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Setting the Stage

There is a special relationship that develops between

a clinician and patient, especially in a primary care
setting. The clinician-patient relationship consistently
ranks as one of the most important in the lives of people,
second only to family and friends. In a 2003 study of
relationships and health care, 78% of Americans responded
that their relationships with their doctors were “extremely
important” or “very important” to them." As trusted sources
of health information, clinicians have even more impor-
tance. Doctors and pharmacists were ranked first and
second to Americans as the most important sources of
health information, as trustworthy providers of health
information, and as the sources from whom Americans
would be willing to follow health recommendations and
advice.

As employers continue to struggle with solutions to the
problem of rising health care costs, many are considering
bringing primary care services into the worksite. This
development has implications for worksite health pro-
motion because it potentially provides a quite different
approach to health promotion for working populations. In
this issue of The Art of Health Promotion, we examine the
potential of a “trusted clinician” approach as a method of
providing health promotion in work settings.
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What is a Trusted Clinician?

Patients base trust in their clinicians on the belief that they
are honest and competent, will act in their patients’ best
interests, and preserve their patients’ (:()nfidentiality.2
Patients look to their primary care physicians or other
trusted clinicians, such as a nurse, therapist, physician
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assistant, nurse practitioner, or pharmacist, as sources of
reliable information and advice, for care when they are
sick, and as advocates for their health and well-being.
Americans’ confidence in physicians exceeds that of other
societal leaders including those from government, industry,
financial, and religious sectors. This confidence and trust in
physicians specifically extends to even the most sensitive
and personal health data such as genetic information. A
2007 study by the Johns Hopkins Genetics and Public
Policy Center found that 86% of 1199 adults surveyed
trusted their doctors to have access to their genetic test
results compared with only 66% trusting genetic research-
ers and less than 25% trusting either their health insurers
or employers with this information.?

Primary care is usually a patient’s first point of contact
with the health system. For some groups, particularly
chronically ill patients, minorities, and lower-income
Americans, a strong trusted clinician relationship is crucial
to obtaining needed health services that otherwise might
not be received.* Primary care is defined by the Institute of
Medicine as “sustained partnerships” with essential attri-
butes of comprehensiveness, coordination, and accessibil-
ity.5 Much has recently been written about the concept of
the “medical home.”*"" This concept refers to the place
where the individual receives his/her primary health advice
over time. The sustained nature of primary care, more
frequently referred to as continuity of care, is what helps
the trusted relationship develop. Clinicians come into direct
and intimate contact with people during their most
vulnerable moments and help them resolve health chal-
lenges. Over time, a bond can be formed that affects not
only the patient but also the provider, as each must trust the
other to comply with their respective roles in ensuring the
patient’s personal health and well-being.

Beyond the intrinsic value that important relationships
play in the lives of humans, the trusted clinician relation-
ship can have extrinsic value because it has been linked to
patient satisfaction, adherence to treatment, continuity of
care with the same physician, and improved health."" This
important, trusted relationship can potentially lead to
effective communication and can provide the emotional
nurturing that is often just as important as physical care in
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improving health and producing better clinical outcomes.'?
Trusted clinicians are in a unique position that can actually
alter patients’ perceptions about their health and increase
feelings of self-efficacy, empowering and motivating pa-
tients to engage in health-promoting behaviors that in turn
improve health and can reduce risks of developing other
conditions. Although there are other health providers and
programs, such as telephonic disease management, health
coaches and advocates, and web-based health tools, that
also have the ability to promote healthy behaviors, these
providers and programs do not typically supersede the
trusted clinician relationship. Rather, these providers and
programs serve to augment and support, but not replace,
the trusted clinician-patient relationship that helps estab-
lish the “medical home.”

