Health Behavior and Health Education, Fourth Edition - final draft, for desk review only.
Not for circulation or use without permission of the publisher
Page 1

CHAPTER 1: THE SCOPE OF HEALTH BEHAVIOR AND HEALTH EDUCATION

THE EDITORS

Key Points

This chapter will

= Discuss the importance of developing successfudtegiies to improve health
behavior.

» Summarize the leading causes of death and disemderbin the United States and
globally.

= Describe the scope and evolution of health edutatio

» Provide key definitions dfiealth education, health behaviamndhealth promotion.

» Discuss the diverse settings and audiences fotthedlication.

= Highlight progress and challenges in health behlaasa health education research.

Perhaps never before have there been so many dsmariiose in health education and
health behavior to facilitate behavior changess@rmany potential strategies from which to
choose. Where professionals once might have seenrtthes as working at a particular level of
intervention (such as changing organizational alividual health behaviors) or employing a
specific type of behavior change strategy (sucragp interventions or individual counseling),
we now realize that multiple interventions at npl#i levels are often needed to initiate and
sustain behavior change effectively. And where Itheaducation and behavior change
professionals once might have relied on intuitiexperience, and their knowledge of the
literature, increasingly we expect professionaladbon the basis of evidence. In the time since
the first edition of this book in 1990, the evidertgase for health behavior change has grown
dramatically.

A number of systematic reviews have shown thatgusireory in crafting interventions
can lead to more powerful effects than intervergidaveloped without theory (for example, see
Ammerman, Lindquist, Lohr, and Hersey, 2002; Legled others, 2002). It is an exciting time to
contemplate behavior change. There are more tonlsstategies and a better understanding of
the role theory can play in producing effectivestained behavior change. And the stage has
changed from one that is primarily local and coygsspecific to one that is both global and local,
in which we increasingly see the world as interemmed.

These exciting opportunities could not be takingcpl at a more propitious time. The
positive changes of medical innovations, stronglente base, and exciting and novel tools for
health promotion are buffeted by countercurrentsimmreasing globalization, urbanization,
industrialization, and inequalities that deter wenf fulfiling the promise of advances in
medicine and health promotion. Major challengesluae heavy promotion of unhealthy
lifestyles, such as tobacco use and fast-food copsan across the globe, increasing pollution,
and health problems associated with poverty, ssabvarcrowding, lack of safe drinking water,
unsafe neighborhoods, and limited access to heatthservices.

It is of little surprise that the number of topi@s which health professionals and health
education specialists focus has grown and evolgeldealth problems have changed around the
world. Some professionals may counsel people ktfds AIDS about safe sex; help children
avoid tobacco, alcohol, and drugs; assist adulssdp smoking; help patients to manage and cope
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with their illnesses, and organize communities dvogate policy changes aimed at fostering
health improvement. Other health professionals rimys on environmental concerns. We
expect that, over the next decade, more behaviangsh interventions will be directed at
changing individual and community behaviors relatedater consumption and to behaviors that
may affect global climate change.

Health education professionals work all over theldvin a variety of settings, including
schools, worksites, nongovernmental organizationsluding voluntary health organizations),
medical settings, and communities. Since the &dstion of this book, there has been increased
recognition that what happens in other parts ofwtbdd affects us all, wherever we may be. To
the extent that public health is global health glabal health is local, we are committed in this
volume to exploring the use of health behavior tlesoaround the world and to discussing the
potential relevance of what is learned in one sgttd others. Although many of the examples are
from research conducted in the United States, etspective is decidedlyot U.S.-centric.

Since the last edition of this book six years a@bere have been other changes as well.
Part of what has made the world feel smaller araplgemore interconnected is the growth of
new communication and information technologies, chhhave opened up an unprecedented
range of strategies for health behavior changerpmg. Through the Internet, health behavior
change interventions may reach people all ovewitrdd, regardless of their location. This means
that health behavior change interventions can sehéeale never before imagined, potentially
reaching millions of people rather than hundreddhousands.

There is increased recognition that the fruits exfearch take too long to reach people
who could benefit from them (Glasgow and Emmong,72¥iswanath, 2006). This has led to an
increased emphasis on the dissemination of evideased interventions. Part of the rationale for
this book is to speed the dissemination of knowdealgout how to use theory, so that theory can
inform those who develop and use health behavtervantions around the world.

Health experts are challenged to disseminate thedbevhat is known in new situations.
They may also forge and test fundamental theohas drive research and practice in public
health, health education, and health care. A pemiHealth Behavior and Health Educatids
that a dynamic exchange among theory, researchpraistice is most likely to produce effective
health education. The editors believe fundamentally theory and practice should coexist in a
healthy dialectic; they are not dichotomies. Thethieory is likely to be grounded in real
lessons from practice. The best practice shoulgrbended in theory.

