Critical Issues and Trends: Behavior Change

Progress in Dietary Behavior Change

Karen Glanz

SYNOPSIS

Nutrition has important influences on health and mor-
tality. Public response to current dietary guidance is indi-
cated by positive movement on some indicators, notably
reductions in calories from fat and in blood cholesterol
levels. Downstream case finding and intensive educational
and behavioral interventions are often effective for high
risk and motivated subjects and for persons with diet-relat-
ed disease. Midstream environmental changes (e.g., in
grocery stores, schools) proffer improved nutritional
choices and supports. Individualized dietary counseling
has yet to become the norm. Despite recent upstream suc-
cess in developing broad dietary guidance and improving
nutrition labeling policies, numerous avenues remain
open for aggressive national policy developments. Emerg-
ing studies and continuing improvement in intervention
methods, measurement, and research design will help re-
alize the preventive effects of healthful diets.

OVERVIEW AND POPULATION TRENDS

Five of the 10 leading causes of death for Americans
relate to dietary practices: heart disease, some cancers,
stroke, diabetes, and atherosclerosis.!? Guidelines for
healthy eating developed by government, health, and sci-
entific organizations share common themes but vary in
their disease and nutrient emphases and the degree of
quantification in recommendations.>* The scientific con-
sensus has broad public health implications: cutting fat
and cholesterol, maintaining optimal weight, increasing
complex carbohydrates and fiber, and moderating alcohol
intake.®5 Strategies for following these guidelines include,
among other things, eating more fruits and vegetables
and less red meat and consuming fewer full-fat dairy
products.??
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Controversies remain regarding diet-disease links, the
magnitude of benefits expected with changing habits, and
optimal quantitative advice. But the potential public
health benefit from improved eating patterns, coupled
with the low risk of adopting present guidelines, provides
a stronger foundation than ever before to understand and
encourage good nutrition.*"#

Positive movement has occurred for several dietary in-
take and risk factor markers during the past decade, as
well as in the context and environment of eating. Popula-
tion trends in sentinel Healthy People 2000 diet indica-
tors show: decreases in percentage of calories from fat
(36% to 34%), saturated fat (13% to 12%), and mean
population blood cholesterol level (213 to 203 mg/dl) as
well as improved blood pressure control among people
with hypertension (11% to 29%).%1% Awareness of risks as-
sociated with high cholesterol is at an all-time high, con-
cern about dietary fat has increased dramatically, more
processed foods bear nutrition labels, a greater propor-
tion of restaurants offer low-fat and low-calorie selections,
and more worksites offer nutrition education and weight
management programs.® Further, the food and restaurant
industry has developed products that better meet national
recommendations for healthful eating.!!

In contrast, considerable challenges remain. Fifty per-
cent of adults have blood cholesterol levels above the ide-
al. The prevalence of overweight persons has increased
among teens (156% to 21%) and adults (26% to 34%).%1°
Intake of fruits, vegetables, grains, and dietary fiber re-
mains well below recommendations.!? Few population-
wide data on eating patterns of children and youth are
available.?

Upstream interventions have focused on increasing the
availability of consumer nutrition information but other-
wise have been limited. Motivating more people to
change will require more aggressive upstream strategies
and wider dissemination of effective downstream and mid-
stream interventions. Table 1 outlines a spectrum of possi-
ble intervention approaches by stream level, while Table 2
provides additional detail on illustrative studies.

DOWNSTREAM INTERVENTIONS

Behavioral research on dietary change has become
more rigorous in the past decade. Clear evidence exists
from controlled clinical trials that intensive educational
and behavioral interventions are effective in promoting
sustained reductions in dietary fat intake among motivat-



Table 1

Current and Prospective Interventions: Dietary Change

Deownstream Case finding, counseling, and menitoring for individuals with elevated blood cholesterol
Behavioral interventions (group instruction + individual counseling) to reduce dietary fat intake
Chronic disease management via therapeutic diets (e.g., for persons with diabetes, cardiovascular disease, etc.)
Minimal contact and self-help interventions to promote healthy eating
Midstream Point-of-choice nutrition information programs {(e.g., grocery stores, restaurants)
Worksite nutrition programs
Interventions in primary health care settings
School-based programs including classroom instruction and food service changes
Upstream Dietary guidance policy

