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Introduction

Clinical Health Promotion

“Health is a state of complete physical, mental, and
social well-being and not merely the absence of dis-
ease or infirmity.”" This definition opens the Consti-
tution of the World Health Organization (WHO),
which was formed at the end of World War II, at
a time when its founders might have been excused
for some despondence and pessimism. They instead
took a positive, holistic view of health—one that
focuses on resilience and strengths, and one that
shares a great deal with the midwifery view of preg-
nancy. Much as midwifery care assumes pregnancy
is a healthy process, which midwives can support
and promote, WHO defined health as a state of
well-being, rather than as a series of diseases that
need treatment.

This view of health opens the way for person-
centered health promotion, rather than organization-
centered disease treatment. Two decades later, the
first international conference on the topic held by
WHO defined health promotion as “the process of
enabling people to increase control over, and to im-
prove, their health.”* Health promotion can be done
with individuals and with populations, and this chap-
ter addresses both approaches.

The levels of prevention are sometimes used to
define where health promotion interventions op-
erate. With this perspective, all care is preventive;
even treatment aims to prevent further progression
of existing disease. Where an intervention takes
place in the timeline of disease progression defines
whether the prevention is primary, secondary, or ter-
tiary. Health promotion interventions fall earlier in
that timeline and, therefore, are considered part of
primary and secondary prevention (Table 4-1).
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Components of Clinical Health Promotion

These definitions of the levels of prevention imply
promoting health with individuals has related pre-
ventive clinical interventions:

¢ Counseling
e Screening

e Preventive medications

e Immunizations*

These interventions can provide the focus of
a clinical encounter, such as in a screening physi-
cal examination or a pregnancy visit. Alternatively,
health promotion interventions can be integrated
into a problem-focused exam, such as a hyper-
tension assessment, an asthma-related visit, or a
dysuria concern.

Counseling
Health Behavior Theories

Changing behavior is complex, and takes more
than just knowing what must be done. Clinical
health promotion includes counseling, which re-
quires not only understanding the clinical content
of healthy behaviors, but also having skills in us-
ing health behavior theory and cultural humility in
helping persons to change behavior when they are
ready to do so.

Health behavior models guide health promotion
counseling.’ One of the most useful is the Trans-
theoretical Model’s Stages of Change (Table 4-2),
which was developed and thoroughly studied in
the 1990s, particularly in terms of addressing
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addictions.*” The Stages of Change help clinicians
intervene effectively, by addressing the needs of a
person based on their stage. This theory is closely
aligned with motivational interviewing techniques.®
The theory and the techniques focus on meeting in-
dividuals where they are in their behavioral change
journey and finding the right approach for their
stage to help them meet healthy goals.

Other behavior theories also shed light on the
process of behavior change and can guide the clinician

Table 4-1 Levels of Prevention

Intervening before health effects
occur, through measures such as
vaccinations, altering risky behaviors
(poor eating habits, tobacco use),
and banning substances known to be
associated with a disease or health
condition

Primary
prevention

Secondary
prevention

Screening to identify diseases in the
earliest stages, before the onset of
signs and symptoms, through mea-
sures such as mammography and
regular blood pressure testing

Tertiary
prevention

Managing disease after diagnosis

to slow or stop disease progression
through measures such as chemo-
therapy, rehabilitation, and screening
for complications.®

Centers for Disease Control and Prevention. Prevention.
https://www.cdc.gov/pictureofamerica/pdfs/picture_of_america
_prevention.pdf. Accessed December 10, 2022.

in advising individuals about health decisions. When
considering how to promote healthier behaviors,
it can be easy to focus exclusively on the strengths
and weaknesses of the individual. Social cognitive
theory is salient in this setting because it includes
the concept of reciprocal determinism, which high-
lights the interaction between the individual charac-
teristics, the behavior, and the environment. Each of
these factors contributes to the success or failure of
an attempt to make a behavior change, and all must
be accounted for in such attempts. Interventions
should be considered in light of that interaction, as
well as using the other useful concepts in the theory,
shown in Table 4-3.”

Ecological models like Dahlgren and White’s
social determinants of health (SDoH)’ bring out
the many factors that can affect health behavior
and outcomes that are not obvious in the clini-
cal examination room (Figure 4-1). The char-
acteristics at the center of the SDoH model are
not modifiable, such as age and biologic sex.
As you move into the outer shells, characteris-
tics are modifiable, but less and less by the indi-
vidual and more by larger and larger groups.
Individual lifestyle factors include diet, sexual
behaviors, addictions, physical activity, and cop-
ing skills. These behaviors are somewhat con-
trolled by the individual, but are also very much
affected by the outer shells. Social and community
networks include churches, sports clubs, and the
like. These resources are taken up (or not) by the
individual, but offered by others. The outer shell,
which comprises general socioeconomic, cultural,
and environmental conditions, also has substantial

Table 4-2 Transtheoretical Model: Stages of Change

Stage Definition

Precontemplation
6 months

Contemplation

Preparation

direction

Maintenance

Has no intention of taking action in the next
Intends to take action in the next 6 months
Intends to take action in the next 30 days

and has taken some behavioral actions in this

Action Has changed behavior for less than 6 months

Potential Change Strategy

Increase awareness of need for change;
personalize information about risks and benefits

Motivate; encourage making specific plans

Assist with developing and implementing
concrete action plans; help set gradual
goals

Assist with feedback, problem solving, social
support, and reinforcement

Has changed behavior for more than 6 months  Assist with coping, reminders, finding

alternative, avoiding slips/relapses (as applicable)

National Cancer Istitute. Theory at a Glance: A Guide for Health Promotion Practice. 2nd ed. https://cancercontrol.cancer.gov/sites/de-
fault/files/2020-06/theory.pdf. Published 2005. Accessed December 10, 2022.
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Table 4-3 Behavior Change Interventions Based on the Social Cognitive Theory

Concept

Reciprocal determinism

Behavioral capability

Expectations

Self-efficacy

Observational learning
(modeling)

Reinforcements

Definition

The dynamic interaction of the person, the
behavior, and the environment in which the
behavior is performed

Knowledge and skill to perform a given
behavior

Anticipated outcomes of a behavior

Confidence in one’s ability to take action and
overcome barriers

Behavioral acquisition that occurs by watching
the actions and outcomes of others’ behavior

Responses to a person’s behavior that increase
or decrease the likelihood of reoccurrence

Potential Change Strategies

Consider multiple ways to promote behavior
change, including making adjustments to the
environment or influencing personal attitudes

Promote mastery learning through skills
training

Model positive outcomes of healthful behavior

Approach behavior change in small steps to
ensure success; be specific about the desired
change

Offer credible role models who perform the
targeted behavior

Promote self-initiated rewards and incentives

Reproduced from National Cancer Institute. Theory at a Glance: A Guide for Health Promotion Practice. 2nd ed. https://cancercontrol
.cancer.gov/sites/default/files/2020-06/theory.pdf. Published 2005. Accessed December 10, 2022.

Agriculture
and food
production

iving and workin
conditions

Age, sex, and
constitutional
factors

Figure 4-1 The main determinants of health.

Reproduced with permission from Dahlgren G, Whitehead M. European Strategies for Tackling Social Inequities in
Health: Levelling Up (Part 2). http://Awww.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf. Published

2006. Accessed December 10, 2022.

effects on health behavior and health outcomes. It
includes conditions such as corn subsidies or taxes
on sugary drinks, municipally subsidized recreation
centers and walking trails, employer-sponsored

health centers, school lunches, and the like. These
environmental characteristics change behavior in
subtle ways. Clinicians can look beyond the exami-
nation room to help individuals become aware of

© Jones & Bartlett Learning, LLC. NOT FOR SALE OR DISTRIBUTION.



130 PART Il Primary Care

the effects of SDoH and take advantage of the re-
sources available to them. Using the SDoH frame-
work helps a clinician remember to address factors
that can either promote or detract from health, but
that are not immediately apparent during a clini-
cal examination. The Institute of Medicine urges all
clinicians to take SDoH into account in delivering
health care.

The 5A’s

Although this model was developed specifically
for tobacco cessation counseling, the U.S. Pre-
ventive Services Task Force (USPSTF) recom-
mends using the “5 A’s” in any health behavior
counseling.!!

o Assess: Ask about and assess behavioral
health risk(s) and factors affecting choice of
behavior change goals and methods.

e Advise: Give clear, specific, and personalized
behavior change advice, including informa-
tion about personal health harms/benefits.

e Agree: Collaboratively select appropriate
treatment goals and methods based on the
patient’s interest in and willingness to change
the behavior.

e Assist: Using behavior change techniques
(self-help and/or counseling), aid the patient
in achieving agreed-upon goals by acquiring
the skills, confidence, and social/environmen-
tal supports for behavior change, supple-
mented with adjunctive medical treatments
when appropriate (e.g., pharmacotherapy
for tobacco dependence, contraceptive drugs/
devices).

e Arrange: Schedule follow-up contacts (in
person or by telephone) to provide ongoing
assistance/support and to adjust the treat-
ment plan as needed, including referral to
more intensive or specialized treatment.

Cultural Humility

Cultural humility is the process of communication
that supports “commitment and active engagement
in a lifelong process that individuals enter into on
an ongoing basis with patients, communities, col-
leagues, and with themselves.”'*> This approach
provides for more dynamic communication, focus-
ing on interactions between individuals, rather than
lists of the characteristics of groups. In addition, it
incorporates the community context, allowing for a
consideration of SDoH.