Kanfer and Schefft (1988) observed that “as sciamcktechnology advance, the greatest
mystery of the universe and the least conquereazkfof nature remains the human being and his
actions and human experiences.” The body of resdarhealth behavior and health education
has grown rapidly over the past two decades, amdttheducation and health promotion are
recognized increasingly as ways to meet publictheatbjectives and improve the success of
public health and medical interventions aroundweld. Although this increasing amount of
literature improves the science base of health \behand health education, it also challenges
those in the field to master and be facile witrabmost overwhelming body of knowledge.

The science and art of health behavior and healticagion are eclectic and rapidly
evolving; they reflect an amalgamation of approacimethods, and strategies from social and
health sciences, drawing on the theoretical petsse research, and practice tools of such
diverse disciplines as psychology, sociology, agbltogy, communications, nursing, economics,
and marketing. Health education is also dependene¢pidemiology, statistics, and medicine.
There is increasing emphasis on identifying evidenased interventions and disseminating them
widely (Rimer, Glanz, and Rasband, 2001). Thisrofiequires individual health education and
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health behavior professionals to synthesize largediverse literatures. Evidence-based groups
like the Cochrane Collaboration (http://www.cocteanmg) and the CDC’s (Centers for Disease
Control and Prevention) Guide to Community Prewenti Services
(http://lwww.thecommunityguide.org) offer regulamsiyeses of behavioral interventions, some of
which include theoretical constructs as varialtearalyses of effectiveness.

Many kinds of professionals contribute to and camdiealth education and health
behavior (HEHB) programs and research. Health &g practice is strengthened by the close
collaboration among professionals of different iglisces, each concerned with the behavioral
and social intervention process and each contriguéi unique perspective. Although health
behavior professionals have usually worked this ,wiénere is increasing emphasis on an
interdisciplinary or even a transdisciplinary foc(@Burkkan, Kaufman, and Rimer, 2000).
Psychology brings to health education a rich legaicgver one hundred years of research and
practice on individual differences, motivation, ngiag, persuasion, and attitude and behavior
change (Matarazzo and others, 1984), as well asp#rspectives of organizational and
community psychology. Physicians are importantatmrators and are in key roles to effect
change in health behavior (Grol and others, 20Q@ewise, nurses and social workers bring to
health education their particular expertise in vimgkwith individual patients and patients’
families to facilitate learning, adjustment, anchééor change, and to improve quality of life.
Other health, education, and human service prafeals contribute their special expertise as
well. Increasingly, there are partnerships witmegee counselors and other specialists in this
rapidly developing field.

The Changing Context of Health and Behavior

The most frequent causes of death in the UnitettStnd globally are chronic diseases,
including heart disease, cancer, lung diseasesdiabetes (Yach, Hawkes, Gould, and Hofman,
2004). Behavioral factors, particularly tobaccoe,usliet and activity patterns, alcohol
consumption, sexual behavior, and avoidable ingugi® among the most prominent contributors
to mortality (Schroeder, 2007; Mokdad, Marks, Sgroand Gerberding, 2004, 2005). Projections
of the global burden of disease for the next twoades include increases in noncommunicable
diseases, high rates of tobacco-related deathsaatdmatic rise in deaths from HIV/AIDS
(Mathers and Loncar, 2006; Abegunde and others/)20@/orldwide, the major causes of death
by 2030 are expected to be HIV/AIDS, depressiverdisrs, and heart disease (Mathers and
Loncar, 2006).

At the same time, in many parts of the world, ititecs diseases continue to pose grim
threats, especially for the very young, the old] &mose with compromised immune systems.
Malaria, diarrheal diseases, and other infectidesages, in addition to AIDS, are major health
threats to the poorest people around the world (fheS Medicine Editors, 2007). And, like
chronic diseases, their trajectory may be infludrmgthe application of effective health behavior
interventions. Substantial suffering, premature tality, and medical costs can be avoided by
positive changes in behavior at multiple levelsosirecently, there has been a renewed focus on
public health infrastructure to plan for emergescimcluding both human-made and natural
disasters.

During the past twenty years, there has been aali@ammcrease in public, private, and
professional interest in preventing disability addath through changes in lifestyle and
participation in screening programs. Much of thigerest in disease prevention and early
detection has been stimulated by the epidemiolbgi@msition from infectious to chronic
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diseases as leading causes of death, the agirge gidpulation, rapidly escalating health care
costs, and data linking individual behaviors toréased risk of morbidity and mortality. The

evidence that early detection can save lives fraghl prevalent conditions such as breast and
colorectal cancer has also been influential. TH2SAepidemic has also contributed. Moreover,
around the world communicable diseases and mdiioutréxist alongside increasing problems,
like obesity among the middle class (Abegunde dhdre, 2007).

Landmark reports in Canada and the United Stataagithe 1970s and 1980s heralded
the commitment of governments to health educatiod promotion (Lalonde, 1974; U.S.
Department of Health, Education, and Welfare, 1%®, 1986). In the United States, federal
initiatives for public health education and moniitgr populationwide behavior patterns were
spurred by the development of tHealth Objectives for the Natiqi.S. Department of Health
and Human Services, 1980) and their succesddeslthy People 2000: National Health
Promotion and Disease Prevention Objectieesl Healthy People 201QU.S. Department of
Health and Human Services, 1991, 2000). Similangrnational agencies are drawing attention
to the global burden of diseases and health ingmsalWorld Health Organization, 2007).
Increased interest in behavioral and social det&anis of health behavior change spawned
numerous training programs and public and commieseiaice programs.