The Trusted Clinician and
Prevention-oriented Care

The importance of the trusted clinician has been demon-
strated in patient acceptance and receipt of preventive
services that promote health or protect against further
declines in health. Although the percentage of the U.S.
population who receive evidence-based clinical preventive
services has improved over the past 10 years, goal levels
outlined in Healthy People 2000 have yet to be attained."
Trusted clinicians deliver health promotion/disease
prevention messages on three levels: Primary, secondary,
and tertiary prevention. Primary prevention measures, such
as immunizations and wellness counseling to promote safe
and healthy lifestyles or precursors to illness and/or injury,
are designed to prevent disease. An example of the latter is
counseling to eat more fruits and vegetables or to always
wear a seatbelt when riding in a motor vehicle. Primary
prevention is typically considered to be one of the most
cost-effective forms of health care in the long term.
Secondary prevention interventions are designed to detect
and treat asymptomatic persons who already have risk
factors or preclinical disease but who do not yet exhibit
clinical symptoms of the disease or condition. The most
common secondary prevention activities are screenings
such as those done for breast or prostate cancer,
hypertension, or hyperlipidemia. Many of the diseases
targeted by secondary prevention have significant latency
periods in which patients are asymptomatic; however, early
detection can provide for a more favorable and less
intrusive or costly course of treatment. For example, it is
estimated that people with type 2 diabetes carry their illness
untreated for 4 to 7 years before diagnosis.'*'” Screening
by measuring fasting blood sugars could markedly decrease
the amount of time during which the disease is un-
diagnosed. Tertiary prevention is directed at those with
established diseases with the goal of restoring the patients to
the highest level of functional health possible, minimizing
the negative effects of the disease and preventing compli-
cations. Examples of tertiary prevention include promoting




compliance to treatment and disease management programs
for chronically ill patients. At each point of prevention,
patients are more likely to obtain needed care and then
comply with recommendations or treatment plans when
they have a strong relationship with their trusted clinicians.

Trusted Clinicians Can Contribute
to Behavior Change

Many studies have demonstrated that trusted clinicians can
have positive impacts on changing behaviors. In addition,
the ways in which people think and feel about their health
can actually be impacted by interactions with trusted
clinicians. The trusted clinician-patient relationship pro-
motes active rather than passive patient participation in
treatment, a process that has been shown to decrease the
number of limitations on the patients’ functional abilities
and to make the patient part of the medical decision-
making team rather than just a recipient.'” This is
particularly important for patients with chronic diseases
which, by their persistent nature, require patients to
acquire knowledge, skills, and confidence to manage their
diseases on a daily basis.

Whether it is through helping patients change unhealthy
lifestyles and behaviors, early detection, or increasing
compliance to treatment, the direct influence of the trusted
clinician can make an appreciable difference and can
generate tremendous value to patients, their employers, and
society at large.

The Trusted Clinician and
Evidence for Improved
Health Outcomes

The importance of the clinician-patient relationship has
been demonstrated in many areas, including patient
acceptance and receipt of preventive services, smoking
cessation, substance abuse treatment, dietary management
and weight loss, mammography screening, diabetes care,
engagement in disease management programs, and medi-
cation compliance. Although a meta-analysis of the findings
of research is beyond the scope of this article, examples of
selected research findings in these areas are highlighted.
The importance of preventive care is widely accepted,
particularly in the area of immunizations for children.
Christakis et al.'"® found that having a trusted clinician was
associated with timelier measles-mumps-rubella vaccina-
tion of children. Of particular interest is the additional
impact the trusted clinician has on immunizations of less
socioeconomically advantaged children covered by Medic-
aid. The authors of this study have posited that the trusted
clinician who is the child’s regular provider of care is able
to provide timely vaccinations because they have increased
provider-patient rapport. This rapport can make adminis-
tration of the vaccine more feasible in situations in which

parents might otherwise be resistant, such as during an
acute care visit; parental compliance with physician
recommendations is higher when it is their trusted primary
physician making such recommendations. In addition,
provider-patient rapport can actually facilitate well-child
visits. This is because parents are more willing to bring their
child in a nonacute situation to a provider to which they
feel more bonded, and clinicians who see a patient regularly
have more of a stake in the health of that patient which
might promote greater interest in ensuring expeditious
administration of vaccinations. Similar findings with other
types of immunizations have been found as well.'” Certainly
a portion of the relevance of these findings applies to the
care of working adults and their family members.

