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very year, chronic diseases claim the 
lives of more than one and a half 
million Americans. These diseases 

account for seven of every 10 deaths in the 
U.S. each year and for more than 60 percent 
of total medical expenditures. Chronic 
diseases represent the seven leading causes 
of death among men aged 50-64 and the 10 
leading causes of death among women in 
that age group. Among younger men and 
women (aged 35-49) chronic diseases also 
take a heavy toll. Most premature deaths 
among populations of color and the 
disadvantaged are due to chronic illness. 
These conditions account for the largest part 
of the health gap between African 
Americans and white Americans. The 
prolonged illness and disability associated 
with many chronic diseases result in 
decreased quality of life for millions of 
Americans.  
 
Much of the chronic disease burden is 
preventable. To a considerable degree, the 
major chronic disease killers (e.g., heart 
disease, stroke, cancer, and diabetes) occur 
as a result of peoples’ responses to their 
physical and social environments. As 
technology and industrialization advance, 
there is less demand for physical activity, 
unhealthy meals are often faster and less 
expensive than healthier meals and there is 
easy access to an abundance of tobacco and 
alcohol. People’s health-damaging responses 
(physical inactivity, poor nutrition, tobacco 
use, and misuse of alcohol) contribute to 
and/or exacerbate heart disease, stroke and 
cancer, as well as other chronic conditions 
such as asthma, diabetes, dental carries, 
osteoporosis and arthritis. As such, poor 
lifestyle choices account for much of the 
chronic disease burden. Effectively 
addressing these underlying causes of 
disease therefore, has a multiplier-effect, 

resulting in the prevention of multiple 
disease outcomes. 
 
Chronic diseases do not have to be an 
inevitable consequence of aging. Because 
chronic diseases develop over decades, they 
can be reduced if individuals engage in 
healthier behaviors. However, individuals’ 
behaviors are largely determined by the 
social and physical environments in which 
they live. It is there that norms are 
established and where people find support 
for, or barriers to, healthy behaviors. If a 
community does not support healthy 
behaviors, it is much more difficult for an 
individual to make lasting behavioral 
changes. For example, a community can 
support healthy choices by advocating for 
safe, well-lighted sidewalks that encourage 
walking to local stores, parks, and other 
services. Traffic calming measures and bike 
lanes can promote cycling to school or work. 
Communities can come together to develop 
green spaces and build play equipment. 
Businesses or community centers can donate 
space for farmers to bring in fresh produce 
to sell at affordable prices.  
 
For those chronic diseases that can be 
effectively treated in their early stages, 
screening should be considered an essential 
element of the health care system. Breast, 
cervical, and colorectal cancers; high blood 
pressure; and elevated cholesterol are among 
the diseases and conditions for which 
screening is known to save lives as well as 
money. Targeted screening of populations at 
high risk is effective for conditions such as 
diabetes.  
 
Quality improvement programs can assist 
health care delivery systems to improve 
access and quality of care and result in 
improved programs of screening and follow-
up intervention for identified risks.  

E 
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In order to create a healthy community, we 
must promote strategies which involve all 
sectors of the community, including 
families, schools, work sites, local 
government, and community organizations. 
The entire community needs to take an 
active and positive role in changing those 
community factors that continue to place 
people at risk. 
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CATEGORY: Chronic/Noninfectious Disease 
 

TOPIC: ARTHRITIS 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 
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knowledge, attitudes, 
beliefs and behaviors 
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families and health 
care providers. 
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availability and 
utilization of arthritis 
self-management 
programs. 
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rthritis is the leading cause of 
disability in Minnesota and the 
United States. The term “arthritis” 

covers more than 100 diseases and 
conditions that affect the joint, the 
surrounding tissues, and other connective 
tissues. Arthritis includes osteoarthritis, 
rheumatoid arthritis, lupus, fibromyalgia, 
juvenile arthritis, gout, Lyme arthritis, carpal 
tunnel disease and others. 
 
An estimated 29.5 percent of Minnesota’s 
population – over one million adults – have 
arthritis, according to the Minnesota 
Department of Health’s 2000 Minnesota 
Behavioral Risk Factor Surveillance System. 
And that number will grow. 
 
As the population ages and more people 
develop risk factors for arthritis, the number 
of actual cases will increase significantly. 
This increase in cases will require more 
health care dollars and increase the demand 
for arthritis programs and services. How 
communities meet these demands will have 
a significant impact on the quality of life for 
all of those affected. 
 
There is increasing recognition that there are 
identifiable risk factors for arthritis that can 
be modified. A public health approach that 
identifies and implements strategies to 
decrease risk and improve the health of an 
entire population is needed to make a 
significant impact on the burden of arthritis 
we will face in Minnesota as the baby boom 
population ages.  
 