When primary care providers counsel patients
about changing health behaviors, as in all health
care, cultural humility plays an important role.
For example, researchers have found that cultur-
ally tailored programs can improve outcomes in a
wide range of behaviors, such as alcohol and other
substance use,'’ mental health therapy,'® counsel-
ing to increase physical activity,’>!® and tobacco
cessation.!”

Cultural humility can be applied to individual-
ized counseling using concrete action. The American
Psychological Association has identified the follow-
ing competencies for primary care psychologists,
which are also applicable to midwives who provide
counseling:!'®

e Asks about cultural identities, health beliefs,
and illness history that impact health behav-
iors, and integrates and tailors diversity fac-
tors into treatment planning

¢ Demonstrates sensitivity to a variety of fac-
tors that influence health care (e.g., develop-
mental, cultural, socioeconomic, gender, race,
religious, sexual orientation and expression,
gender identity and expression, disability,
veteran status) as well as the intersections of
these variables

e Reflects on own cultural identity and its im-
pact on treatment of patients

e Modifies interventions for behavioral health
change in response to a variety of social and
cultural factors

Screening

The long-standing, classic definition of screening for
the prevention of chronic disease comes from a con-
ference document from the 1950s:

Screening is the presumptive identification
of unrecognized disease or defect by the ap-
plication of tests, examinations, or other
procedures which can be applied rapidly.
Screening tests sort out apparently well
[emphasis added] persons who probably
have a disease from those who probably
do not. A screening test is not intended to
be diagnostic. Persons with positive or sus-
picious findings must be referred to their
physicians [sic] for diagnosis and necessary
treatment." )

Screening tests can take the form of lab tests,
physical exams, or interviews. What they have in
common is that they are indicated by the character-
istics of the person, not symptoms; that is, screening
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is indicated by the population to which a person be-
longs, rather than by the concerns with which the
person presents. Confusingly, sometimes the same
tests are used for both screening and diagnosis. For
example, an assessment for chlamydia is indicated
when a person assigned female at birth has a vagi-
nal discharge, but is also indicated for a 22-year-old
person assigned female at birth at a routine visit.
In the first case, the exam is diagnostic to deter-
mine the cause of vaginal discharge. In the second
case, the chlamydia test is for screening as recom-
mended for all sexually active persons assigned fe-
male at birth younger than 25 years. The same lab
test is used in both cases—that is, for both screen-
ing and diagnosis.?’ For chlamydia, only the indica-
tion changes. Conversely, for tuberculosis, screening
with the tuberculin skin test does not diagnose ac-
tive tuberculosis. A positive result on the skin test
requires further testing for diagnosis.?!

Like the definition for screening, a common set
of principles for when to screen a population has
been universally accepted since the 1950s, and con-
tinues to underlie appropriate screening programs
and clinical recommendations for screening.**

1. Screening should be for an important health
problem with serious consequences. There
is no point in screening for a problem with
mild, short-term consequences for health.

2. Treatment for the condition screened should
be effective or knowledge about the condi-
tion may be of use to a person. For example,
genetic screening may offer valuable infor-
mation for life planning even though no
gene therapy is available.

3. Treatment for the condition screened should
be available. There is no point in screening
for a condition and then giving the person
no options.

4. There should be a reasonable period of la-
tency between when a screening test detects
a condition and when signs or symptoms
would appear. There is no point in screen-
ing if persons will be coming in shortly with
concerns and asking for a diagnosis. Screen-
ing allows for an early start of treatment.
Moreover, that early start should offer a
chance for improved outcomes.

5. There should be a suitable test or examina-
tion. The test needs to be reliable and valid
with acceptable sensitivity and specificity.

6. The screening test should be acceptable.
There is no point in offering a test that no
one will undergo.

7. The natural history of the condition, includ-
ing its development from latent to actual dis-
ease, should be well understood.

8. What constitutes a diagnosis and who needs
treatment should be clearly understood.
When is a person considered to have diabe-
tes? When should prostate cancer be treated?
These are the kinds of questions that arise af-
ter positive screening test findings. Answers
need to be clear before screening programs
are undertaken.

9. Large population screening for chronic con-
ditions such as hypertension and diabetes
should be done at regular intervals—not just
once, as in a single drive or fair. Most condi-
tions will continue to come up, so a one-time
screening program will not serve a popula-
tion well.

10. The prevalence of the condition in a popu-
lation needs to be high enough to warrant
testing everyone in the group. Screening
everyone for a rare condition will result in
a larger proportion of false positives (dis-
cussed later in this section).

Screening has both risks and benefits, espe-
cially large public health screenings. Undertaking
a screening program Is a serious proposition, one
that is expensive in terms of both money and the
emotional burden imposed on those persons who
are tested. It should not be undertaken without suf-
ficient understanding of the likely outcomes and ex-
pected findings when a test is used on a large scale.

Most of these principles make sense to most
clinicians. However, point 10 often needs more ex-
planation. How can screening a population for a
condition of low prevalence result in a higher pro-
portion of false-positive test results? To some, this
outcome is counterintuitive. Calculation of screen-
ing test values such as positive predictive value and
negative predictive values are shown in Table 4-4.
Grimes and Schultz do a superb job of explaining
some of the harms of over-testing and the math be-
hind population prevalence and false positives.*®

To illustrate how this problem arises, Grimes
and Schultz give the example of chlamydia screen-
ing for asymptomatic persons.”> The screening test
for chlamydia, polymerase chain reaction (PCR), is
highly sensitive, correctly identifying those with dis-
ease 98% of the time, and highly specific, correctly
identifying those without disease 97% of the time.
Using typical prevalence statistics from populations
at high versus low risk for sexually transmitted in-
fections illustrates why routine chlamydia screening
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is not recommended universally. The examples here
illustrate the risks of screening persons in a popula-
tion with low prevalence for a disease compared to
a higher prevalence. The chances of a true-positive
result increase significantly with the higher preva-
lence population, from 13% to 57% (Table 4-5 and
Table 4-6).* In populations where the prevalence is
even higher, the chance of a true positive increases
to 90% and greater. (The data used here differ
somewhat from those used in the original article.)
There are potentially significant psychosocial
implications of telling a person that they screened
positive for chlamydia when they do not actually
have this infection. What can a result like this mean
to couples getting screened? It can mean one part-
ner is certain that the other has had intercourse
with someone else, when that has not been the case.

Table 4-4 Formulas for Calculating Screening
Test Values

True Disease State

Positive Negative
Test Positive  True positive False positive
Results a b
Negative C d

False negative  True negative

This table sets up the standard epidemiologic approach to
calculating screening test values.

Sensitivity = a /(@ + )

Specificity = d / (b + d)

Positive predictive value = a/(a + b)
Negative predictive value = d/(c + d)

Data from Grimes DA, Schulz KF. Uses and abuses of screening
tests. Lancet. 2002;359(9309):881-884. doi:10.1016/50140
-6736(02)07948-5.

More is not always better. For other disease screen-
ings, the follow-up diagnostic test may come with
significant risks.

These examples make clear the importance of
using evidence-based recommendations as the ba-
sis for recommending screening and of meeting
the classic criteria for screening programs. Unfor-
tunately, some screening tests become common
practice even though they do not clearly meet these
criteria. Grimes and Peipert give another example
of how screening can be abused: Electronic fetal
monitoring became a screening norm in labor even
though it did not meet the standard criteria for a
screening program.”* Before performing a screening
test, the clinician should ask, “Am I prepared to act
on the information from this test?” If the answer
is no, then the test probably does not meet the 10
principles of screening outlined earlier.

Preventive Medications

When considering when to advise or prescribe pre-
ventive medications (i.e., chemoprophylaxis), just as
with screening tests, an analysis of risks and benefits
should be undertaken. Preventive medications can be
used for primary prevention of disease—for example,
prescribed medications such as statins, or vitamin
and mineral supplements—or they can be used for
secondary prevention—for example, chemoprophy-
lactic drugs after breast cancer. Again, more is not
always better. Just as not every screening test comes
without risk, the same is true for potential preventive
medications. For example, interactions with other
therapeutic medications must be considered.

As with screening tests, risks and benefits of pre-
scribing preventive medication change with the prev-
alence of disease in given populations. For example,
the USPSTF recommendation for tamoxifen, raloxi-
fene, or aromatase inhibitor for chemoprophylaxis
in women older than 35 years supports use of these

Table 4-5 Calculating Screening Test Values in a High Prevalence Population

Test Results Person Has Chlamydia

Positive 78
(True positive)

Negative 2
(False negative)

78/(78+2) = .98
Sensitivity

Person Does Not Have Chlamydia

(False positive)

(True negative)

1882/(38+1882)= .98

38 78/(78+38) = .67
Positive predictive value

1882 1882/(2+1882) = .99
Negative predictive value

Specificity

These are the screening test values for a PCR chlamydia test in a population of 2000 persons with an 4% prevalence of chlamydia.
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Table 4-6 Calculating Screening Test Values
in a Low-Prevalence Population

Presence of Chlamydia
Population with 0.5%

Prevalence
n = 2000
Positive Negative
Test Positive True positive False positive
Results 10 40
a b
Negative C d

False negative  True negative
0 1950

These are the screening test values for a PCR chlamydia test in a
population of 2000 persons with a 0.5% prevalence of chlamydia.