Despite years of health warnings, legislation to ban
smoking in many public places, and increased tax pressures
on tobacco use, smoking remains a very common habit in
the United States. Recent estimates show that 20.9% of all
adults (45.1 million people) smoke despite smoking being
the major modifiable risk factor for a number of diseases.'®
Trusted clinicians can play a significant role in helping
people quit smoking. Even something as simple as a brief
advice session by a trusted clinician has shown average
cessation rates of 8.4%; with studies of more rigorous
physician advice to quit smoking, cessation rates up to
14.7% have been observed, approximately double the
cessation rates without clinician advice.'” This is potentially
more effective than many other tobacco control policies,
such as increasing federal excise taxes on tobacco, banning
smoking in the workplace, and banning smoking in public
places (e.g., restaurants). In fact, simply diagnosing tobacco
dependence and sharing that information with a patient can
trigger a number of patients to quit smoking especially
when clinicians personalize the patient’s risk factors for
tobacco-associated illness and emphasize the direct benefits
of quitting.”” When patients actually attempt to quit and
seek therapeutic support for cessation, the evidence
suggests that smoking cessation treatment delivered by
clinicians can double typical long-term abstinence rates.?!
Concerns expressed by clinicians about offending patients if
they advise them to quit smoking have been shown to be
unfounded. Rather, most studies show that smokers, even
those with no intention to quit, want to be encouraged by
health professionals to cease using tobacco products.22

Other types of addictions such as alcohol and drug abuse
can also be impacted by the trusted clinician. Reiff-Hekking
et al.”® found that screening and very brief (5-10 minutes)
advice and counseling delivered by a patient’s personal
physician or nurse practitioner as a routine part of a primary
care visit can reduce alcohol consumption by high-risk
drinkers. Alcohol and drug dependence are often chronic
illnesses with relapsing and recurring cycles. As with many
other chronic conditions, such as diabetes and hyperten-
sion, a relationship with a trusted primary care clinician can
have a positive effect on reducing the adverse effects of
alcohol and drug dependence. There is even promising new




research that indicates that the trusted relationship

with a primary care clinician is associated with lower
addiction severity and diminished odds of continued
substance abuse for patients discharged from residential
substance abuse treatment programs.24 According to the
National Health Interview Survey,25 approximately 81% of
adults in the United States have at least one office visit to
a doctor or other health professional each year; therefore,
trusted clinicians have significant opportunities to intervene
and reduce unhealthy behaviors such as addictive tenden-
cies.

Obesity is a major risk factor for many diseases and is
now reaching epidemic levels in the United States. Dietary
management and weight-loss counseling are extremely
important to the ever increasing number of Americans with
chronic disease because obesity not only increases the risk
for developing diseases such as arthritis, cancer, diabetes,
hypertension, and heart disease but also increases the risk
of complications from these diseases. Whereas convincing
people to change their diets and maintain these changes
over time is difficult as demonstrated by the multibillion
dollar weight-loss industry, the advice and support of the
trusted clinician has the potential of a significant effect for
at least some patients, as shown in studies of clinician
influence on patients with chronic diseases making positive
dietary changes to reduce body weight.26

Cancer screenings such as mammography have been
instrumental in reducing death rates for many diseases by
allowing diagnosis during early, asymptomatic stages when
treatment is most effective and least invasive. Having
a physician recommend mammography screening is one of
the most consistent and strongly associated predictors of
screening among women of all income and demographic
groups. However, like immunizations, without the in-
volvement of a trusted clinician, women are much
less likely to have regular mammograms.27 This is
particularly important for minority and low-income
Americans, who are the least likely to be screened and have
higher death rates from cancer. For these groups in
particular, clear, positive messages from trusted clinicians
on the importance of screening for breast, cervical, and
colorectal cancer are the most effective way to ensure that
screening occurs.”®

For patients with chronic diseases, such as diabetes, the
involvement of the trusted clinician has a dramatic effect on
outcomes, patient satisfaction with care, and overall quality
of life. The relationship with a trusted clinician can help
ensure that periodic primary care sessions designed to meet
the complex needs of those with chronic disease are met
and that complications are prevented or delayed.”” The
element of trust between a patient and clinician has been
correlated with improved glycosylated hemoglobin test
results in diabetic patients when controlling for age, sex,
ethnicity, duration of disease, and presence of complica-
tions.> The trusted clinician relationship is also significant
in ensuring that patients have annual: eye exams, foot

exams, at least two blood pressure measures, and lipid
analyses, all important in reducing the devastating effects of
complications from diabetes."

Likewise, the trusted clinician has a tremendous in-
fluence on promoting engagement in disease management
programs designed to educate patients to better manage
their chronic diseases. A recent studyg’1 found that when the
trusted clinician was involved in promoting an integrated
disease management program, engagement rates were three
to five times higher than with traditional telephonic disease
management. Improving the efficiency of contacting and
engaging individuals in disease management programs can
dramatically improve the overall impact of disease man-
agement programs, and a larger number of Americans could
be assisted in successfully managing their diseases.