Data systems and surveillance initiatives now miakieasible to track trends in risk
factors, health behaviors, and healthy environmemd policies in the United States and
developed countries and, in some cases, to tie ttiemnges to disease incidence and mortality
(http://lwww.who.int/research/en/). Indeed, positighange has occurred in several areas. A
major accomplishment in the United States has Iseepassing the targets for reducing deaths
from coronary heart disease and cancer (NationateCdor Health Statistics, 2001). Blood
pressure control has improved, and mean populdilond cholesterol levels have declined.
Alcohol-related motor vehicle deaths and deaths tdugutomobile crashes and drowning have
continued to decrease. Following major litigatagmginst the tobacco industry and a multistate
settlement, there are increased restrictions omctab advertising and enforcement of laws
against selling tobacco to minors (Glanz and oft#687). In the United States, fewer adults are
using tobacco products—the reduction in adult smgkirom 42.4 percent to 20.8 percent
between 1965 and 2006 (Centers for Disease CamtiblPrevention, 2007b) is hailed as one of
the top public health achievements of the pasturgnt More adults are meeting dietary
guidelines for higher consumption of fruits, vedpé¢s, and grain products, as well as decreased
dietary fat as a percentage of calories (Natioret€ for Health Statistics, 2001). Rates of
HIV/AIDS in the United States have leveled off, amdnsfusion-related HIV infections have
decreased markedly. The proportion of women afig &nd older who have had breast
examinations and mammograms exceeded the goal pé@e@nt in forty-seven states in the past
decade. Yet the recent leveling off of mammograpés in the United States indicates just how
fragile behavior change can be and points to thesl rier attention to maintenance of behavior
changes (Centers for Disease Control and Preven®of7a; Breen and others, 2007). The
collective efforts of those in health education andllic health have indeed made a difference.

Although this progress is encouraging, much workams to be done in these areas.
More adults and children are overweight. Diabéteicreasing in near-epidemic proportions.
More adolescents are sexually active. After majoreases in seatbelt use in the early 1990s,
rates have declined and remain at 67 percent—we&iMbthe target rate of 85 percent (National
Center for Health Statistics, 2001). One-fifthcbildren under three years old have not received
a basic series of vaccinations for polio, meagslgftheria, and other diseases. Sixteen percent
of adults under sixty-five years of age have ndthdasurance coverage. Ethnic minorities and
those in poverty still experience a disproportientirden of preventable disease and disability,
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and the gap persists between disadvantaged ancbrffgroups in use of preventive services
(National Commission on Prevention Priorities, 2007

The disease burden is not limited to the UnitedeStaData from Popkin (2007) and
others suggest that, like the tobacco epidemic, dbesity epidemic has taken on global
proportions. One study of the burden of chroniedses in twenty-three low- and middle-income
countries posits that chronic disease is respan$dsl 50 percent of the disease burden in 2005
and estimates an economic loss of almost $84 billid.S. dollars) between 2006 and 2015 if
nothing is done to address the burden (Matherd.andar, 2006).

Changes in the health care system provide new stgppad opportunities for health
education. Respect for patients’ rights and masi@patory patient-centered communication
can lead to improved health outcomes (Arora, 2@®@stein and Street, 2007), and shared
decision making is now recognized as fundamentttieégoractice of medicine (Levinsky, 1996).
Moreover, there is increased attention to issueshafed decision making (Edwards and Elwyn,
1999). Increasingly, patients are driving theimosearches for health information by using the
Internet (see, for example, Rimer and others, 26{#sse and others, 2005), though disparities
remain in information seeking between those of digland lower socioeconomic status
(Ramanadhan and Viswanath, 2006). Clinical preserand behavioral interventions are often
considered cost-effective but are neither univérsatailable nor equally accessible across race
and socioeconomic groups (Schroeder, 2007; GostrPawers, 2006).

The rapid emergence of new communication technetogind new uses of older
technologies, such as the telephone, also prowdeapportunities and dilemmas. A variety of
electronic media for interactive health communmatifor example, the Internet, CD-ROMs, and
personal digital assistants [PDAs]) can serve asces of individualized health information,
reminders, and social support for health behavange (Viswanath, 2005; Ahern, Phalen, Le,
and Goldman, 2007). These new technologies alsoamanect individuals with similar health
concerns around the world (Bukachi and Pakenhansiya2007). This may be especially
important for people with rare or stigmatized Healbnditions. However, the new products of
the communications revolution have not equally Inedc affluent and more disadvantaged
populations (Viswanath, 2005, 2006).

E-health strategies are becoming an importantgidahte armamentarium of strategies for
those in health education and health behaviorerhet and computer-based applications, along
with wireless technologies, can support many of Health Behavior and Health Education
strategies based on the theories presented ibdbis. Use of new technologies should be based
on theories of health behavior and be evaluateder@hPhalen, Le, and Goldman, 2007).
Otherwise, we risk being technology-driven instedutcome-driven.