Sensitivity = a/(a + ¢) = 10/(10 + 0) = 0.97 (1.00 with rounding)
Specificity = d /(b + d) = 1950/ (1950 +40) = 0.98

Positive predictive value = a/(a + b) = 10/(10 + 40) = 0.20
Negative predictive value = d/(c + d) = 1950/ (1950 + 0) = 1.00

Data from Grimes DA, Schulz KF. Uses and abuses of screening
tests. Lancet. 2002;359(9309):881-884. doi:10.1016/50140
-6736(02)07948-5.

medications in those women with increased risk for
breast cancer and recommends against them for those
women not at increased risk.”> Because of “convinc-
ing evidence” of risk for venous thrombolytic events,
endometrial cancer, and other harms from these med-
ications in older women, the population needs to be
at higher risk for breast cancer for the supplements
to offer enough benefit to warrant their use. Obvi-
ously, risks and benefits need to be discussed carefully
with individuals before prescribing any medication or
supplement for preventive purposes.

In other cases, midwives may recommend pre-
ventive medications without lengthy cost—benefit
analysis discussions. For example, in the case of folic
acid,?® the adverse outcomes associated with taking
this supplement appear to be minimal. Indeed, folic
acid is a recommended daily nutrient. In addition,
the benefits of folic acid supplementation for people
who may become pregnant to protect against fetal
neural tube defects are well established.

Immunization

Table 4-7 defines important terms related to immu-
nity. The definitions in Table 4-7 make it clear that
vaccines are simply a preventive medication. However,
community immunity concerns make the benefit—risk

Table 4-7 Definitions Related to Immunity

Vaccination

The act of introducing a vaccine into
the body to produce protection from a
specific disease.

Immunization A process by which a person becomes
protected against a disease through
vaccination. This term is often used
interchangeably with vaccination or

inoculation.
Community A situation in which a sufficient propor-
immunity tion of a population is immune to an

infectious disease (through vaccination
and/or prior iliness), making the spread
of that disease from person to person
unlikely. Even individuals not vaccinated
(such as newborns and those with
chronic illnesses) are offered some
protection because the disease has little
opportunity to spread within the com-
munity. Also known as herd immunity.?’

Adapted from Centers for Disease Control and Prevention

(CDC). Immunization: The basics. Published 2021. Accessed
December 10, 2022. https:/Awww.cdc.gov/vaccines/vac-gen/imz
-basics.htm and Centers for Disease Control and Prevention.
(2020, July 30). Vaccine glossary of terms. Retrieved December 10,
2022, from https://www.cdc.govivaccines/terms/glossary.html.

analysis for a vaccination different than the analysis
undertaken when an individual will be taking a medi-
cation. An individual can accrue the benefit of protec-
tion from infection via community immunity without
assuming any risk associated with vaccination if the
rest of the community gets vaccinated. Conversely,
when an individual decides not to become vaccinated,
that decision poses risks to more than their own
health—that is, it creates the risk of infecting others.
In addition, because vaccinations prevent infec-
tious disease, they often bring up public health and
legal issues that spark controversy. They are treated
separately from other preventive medication, both
in clinical encounters and in public perceptions. By
comparison, folic acid supplementation is not re-
quired in any workplace or school setting, so its use
is less controversial. Recommendations for vaccina-
tions are fairly complex and are made by the Centers
for Disease Control and Prevention’s (CDC’s) Advi-
sory Committee on Immunization Practices (ACIP).?
Since vaccine coverage affects population
health, recommendations for their use can gener-
ate health policies and legal issues. All states require
some vaccinations for children to attend school or
daycare facilities, although all states do allow for
some exemptions.”’ Some vaccinations are required
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for immigration into the United States,*® or even to
visit the United States.’! These policies have been
partly responsible for the very high rates of vaccina-
tion and very low rates of vaccine-preventable infec-
tious diseases in the United States. Perhaps in part
because of these conditions, impositions of vaccina-
tions upon generations who have not experienced
the targeted infections’ morbidity and mortality of-
ten generate resistance. This resistance is called vac-
cine hesitancy, the “delay in acceptance or refusal of
vaccines despite availability of vaccine services.”3*

Counseling for vaccine-hesitant individuals can be
complicated. Fortunately, in view of the public health
concerns raised by it, the issue of vaccine hesitancy has
been intensely studied, with a wealth of information on
the effectiveness of interventions being available to cli-
nicians who seek to increase vaccine coverage among
their patients.>** In general, multipronged strategies
work better than single-component approaches. So,
the combination of dialogue in the clinical setting and
community-based engagement (particularly religious
or other community leaders) works better than either
does alone. Passive interventions (reminders, posters)
help mostly when the problem is not hesitancy but
rather lack of information. Providing information
routinely during encounters and providing informa-
tion targeted to each person’s concerns seems to work
better than more general educational approaches.
Community health workers may be able to decrease
hesitancy. In summary, person-centered approaches
and trust are key to addressing vaccine hesitancy.

Evidence for Health Promotion
Interventions

U.S. Preventive Services Task Force

The USPSTF consists of a volunteer panel of experts
in prevention and evidence-based health who con-
duct systematic reviews and produce recommen-
dations graded on the basis of the evidence. The
USPSTF is the most comprehensive and easily acces-
sible source of systematic reviews evaluating health
promotion interventions. It has published its reviews
as more than 100 recommendations for counseling,
screening, and preventive health care.’® These rec-
ommendations influence whether the prevention
interventions are reimbursed by Medicare and Med-
icaid, and other health insurers.>® It should be noted
that USPSTF is currently grappling with its use of
sex and gender terms; going forward, specificity of
the population will be discussed and the terms used
to describe it will be decided on at the beginning
of the guideline review or development process.’”

Currently, guidelines use the term “woman,” which
in most instances is based on biologic effects of be-
ing born female.

Recommendations follow a specific format.
They grade the strength of the evidence and whether
it supports use of the intervention (Table 4-8).°% All
recommendations appear both online and in jour-
nals (previously the Annals of Internal Medicine,
currently the Journal of the American Medical
Association). Recommendations that relate to one
another typically are published together, although
the recommendations can earn different grades or
address different interventions. Validated tools that
help carry out interventions are also provided.

The USPSTF considers two questions in mak-
ing health promotion counseling recommendations:
“Do interventions in the clinical setting influence
persons to change their behavior?” and “Does
changing health behavior improve health outcomes
with minimal harms?”3° Many recommendations
seem very reasonable to clinicians, fitting well
with previous training. Others surprise clinicians.
All merit careful review of the rationale, which is
clearly and completely presented.

Midwives should know all the recommendations
made by the USPSTF addressing the clinical popula-
tion served in their practice and should use them in
health promotion encounters. The USPSTF provides
a free mobile application for use in clinical agencies,
which is very helpful in the clinical setting*® (see the
Resources section at the end of this chapter).

Centers for Disease Control and Prevention

The CDC also provides relevant screening guidelines
and recommendations for the populations cared for
by midwives. Specifically, it offers guidelines related
to screening and treating sexually transmitted infec-
tions (discussed in the Reproductive Tract and Sexu-
ally Transmitted Infections chapter) as well as those
related to vaccinations.

Advisory Committee on Immunization Practices

National recommendations for immunization rec-
ommendations come from a panel of medical and
public health professionals, ACIP, which advises the
CDC on immunization recommendations.”® The
CDC reviews and publishes the recommendations.
ACIP makes recommendations across the lifespan,
including for adults, pregnant persons, and neonates.

The ACIP publishes childhood, adolescent,
adult, and catch-up vaccination recommendations
and schedules, which it updates annually and as
needed. It also publishes numerous other resources
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Table 4-8 United States Preventive Services Task Force Grade Definitions

Grade

A

Definition

The USPSTF recommends the service. There is high certainty
that the net benefit is substantial.

The USPSTF recommends the service. There is high certainty
that the net benefit is moderate or there is moderate
certainty that the net benefit is moderate to substantial.

The USPSTF recommends selectively offering or providing
this service to individual patients based on professional
judgment and patient preferences. There is at least moder-
ate certainty that the net benefit is small.

The USPSTF recommends against the service. There is mod-
erate or high certainty that the service has no net benefit or
that the harms outweigh the benefits.

The USPSTF concludes that the current evidence is insuffi-
cient to assess the balance of benefits and harms of the ser-
vice. Evidence is lacking, of poor quality, or conflicting, and
the balance of benefits and harms cannot be determined.

Suggestions for Practice

Offer or provide this service.

Offer or provide this service.

Offer or provide this service for selected patients
depending on individual circumstances.

Discourage the use of this service.

Read the clinical considerations section of the
USPSTF recommendation statement. If the service
is offered, patients should understand the uncer-
tainty about the balance of benefits and harms.

Abbreviation: USPSTF, U.S. Preventive Services Task Force.

U.S. Preventive Services Task Force. Grade definitions. https:/Awww.uspreventiveservicestaskforce.org/uspstf/about
-uspstf/methods-and-processes/grade-definitions. Accessed December 11, 2022.

for consumers and clinicians, and updates on vac-
cines shortages.*!

Midwives in the United States should know all
the recommendations for neonates, adolescents, and
adults made by the ACIP. Vaccine-related counsel-
ing and recommendations are within the scope of
midwifery practice. The ACIP provides a free mobile
application that is very helpful.*?

Other Sources of Evidence

The American Academy of Family Practice’s
(AAFP’s) Commission on Health of the Public and
Science develops clinical preventive services recom-
mendations.** This volunteer group of family phy-
sicians reviews the USPSTF recommendations and
determines whether they agree with the conclusions
reached based on the evidence presented. If they do
not, they write separate conclusions and publish
them on the AAFP website. In light of the occasion-
ally controversial conclusions reached by the USP-
STE, the AAFP Commission provides an interesting
counterpoint.