The trusted clinician is also important in adherence to
medication therapy. Pharmaceuticals are a core component
of most medical care, and patient compliance with
recommendations to take medications varies considerably.
Patients with a high level of trust in their physicians to act
in their patients’ best interests have medication compliance
rates one-third higher than patients who do not share this
trusted relationship with their primary care physicians.**
Even in the case of patients who are initially noncompliant
with medication therapy, another visit to their trusted
clinician is strongly linked with restarting therapy, espe-
cially when the visit is with the physician who initiated the
drug I'egimcsn."53 Medication adherence is affected by
nonphysician clinicians as well. Pharmacists play a signifi-
cant role as trusted clinicians in the area of medication
adherence. This is understandable because pharmacists are
uniquely positioned to educate patients on the importance
of medication adherence, drawing on their expertise in
prescription drugs and their knowledge of patient pre-
scription fill and refill behavior.?*

Maximizing the Benefits of the
Trusted Clinician in the Workplace

The trusted clinician generally plays a vital role in the
health of people everywhere, but what better place to
provide the benefits of the trusted clinician than at the
workplace? There are distinct advantages to having the
trusted clinician at the workplace. In early 2007 Consumer
Reports found that patients want ease of access, availability,
and a caring provider. This is exactly what primary care in
the workplace can potentially offer because the clinicians
are focused on specific populations, only need to un-
derstand either one or a limited number of benefit plans
and formularies, and often are able to spend more time with
patients than clinicians in community settings. Their
patients go to work with their trusted clinician everyday,
potentially increasing the bond between patient and
clinician on a daily basis, unlike community clinicians who
see their patients infrequently.




Trusted clinicians at the workplace also are more likely
to understand the complexities and stresses of the
workforce and can implement specific programs to mitigate
medical issues. This includes company smoking policies,
food management within the cafeteria, fitness programs,
and even modifications in the employer’s health benefit
design.

In addition to increased access to healthcare, workplace
health services are typically available at a lower out-of-
pocket cost to the employee, which can encourage
increased use of preventive services and more timely use of
services for acute conditions. By building a healthcare
relationship with the employee/patient, the trusted clini-
cian can generate value for the employer by changing
behaviors to those which improve lifestyle and increase
compliance to optimal clinical protocols. The trusted
clinician can impact primary, secondary, and tertiary
prevention activities for the workforce at the worksite
through encouragement of lifestyle change, providing
healthcare screening, and increasing compliance with
medical care associated with chronic diseases and condi-
tions. Providing care management through trusted clin-
icians at the workplace potentially produces greater
engagement, guided selection of health services, and
increased behavior change. These, in turn, can
potentially lead to improved productivity and healthcare
outcomes.

Employers are beginning to recognize the potential value
of trusted clinicians at the workplace to address many of the
lifestyle and health problems that reduce the productivity of
their workforce. For instance, employers are becoming
more aware that obesity, lack of physical activity, and
tobacco use adversely affect the health and productivity
of their workforce, which ultimately hurts the
businesses’ bottom line. Employers are also starting to
embrace the idea that health is not a cost—rather, it is an
investment in human capital. Healthy and productive
employees drive business performance; therefore, investing
in health helps control expenses while enhancing human
capital.

As a result, the popularity of workplace primary care
provision has never been higher, with many employers
providing an increasing number of health management
services culminating with full-service primary care and
pharmacy. Worksite health care is potentially emerging as
the point of integration for the gamut of health-related
services employers provide. With services ranging from risk
management (e.g., medical surveillance exams) to workers’
compensation and disability management to population
health programs (e.g., wellness and preventive screening
services), disease management, and health advocacy, having
a trusted clinician who goes to work with you can be an
invaluable asset to both employees trying to find the right
solutions for their medical needs and to the employer who
is trying to provide appropriate levels of services while
managing the attendant costs.

