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Background: The central role of primary care physicians in health care management, as well as their
influence on patients at the highest risk for life-style related disease, makes adequate training in office and

hospital health promotion activities essential.

Methodis: A questionnaire adapted from one used nationally was sent to all the military training programs
in internal medicine, family practice, pediatrics, and obstetrics-gynecology. The questionnaire addressed
areas of content, emphasis, facilities, setting, personnel, techniques, and methods used in teaching, as well
as priorities placed on health promotion in general and in specific areas.

Results: A response was obtained from all training programs (n = 59). Overall, 85 percent had set aside
specific time to teach health promotion topics, and 81 percent had set aside time to teach preventive screen-
ing. Health promotion topics were incorporated by 85 percent of the programs, and preventive service topics
were included in the core curriculum in 86 percent. In 63 percent of the programs residents were taught
about assessment of patient motivation, but behavioral modification, relapse prevention, and self-efficacy
skills were taught in less than one half of the programs (47, 37, and 34 percent, respectively). For the most
part, programs stressed the traditional teaching techniques, such as discussion and lectures (93 percent and
92 percent, respectively), and rarely applied the more effective (and labor-intensive) methods of case pre-
cepting (58 percent), viewing videotaped cases (24 percent), and role-playing (5 percent). Only 41 percent
of the programs had patient education materials readily available, but many (65 percent) had modified
patient problem lists to include preventive or health promotion topics. Physician or patient reminders
were used by only a few programs (35 percent and 17 percent, respectively), and in only 48 percent were
the residents trained to use any health-screening or health risk appraisal questionnaire. Programs
overwhelmingly relied on their physician staff and residents to do health promotion teaching and made
little use of ancillary health care personnel who might be better trained in patient education methods.

Conclusions: Primary care residency programs emphasize teaching health promotion and preventive
services but generally have not yet developed the teaching systems to provide residents with skills training
in preventive and health promotion services. Programs could enhance the clinical prevention skills
of physicians completing residencies by having the physicians focus on the skills needed to teach patients
self-efficacy, behavior modification, and health maintenance, by using physician and patient reminders,
and by taking advantage of health care personnel trained in health education. (J Am Board Fam Pract

1997;10:104-10.)

The importance of health promotion and disease
prevention is increasing in medicine, especially
for the primary care physician. At the federal level
interest in health promotion and health education
has been expressed through hearings and in such

Submitted, revised, 15 April 1996.

From the Office of Alternative Medicine, National Institute of
Health, Bethesda, Md. Address reprint requests to Wayne B.
Jonas, MD, Building 31, 58-38, 9000 Rockville Pike, Bethesda,
MD 20892.

'The views, opinions, and assertions expressed in this article are
those of the author and do not reflect official policy of the De-
partment of the Army, Department of Defense, or the US Gov-
ernment.

publications as Healthy People: The Surgeon Gen-
eral’s Report On Health Promotion and Disease Pre-
vention, Promoting Health/ Preventing Disease: Ob-
jectives for the Nation, and the US Preventive
Services Task Force Guide to Clinical Preventive
Services, which is intended primarily for physi-
cians.!"# Interest in prevention in the military is
also growing, and the Department of Defense
(DOD) has outlined its health promotion goals in
directive 1010.10. Legal and economic forces are
further pressing for increased community and
health care profession involvement in health pro-
motion activities.’

Not only do primary care physicians have a
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central role in the health care management of pa-
tients at highest risk for chronic lifestyle-related
diseases, they also have extensive contact with
those who most need risk factor assessment and
health education. For example, an estimated 70
percent of all smokers will visit their physicians
each year, often several times.5 Because patients
consider their physicians to be the most reliable
source of health information, and because most
would trust and follow their personal physician’s
advice before they would the recommendations
of a nationally recognized expert panel,” a specific
message from the physician directed at lifestyle
change could have a considerable and lasting im-
pact on patients’ lives and health. In fact, a strong,
well-timed, and specific message from a physician
can have as much effect on lifestyle change as
more extensive interventions by less influential
people.? Effective intervention, however, requires
specific training not often taught to physicians.

A number of factors hinder office health pro-
motion activities: (1) a lack of research in effective
techniques for behavioral change,®10 (2) the
problem-oriented and short-term nature of the
traditional office visit,!! (3) the unavailable practi-
cal monitoring methods to assess the results of
behavioral change and provide short-term feed-
back to physicians and patients,!? and (4) poor re-
imbursement for preventive services and patient
education activides.!