Federal nutrition information policy and strategies (e.g., ingredient and nutrient labeling requirements)

Increased access 1o healthy foods in geographic regions (e.g., growing more fresh fruits and vegetables)

Nutrition services in health care (e.g., reimbursement for nutrition counseling, meore emphasis in medical education)
Economic strategies (e.q., insurance risk rating, pricing policies, monetary incentives/disincentives for healthy eating through

taxation)

cd subjects (Table 2).1%-16 Interventions that include case
finding (cholesterol screening), counseling, group educa-
tion, and mediated strategies are effective in high risk
persons.!” However, preexperimental research designs and
the use of measures with unknown validity often make it
difficult to conclude that observed effects can be attribut-
ed to these interventions. Similarly, intensive behavioral
programs promote dietary change among persons with
diet-related disease (e.g., post-myocardial infarction [MI]
patients, diabetics, and cancer),>!8 although much less re-
search has been done in secondary and tertiary preven-
tion.” A limitation of the available research is that it does
not address the question of what percentage of partici-
pants usually benefits significantly from these interven-
tions.

Accumulating data sapport the efficacy of self-help and
minimal-contact interventions, including print guides, tai-
lored messages, and supportive telephone counseling. %!
These can help expand the reach of downstream inter-
ventions, as can approaches tailored to low-literacy, low so-
cioeconomic status (SES) persons (Table 2).%* These inter-
ventions may produce small effects relative to those
achieved with more intensive behavioral interventions, but
the net public health effects may be equal to or greater
than those with small, highly selected audiences. Stage of
change is a stronger predictor of treatment outcome than
demographic variables.??

MIDSTREAM INTERVENTIONS

Although evidence for change is mixed for nutrition
interventions, promising findings exist for point-of-choice
information (e.g., in restaurants, grocery stores), risk re-
duction for coronary heart disease in medical settings,
and worksites (Table 2).162+27 School-based instructional
and food service programs, aiming at fat and sodium re-
duction and increasing complex carbohydrate intake, gen-
erally show positive but inconsistent results. Programs fo-
cusing on younger children and involving parents have
been most successful.”® Dietary behavior change can be

enhanced by modifying institutional food service offer-
ings, as demonstrated in the ongoing CATCH (Child and
Adolescent Trial for Cardiovascular Health) trial and oth-
er studies (Table 2).2-51

Despite consensus among physicians and allied health
professionals that diet can promote health and reduce
risks of chronic disease, substantial discrepancies are ap-
parent between support stated in national surveys and ac-
tual counseling practices documented in patient charts.
While 67% of primary care physicians nationally report
that they personally provide nutrition counseling (espe-
cially advice to lower fat and dietary cholesterol) and rely
on non-physician providers (e.g., nurses, dietitians, nutri-
tionists) for backup,f‘2 few use dietary assessments re-
quired for personalized diet counseling. Cholesterol
screening has become increasingly common, but frequent-
ly, it is not followed with clinical treatment for elevated
levels. Although such screening is recommended by the
U.S. Preventive Services Task Force, barriers to nutrition
counseling remain, including physicians’ lack of confi-
dence in their own counseling skills plus lack of training,
time, staff, payment, or insurance coverage.**%

Encouraging new directions for reducing provider bur-
den and improving individualization include computer-
based interactive video programs with diet messages tailor-
ing advice to patient diet goals, barriers, motives, and
stage of change. Positive findings have been reported
among healthy populations as well as those with diet-relat-
ed discase (e.g., diabetes).'® To date, no research is
available on how feedback about genetic susceptibility (for
hypercholesterolemia, colon cancer, breast cancer) might
affect dietary change and adherence. Use of combined
nutrition, exercise, and pharmacologic interventions
makes it difficult to judge the effectiveness, and cost-effec-
tiveness, of nutrition intervention alone.

UPSTREAM INTERVENTIONS

Nutrition policy and environmental interventions in-
clude dietary guidance, nutrition information, and regula-
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