The Role of the Trusted Clinician
in Improving the Quality of Care

Employers are increasingly concerned about the quality of
the care they are purchasing on behalf of their employees
and family members. This is particularly important in rural
areas where community health resources are often limited.
Placing a health center within the workplace manned by
trusted clinicians dedicated to the workforce provides an
employer greater control on the quality of care. For
example, if companies are interested in their employees
benefiting from the use of electronic medical records
(EMRs) or personal health records (PHRs), they could
request that the many primary care doctors who treat their
workers do so or they could place EMRs or PHRs within
workplace health centers and create reimbursement
structures to promote their use. Capturing the majority of
the covered lives within a single primary care practice using
well-trained, trusted clinicians at the worksite can poten-
tially reduce variations in care and advance quality.
Applying system process optimization techniques similar to
the ones used within business such as continuous quality
improvement, Toyota production system/Lean processing,
and Six Sigma can produce benchmark efforts in medical
delivery.35

Beyond the quality of health care delivered directly at
the workplace, leveraging the trusted clinician in referral
management and health advocacy can have significant
downstream impacts on quality. With the emergence of
high-performance specialty and hospital networks as well as
center of excellence services, it is now possible to get the
right patient to the right provider in the right setting at the
right time.

The Role of the Trusted Clinician

in Enhancing
Employee Productivity

Much has been written in the occupational health literature
about treating the worker like an “athlete” and getting
them back “on the field” as soon as possible. This requires
a trusted clinician to understand that it is in the best interest
of the employee to do so. By having a trusted clinician
mobilizing all available medical resources to support a rapid
return to work from illness or injury, days away from work
are minimized. This includes using the continuum of
physical fitness, work readiness, rehabilitation, and work
hardening. By placing these trusted clinicians at the
workplace, employees can access care without having to
leave work. In most cases, this arrangement can save 2 to
4 hours for each acute care and/or follow-up visit. Recent
studies have shown absenteeism rate reductions averaging
3 days per year for employees using workplace health care
and health promotion programs.36 One sign of the emerging




concern for access, quality, and improving productivity by
placing trusted clinicians at the workplace is the increase in
worksite-based primary care clinics. According to Watson
Wyatt, a leading health benefits consulting company, and
the National Business Group on Health in their joint 2007
report of trends and best practices in employer-sponsored
health care benefit programs, 23% of companies surveyed
already have on-site primary care clinics and an additional
6% plan to add them in 2008.3” The trend toward on-site
pharmacies is growing as well, with 14% of companies
surveyed reporting existing on-site pharmacies and an
additional 4% planning on them in 2008.38

Conclusions

The trusted clinician, particularly in a worksite-based,
primary care environment, can provide care that can make
a significant difference in the lives of working Americans
and in the productivity of our workforce. Efficacious
medical care requires knowledge not only of people’s
medical histories but also an understanding of their
responsibilities at work, home, school and insight into their
health concerns, values, and beliefs. This knowledge, when
evidenced in trusted clinicians, engenders trust by patients
in the clinicians’ integrity, competence, and role as the
patients’ advocate or agent. It is clear from research that the
patient-physician relationship is deeply personal and
potentially very influential.

The issue of trust in a clinician is likely to become more
important with the move toward consumer-driven health
care. Increased consumer empowerment and the informa-
tion resources readily available through the Internet have
caused more patients to investigate their own medical
problems. WebMD, one of the leading providers of health
information, has recently stated that more than 40 million
unique users on average access their public web site (http://
www.webmd.com) each month.* Patients are seeking and
reading unprecedented amounts of health information.
Some of this information is reliable and some less so. They, in
turn, are asking a great number of questions during health
care encounters. But informed patients are also those most
likely to make good choices and comply with treatment and
lifestyle recommendations made by clinicians. As consumer-
driven health benefit programs promote active participation
in health care decisions, the relationships between clinicians
and patients becomes even more potentially valuable.
Consumers need assistance in identifying reliable health
information and drawing personal insight from these medical
sources. Trusted clinicians are likely to be increasingly relied
upon to help validate and interpret the person-centric
“truth” from these various kinds of health information.

It is encouraging that many current research efforts
support the direct role that the patient-clinician relation-
ship plays in diagnosis and treatment in health care and in
the outcomes related to chronic and serious health issues. It
is particularly worth noting that trusted clinicians placed

within the work environment can be quite influential in
promoting timely receipt of care, compliance with medical
advice, and productivity.gm') However, much more research
on the influence and value of the trusted clinician is
needed. This is especially necessary in the face of declining
interest in primary care by graduating medical students and
a health care system that devalues the role of nonproce-
dural services.*! Although the evidence that exists today is
encouraging, more specific evaluation of the impact of
trusted clinicians on outcomes is needed. Proving the value
of trusted clinicians may cause health care purchasers and
employers to reevaluate their approaches to addressing the
health care needs of their employees and family members.