Those risk factors that are not modifiable: 
female gender, age, and genetic 
predisposition, do not offer opportunities 
themselves for modifying risk, however they 
do add import to providing tools and 
information to those with unmodifiable risk 
factors so they might compensate by 

modifying risk factors under their control. 
Risk factors that may be modifiable and are 
associated with increased risk of arthritis 
include: 
< Obesity. Weight management to 

maintain or decrease body weight can 
lower risk for certain types of arthritis - 
particularly osteoarthritis of the knee in 
women and gout in men. Regular 
physical activity is key to weight 
management. 

< Joint injuries. Prevention of sports 
injuries, occupation-related injuries and 
repetitive use joint injuries can decrease 
risk of arthritis. 

< Infections. Lyme disease is endemic in 
Minnesota and rates of disease are 
significantly higher in Minnesota than 
the national average. Fourteen percent of 
Minnesota cases of Lyme disease have 
had continuing complications including 
arthritis. There is increasing recognition 
that food borne pathogens may trigger 
reactive arthritis in some people. 

 
There are effective treatments for arthritis 
that can prevent or delay disability and 
relieve pain and improve quality of life. 
Early diagnosis is important so that 
management strategies appropriate to the 
type of arthritis can be initiated. For some 
types of arthritis there is a window of 
opportunity for early treatment that will 
most effectively modify the course of the 
disease. In recent years, several new drug 
treatments have improved the safe 
management and effectiveness of treatment. 
 
In addition to medical treatments, self-
management strategies including appropriate 
diet and physical activity, medication 
management, working with health care 
providers, managing fatigue and depression, 
use of community resources, have been 

A
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demonstrated to improve health status and 
quality of life. 
 
 
Strategy: Conduct health 
communications campaigns to enhance 
health knowledge, attitudes, beliefs and 
behaviors of people with arthritis, their 
families and health care providers. 
  

 
 

Systems 
 

Community 
 

Individual 
 
Primary 

 
U 

 
U 

 
U 

 
Secondary 

 
U 

 
U 

 
U 

 
Tertiary 

 
U 

 
U 

 
U 

 
Background: 
Many people with arthritis and their families 
feel that arthritis is just a usual consequence 
of aging and that people just need to “live 
with it.” Health communications campaigns 
can help community members learn about 
community resources for more information 
about arthritis or services available, as well 
as provide information on self-management 
strategies, like regular physical activity, 
individuals can use to manage their 
condition. 
 
Effective community-wide campaigns are 
multi-component and may include risk 
factor screening and education, community 
events, and referral to community programs. 
Campaigns can provide consumers with the 
information they need to include self-
management behaviors in their daily lives 
and support efforts to promote supportive 
environments. 
 
Media coverage of campaigns or events can 
add additional reach and impact to the 
message. Local media are often interested in 
stories and information that describe 
community activities or provide useful 

information to their audiences. Consider 
placing articles in, or pitching stories about 
community events to, local newspapers 
(including weekly papers and community 
information papers), local radio stations, 
work-site newsletters, school newsletters, or 
other community publications. Materials 
already developed by the national or state 
Arthritis Program (see resources below) may 
be used, or information may be locally 
developed. 
 
Additional resources: 
< Arthritis Foundation National Office, at 

(800) 283-7800, 
http://www.arthritis.org/, 1330 West 
Peachtree Street, Atlanta, GA 30309.  

< Arthritis Foundation North Central 
Chapter, (Serving Minnesota, North 
Dakota and South Dakota), at (651) 644-
4108, (800) 333-1380, 
http://www.arthritis.org/communities/ 
chapters/chapter.asp?chapid=30, 1902 
Minnehaha Avenue West, St. Paul, MN 
55104-1029.  

< Centers for Disease Control and 
Prevention, Arthritis Program, at 
http://www.cdc.gov/ 
nccdphp/arthritis/index.htm. 

< The Minnesota Arthritis Program of the 
MDH provides information and health 
communications resources on their 
website and from the program. Current 
health communication campaigns 
include Arthritis Doesn’t Need to Slow 
You Down, and Physical Activity the 
Arthritis Pain Reliever. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/.  
Click on “Arthritis”. Contact:  Pam 
York, at (651) 281-9831, 
Pam.York@health.state.mn.us. 