A major obstacle for office health promotion is
inadequate training of physicians.!* Physicians
lacking confidence in their own patient education
skills often avoid addressing lifestyle topics in de-
tail with patients. Primary care educators are usu-
ally not trained in clinical prevention, and they
might be less interested in health promotion than
those in clinical practice.!’ As a result, medical
students and residents interested in learning
about clinical prevention must defer acquiring
skills and risk losing their interest to other priori-
ties during their training.!6 Many physicians be-
lieve their role does not include patient education
about lifestyle matters, and currently there is no
consensus about physician responsibilities in pro-
viding clinical preventive services and health pro-
motion activities.!7-20

Because it is essential that physicians be trained
to deliver clinical preventive services, we wanted
to know about the specific health promotion
training activities that were being incorporated

into primary care physician teaching programs.
Our study was undertaken to better understand
the current status of patient education, health
promotion, and preventive service training in
military primary care residency programs and to
distinguish the specific strengths or weaknesses of
those health promotion training activides.

Methods

A questionnaire assessing both the process and
content of health promotion and preventive ser-
vices training was sent to all 59 military primary
care residency training programs. Process assess-
ment measures of the questionnaire were derived
from those tested and administered by the Patient
Education Consortium (PEC), Department of
Community Health, Trinity Lutheran Hospital
of Kansas City, Mo.?! The PEC surveyed all civil-
ian family practice training programs in the
United States. Content on health promotion was
derived from recommendations of the US Pre-
ventive Services Task Force Guide to Clinical Pre-
ventive Services.* Modifications for specialty re-
quirements were made for the final questionnaire.
Preliminary tests and modifications were made at
a family practice residency site before distribution
to other training programs.

The survey questions included global assess-
ments of the patient education, health promo-
tion, and preventive services training activities for
each program. Questions about who was trained
and by which members of the staff, the use of an
adult health maintenance checklist, and attitudes
about inpatient and outpatient health promotion
clinics were included. In addition, specific ques-
tions about the settings, methods, techniques,
and skills relevant to patient education and health
promotion were asked. Finally, each program di-
rector was asked to rate the emphasis placed by
his program on 33 content areas relevant to pre-
vention and health promotion taken from the
Guide to Clinical Preventive Services.*

The questionnaire was mailed to all military
training program directors in internal medicine,
family practice, pediatrics, and obstetrics-gyne-
cology. These programs are responsible for edu-
cating more than 1500 medical students, resi-
dents, fellows, and other health care personnel.
Ambiguous or incomplete responses were fol-
lowed up by telephone interview for clarification.
Descriptive analysis was done for all responses.
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Table 1. Percentage of Military (n = 59) Compared
With Civilian (n = 197) Primary Care Residency
Programs Offering Health Promotion Training
Activities.

Military Civilian
Training Item Programs  Programs*
Core curriculum
Designated time for 85 77
health promotion
Designated time for 81 NA
preventive services
Health promotion in 85 NA
core curriculum
Preventive services in 86 NA
core curriculum
Health promotion skills
Compliance enhancement 85 -
Needs identification 68 78
Motivation skills 63 NA
Behavioral barriers 51 NA
management
Behavioral modification 47 67
Relapse prevention 37 54
Self-care skills 34 38
Teaching techniques
Discussion 93 NA
Lectures 92 NA
Chart audit 78 NA
Precepting 58 NA
Case studies 42 NA
Videotape 24 NA
Role-playing 5 NA

* From the Patient Education Consortium survey of civilian
family practice residencies.?!
NA = not available.

Selected areas were analyzed by specialty. Direct
comparisons were made for questions identical to
those in the PEC Health Consortium Survey, and
indirect comparisons were made for selected
questions providing similar data.

Results

All 59 program directors responded, and almost
70 percent of the questionnaires were filled out by
department chiefs. Overall, in 85 percent of the
residencies, specific time was set aside to teach
health promotion topics, and in 81 percent, time
was set aside to teach preventive screening. Most,
85 percent, of the directors reported their pro-
grams had incorporated health promotion topics,
and 86 percent said they included preventive ser-
vice topics in their core curriculum. This finding
compares favorably with the PEC data, in which
77 percent of responding residencies had specific
time set aside for health promotion (Table 1).

On questions about the specific skills, methods,
and techniques known to be efficacious for health
promotion training, however, results were less
encouraging. Slightly more than one half (63 per-
cent) of the programs taught residents about as-
sessment of patient motivation, and less than one
half addressed behavioral modification and re-
lapse prevention skills (47 percent and 37 per-
cent, respectively). Programs stressed the tradi-
tional techniques of teaching, such as discussion
and lectures (93 and 92 percent, respectively) and
rarely used the more effective (and labor-inten-
sive) methods of precepting (58 percent), video-
taped cases (24 percent), and role-playing (5 per-
cent) (Table 1).

