiology.

Copyright © 1999 by San Diego State University Foundation and San Diego Center for Health Interventions, LLC.

The San Diego Center for Health Interventions and San Diego State University Foundation give permission to the Mass. Dept. of Public Health, Women’s Health
Network to duplicate these materials for provider use only, effective January 1, 2002 thru December 31, 2004, This contract expires January 1, 2005.
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the rest of the counseling. In other settings the nurse or physician delivers all the
counseling, and that is how the process will be described here. The point is that
this counseling is delivered in the primary care setting and that the health care pro-
fessional should use whatever resources are available to deliver the counseling in
whatever manner makes the most sense for that setting. The PACE materials were
designed to accommodate different settings and have been used by a variety of
providers, including physicians, nurse practitioners, nurses, health educators, and
physical therapists.

A third principle is to get the right message to the right person. In almost every en-
counter, time is at a premium. Health care professionals do not have time to waste
giving detailed advice to patients who are not interested, but that is what many
do. They do not take into account how ready the client is to deal with a particular
clinical issue. Similarly, they should not spend time extolling the benefits of phys-
ical activity to someone who is already active (that is, they should not “preach to
the choir”). The PACE approach allows the health care professional to target his
or her message to meet a client’s unique needs.

The PACE materials use a modified version of the stages of change theory to
place each client into one of three groups: (1) precontemplators, those not presently ac-
tive and not interested in becoming active; (2) contemplators, those not presently active
or irregularly active but interested in beginning an activity program; and (3) actives,
those already active. As previously stated, a different message has been specifically
designed to be relevant to clients in each stage. The stages were collapsed from five
to three because the intervention messages were not significantly different for those
in preparation and those in contemplation or for those in action and those in main-
tenance, and three protocols (messages) were more practical than five for use in a
medical setting. See Table 6.1 for a summary of PACE counseling by stage.

The value of identifying each client’s group is that the health care professional
can then spend the most time with the middle group, the contemplators. They are
the most ready for change and the most likely to actually adopt an activity pro-
gram based on their health care professional’s recommendation. Also, patients
moving from mostly sedentary to moderately active lifestyles are the ones who will
derive the most benefit from behavioral change (Blair et al., 1995). Using this
tailoring approach allows health care professionals to be more efficient with their
time because they do not waste time outlining an exercise program for a precon-
templator nor do they waste time by espousing the benefits of activity to some-
one in the active stage.

The final general principle is to inwvolve the client. Clients are more likely to meet
goals when they are able to participate in setting those goals. PACE counsel-
Ing uses an interactive approach in which the health care professional 