The Women’s Preventive Services Initiative
(WSPI) publishes and updates guidelines every §
years with support from the federal Health Resources
and Services Administration.** At the time of writing,
the WSPI had published 13 recommendations based

on systematic reviews of evidence, including the USP-
STF recommendations.* The WSPI also reaches out
to clinicians, including providing the Well-Woman
Chart with a summary of its recommendations* (see
the Resources section at the end of the chapter).

Naturally, maintaining current knowledge
in the clinical practice of midwifery will include
knowledge of health promotion interventions. This
includes clinical bulletins from the American Col-
lege of Nurse-Midwives and a subscription to the
Journal of Midwifery and Women’s Health. In ad-
dition, the American Academy of Pediatrics (AAP)
makes its recommendations available through
its website and also publishes them in Pediatrics.
The American College of Obstetricians and Gyne-
cologists (ACOG) provides clinical updates in the
form of practice bulletins, practice advisories, and
committee opinions in its journal Obstetrics and
Gynecology. While not systematic reviews, ACOG
provides uniformly well-researched clinical infor-
mation that often address health promotion con-
cerns. All three organizations work together on
some screening recommendations, such as those
related to group B streptococcal screening, which
were published as an ACOG Committee Opinion.*’
The Midwives Alliance for North America publishes
data on the safety of home births.
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Decision Making in the Face
of Ambiguity

General Approach to Decision Making
in Health Promotion

Stay person-centered. Remember that the client
makes the decision, usually with professional guid-
ance. Use skills in cultural humility and behavioral
change theories. Remember who makes the decisions
about their own lives. Shared decision making in-
cludes both informed consent and informed refusal.*®

Practice consistently. Practice partners should
decide as a group which interventions they want to
recommend to their clients—that is, which screening
tests, preventive medications, and immunizations and
the general content of counseling they will provide.
If one partner is recommending one intervention at
one visit and another makes different recommenda-
tions at the next, it creates unnecessary confusion for
the patient and frustrating revisitation of decisions.
When establishing a consistent approach, practices
should consider evidence, the practice partners’
concerns, and the populations commonly served, in
terms of both cultural and common health concerns.
Professional standards, such as the Standards for the
Practice of Midwifery, call for this approach, requir-
ing that “midwifery care is based upon knowledge,
skills, and judgments which are reflected in written
practice guidelines and are used to guide the scope
of midwifery care and services provided to clients.”*’

Use evidence. Be ready to tell clients why a given
intervention is recommended and on what evidence it
is based. Be ready to share the details with those who
want it, while keeping in mind the health literacy of
the individual. An ACOG Bulletin written in technical
language may not be understandable to lay persons.*”
Another excellent source of information for consum-
ers is the Share with Women (now called Ask the Mid-
wife) handouts produced by the Journal of Midwifery
and Women’s Health, which are regularly reviewed
and updated. The CDC provides excellent consumer
handouts for many health promotion topics on its
website. In terms of time spent counseling, it is impor-
tant to know whether evidence supports devoting time
to counseling for this content in an ambulatory visit.

Be ready for the individual patient. Even when
a practice has done all its homework and planned
ahead, every encounter provides a new challenge. Be
ready to apply evidence and clinical information to
the person in front of you, whose needs may not fit
the evidence or recommendations available.

Official Disagreement in Recommendations

Clinicians do not always enjoy the luxury of clear
guidance from recommendations made by reputable

sources. For example, reputable sources have pro-
vided both clinicians and consumers with conflicting
recommendations and generated controversy over
reimbursement for breast cancer screening. Breast
self-examination (BSE) was a mainstay of nurs-
ing education for many years. Then in 2010, the
USPSTF released a D recommendation against it,
along with an increase in the recommended age to be-
gin mammograms from 40 to 50 years and a decrease
in the recommended frequency of mammograms
from 1 to 2 years.’! Details about the data used to
make these recommendations are beyond the scope
of this text, but they focused on the ability of screen-
ing to detect cancer earlier and to decrease mortality.
The American Cancer Society, ACOG, the American
College of Radiology, and the Susan G. Komen Foun-
dation all disagreed with the USPSTF mammogram
recommendations and the effects they could have on
reimbursement. These agencies created a national
controversy over recommendations that rarely catch
the attention of consumers, and successfully lobbied
Congress to keep screening mammograms free for
women in their 40s.°%%3 In 2016, after analyzing new
research, the USPSTF made a C recommendation for
mammography in women ages 40 to 49 years; it also
withdrew the D recommendation for BSE in favor
of a vaguer statement that women should be aware
of bodily changes, including breast self-awareness,
and report changes to their clinician.’*** Teaching
breast self-awareness can be part of the midwifery
philosophy to help people learn about their bodies
and become experts for their body. However, in an
environment of shorter visits, the midwife needs to
decide which screening and counseling has the prior-
ity for this visit with this person.

Conflicting recommendations, no recommen-
dations, or recommendations reporting insufficient
evidence provide the clinician with opportunities
for guiding clients through health information and
health promotion decision making. How do mid-
wives decide what is the right approach for patient
counseling when the recommendations vary and
lawmakers say they are making policies so individu-
als “can get mammograms if they and their doc-
tors [sic] decide it’s the right thing to do”?°® Use of
screening tests is not always the best choice for the
reasons discussed previously, such as the health and
psychological costs related to false-positive results
and the follow-up tests and procedures needed to
confirm they are indeed false positives. A thorough
review for clinicians on the choices and accompa-
nying risks and benefits for breast cancer screening
approaches was done by Khan and Chollet.*®

Even when the evidence is clear and agencies
agree, recommendations do not always fit every
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individual person. Just as recommendations must
be tailored to fit individual circumstances, so should
clinicians tailor approaches to counseling about
them. A person-centered approach means work-
ing as a partner with clients to help them make
well-informed decisions about health promotion
interventions. In addition, evidence from the Stages
of Change model demonstrates that real behavior
change happens when clinicians meet people where
they are in their complicated, busy, and sometimes
difficult lives.>’” Several shared decision-making
models can help clinicians through the process*®
(see the Resources section for more information).

e When guidelines vary, some clients do not
want to know about the controversy. The
same is true when guidelines do not take the
particular person’s circumstances or charac-
teristics in account. Some clients simply want
to know the opinion of their own provider
and to follow it. They trust their provider’s ex-
pertise and want to use it. With those clients, it
is fine to mention that not all agencies give the
same recommendations, and to give the mid-
wife’s own choice along with a rationale.

¢ Other clients want to dive into the depths and
decide for themselves. For these individuals,
review the available choices in detail, includ-
ing the pros and cons of each, preferably with
a printed handout or an electronic link for
home review.

* Many persons fall somewhere in between
these extremes and want some help in mak-
ing a decision of their own. Let each indi-
vidual guide you on how much information
they want.

It does not denote failure on the part of a cli-
nician if their client chooses to follow a different
recommendation than the clinician favors. Support-
ing clients in their decisions and helping them to see
how they came to such choices supports them in
their journey to health.*s

Insufficient Evidence for Official
Recommendations

Many of the USPSTF recommendations earn a
grade of “I” for insufficient evidence, denoting that
either studies have not been done or the studies that
have been done on the usefulness of the intervention
have not yielded clear enough results to recommend
its routine use. Many of these recommendations go
even further, first giving an I grade to the general
population and then offering epidemiologic infor-
mation on which groups are at higher risk of the

health condition of concern. It can be hard to decide
what to do with these recommendations.

The 2020 I grade recommendation about screen-
ing for drug use (with interview questions) among
adolescents provides a good example. The recom-
mendation says evidence for screening adolescents
for unhealthy drug use is “insufficient to assess the
balance of benefits and harms.”*® A little further on
in the recommendation under “Practice Consider-
ations,” the recommendation adds that “some factors
are associated with a higher prevalence of unhealthy
drug use [including] having a mental health condition,
personality or mood disorder, or nicotine or alcohol
dependence; a history of physical or sexual abuse,
parental neglect, or other adversity in childhood; or
drug or alcohol addiction in a first-degree relative.”
No change in the grade of the recommendation is
given for these populations. What should a clinician
do? Should midwives recommend this screening to
persons from those populations? The authors of the
recommendation do not give any guidance on this
front; they simply pass on the epidemiologic infor-
mation they gathered in their review of the evidence.

This question provides a good starting point for
discussion among partners in a practice. Given the un-
certainty of benefits and harms, which opportunities
for health promotion do the partners hope this screen-
ing test will offer for this population? Which harms
might accrue? Does the practice serve a substantial
number of teens at higher risk? If so, are those the only
teens who should be screened? Some of those risk fac-
tors are easy to miss—so maybe all teens should be
screened? As noted earlier, coming to a practice-wide
agreement on whether to routinely screen for a spe-
cific concern will reduce confusion among clients and
reduce the chances of any particular person feeling
singled out or confused by conflicting information.

Official Recommendations
That Are Counterintuitive

Some USPSTF recommendations repudiate previous
training, and some clinicians find them difficult to
implement. For example, the 2022 C grade recom-
mendation for counseling related to diet and activity
in primary care settings®® recommends that clini-
cians individualize the decision to counsel on these
topics to adults without a chronic disease in pri-
mary care settings. This includes during a screening
examination, when this counseling was previously
a staple component of the encounter. According to
the USPSTF recommendation, studies have found
that counseling in these encounters results in only
a small amount of behavior change and any such
change is short-lived. Time would be better spent,
the authors report, on other activities.