By specialty, pediatric residencies had the most
emphasis overall (79 percent of the maximum
possible score) and used the most training meth-
ods (71 percent of maximum) for their residents.
In contrast, obstetrics-gynecology programs re-
ported the second strongest emphasis overall (71
percent of maximum) yet had the second to the
fewest developed methods for teaching health
promotion (51 percent of maximum) after inter-
nal medicine (49 percent of maximum). Family
practice residencies emphasized these areas to
nearly the same degree as the obstetrics-gynecol-
ogy programs (70 percent of maximum) but used
considerably more training methods (70 percent
of maximum) (Table 2).

With regard to specific techniques in patient
education, only one program in each of the inter-
nal medicine and obstetrics-gynecology residen-
cies trained residents in methods of relapse pre-
vention, whereas 69 percent of the family practice
and 64 percent of the pediatrics programs offered

Table 2. Reported Emphasis and Teaching Activities
(as Percentage of Maximum Score) in Health

Promotion by Specialty.

Overall Teaching
Specialty Emphasis* Activitiest
Internal medicine 64 49
Family practice 70 70
Pediatrics 79 71
Obstetrics-gynecology 71 51

*Overall emphasis score was derived by dividing scores for each
program by maximum possible score for that specialty.
tTeaching activities score was derived by dividing scores for all
specific teaching skills and techniques reported by specialty and
by maximum possible score for those skills and techniques.
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some sort of instruction in this area compared
with 54 percent in the PEC survey. Similarly,
only 25 percent of the internal medicine and 15
percent of the obstetrics-gynecology programs
offered any training in behavior modification
skills compared with more than 75 percent of the
family practice and more than 71 percent of the
pediatrics programs (Table 2).

Training programs overwhelmingly placed the
burden of teaching health promotion on the
medical staff (97 percent) and residents (70 per-
cent) while underutilizing other trained health
care educators, such as nurses or physician assis-
tants (49 percent), social workers (29 percent), or
patient educators (12 percent). Only 41 percent
of programs had patient education materials
readily available, but many (65 percent) had mod-
ified their patient problem lists to include preven-
tive or health promotion topics. Few programs,
however, used physician or patient reminders (35
percent and 17 percent, respectively), and only 48
percent trained residents to use health-screening
or health risk appraisal questionnaires, such as the
Army Wellness Check (Table 3).

Most residency directors felt that their pro-
gram could benefit from an outpatient health
promotion clinic (estimated 50 to 150 referrals
per week), and almost all program directors (95
percent), except those in obstetrics-gynecology
(39 percent), responded that such a clinic should
be an elective for residents. More than 88 percent
thought that an inpatient lifestyle therapy pro-
gram for selected patients with established
lifestyle-related diseases would be useful, and 62
percent thought such a program would be useful
for resident training.

Discussion

Overall, training of primary care physicians in the
military for health promotion and preventive
screening activities compares favorably with that
in civilian residencies.?!-23 Results of this survey
were similar to the results of the PEC survey of
family practice residencies for health promotion
and patient education. Some differences between
the two surveys were that the PEC involved only
family practice residencies or departments and
had a response rate of 42 percent (n = 197) com-
pared with a 100 percent response rate from four
specialties in our survey (n = 59). One might ex-
pect that respondents in the PEC survey would

Table 3. Teachers of and Organizational Modifications
in Health Promotion Training in Army Primary
Care Residencies (n = 59).

Training Item Percent
"Teachers of health promotion activities
Staff physicians 97
Resident physicians - 70
Nurses or physician assistants 49
Social workers 29
Patient educators 12
Organizational modifications
Posters, handouts 76
Problem lists with preventive or 65
health promotion topics
Health maintenance checklist 65
Health risk appraisal form 48
Patdient education materials 41
Physician reminders 35
Staff health promotion activities 27
Patient reminders 17

have had an above-average interest in health pro-
motion training either because of response bias or
because family practice physicians traditionally
express more interest in patient education and
prevention than many other specialties.

There were important discrepancies between
perceived program empbhasis and the degree of
program development. For example, few teaching
techniques for health promotion were developed
in obstetrics-gynecology residencies, where a
high degree of emphasis was indicated. Con-
versely, although family practice residencies had
less emphasis on their health promotion activi-
ties, they had a greater number of established
teaching methods. These discrepancies are even
more apparent when specific methods for patient
education and motivation are examined. For ex-
ample, success in smoking cessation intervention
requires some knowledge of relapse prevention
and behavior modification, yet, almost none of
the internal medicine or obstetrics-gynecology
programs offered any resident training in these
areas. Thus, training in key skills known to be im-
portant for behavior change was often lacking.