 
 

mailto:Pam.York@health.state.mn.us
http://www.arthritis.org/
http://www.arthritis.org/communities/chapters/chapter.asp?chapid=30
http://www.arthritis.org/communities/chapters/chapter.asp?chapid=30
http://www.cdc.gov/nccdphp/arthritis/index.htm
http://www.health.state.mn.us/strategies/
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Evidence for strategy: 
Numerous community-based research 
projects have demonstrated the effectiveness 
of health communications campaigns in 
increasing awareness and providing 
information to direct individuals to 
additional information as well as increasing 
community awareness. Self-management 
strategies have a strong research base in 
demonstrating decreased pain, decreased 
physician visits and improved quality of life. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, the MDH Arthritis Program has 
conducted two statewide health 
communications campaigns in collaboration 
with the Arthritis Foundation North Central 
Chapter. In addition, community wide 
campaigns have been conducted in many 
communities in the state.  
 
Indicators for this strategy: 
< Number of events or information 

opportunities conducted. 
< Number of people reached with events 

or information activities. 
< Number of people participating in event 

activities. 
< Number and content of articles 

published and the circulation of these 
publications. 

< Number of times PSAs or paid 
placements are played and their 
estimated reach. 

< Recognition, understanding, or 
implementation of messages, as 
measured in surveys or interviews or by 
observation. 

 
For more information contact: 
< Pam York, at (651) 281-9831, 

Pam.York@health.state.mn.us, 
Minnesota Arthritis Program Director, 
MDH Nutrition and Physical Activity 

Unit. 
 
 
 
Strategy: Promote the availability and 
utilization of arthritis self-management 
programs. 
 
 
 

 
Systems 

 
Community 

 
Individual 

 
Primary 

 
 

 
 

 
 

 
Secondary 

 
U 

 
U 

 
U 

 
Tertiary 

 
U 

 
U 

 
U 

 
Background: 
Self-management strategies are an important 
part of treatment plans for people with 
arthritis and can significantly improve 
participants ability to manage pain, fatigue, 
and depression, maintain the ability to 
participate in important daily life activities 
including employment, and work effectively 
with health care providers and medical 
interventions. Community-based self-
management education programs have 
demonstrated effectiveness in improving 
self-management behaviors among 
participants.  
 
The Arthritis Foundation has evidenced-
based programs for land and water based 
physical activity and the multi-topic arthritis 
self-help course. These programs are offered 
in many communities across the state, but 
currently the availability of programs does 
not meet the demand. The Arthritis 
Foundation provides training for program 
leaders who then offer programs in their 
community. More leaders are needed for 
these programs to achieve better distribution 
across the state. In addition community 
referral and information systems need to be 
developed to inform potential participants. 
The MDH Arthritis Program and Arthritis 

mailto:Pam.York@health.state.mn.us
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Foundation North Central Chapter are 
collaborating to provide training for all three 
programs across the state.  
 
Additional resources: 
< Arthritis Foundation National Office, at 

(800) 283-7800, 
http://www.arthritis.org/. 1330 West 
Peachtree Street, Atlanta, GA 30309.  

< Arthritis Foundation North Central 
Chapter, (Serving Minnesota, North 
Dakota and South Dakota), at  (651) 
644-4108, (800) 333-1380, 
http://www.arthritis.org/communities/ 
chapters/chapter.asp?chapid=30, 1902 
Minnehaha Avenue West, St. Paul, MN 
55104-1029.  

< Centers for Disease Control and 
Prevention, Arthritis Program, at 
http://www.cdc.gov/ 
nccdphp/arthritis/index.htm. 

< The MDH Minnesota Arthritis Program 
of the MDH provides links to 
information about the current offering of 
training and community programs as 
well as providing information about the 
programs and evaluation data of 
programs in Minnesota. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies. Click 
on “Arthritis”. Contact:  Pam York, at 
(651) 281-9831, 
Pam.York@health.state.mn.us. 

 
Evidence for strategy: 
University conducted research has 
demonstrated that the Arthritis Foundation 
self-management education programs reduce 
pain and decrease physician visits. 
Evaluations of programs in Minnesota 
consistently demonstrate that participants 
learned techniques for effectively managing 
arthritis. 
 

Has this program been implemented in 
Minnesota? 
Yes, all programs are offered in Minnesota, 
but currently program availability is not well 
distributed geographically and is not 
sufficient to meet demand. 
 
Indicators for this strategy: 
< Number of participants and number who 

complete the program. 
< Availability of programs in the 

community and ability to meet demand. 
< Trained leaders continue to offer 

programs in the community. 
< Organizations providing referral to 

community programs. 
< Participant evaluations. 
< Participants enrolling in subsequent self-

management education options. 
 
For more information contact: 
< Pam York, at (651) 281-9831, 

pam.york@health.state.mn.us, 
Minnesota Arthritis Program Project 
Director, MDH Nutrition and Physical 
Activity Unit. 