© Jones & Bartlett Learning, LLC. NOT FOR SALE OR DISTRIBUTION.



138 PART Il Primary Care

When put in those plain terms, the recommen-
dation does not seem quite so revolutionary. In fact,
most people already know they should eat healthful
food and get exercise. They hear it on the news, on
talk shows, and at school. It does make some sense
that if individuals do not have a chronic disease, a
clinical provider might not be giving them any new
information, or that in the absence of a chronic dis-
ease, they might not feel sufficient motivation to
change their behavior due to clinical advice about
diet and exercise. When considered in those terms,
the study results fit well with what we know about
the Stages of Change model and person-centered
counseling. What is required of clinicians is to read
each recommendation carefully to see what mes-
sage it really brings, what evidence it compiles, and
how that fits into a particular practice. Naturally, if
an individual asks about healthy diet and exercise,
clinical advice is definitely in order.

No Official Recommendations Made

Many worthy topics related to health promotion
have not been studied or had reviews on them pub-
lished, particularly in terms of counseling and pre-
ventive medication. For example, for many health
promotion topics, evidence has accrued that a be-
havior promotes health, but no evidence has surfaced
that primary care counseling will promote increases
in that healthy behavior. Many possible preventive
medications have not been well studied for their ef-
fects or side effects. Moreover, the USPSTF and other
agencies have not carried out systematic reviews on
these topics. For example, USPSTF gives an I rating
to seat belt use, but ACOG, AAP, and AAFP all have
statements recommending population-specific coun-
seling on seat belt and car seat safety.

Counseling on sleep habits provides another
good example. Poor sleep, defined as either short
duration or poor quality, is a highly prevalent and
serious problem. Sleep deprivation and sleep dis-
orders are associated with greater risk of heart
attack, stroke, hypertension, diabetes, metabolic
syndrome, obesity, depression, and mortality.®® The
American Academy of Sleep Medicine has summa-
rized data showing the importance of sleep to cog-
nition, safety-related performance, memory, mood,
nociception, and brain metabolism. It recommends
that adults get at least 7 hours of sleep for optimal
health.®! One-third of adults in the United States
sleep less than this recomendation.®” Sleep apnea
may affect 10% of the population and has similar
health associations.®® Poor sleep in pregnancy is as-
sociated with increased rates of gestational diabetes,
preeclampsia, preterm birth, and stillbirth.*

While recommendations for interventions to im-
prove sleep exist, studies of their effectiveness vary in
their results. Studies of brief counseling about these
interventions demonstrate little or no effect on behav-
ior change. One review identified interventions found
useful in specific populations, such as hospitalized
patients, children, and elderly persons.®® This report
found that reducing stimuli before retiring, cognitive-
behavioral therapy, aromatherapy, relaxation tech-
niques, and controlling the sleep environment all
have some evidence to support their usefulness. The
same report stated that sleep education had a mod-
est effect on knowledge about healthy sleep, but no
evidence for behavior change at follow-up. Pharma-
cologic treatments,®® cognitive-behavioral therapy,®’
exercise,’” and (perhaps) music®® have all been found
effective to treat insomnia. The CDC recommends
some simple habits to improve sleep quality, known
as sleep hygiene. These habits include going to bed
and getting up at the same time consistently, being
in bed at least 7 hours, keeping sleeping areas com-
pletely dark, and removing electronic devices from
sleeping areas.®” Providing this kind of sleep educa-
tion for those clients who report poor sleep seems
most feasible in an ambulatory patient encounter.

Sleep hygiene counseling and screening for most
sleep disorders are topics that have not yet been ad-
dressed by the USPSTF. No recommendation gives a
grade on whether counseling on sleep habits is likely
to result in a change in behavior, or, more to the
point, better health outcomes. The USPSTF provides
an I grade recommendation for screening for sleep
apnea and does not makes recommendations for
screening for other sleep disorders.®® This does not
mean that neither screening nor counseling helps
patients with sleep-related issues. Rather, it means
that the clinician who wishes to screen for sleep
duration, sleep quality, sleep apnea, or other sleep
disorders, or who wishes to counsel about this topic
routinely, does so without the support of a recom-
mendation based on strong evidence. If better evi-
dence were available, would it show that counseling
on this topic is, like counseling on diet and physi-
cal activity, a grade C recommendation, apparently
addressing something most people already know?
Or, would sleep counseling turn out more like to-
bacco cessation, a grade A recommendation, where
talking about it at an encounter has been found to
help? Does screening constitute a good use of clini-
cal time? There is not yet enough evidence to guide
healthcare providers. It is up to clinicians to decide
whether to discuss these interventions, perhaps
based on the individuals or populations they serve
and the amount of time they have in an encounter.
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Rapidly Changing Situations

Occasionally, evidence does not keep up with a
changing situation. In those cases, clients depend on
the expertise of their clinical providers more than
ever to help interpret the data from myriad sources,
not all of them trustworthy. COVID-19 provides a
recent example of this situation.

The SARS-CoV-2 virus was novel enough
that treatment for infection with it was diffi-
cult to design,”” and both community-based and
hospital-based infection reduction measures were
hard to establish.”"”* Initial death rates were aston-
ishing and terrifying, both in the United States’ and
globally.”* The speed with which several versions
of a vaccine against the virus were designed and
produced was unprecedented.”” This very quickly
changing clinical picture made it challenging to ad-
vise individuals about health promotion choices re-
lated to the virus. When the first COVID-19 vaccine
became available in December 2020, the data were
not clear about whether vaccination was the best
choice for pregnant persons. COVID-19 in preg-
nancy was extremely dangerous, but the vaccine
was not initially tested on this population.” Indi-
viduals had to decide what was more dangerous, the
possibility of contracting the infection and its pos-
sible sequelae or the possible effect of the vaccine
on the fetus or the pregnancy. Clinicians could not
provide clear data to answer these questions.

In terms of advising a client, this presented a
similar problem to the dilemma of conflicting of-
ficial recommendations, although the issue was
changing data in the case of COVID-19 vaccines.
Individuals knew that no official recommendation
had been issued for vaccinations for pregnant per-
sons and no studies had been done in this popu-
lation. Some persons might want to simply follow
their clinician’s recommendation. Some might ask
for information and make their own decision. Most
persons will fall somewhere in between. The main
difference between this and other situations involv-
ing ambiguous recommendations is that the mid-
wife has a clinical responsibility to stay current in a
rapidly changing situation and be ready to pass on
high-quality information and give its source.

Health Promotion Topics

Actual Causes of Death

Year after year, the leading causes of death in the
United States include heart disease, cancer, and ac-
cidents.”® But, for decades, scholars have explained
that these causes of death—that is, what appears

on death certificates—are not the actual causes of
death. In 1979, the U.S. Surgeon General publicized
findings that behavior (50%) and environment
(20%) had a much larger effect on health outcomes
than clinical services (10%) or genetics (20%).”
In 1993, the Journal of the American Medical
Association published a landmark study on the
“Actual Causes of Death in the United States,”
which showed the top three to be tobacco use, diet
and physical activity, and alcohol use.”® By this, the
authors meant that these modifiable behaviors were
the actual causes of death, not what was directly
reported on death certificates. As they pointed out,
tobacco, diet, exercise, and alcohol are all impli-
cated in heart disease and cancer, and alcohol is a
prime etiology in injury deaths. These findings were
replicated 7 years later.”” Currently, opioids might
find a place in the top three actual causes of death.

Both of the reports stressed the importance of
preventive services, such as health promotion over
curative treatments. An exception may be opioid
deaths, which are fueled by a complex lack of mental
health treatment resources as well as a lack of sub-
stance use disorder treatment facilities. Fortunately,
these issues can be addressed with evidence-based
interventions throughout the continuum of care
provided by midwives.

Tobacco

For the last three decades, scholars have recognized
tobacco as the major cause of preventable mortality
in the United States, accounting for about 480,000
deaths annually.®° Tobacco causes death through its
close links to cancers, cardiovascular and respira-
tory diseases, and diabetes, and it causes other lethal
and nonlethal conditions as well.®* Although the
prevalence of adult smokers has decreased since the
1990s,%” an estimated 19% of adults in the United
States use tobacco products currently.’’ The vast
majority of adult cigarette smokers started before
they were 18 years old, making prevention among
children particularly important.

Electronic cigarettes are a source of new concern
in tobacco addiction. Most e-cigarettes contain nic-
otine, which is the addictive substance of cigarettes
that can damage the developing brain of adoles-
cents.?! There is substantial evidence that e-cigarettes
are addictive.® Since the 1990s, youth have smoked
fewer cigarettes, but their use of e-cigarettes has in-
creased.?! Use of e-cigarettes in youth is associated
with smoking cigarettes in adulthood.® In addition,
the delivery system of e-cigarettes, vaping, has been
associated with lung injuries.®®
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Recommendations are available for both to-
bacco prevention cessation and prevention. For
children and adolescents, the USPSTF provides a
B-grade recommendation to counsel against initia-
tion of tobacco use, but an I-grade recommendation
to screen for use and counsel on cessation.®> The
USPSTF gives its only A-grade counseling recom-
mendation on tobacco: It calls for screening adults,
including in pregnancy, about tobacco use and pro-
viding counseling on cessation to those who do.®* It
advises the use of the “5 A’s” and a menu of other
approaches to counsel adults about cessation of to-
bacco use. This includes physician or nurse advice,
phone- and mobile app-based advice, counseling,
and pregnancy-specific advice.