The main weakness of this type of survey is that
it relies on self-report. In an attempt to validate
the questionnaire reports, follow-up telephone
calls were made to the five high- and low-scoring
programs. These calls did not uncover any evi-
dence of inaccurate reporting of program activi-
ties based on either enthusiasm or apathy for the
subject matter. In addition, most of the question-
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Table 4. Elements in Designing Health Promotion Training for Residents.

Health Maintenance Checklist

* Establish a health maintenance checklist or modification of the problem list for all patient charts
® Conduct periodic classes to train physicians and staff in proper use of the checklist

¢ Incorporate the checklist into routine chart audits
Health Promotion Teaching

* Shift instructional responsibility for patient education and health promotion teaching of residents away from the physician

faculty and residents

* Increase use of ancillary health care personnel, such as nurses, psychologists, and social workers, for health promotion

teaching
Reminders

* Increase the use of patient and physician reminders for periodic preventive screening
* Develop a manual or automated preventive service tracking system for use by department staff

Health Risk Appraisal Assessment (HRAA)
¢ Have an HRAA available for patient and physician use

¢ Educate residents about the availability and utility of HRAAs

* Have a health promotion coordinator distribute periodic summaries of HRAA results from the community to

department physicians
Department Health Promotion Program

¢ Have up-to-date, toFic-speciﬁc, readily available patient education materials about health promotion and preventive services

in the clinic, proper

y updated and maintained, and train residents in their use

* Have residents and faculty give talks to department staff and patient groups on risk factors and preventive screening
* Encourage staff to educate patients about the link between lifestyle and health when patients register and when the nurse
records temperature, blood pressure, and heart rate. Provide specific instructions and handout materials (including the

HRAA when appropriate) before the physician sees the patient

¢ Allow staff time and flexibility to engage in health-enhancing behaviors, such as participating in clinic stress-reduction

programs and exercise

naires were filled out by department chiefs, lend-
ing some uniformity to response sources. Never-
theless, because surveys that rely on self-report
usually overestimate activities, the actual amount
of skills training in preventive services and health
promotion offered by primary care residencies is
probably even less than indicated here.

Several specific changes in primary care train-
ing programs could enhance the clinical preven-
tive services skills of physicians completing those
residencies. First, current patient education ma-
terials should be available. Only 41 percent of
programs had up-to-date, readily available pa-
tient education materials in the clinic, a surpris-
ingly low response for such a basic service. Sec-
ond, more than 65 percent of programs used a
modified problem list or health maintenance
checklist for preventive service monitoring. Such
lists can be helpful for monitoring preventive ser-
vices but are rarely used by physicians even when
they are available.?*?5 Classes describing the
proper use of these checklists might enhance
their utility. Including these health maintenance
checklists in chart audits (used by 65 percent of
programs) could also encourage their use. Third,
reminders are an effective way to increase deliv-
ery of preventive services, yet patient and physi-

cian reminders were used by only 17 percent and
35 percent of programs, respectively.!22025 Effec-
tive use of patient reminders often requires a level
of automation not available in many practices.
Programs for health promotion tracking in pa-
tient charts have been developed and are increas-
ingly available.

Health care professionals who are personally
engaged in health promotion activities are more
likely to address those areas with patients.?6:27
Twenty-seven percent of training programs in
this survey had some type of health promotion
program for their staff. Providing health promo-
tion activities for the clinic, especially when in-
volving the physicians, can bolster enthusiasm
and morale of the staff and result in improved
preventive services for patients. Finally, programs
overwhelmingly relied on their physician staff
and residents to teach health promotion and
made little use of ancillary health care personnel
who were better trained in patient education and
motivation methods. By shifting the burden of
health promotion training for physicians to these
ancillary health care personnel, physicians would
be free to concentrate on their role as patient mo-
tivators and allow others who are more qualified
to do training in behavior modification, relapse
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prevention, and self-care.122428 Table 4 lists ways
for enhancing health promotion and preventive
services training in primary care residencies. Not
all of the activities listed in Table 4 are required
for every program, as each must be developed on
an individual basis. Regardless of the elements
adopted, residency training programs must have
not only a systematic plan for teaching preventive
services and health promotion skills but also
methods to implement and evaluate the effective-
ness of those activities.

Most of the residency directors in this survey
thought that a2 model clinic for lifestyle therapy
on both an inpatient and outpatient basis would
be beneficial. More research on and evaluation of
such lifestyle therapy models in clinical care are
needed as the medical establishment seeks alter-
natives to the current biomedical approach to
chronic disease. Primary care residencies could
take the lead in developing such models and so fill
the gap in health promotion skill training and de-
livery. By accepting their role as patient motiva-
tors and by increasing their skills in delivery of
preventive services, family physicians can con-
tribute to quality of life for patients and their
families and reduce health care costs.?*
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