Raymond Fabius, MD, is President and Chief Medical
Officer, and Sharon Glave Frazee, PhD, is Vice President of
Health Informatics, CHD Meridian Healthcare, an I-trax
Company.

References

—

. Magee M. Relationship-based health care in the United States, United Kingdom,
Canada, Germany, South Africa and Japan: A comparative study of patient and
physician perceptions worldwide. Presented September 11, 2003 at the World
Medical Association Conference. Available at: http://www.wma.net/e/press/pdf/
2003_15.pdf. Accessed November 2, 2007.

. Hall MA, Camacho F, Dugan E, et al. Trust in the medical profession: conceptual
and measurement issues. Health Serv Res. 2002;37:1419-14.39.

. Hudson KL. Prohibiting genetic discrimination. N Engl J Med.
2007;356:2021-2023.

4. O’Malley AS, Forrest CB. Beyond the examination room: primary care
performance and the patient-physician relationship for low-income women. J Gen
Intern Med. 2002;17:66-74.

. IOM, Defining Primary Care: An Interim Report, 1994;p.50.

Kellerman R, Kirk L. Principles of the patient-centered medical home. Am Fam

Physician. 2007;76:774-775.

Kruse J. Improving care with the patient-centered medical home. Am Fam

Physician. 2007;76:775-776.

. Backer LA. The medical home: an idea whose time has come ... again. Fam Pract
Manag. 2007;14:38-41.

. Blindman A. Study suggests ‘medical homes’ key to promoting equity. Nations
Health. 2007;37:10.

10. Smith PJ, Santoli JM, Chu SY, et al. The association between having a medical
home and vaccination coverage among children eligible for the Vaccines for
Children Program. Pediatrics. 2005;116:130~139.

. Hall MA, Zheng B, Dugan E, et al. Measuring patients’ trust in their primary care
providers. Med Care Res Rev. 2002;59:293-318.

12. Kaplan SH, Greenfield S, Ware JE. Assessing the effects of physician-patient
interactions on the outcomes of chronic disease medical care.
1989;27:S110-S127.

13. National Center for Health Statistics. Healthy People 2000 Review, 1998-1999.
Hyattsville, Md: Public Health Service; 1999.

14. Lawrence J, Robinson A. Screening for diabetes in general practice. Prev Cardiol.

2003;6:78-84.

. O’Connor PJ. Diabetes: how are we diagnosing and initially managing it? Ann
Fam Med. 2006;4:15-22.

16. Christakis DA, Mell L, Wright JA. The association between greater continuity of
care and timely measles-mumps-rubella vaccination. Am J Public Health.
2000;90:962-965.

17. Flocke SA, Stange KC, Zyzanski SF. The association of the attributes of primary
care with the delivery of clinical preventive services. Med Care.
1998:36:A521-AS30.

18. Centers for Disease Control and Prevention (CDC). Tobacco use among adults—
United States, 2005. MMWR. 2006;55:1145-1148.

19. Bao Y, Duan N, Fox SA. Is some provider advice on smoking cessation better than
no advice? An instrumental variable analysis of the 2001 National Health
Interview Survey. Health Serv Res. 2006:41:2114-2135.

20. Bronson DL, O’'Meara K. The impact of shared medical records on smoking

awareness and behavior in ambulatory care. J Gen Intern Med. 1986;1:34-37.

. Fiore MC, Bailey WC, Cohen SJ, et al. Treating Tobacco Use and Dependence.
Clinical Practice Guideline. Washington, DC: US Dept of Health and Human
Services, Public Health Service; 2000. AHRQ publication 00-0032.

22. Barzilai DA, Goodwin MA, Zyzanski SJ, Stange KC. Does health habit counseling

affect patient satisfaction? Prev Med. 2001;33:595-599.

[

w

© N oW

=]

1

—

(%2}

2

—_




w

2

~

—

. Reiff-Hekking S, Ockene JK, Hurley TG, Reed GW. Brief physician and nurse
practitioner-delivered counseling for high-risk drinking: results of a 12-month
follow-up. J Gen Intern Med. 2005;20:7-13.

.. Kim TW, Samet JH, Cheng DM, et al. Primary care quality and addiction severity:
a prospective cohort study. Health Serv Res. 2007:42:755-772.

. Pleis JR, Lethbridge-Cejku M. Summary health statistics for U.S. adults: National

Health Interview Survey, 2005. Vital Health Stat 10. 2006;(232):1-153.