At the same time, new technologies have the patetaticause harm through misleading
or deceptive information, promotion of inappropeiatelf-care, and interference in the patient-
provider relationship (Science Panel on Interac@eenmunication and Health, 1999), although
the empirical evidence on harms remains to be deoted. Interactive health communications
provide new options for behavioral medicine andrengive medicine (Noell and Glasgow, 1999;
Fotheringham, Owies, Leslie, and Owen, 2000) ardadtering the context of health behavior
and health education as they unfold and as thieictsfare studied (Hesse and others, 2005).



Health Behavior and Health Education, Fourth Edition - final draft, for desk review only.
Not for circulation or use without permission of the publisher
Page 6

Health Education and Health Behavior

The Scope and Evolution of Health Education

In the fields of health education and health betrathe emphasis during the 1970s and
1980s on individuals’ behaviors as determinantseafith status eclipsed attention to the broader
social determinants of health. Advocates of sydmral changes to improve health called for
renewal of a broad vision of health education andmotion (Minkler, 1989; see Chapter
Twenty). These calls for moving health educatioward social action heralded a renewed
enthusiasm for holistic approaches rather thanntéirely new worldview. They are well within
the tradition of health education and are consistgth its longstanding concern with the impact
of social, economic, and political forces on heakbcusing merely on downstream (individual)
causes of poor health rather than the upstreanmesaigks missing important opportunities to
improve health (McKinlay and Marceau, 2000).

Over the past forty years, leaders in health edutabave repeatedly stressed the
importance of political, economic, and social fastas determinants of health. Mayhew
Derryberry (1960) noted that “health educationrequires careful and thorough consideration of
the present knowledge, attitudes, goals, perceptisncial status, power structure, cultural
traditions, and other aspects of whatever publio ise addressed.” In 1966, Dorothy Nyswander
spoke of the importance of attending to socialigasand individuals’ sense of control and self-
determination. These ideas were reiterated lathen William Griffiths (1972) stressed that
“health education is concerned not only with indivdls and their families, batlso with the
institutions and social conditiorthat impede or facilitate individuals toward achigyvoptimum
health” (emphasis added). Green and Kreuter's PREEZEROCEED Model (2005; see Chapter
Eighteen), which was first widely introduced oveenty-five years ago, addresses the multiple
forces that affect health. Individual health doesexist in a social vacuum.

The view of health education as an instrument efadachange has been renewed and
invigorated during the past decade. Policy, adeypcand organizational change have been
adopted as central activities of public health hedlth education. Most recently, experts have
explicity recommended that interventions on so@ad behavioral factors related to health
should link multiple levels of influence, includindpe individual, interpersonal, institutional,
community, and policy levels (Smedley and Syme,0200This volume purposefully includes
chapters on community and societal influences oaltinebehavior and strategies to effect
community and social policy changes in additionh#® individual-level theories. In this context,
definitions of health educationand health promotioncan be recognized and discussed as
overlapping and intertwined.

Definitions of Health Education

According to Griffiths (1972), “health educationieahpts to close the gap between what
is known about optimum health practice and thatctvh$ actually practiced.” Simonds (1976)
definedhealth educatioras aimed at “bringing about behavioral changédsdividuals, groups,
and larger populations from behaviors that areymesl to be detrimental to health, to behaviors
that are conducive to present and future health.”

Subsequent definitions emphasized voluntary, inémnbehavior changes. In 1980,
Green definedhealth educatioms “any combination of learning experiences desigo facilitate
voluntary adaptations of behavior conducive to téalGreen, Kreuter, Deeds, and Partridge,
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1980). The Role Delineation Project defined it‘dm® process of assisting individuals, acting
separately or collectively, to make informed dewisi about matters affecting their personal
health and that of others” (National Task Forcetbe Preparation and Practice of Health
Educators, 1985).

Health education evolved from three settings: caomiies, schools, and patient care
settings. Kurt Lewin’s pioneering work in groupopess and his developmental field theory
during the 1930s and 1940s provide the intellectoats for much of health education practice
today. One of the earliest models developed tdagxpealth behavior, the Health Belief Model
(HBM), was developed during the 1950s to explaihawior related to tuberculosis screening
(Hochbaum, 1958).

As we already have noted, health education includé®nly instructional activities and
other strategies to change individual health bejrabut also organizational efforts, policy
directives, economic supports, environmental aidisj mass media, and community-level
programs. Two key ideas from an ecological pertsgzbelp direct the identification of personal
and environmental leverage points for health praznoand education interventions (Glanz and
Rimer, 1995). First, behavior is viewed as beiffgcded by, and affectingnultiple levels of
influence Five levels of influence for health-related babes and conditions have been
identified: (1) intrapersonal, or individual facso (2) interpersonal factors; (3) institutionaf, o
organizational factors; (4) community factors, gBYl public-policy factors (McLeroy, Bibeau,
Steckler, and Glanz, 1988). The second key ideteeto the possibility akciprocal causation
between individuals and their environments; thab&havior both influenceandis influenced by
the social environment (Glanz and Rimer, 1995; &mkGrzywacz, McMahan, and Phillips,
2003).