Although brief, individual counseling alone can
be effective for tobacco cessation, longer-term coun-
seling interventions and pharmacotherapy achieve
the best results.®* To achieve the best results, the
brief intervention of the 5 A’s will lead to referral for
at least four to eight counseling sessions, along with
use of pharmacologic agents such as bupropion hy-
drochloride sustained release, nicotine replacement,
or varenicline. Many states have websites and tele-
phone resources with information on where to get
free pharmacotherapy and counseling (see the Re-
sources section at the end of the chapter).

Healthy Weight, Diet, and Physical Activity

Obesity is a severe problem for the United States,
which affects more than 40% of adults®® and almost
19% of children and adolescents. Obesity is associ-
ated with serious conditions, including heart disease,
type 2 diabetes, respiratory diseases, and cancer as
well as increased mortality.®¢ Evidence indicates that
increased physical activity and dietary changes can
reduce both weight and the risk of the conditions
associated with obesity.*® See the Skillful Communi-
cation to Mitigate Clinician Bias appendix for an in-
depth discussion of how to counsel with sensitivity.

The USPSTF provides B-grade recommenda-
tions to screen for obesity and offer referrals for com-
prehensive behavioral interventions to lose weight
to obese children, adolescents, and adults.®®*” These
recommendations call for comprehensive behavioral
interventions, lasting 1 to 2 years, often with core
phases followed by support phases. For overweight
adults, the recommendation is to “individualize the
decision to provide or refer to behavioral counsel-
ing.” For children, evidence suggests intensive in-
terventions that last 2 to 12 months, shorter than
for adults, but still over an extended course. These
recommendations offer the opportunity to employ
the 5 A’s, which include assisting and arranging for
these more intensive counseling interventions.

For adults with cardiovascular risk factors, the
USPSTF provides a grade-B recommendation to
counsel individuals to consume a healthful diet and
engage in physical activity.®® This recommendation
defines risk for cardiovascular disease as adults with
hypertension, dyslipidemia, or multiple risk factors
leading to a 10-year risk equal to or higher than
7.5% using a risk assessment tool such as the Pooled
Cohort Equations.* The intervention recommended
is to counsel the individual to eat a diet low in sat-
urated fats, salt, and sugar and high in fruits, veg-
etables, and whole grains. Counseling for physical
activity should encourage the individual to engage in
90 to 180 minutes of moderate to vigorous physical
activity over the course of a week. After that, individ-
uals should be referred to more intensive counseling,
with one-on-one time with a trained counselor over
time. Family members may be included. Again, the
5 A’s may be beneficial in an encounter of this sort.

The USPSTF recommendation for counseling
on healthy diet®® refers clinicians to federal guide-
lines on diet as an appropriate counseling resource
(Figure 4-2; also see the Resources section). These
guidelines suggest that individuals “start simple”
by using the “MyPlate” tool, and offer some simple
suggestions to increase their intake of fruits, veg-
etables, and whole grains and vary their sources of
proteins. MyPlate tools include the use of the info-
graphic shown in Figure 4-2 and smartphone ap-
plications that help with grocery shopping and meal
planning. The Dietary Guidelines for Americans™
go into more detail on how to achieve these behaviors,
such as paying attention to portion size. (See the
Nutrition chapter for further discussion.)

Counseling should also include encouragement
of physical activity.®** In addition to helping in-
dividuals maintain a healthy weight, it has many

4 )
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Figure 4-2 MyPlate symbol of the five good groups.
Used with permission. MyPlate graphics. https:/Awvww.myplate
.gov/resources/graphics/myplate-graphics.

© Jones & Bartlett Learning, LLC. NOT FOR SALE OR DISTRIBUTION.



CHAPTER 4 Health Promotion Across the Lifespan 141

other health benefits, such as bone health, cognition,
protection against cancer, improved perinatal out-
comes, fall reductions in the elderly, reduced mor-
tality, and improved quality of life.”"*> The Physical
Activity Guidelines for Americans provide goals for
people of different ages and with different condi-
tions, including pregnancy, as well as some guidance
for behavior change in this area.””

For adults of healthy weight without cardio-
vascular risk factors, the USPSTF does not recom-
mend routinely discussing healthy diet and physical
activity, a C-grade recommendation.”® This seems
counterintuitive to many clinicians. Doesn’t an an-
nual examination offer the opportunity for exactly
that sort of discussion of healthy habits such as diet
and exercise? The review for the recommendation
presents evidence that unsolicited advice on diet and
exercise provided in clinical encounters does not re-
sult in lasting changes in diet or exercise. However,
midwives should provide such information to indi-
viduals who request it.

Alcohol and lllicit Drugs

The United States has a “serious substance misuse
problem”—that is, a problem with “the use of alco-
hol or drugs in a manner, situation, amount, or fre-
quency that could cause harm to the user or to those
around them.”**?"1) In 2019, 26% of U.S. adults re-
ported binge drinking in the previous month.” Ap-
proximately 5% (14.5 million persons) of all people
in the United States 12 years and older have alcohol
use disorder, including 2% of all adolescents. About
10% of U.S. children live with a parent who has alco-
hol use disorder.”® Among persons 12 to 20 years old,
approximately 2.2% report heavy alcohol use in the
past month.”” Emergency department visits have been
on the rise and 19% of them are related to alcohol.”®
Annual mortality due to alcohol is about 95,000
persons in the United States.” Alcohol consump-
tion, sometimes even small amounts, contributes to
morbidity and mortality from both intentional and
unintentional injuries including suicides.”” In 2019,
alcohol contributed to the 85,688 deaths from liver
disease that occurred in the United States.” It also
increases the risk of some cancers,'” heart disease,
depression, and stroke,” as well as fetal alcohol syn-
drome if used in pregnancy.”> U.S. alcohol-related
mortality doubled between 1999 and 2017.1%!
Substance misuse involving illicit drugs and
prescription medications in the United States is as-
sociated with an equally bleak picture. Similar to
the case with alcohol, individuals driving under the
influence of drugs'®* have an increased risk of in-
tentional and unintentional injuries.”* The rate of

opioid overdose mortality in particular has sky-
rocketed over the two decades, increasing 345%
between 2001 and 2016, from 33 to 131 deaths per
million population.!®® Rates have continued to rise
in more recent years, with adults between ages 25
and 45 most likely to die of this cause.'™*

Evidence supports screening adults for “risky
or hazardous” drinking and then providing “brief
behavioral interventions” as indicated in a pri-
mary care setting, a B-grade recommendation.'®’
The screening tools recommended are short—
one to three questions. One recommended tool is
the Single Alcohol Screening Question (SASQ). A
“yes” response can indicate a significant alcohol
use disorder. The abbreviated Alcohol Use Disor-
ders Identification Test—Consumption (AUDIT-C)
has 10 questions, but only the first three apply to
alcohol consumption (see Table 4-9 and the Re-
sources section). Scores range from 0 to 12, with
the cut-off for a positive screen being a score of 4 or
greater in men and a score of 3 or greater in women.

Table 4-9 Screening Questions for
Unhealthy Alcohol Use

Single Alcohol Screening Question (SASQ)'”?

A single-question screener: “How many times in
the past year have you had five or more drinks in a
day (for males) or four or more drinks in a day (for
females)?”

Alcohol Use Disorders Identification
Test-Consumption (AUDIT-C)'%®

1. How often do you have a drink containing
alcohol?

Never = 0, monthly or less = 1; 2—4 times/month
= 2: 3-4 times/week =3; >4 times/week = 4

2. How many drinks containing alcohol do you have
on a typical day you are drinking?
0-2=0,34=1,5-6=37-9=3>10=4

3. How often do you have x (5 for males; 4 for
females and for males older than age 65) or more
drinks on one occasion?
Never = 0, monthly or less = 1; monthly = 2,
weekly = 3; daily or almost daily = 4

Based on Smith PC, Schmidt SM, Allensworth-Davies D, Saitz R.
Primary care validation of a single-question alcohol screening test.
J Gen Intern Med. 2009;24(7):783-788. doi:10.1007/511606-009
-0928-6 and Bush K, Kivlahan DR, McDonell MB, Fihn SD, Bradley
KA. The AUDIT Alcohol Consumption Questions (AUDIT-C): An
effective brief screening test for problem drinking. Ambulatory
care quality improvement project (ACQUIP). Alcohol Use Disorders
Identification Test. Arch Intern Med. 1998;158(16):1789-1795.
doi:10.1001/archinte.158.16.1789.
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Many clinicians use the Cut down, Annoyed, Guilty,
Eyeopener (CAGE) tool, but it does not detect as
wide a range of risky alcohol behaviors.!® Both
SASQ and AUDIT-C are supported by evidence that
suggests they are effective in identifying unhealthy
alcohol behaviors in adults.

Using the 5 A’s to help individuals who screen
positive for unhealthy alcohol use to find an
evidence-based program fits well into the primary
care role of midwives. For those individuals who
screen positive, the USPSTF recommendation de-
scribes several evidence-based approaches to brief
interventions that have evidence supporting their
potential for reducing unhealthy alcohol behav-
iors in adults.!® Many of these interventions are
available on the Internet. Their time commitment
is often from 30 minutes to 2 hours. Effective pro-
grams include such strategies as normative feedback
(explaining how an individual’s behavior fits in
with recommended norms), personalized feedback,
cognitive-behavioral therapy, diaries, action plans,
and coping strategies.