Ockene IS, Hebert JR, Ockene JR, et al. Effect of training and a structured office

practice on physician-delivered nutrition counseling: the Worchester Area

Trial for Counseling in Hyperlipidemia (WATCH). Am J Prev Med.

1996;12:252-258.

O’Malley AS, Earp JA, Hawley ST, et al. The association of race/ethnicity,

socioeconomic status, and physician recommendation for mammography: who

gets the message about breast cancer screening? Am J Public Health.
2001;91:49-54.

. O'Malley AS, Forrest CB, Mandelblatt J. Adherence of low-income women to
cancer screening recommendations. J Gen Intern Med. 2002;17:144-154.

. Parchman MI, Burgh SK. Continuity and quality of care in type 2 diabetes. J Fam
Pract. 2002;51:619-624..

30. Alazri MH, Neal RD. The association between satisfaction with services provided

in primary care and outcomes in type 2 diabetes mellitus. Diabet Med.
2003;20:486-490.

. Frazee S, Kirkpatrick P, Fabius R, Chimera J. Leveraging the trusted clinician:
documenting disease management program enrollment. Dis Manag.
2007;10:16-29.

. Kerse N, Buetow S, Mainous AG, et al. Physician-patient relationship and
medication compliance: a primary care investigation. Ann Fam Med.
2004;2:455-461.

(52}

—

33. Brookhart MA, Patrick AR, Schneeweiss S, et al. Physician follow-up and provider

continuity are associated with long-term medication adherence. Arch Intern Med.
2007;167:847-852.

. Nichols-English GJ, Provost M, Koompalum D, et al. Strategies for pharmacists

in the implementation of diabetes mellitus management programs—new roles
in primary and collaborative care. Dis Manag Health Qutcomes.
2002;10:783-803.

. Richardson E, Fabius R. National Business Group on Health: The New Delivery

System: Back to the Future of Healthcare at the Worksite; June 21, 2007.
Available at: http://www.businessgrouphealth.org/opportunities/
webinars.cfm#£innovations. Accessed November 2, 2007.

. Aldana SG, Merrill RM, Price K, et al. Financial impact of a comprehensive

multisite workplace health promotion program. Prev Med. 2005;40:
141-147.

. The 12™ Annual National Business Group on Health, Watson Wyatt Survey

Report 2007. Sept. 2007:p.56.

38. Watson Wyatt Worldwide: 12th Annual National Business Group on Health/Watson

Wyatt Survey Report 2007. Available at: http://www.watsonwyatt.com/research/
resrender.asp?id=2007-US-003 1&page=1. Accessed November 2, 2007.

. RTT Global Financial Newswire: WebMD Health Swings To Q2 Profit As

Revenues Grow; ; Guides FYO7—Update [WBMD]; July 31. Available at: http://
www.rttnews.com/sp/todaystop.asp?date=07/31/2007&item = 50&vid=0.
Accessed October 25, 2007.

. Frazee S, Ryan P, Broome R, et al. A prescription for appropriate antibiotics

usage: physicians and pharmacists collaborate within a workplace health center.

J Health Productivity. 2007 April;1-8.

. Brotherton SE, Rockey PH, Etzel SI. US graduate medical education, 2004-2005:

trends in primary care specialties. JAMA. 2005;294:1075-1082.




Health Promotion
f fUSiU" l]f the best l]l: science and fhe best Uf [lfﬂl:"[:ﬂ —

Definition of Health Promotion

“Health Promotion is the science and art of helping people
change their lifestyle to move toward a state of optimal
health. Optimal health is defined as a balance of physical,

emotional, social, spiritual and intellectual health. Lifestyle
Spiritual
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Purpose

DIMENSIONS OF
OPTIMAL HEALTH

change can be facilitated through a combination of efforts
to enhance awareness, change behavior and create
environments that support good health practices. Of the
three, supportive environments will probably have the
greatest impact in producing lasting change.”

(O’Donnell, American Journal of Health Promotion, 1989, 3(3):5.)

“The American Journal of Health Promotion provides a forum for that rare commodity
— practical and intellectual exchange between researchers and practitioners. ”

Kenneth E. Warner, PhD
Avedis Donabedian Distinguished University Professor of Public Health
School of Public Health, University of Michigan

“ The contents of the American Journal of Health Promotion are timely, relevant, and
most important, written and reviewed by the most respected researchers in our field.”

David R. Anderson, PhD
Vice Programs and Technology, StayWell Health Management
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