Health education covers the continuum from diseps®vention and promotion of
optimal health to the detection of illness to treant, rehabilitation, and long-term care. It
includes infectious and chronic diseases, as vgektgention to environmental issues. Health
education is delivered in almost every conceivabdtting—universities, schools, hospitals,
pharmacies, grocery stores and shopping centengatéon settings, community organizations,
voluntary health agencies, worksites, churchessops, health maintenance organizations,
migrant labor camps; it is delivered through magslian over the Internet, in people’s homes,
and in health departments at all levels of govemtmd& hese settings are discussed later in this
chapter.

Health promotionis a term of more recent origin thhpalth education As defined by
Green, it is “any combination of health educatiord aelated organizational, economic, and
environmental supports for behavior of individugsups, or communities conducive to health”
(Green and Kreuter, 1991). A slightly differentfidiéion is suggested by O’Donnell (1989):
“Health promotion is the science and art of helpgiegple change their lifestyle toward a state of
optimum health. . . . Lifestyle changes can belifatéd by a combination of efforts to enhance
awareness, change behavior, and create environntieatssupport good health practices.”
Definitions arising in Europe and Canada have yaitleer emphasis (Kolbe, 1988; Hawe,
Degeling, and Hall, 1990). Thettawa Charter for Health Promotiodefineshealth promotion
as “the process of enabling people to increaseraoaver, and to improve, their health . . . a
commitment to dealing with the challenges of redgcinequities, extending the scope of
prevention, and helping people to cope with theéicumstances . . . create environments
conducive to health, in which people are bettee &bltake care of themselves” (Epp, 1986).

Although greater precision of terminology might lehieved by drawing a clear
distinction between health education and healthmptmn, to do so would be to ignore
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longstanding tenets of health education and itedbrgocial mission. Clearly, health educators
have long used more than “educational” strategiedact, the termbealth promotiorandhealth
educationare often used interchangeably in the United Statén some countries, such as
Australia, health education is considered a mucihromger endeavor than health promotion.
Nevertheless, although the teimealth promotionemphasizes efforts to influence the broader
social context ohealth behaviorthe two terms remain closely linked and overlagpishare
historical and philosophical foundations, and diteroused in combination. In most cases, we
consider the two terms too closely related to wiggtish between them. In this book, the term
health educations used most often. It is to be understood inhis®rical sense—as a broad and
varied set of strategies to influence both indigiduand their social environments, in order to
improve health behavior and enhance health andtygoélife.

Definitions of Health Behavior

The central concern of health education is headtmalior, writ large. It is included or
suggested in every definition dkalth educatiorand is the crucial dependent variable in most
research on the impact of health education inte¢iwerstrategies. Positive, informed changes in
health behavior are typically the ultimate aim$ieélth education programs. If behaviors change
but health is not subsequently improved, the resula paradox that must be resolved by
examining other issues, such as the link betwebawier and health status or the ways in which
behavior and health (or both) are measured. Inddrdecision making is a desirable endpoint for
problems involving medical uncertainty, and studseggest that shared decision making may
lead to improved patient satisfaction and healttt@mues (Rimer and others, 2004). Likewise,
environmental or structural interventions to chapgesumed social environmental determinants
of health behavior are intended to improve healthchanging behavior (Smedley and Syme,
2000; Story, Kaphingst, Robinson-O'Brien, and Gl|ai2008). Thus, efforts to improve
environments and policies should ultimately be eatdd for their effects on health behavior. If
policy changes but does not lead to measurablegelsain behavior, it may be either too weak or
too short-lived, or it could be only a limited detenant of behavior.

In the broadest senskealth behaviorefers to the actions of individuals, groups, and
organizations, as well as their determinants, tates, and consequences, including social
change, policy development and implementation, awed coping skills, and enhanced quality of
life (Parkerson and others, 1993). This is sintitethe working definition ohealth behaviothat
Gochman proposed (though his definition emphasigetividuals): it includes not only
observable, overt actions but also the mental svand feeling states that can be reported and
measured. He defindwalth behaviols “those personal attributes such as beliefea@apons,
motives, values, perceptions, and other cognitieenents; personality characteristics, including
affective and emotional states and traits; and tolehavior patterns, actions, and habits that
relate to health maintenance, to health restoraiod to health improvement” (Gochman, 1982,
1997).

Gochman’s definition is consistent with and embsadbe definitions of specific
categories of overt health behavior proposed by Kad Cobb in their seminal articles (1966a,
1966b). Kasl and Cobb define three categorie®afth behavior:
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1. Preventive health behaviorany activity undertaken by an individual who beéisv
himself (or herself) to be healthy, for the purpo§greventing or detecting illness in
an asymptomatic state.

2. lliness behavior: any activity undertaken by an individual who maves himself to be
ill, to define the state of health, and to discogsesuitable remedy (Kasl and Cobb,
1966a).