The USPSTF did not find sufficient evidence for
other counseling recommendations related to alcohol
misuse and illicit drug use. Notably, the USPSTF is-
sued an I-grade recommendation regarding screen-
ing and counseling adolescents on alcohol misuse.'%
The reviewers cited a dearth of studies on the out-
comes of these interventions with this population.
Likewise, the USPSTF assigned an I grade to coun-
seling to prevent illicit drug use in children, adoles-
cents, and young adults.'”” Again, reviewers pointed
out that while some programs show promise, there
is an overall lack of evidence for their effectiveness,
particularly in terms of the need for replication stud-
ies. In addition, inconsistency in the outcomes mea-
surements made results hard to evaluate. Finally, few
studies addressed both benefits and harms, particu-
larly legal and social harms.

While the USPSTF does not recommend screen-
ing and therefore any screening tool for illicit drug
use, some tools have been studied and validated.
The Substance Abuse and Mental Health Services
Administration recommends use of the National In-
stitute on Drug Abuse’s (NIDA’s) modified ASSIST
questionnaire.''»!"" The Drug Abuse Screening
Test is another screening interview tool for pri-
mary care settings with some evidence to support
it'1? (see the Resources section). Remember that the
decision on whether to screen should incorporate
more considerations than just the strength of the
tool. When making practice-specific screening deci-
sions, always return to the characteristics of a good
screening program.

Reproductive Life Planning

Reproductive life planning (RLP) is a topic for
health promotion that midwives frequently address.
The Preconception Care appendix provides detailed
preconception and interconception planning infor-
mation, which addresses a part of RLP. A few of the
lessons about health promotion counseling for RLP
are highlighted here.

RLP and preconception care gained national
attention in 2006 when the CDC issued a report
supporting the intervention and giving 10 related
recommendations.!'® The report explained that “a
reproductive health plan reflects a person’s inten-
tions regarding the number and timing of pregnan-
cies in the context of their personal values and life
goals. This health plan might increase the number of
planned pregnancies and encourage persons to ad-
dress risk behaviors before conception, reducing the
risk for adverse outcomes for both the mother and
the infant.”'!® In this report and in subsequent arti-
cles responding to its call, the topics of RLP and pre-
conception care appeared together, at times almost
interchangeably.!'*!'® The idea was to encourage
individuals to plan whether to have children or not,
and to get the appropriate care for that decision,
either preconception or contraception care.

Callegari and colleagues struck a different note,
calling for a more person-centered approach.'?’
They pointed out that not all individuals with child-
bearing potential have the same perspective on
pregnancy planning: “Researchers in social science
and medicine have long challenged the assumption
that pregnancy intention is dichotomous and have
suggested that, instead, it is a continuum shaped
by a complex set of personal, social, and cultural
factors.” 11?139 Insisting that individuals decide
on a definitive RLP at one point in time could hurt
the clinical relationship, impair the understanding
of information, evoke a sense of shame, or misdi-
rect counseling. These authors recommend using
open-ended questions, collaborating on strategies,
recognizing that some individuals do not consider
an unintended pregnancy a failure, and avoiding
assumptions and judgments. Cultural humility and
an assessment of the stages of change can be used
productively here.

Both the CDC recommendations and Callegari
and colleagues’ approach are based on evidence, yet
they came to different recommendations about RLP.
The CDC looked at what is known about behaviors
to improve outcomes. Callegari’s group looked at
qualitative and psychological data on responses to
pregnancy and advice by persons assigned female at
birth. It is important to keep in mind that evidence
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used to recommend a health behavior can come
from differing perspectives and needs to be applied
to an individual patient and an individual setting.

Screening Exams

The screening or annual examination may be the
most familiar health intervention we know. This ex-
amination is not initiated based on a specific health
concern; it consists entirely of health promotion.
This encounter often contains all the components
taught to students as the basic physical examina-
tion: heart, lungs, reflexes, skin, pelvic examination,
and so on. The usefulness of this kind of physical
exam has been questioned for decades.!?’ Rigor-
ous testing in 17 randomized, controlled trials has
not supported that it saves lives by reducing total
mortality, cancer mortality, or cardiovascular mor-
tality.!?! When these data first began appearing,
some sources pointed out that periodic visits may
promote relationships between clinicians and con-
sumer, and this relationship also has importance in
treating health conditions.'*

The health promotion encounter does not have
to be a complete screening physical examination.
It often has been replaced by an encounter that in-
cludes more counseling and partnership, which can
help develop the clinician—patient relationship. The
most common interventions in a health promotion
encounter include interviews, screening and lab
tests, counseling, immunizations, and preventive
medications. ACOG recommendations for a well-
ness visit and the adolescent first reproductive visit
promote mainly counseling on recommended top-
ics.!?124 Not all patients are comfortable with this
counseling-focused approach, which omits much of
the physical exam and routine blood tests, or feel it
is worth their time.!*® Nevertheless, evidence indi-
cates that a counseling-focused approach offers the
most effective use of clinical time, and it leaves in-
dividuals with more information to take home and
use between visits.

Social and Structural Determinants
of Health

The ecological model described earlier in the chap-
ter (Figure 4-1) makes clear to clinicians the risk and
protective factors that are sometimes invisible in the
examining room—that is, the social and structural
determinants of health (SDoH). SDoH are “the con-
ditions in which people are born, grow, work, live,
and age, and the wider set of forces and systems

shaping the conditions of daily life.”'*® Starting in
the 1970s,”” and reinforced since then,’® data have
shown that SDoH have far more influence on health
outcomes than does clinical care, with the environ-
ment estimated to be responsible for approximately
50% of the effect on outcomes and health care only
approximately 10%. As time passes, increasing im-
portance continues to be attributed to the effects of
SDoH—not just on individuals’ outcomes, but also
on broader health inequities. The Context of Indi-
viduals Seeking Midwifery Care chapter offers more
information on SDoH.

SDoH affect health outcomes and health equity
in many ways. With such clear links drawn to these
outcomes, it is not surprising that all health pro-
fessionals need to learn about SDoH.'?” But, how
does one move from the evidence of the importance
of SDoH to clinical health promotion interven-
tions? This is a question that many have asked in
recent years, including the USPSTF in a very public
way.'?%1%? With few screening tests or counseling
recommendations that address SDoH, the USPSTF
analyzed barriers and opportunities in making such
recommendations, as well as an analytic framework
for moving forward.'*

This framework subjects screening tests for
SDoH to the same conditions as any other screening
program, asking the same questions. The following
is an expansion of the questions in this framework
using the evidence from the USPSTF evidence report
for screening for intimate partner violence (IPV) as
an example.'* Note all studies reviewed did not dis-
tinguish gender identification, and the report uses
the terms “women” and “men.”

1. Overall, the program recommended must
show the characteristics of any screening
program—that is, does the program result in
improved quality or length of life for a popu-
lation that participates in it? As noted previ-
ously, there are many aspects to consider for
a universal screening, although IPV is more
complex than most screenings because this
problem includes both intergenerational and
interpersonal aspects.!*! The USPSTF report
identified four studies of screening among
adult women followed by brief counseling,
with no differences found in health or qual-
ity of life at 3 to 18 months.

2. Does the test accurately screen for an im-
portant SDoH in a population of sufficient
prevalence? The USPSTF recommendation
reports that 36 % of women and 33% of men
experience IPV in their lifetime, establishing
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its importance. If midwives screen for IPV,
does sufficient evidence show that a positive
finding affects health outcomes? The recom-
mendation statement reported three studies
of ongoing (not brief) interventions that re-
sulted in positive health outcomes.

3. What are harms associated with the test, and
do they outweigh the benefits? The USPSTF
statement included data on harms from
screening in the section on research needs
and gaps, so the statement did not meet this
condition.

4. TIs there treatment available to participants
in the program? For example, if midwives
screen for IPV, can they refer their clients to
support programs? The USPSTF statement
reported on programs that work. Several
masked studies were cited in the statement
showing that brief counseling did not make
any difference. If a given agency does not
have access to any programs, then screen-
ing should not be carried out. Instead, work
should be done at the community level to
develop programs.

5. What are the harms associated with treating
the condition, and do they outweigh the ben-
efits? Several studies were cited in the USP-
STF statement indicating that screening did
not seem to result in harms.

6. Is the treatment effective? As mentioned ear-
lier, studies were reported in the statement
that found longer-term treatments were ef-
fective, but not brief interventions.

7. Does an improvement in intermediate out-
comes lead to improved health outcomes in
the long term? The USPSTF statement sum-
marized the randomized controlled trials in-
cluded in the systematic review and found
small improvements in only the perinatal
programs, which were of longer duration.
Brief interventions did not show differences
in outcomes, for either pregnant or nonpreg-
nant women.

This framework provides a good starting point
for integrating SDoH into the USPSTF recommen-
dations. It does well at applying the principles of
screening tests, though it does not explicitly address
issues specific to bringing SDoH into primary care.
The USPSTF plans to address SDoH only when they
are modifiable and only when they are modifiable
by interventions by individuals. For example, the

USPSTF considers that community-based interven-
tions (such as initiating an IPV support program) do
not fall within the purview of the primary care pro-
vider. Sixteen existing recommendations have been
identified, and new SDoH risk factors that meet those
criteria could be reviewed for recommendations.'*’

Population-Based Health Promotion

Health Equity

With examination of the SDoH model (Figure 4-1),
the need for population-based approaches to health
promotion becomes glaringly obvious. Healthcare
services directed toward individuals have an im-
portant role to play. Yet, the many other SDoH are
where individuals spend most of their lives and have
an enormous impact on their health. These condi-
tions can be made better by interventions with a
population focus.

Health inequity is a health issue that is revealed
at the population level: “avoidable or remediable dif-
ferences among groups of people [emphasis added],
whether those groups are defined socially, economi-
cally, demographically, or geographically.”’¥* As
a result, recommendations to reduce or eliminate
health inequities tend to center on interventions
at the system or population level. For example, a
landmark report from the Institute of Medicine on
healthcare inequities, Unequal Treatment,'3*> made
20 recommendations, only one of which can be im-
plemented by a clinician in their individual practice.
The rest require implementation at the system level.

U.S. Preventive Services Task Force

The USPSTF began to review systematically both its
processes for developing recommendations and the
content of its published recommendations in light
of the long-standing history of systemic racism and
resulting health inequities affecting Americans of
color.'** It found that while health disparities in risk
factors or outcomes were frequently mentioned in
the recommendation statements, the etiologic role
of racism, which is well established in the literature,
was mentioned in only one of these statements. Rec-
ommendations are applied to the general popula-
tion, even when the studies with which evidence was
developed included study participants who were not
representative. As an example, only 1 out of every
7 people in the studies supporting a recommenda-
tion may be a person of color and only 1 out of the
7 may be a woman, yet the population targeted by
the recommendation may be predominantly people
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of color and perhaps 4 out of 7 are women.'** Al-
though evidence frequently does not include studies
that included a range of races and ethnicities in their
samples, few statements call for more research to
fill this gap in evidence. Answers to key questions
for the Social Risk and Needs Framework should
facilitate the development of recommendations that
incorporate knowledge related to racism and its ef-
fect of the specific recommendation. One change
planned at the USPSTF is to consistently address the
representativeness of evidence in statement sections
on gaps in evidence.

In the report’s findings, the USPSTF identified
several changes for future work.!** It will use health
equity frameworks to guide its work, prompting
systematic incorporation of evidence on racism
into reviews. In addition, it plans to use more con-
sistent language to describe race, ethnicity, and
culture. There are also ongoing efforts to foster a
culture of diversity in membership, leadership, and
values. Health equity will be added to the values
used when considering new topics. The USPSTF
plans to pilot inclusion of evidence for how recom-
mendations may work differently in different popu-
lations or systems as part of its reviews. Statement
sections on gaps in the evidence will be enhanced to
address when evidence does not have a diversity of
research study participants. Several new ideas are
under consideration to address which populations
were included in studies of the interventions. All of
these changes were introduced by USPSTF in 2021
for pilot testing.

Midwifery Contribution

Individual midwives can take many actions to join
with others to promote health on the population
level, which can have effects at the local, state, and
national levels. Not only do midwives care for each
individual and family ethically,’*>"137 but they also
enter into a social contract, agreeing as a profession
to protect the public.!*® There are many ways to do
this, incorporating the preferences and skills of each
midwife.

Local Level

At the local level, midwives can undertake quality
improvement processes to ensure their provision of
care is consistent with the relevant evidence. Quality
improvement plans are aimed at improving the qual-
ity of care for all patients. However, they may unin-
tentionally increase gaps in health outcomes.'* This
can occur if the improvement plan uses approaches

that are more effective among advantaged versus
less advantaged populations.'*” Therefore, it is es-
sential that plans consider all populations whom
they serve and the characteristics of these popula-
tions, so culturally and linguistically appropriate
approaches are used.

Speaking at hearings offers an avenue for local,
population-based health promotion. Nurses and
midwives are trusted by the public and can use that
trust when speaking publicly. Speaking at school
board meetings, serving as an expert source for lo-
cal organizations, and asking parents to provide
healthy snacks for their children at school also all
provide examples of population health promotion
at the local level.

Community-based health promotion opportu-
nities also present themselves in local agencies. Ser-
vice to a health agency (hospital, birth center, clinic)
to improve clinical protocols or on other commit-
tees offers an avenue of local work to promote
health. Many midwives work in community orga-
nizations, carrying out community-based interven-
tions for families, rather than clinical care.

State Level

At the state level, avenues of population-based
health promotion also abound. Service to the state
affiliates of ACNM, the Midwives Alliance of North
America, or other professional organizations can
promote health by improving professional practice.
Service on the board of nursing or midwifery, board
of health, or maternal mortality review board of-
ten has an important influence on the health care
delivered within a state. Many states have commit-
tees implementing safety bundles in hospitals, often
focused on maternal mortality. The ACNM website
has an advocacy section that details challenges and
opportunities for improving the practice environ-
ment for midwives by state.

National Level

Naturally, the national level has an even bigger ef-
fect on health. A variety of national entities welcome
professional volunteers, such as The Joint Commis-
sion (for healthcare quality), the Accreditation Com-
mission for Midwifery Education (for midwifery
education quality), the National Quality Forum (on
healthcare quality'*’), the USPSTF, and ACIP. Pro-
fessional organizations organize member participa-
tion in lobbying efforts at the national level, such
as occurred with a 2018 law that funded maternal
mortality review boards across the nation.!'*!
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Conclusion

Health promotion focuses on shared decision mak-
ing and person-centered care, making it consistent
with midwifery philosophy. Health promotion
clinical interventions tend to fall into the primary
and secondary levels of preventions. The compo-
nents of a clinical health promotion encounter are
counseling, screening, preventive medication, and
immunization. While the evidence is sometimes
contradictory or insufficient, guidelines for good

Resources

counseling can enable clinicians to better help
their clients. Today, screening exams have fewer
physical exam components than they once did, but
offer more opportunities for shared decision mak-
ing. Social determinants of health represent a new
area of screening and counseling. Health promo-
tion at the population level might seem daunting,
but health equity and obligations to the profes-
sion and the public require midwives to take the
broader perspective and protect the public good at
many levels.

Issue Organization

General health
promotion

Initiative
(AAFP)

(CDC)

Promotion Practice

Services (DHHS)

Women's Preventive Services
Initiative (WSPI)

Addictions Centers for Disease Control

and Prevention (CDC)

(CDCQ)
Food and Drug Administrion (FDA)

National Institutes of Health (NIH)

Services (DHHS)

Services Administration (SAMHSA)

Services (DHHS)

ACOG Well-Woman Preventive Services

American Academy of Family Practice

Centers for Disease Control and Prevention

Guide to Community Preventive Services

Theory at a Glance: A Guide for Health

U.S. Department of Health and Human

U.S. Preventive Services Task Force (USPSTF) Preventive health services graded recommenda-

U.S. Preventive Services Task Force (USPSTF) Mobile device application for USPSTF

Centers for Disease Control and Prevention

U.S. Department of Health and Human

Substance Abuse and Mental Health

U.S. Department of Health and Human

Description

Recommendations on well-women care, including
the Well-Woman Chart

AAFP review of USPSTF clinical preventive services
recommendations

Complete listing of risk reduction, evidence-based
interventions

Community-based preventive services recommen-
dations based on systematic reviews

Review of health promotion-related theories
compiled by the National Cancer Institute

Healthy People 2030 database of evidence-based,
community-based, health promotion interventions

tions based on systematic reviews

recommendations

Publishes and updates clinical preventive
guidelines for women every five years

Manual for clinicians planning to implement a
brief intervention for risky alcohol use

Screening tools for alcohol abuse

The Real Cost Campaign; resources for tobacco
prevention and cessation

Tobacco quit lines and other tobacco addiction
resources

DAST drug screening tool

NIDA-modified ASSIST drug screening tool

Smoke-Free Women: smoking-cessation resources
for women
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Issue Organization

Cervical cancer American Society for Colposcopy and
Cervical Pathology (ASCCP)

Diet U.S. Department of Agriculture (USDA)

Genetics National Institutes of Health (NIH), National

Human Genome Research Institute (NHGRI)

Group B Streptococcus ACOG Committee Opinion with ACNM
(GBS) screening and AAP

Immunization Advisory Committee on Immunization
Practices (ACIP)

Advisory Committee on Immunization
Practices (ACIP)

Sage Working Group on Vaccine Hesitency

Intimate partner Centers for Disease Control and
violence (IPV) Prevention (CDC)

Motor vehicle safety ~ Centers for Disease Control and Prevention
(CDQ)

National Highway Traffic Safety
Administration (NHTSA)

Physical activity Centers for Disease Control and
Prevention (CDC)

U.S. Department of Health and Human
Services (DHHS), Office of Disease Preven-
tion and Health Promotion

Reproductive life March of Dimes
planning
Sexual violence Centers for Disease Control and

Prevention (CDC)

Shared decision Agency for Healthcare Research and
making Quality (AHRQ)

Ottawa Hospital Research Institute

Description

Cervical cancer screening guidelines

Dietary Guidelines for Americans, dietary guideline
information and resources, including infographics,
apps, and reports

Genetic counseling services and resources
for clinicians and women

Regularly updated guidelines on GBS screening
in pregnancy

Immunization recommendations across the
lifespan

Vaccine Schedules webpage

Report on factors creating vaccine hesitancy and
how to create social norms to accept vaccination

Facts, screening, and programs related to IPV

Information about child safety seats for clinicians
and parents

Seat belt recommendations during pregnancy

Physical activity guidelines for individuals across
the lifespan; resources for clinicians and women,
including strategies for overcoming barriers

Physical activity guidelines for different age
groups, benefits, and behavior change strategies

Comprehensive interactive resources for
individuals considering a pregnancy

Sexual violence prevention strategies

Shared decision-making approach tools and
training

Ottawa Decisional Support Framework tools
and training
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