3. Sick-role behaviar any activity undertaken by an individual who smiers himself to
be ill, for the purpose of getting well. It inclessl receiving treatment from medical
providers, generally involves a whole range of delemt behaviors, and leads to
some degree of exemption from one’s usual respititieh (Kasl and Cobb, 1966b).

Settings and Audiences for Health Education

During the past century and more specifically dytime past few decades, the scope and
methods of health education have broadened andsdiee dramatically. This section briefly
reviews the range of settings and audiences ofthedlication today. We note that the ideas of
“settings” and “audiences” have expanded and becoore diversified over the past decade.

Where Health Education Is Provided

Today, health education can be found nearly eveeygth The settings for health
education are important because they provide chsifmedelivering programs, provide access to
specific populations and gatekeepers, usually leaisting communication systems for diffusion
of programs, and facilitate development of poliaes organizational change to support positive
health practices (Mullen and others, 1995). Seaweijor settings are particularly relevant to
contemporary health education: schools, commumiti@rksites, health care settings, homes, the
consumer marketplace, and the communications envieot.

Schools.

Health education in schools includes classroorohieg, teacher training, and changes
in school environments that support healthy behravibuepker and others, 1996; Franks and
others, 2007). To support long-term health enhaiece initiatives, theories of organizational
change can be used to encourage adoption of copmmsige smoking control programs in
schools. Diffusion of Innovations theory and theedry of Reasoned Action have been used to
analyze factors associated with adoption of AID®vpntion curricula in Dutch schools
(Paulussen, Kok, Schaalma, and Parcel, 1995).

Communities.

Community-based health education draws on soelationships and organizations to
reach large populations with media and interpelsmtetegies. Models of community
organization enable program planners both to gappart for and to design suitable health
messages and delivery mechanisms (see Chaptered@mjirt Community interventions in
churches, clubs, recreation centers, and neighbdehbave been used to encourage healthful
nutrition, reduce risk of cardiovascular diseasel ase peer influences to promote breast cancer
detection among minority women.
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Worksites.

Since its emergence in the mid-1970s, worksitethgabmotion has grown and spawned
new tools for health educators. Because peopledspe much time at work, the workplace is
both a source of stress and a source of socialosufigrael and Schurman, 1990). Effective
worksite programs can harness social support asfarlio stress, with the goal of improving
worker health and health practices. Today, marsinasses, particularly large corporations,
provide health promotion programs for their empkx/éNational Center for Health Statistics,
2001). Both high-risk and populationwide stratedmrave been used in programs to reduce the
risk of cancer (Tilley and others, 1999a, 1999e8son and others, 1996) and cardiovascular
disease (Glasgow and others, 1995). Integratindtthgaomotion with worker safety and
occupational health may increase effectivenes®($en and Barbeau, 2006).

Health Care Settings.

Health education for high-risk individuals, patgntheir families, and the surrounding
community, as well as in-service training for hiattre providers, are all part of health care
today. The changing nature of health service dgfihas stimulated greater emphasis on health
education and provider-focused quality improvemsinategies in physicians’ offices, health
maintenance organizations, public health cliniegl hospitals (Grol and others, 2007). Primary
care settings, in particular, provide an opportund reach a substantial number of people
(Campbell and others, 1993; Glanz and others, 19B@glth education in these settings focuses
on preventing and detecting disease, helping pemplke decisions about genetic testing, and
managing acute and chronic illnesses.

Homes.

Health behavior change interventions are delivésgueople in their homes, both through
traditional public health means, like home visigsd through a variety of communication
channels and media such as Internet, telephone, naaitl (Science Panel on Interactive
Communication and Health, 1999; McBride and Rinmi&99). Use of strategies such as mailed
tailored messages (Skinner and others, 1999) antivational interviewing by telephone
(Emmons and Rollnick, 2001) makes it possible txhelarger groups and high-risk groups in a
convenient way that reduces barriers to their x@egimotivational messages.

The Consumer Marketplace.

The advent of home health and self-care produstsyedl as use of “health” appeals to
sell consumer goods, has created new opporturigrebealth education but also can mislead
consumers about the potential health effects ofstthey can purchase (Glanz and others, 1995).
Social marketing, with its roots in consumer bebavheory, is used increasingly by health
educators to enhance the salience of health messageto improve their persuasive impact (see
Chapter Nineteen). Theories of Consumer Infornmaloocessing (CIP) provide a framework for
understanding why people do or do not pay attertiounderstand, and make use of consumer
health information such as nutrient labels on pgelgood products (Rudd and Glanz, 1990).
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The Communications Environment.

As noted earlier, there have been striking anddrapanges in the availability and use of
new communications technologies, ranging from maeslia changes (for example, online
versions of newspapers, blogs of radio programspesonalized and interactive media (for
example, PDAs, interactive telephone and Interxeh@&nges) and a host of wireless tools in
homes, businesses, and communities (Viswanath,)200%se channels are not “settings” per se
and can be used in any of the settings describdigreaYet they are unique and increasingly
specialized, providing opportunities for intervemti they also require evaluation of their reach
and impact on health behaviors (Ahern and oth&@7R

Audiences for Health Education

For health education to be effective, it shoulddesigned with an understanding of
recipients’—target audiences'—health and sociakattaristics, beliefs, attitudes, values, skills,
and past behaviors. These audiences consist pigp@ado may be reached as individuals, in
groups, through organizations, as communities amnopolitical entities, or through some
combination of these. They may be health profesd® clients, people at risk for disease, or
patients. This section discusses four dimensidosgawhich the potential audiences can be
characterized: (1) sociodemographic charactesis{iz) ethnic or racial background, (3) life
cycle stage, and (4) disease or at-risk status.

Sociodemographic Characteristics and Ethnic/Racial Background.

Socioeconomic status has been linked with bothtinesthtus and health behavior, with
less affluent persons consistently experiencindhdrigmorbidity and mortality (Berkman and
Kawachi, 2000). Recognition of differences in dise and mortality rates across socioeconomic
and ethnic or racial groups has led to increastattefto reduce or eliminate health disparities
(Smedley, Stith and Nelson, 2003; World Health @rgation, 2007). For example, it has long
been known that African Americans die at earlieesathan whites. Life expectancy for African
American males is almost seven years less thawlidie males. The difference of five years for
African American versus white women is smaller, &tilt alarmingly discrepant. The gaps have
grown over the past three decades and are evetegfeathose with lower levels of education
and income (Crimmins and Saito, 2001; Franks, Migeriubetkin, and Jia, 2006).

A variety of sociodemographic characteristics, sastgender, age, race, marital status,
place of residence, and employment characteriziéhheducation audiences. The United States
has experienced a rapid influx of new immigrantylapons, especially from Africa and Europe,
and the proportion of non-white minority resideatstinues to climb. These factors, although
generally notmodifiable within the bounds of health education programg ianportant in
guiding the targeting of strategies and educationaterial, and identifying channels through
which to reach consumers. Health education mddesiaould be appropriate for, and ideally
matched to, the educational and reading levelsadiqular target audiences and be compatible
with their ethnic and cultural backgrounds (ReswicBraithwaite, Dilorio, and Glanz, 2002).

Life Cycle Stage.

Health education is provided for people at eveagstof the life cycle, from childbirth
education, whose beneficiaries are not yet borsetbcare education and rehabilitation for the
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very old. Developmental perspectives help guide ¢thoice of intervention and research
methods. Children may have misperceptions aboaltth@nd illness. For example, they may
think that illnesses are punishment for bad belgiomsden and Lewis, 1993). Knowledge of
children’s cognitive development helps provide axfework for understanding these beliefs and
ways to respond to them. Adolescents may feellim@rable to accidents and chronic diseases.
The Health Belief Model (HBM; see Chapter Threea igseful framework for understanding the
factors that may predispose youth to engage infersexual practices. Older adults and their
health providers may attribute symptoms of cancah¢ inexorable process of aging rather than
the disease itself. Such beliefs should be corsitar designing, implementing, and evaluating
health education programs (Rimer and others, 18&8ntz, Rimer, Fleisher, and Engstrom,
1988).Federal health protection goals stress reachingleewo every stage of life, with a special
focus on wvulnerability that may affect people at rimas life cycle stages
(http://www.cdc.gov/osi/goals/people.html).

Disease or At-Risk Status.

People who are diagnosed with specific diseases eftperience not only symptoms but
also the distress associated with their prognasishaving to make decisions about medical care
(see Chapter Ten). Thus, they may benefit fronithhesducation, but illness may compromise
their ability to attend to new information at crél points. Because of this, timing, channels, and
audiences for patient education should be carefutlysidered. Successful patient education
depends on a sound understanding of the patierdis of the world (Glanz and Oldenburg,
2001). For individuals at high risk due to fantiligtory or identified risk factors, health behavior
change interventions may have heightened salienoenwinked to strategies for reducing
individual risk (see Chapter Six on the Precaufialoption Process Model). Even so, strategies
used to enable initial changes in behavior, suclyuaging smoking, may be insufficient to
maintain behavior change over the long term, emghese people. Models and theories of health
behavior can suggest strategies to prevent relapdeenhance maintenance of recommended
practices for high-risk individuals (Glanz and Qiblarg, 2001).

Progress in Health Promotion and Health Behavior Research

Over the past two decades, research programs leeredstablished to identify and test
the most effective methods to achieve health behashiange. More precise quantification of
personal health behaviors and improved health outsohas grown from partnerships between
behavioral scientists and biomedical experts. myrhis period, findings from some major
health behavior intervention studies have becona@lable and have provided important insights
for the field.

In the late 1970s and early 1980s, three large aamtyn cardiovascular disease
intervention studies were begun in California, Mieata, and Rhode Island (Winkleby, 1994).
Each study addressed smoking, hypertension, higtliéés, obesity, and physical inactivity—all
widespread risk factors that many practitioners ewtackling. The multicomponent risk-
reduction programs in these trials used mass madipersonal education programs for the
public, professionals, and those at high risk. @wmmity organization strategies were used to
create institutional and environmental support fbe programs, and theoretically derived
program planning strategies emphasized communityicgmation (Winkleby, 1994). In the
1990s, all three studies reported their findingsisk-factor changes. They each found favorable
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secular trends in control sites and modest or goifgiant intervention effects on risk-factor

reduction (Farquhar and others, 1990; Luepker ahdrs, 1994; Carleton and others, 1995).
Two large worksite trials of multicomponent nutsitiand smoking interventions yielded similar
findings (Glasgow and others, 1995; Sorensen amerit1996).

These studies produced a wealth of knowledge atealth behavior, and many of the
short-term, targeted interventions within the largteidies were found to be effective (Winkleby,
1994). Nonetheless, the results cast doubt orptésumed effectiveness of population-based
intervention strategies over the long term, esplgcagainst the backdrop of a dynamic, changing
environment. Still, the lack of significant comnilywide effects in these studies should not be
assumed to "disprove" the conceptual foundationthefintervention methods. An alternative
view is to regard the interventions used in theadiss as contributors to the substantial secular
trend in chronic disease prevention (Winkleby, 1994t the same time, several campaigns were
effective in producing behavior changes conducivédalth (Hornik, 2002). These experiences
suggest that health education interventions mustdvefully planned, developed from strong
formative research, and theory-based (Randolph\asdanath, 2004). Although randomized,
controlled trials provide the most rigorous testhefalth behavior interventions, the past two
decades have been marked by an increase in cgrefsigned evaluation research in health
education, which combines quantitative and qual#amethods. Evaluations of community-
based AIDS-prevention projects (Janz and othe@§)18nd coalitions for prevention of alcohol,
tobacco, and other drug abuse (Butterfoss, Goodarath Wandersman, 1996) exemplify newer
applications of community research methodologies dffer in-depth process information across
multiple programs in diverse settings.

Overall, there has been a growing trend toward esdd-based health education and
health behavior (HEHB), as the findings of numertauge health behavior intervention studies
have been published (Rimer, Glanz, and Rasbandl)20@ne review of research in health
education from 1994 to 2003 observed a significatitease in the use of quantitative statistics,
finding that the most common types of articles &imn cross-sectional studies and review
articles (Merrill, Lindsay, Shields, and Stodda&2807). That review was limited to three “health
education” journals. However, other reviews ofesgsh design and statistics also found a
preponderance of correlational and descriptiveistufNoar and Zimmerman, 2005; Weinstein,
2007; Painter and others, 2008).

As the research literature grows, it is increaginighportant that the evidence base
become accessible to both researchers and praettsiqon EIm and others, 2007). Evidence
reviews are defined as those using formalized nusthto collect, prioritize, and weigh the
findings of intervention research. Important pexsg has been made over the past ten to fifteen
years to improve the process of systematic reviamd meta-analysis (Mulrow, Cook, and
Davidoff, 1997). In reality, literature reviewstcacross a continuum of scientific rigor in their
methodologies for selecting, evaluating, and repgrthe evidence. They may exclude all but
the most rigorous studies or be all-inclusive, peyide detailed information on methodology or
only report on findings, or may be highly quantitatin drawing conclusions or rely heavily on
expert judgment (Rimer, Glanz, and Rasband, 20{ikely, 2005). An important effort has been
under way in the United States since the late 18@dsshould continue to advance the evidence
base in HEHB in the next few years. The U.S. Teaice on Community Preventive Services is
defining, categorizing, summarizing, and rating th&lity of evidence on the effectiveness of
population-based interventions for disease prewarand control; providing recommendations on
these interventions and methods for their delivesged on the evidence, and identifying and
summarizing research gaps (Briss and others, 200G //www.thecommunityguide.org).
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Parallel efforts are under way in other countrigsvall, such as the National Institute for Health
and Clinical Excellence (NICE) efforts in Englardtp://www.nice.org.uk/).

The challenge of understanding and improving hdadtmavior is central for health policy
today and is "one of the most complex tasks yefrooted by science. To competently address
that challenge, the . . . research community mugplg do more and do it better" in certain key
areas of behavioral research (McGinnis, 1994).oérdinated and focused effort will be essential
to resolving many of the most vexing health isfaesg our society (Smedley and Syme, 2000).
Integration of the best available knowledge froredity, research, and health promotion and
education practice can advance that agenda inetktedecade.

Summary

This chapter has discussed the dynamic nature aiftheducation and health behavior
today in the context of changing patterns of diseasd trends in health care, health education,
and disease prevention in the United States anoalijyo It has provided definitions dfealth
education, health promotioandhealth behavioland described the broad and diverse parameters
of this maturing field. Health behavior researds rexperienced great progress, but mixed
findings raise new questions and pose methodolbditaoretical, and substantive challenges.
The interrelationships and importance of theorgeagch, and practice are set against a backdrop
of the important, growing, and complex challengebealth education and health behavior.
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