 

mailto:Pam.York@health.state.mn.us
mailto:Pam.York@health.state.mn.us
http://www.arthritis.org/
http://www.arthritis.org/communities/chapters/chapter.asp?chapid=30
http://www.arthritis.org/communities/chapters/chapter.asp?chapid=30
http://www.cdc.gov/nccdphp/arthritis/index.htm
http://www.health.state.mn.us/strategies/
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CATEGORY:  Chronic/Noninfectious Disease 
 

TOPIC:  DIABETES 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 

and Public 
Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other

 
Promote healthy 
behaviors to prevent 
type 2 diabetes and 
other chronic diseases.  

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
Implement education 
and support programs 
for people with 
diabetes. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
Convene a coalition to 
address the issues of 
diabetes in the 
community. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
Create and publicize a 
profile of the impact of 
diabetes in the 
community. 
 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
Provide diabetes 
education and training 
for health 
professionals. 
 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
U 

 
Facilitate improvement 
of diabetes care in 
clinical settings. 
 

 
U 

 
U 

 
U 

  
U 

 
U 

 
U 

 
 



CATEGORY: CHRONIC/NONINFECTIOUS DISEASE 
TOPIC: DIABETES 

 
 

 

This information is current as of Fall 2002 
Page 11 

n estimated 256,000 - more than one 
in 19 Minnesotans - have diabetes. 
Of those, 91,000 do not know they 

have the disease. Prevalence of diagnosed 
diabetes increased 52 percent in Minnesota 
between 1995 and 1999.  
 
Many people with diabetes in Minnesota do 
not receive recommended preventive care 
services or do not receive them at the 
recommended frequency. Among people 
with diabetes in Minnesota, nearly one in 
three has not had their feet checked for sores 
by a health professional in the last year. 
Nearly one in five has not had a dilated eye 
exam within the last two years. Nearly half 
do not check their blood glucose even once 
per day. 
 
Overweight and physical inactivity are 
major risk factors for developing diabetes. 
Nearly one in six Minnesotans is obese and 
nearly one in four have no leisure time 
physical activity. Populations at especially 
high risk for developing diabetes include 
elders, American Indians, 
Hispanics/Latinos, African Americans and 
those with lower socioeconomic status. 
Newly arrived Minnesotans, such as Hmong 
and Somali immigrants, also face increased 
risk for diabetes the longer they are exposed 
to the high fat diets and physical inactivity 
prevalent in the U.S.  
  
Uncontrolled diabetes can lead to shortened 
life, blindness, kidney failure, amputations, 
heart disease, and stroke, as well as birth 
defects and death among babies of women 
with uncontrolled diabetes. Yet, diabetes 
and its potential complications can be 
delayed or prevented. The strategies 
outlined here are based on approaches that 
have supporting scientific or economic 
evidence that they can contribute to better 

diabetes control and ultimately prevent 
complications. 
 
Implementing these diabetes strategies will 
help communities achieve the Healthy 
Minnesotans Diabetes Objectives (under 
Goal #12), and national goals for diabetes 
such as Healthy People 2010. The MDH 
Community Engagement Process can be 
helpful in implementing improvement 
strategies. For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Community Engagement”.  
 
The indicators listed in this section are 
based on the population-based program 
evaluation model found in the CHS 
Planning Manual: Guidelines for 
Minnesota’s Community Health Boards 
2000-2003. For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. A few 
examples of process and intermediate 
(bridging) indicators are included with each 
strategy. The indicators can generally be 
tailored to fit all levels of intervention: the 
larger system, the community, and the 
individual. Indicators of health outcomes, 
which can only be measured after strategies 
have been sustained long-term, have not 
been included here, but are reflected in the 
Healthy Minnesotans Diabetes Objectives.  
 
The strategies presented here are intended to 
reduce the impact of diabetes in Minnesota. 
To have the greatest effect, gradually 
implement multiple strategies in this and 
other sections. For related strategies, see 
these sections:  
 
< Physical Activity/Inactivity, Nutrition, 

and Heart Disease, Heart Attack and 

A

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
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Stroke (this category) 
< Depression (Mental Health) 
< Disability/Decreased Independence  
< Birth Outcomes and Prenatal Care 

(Pregnancy and Birth) 
< Eliminate Barriers and Improve Access 

to Health Care, and Eliminate 
Disparities (Service Delivery Systems) 

 
Landmark Diabetes Research Trials: 
The Diabetes Control and Complications 
Trial (DCCT) was a large, multi-center, 
prospective study showing that lowering 
blood glucose concentration slows or 
prevents the development of diabetic 
complications: eye disease by 76 percent 
kidney disease by 50 percent, and nerve 
disease by 60 percent. 
< DCCT Research Group 1993. The New 

England Journal of Medicine  
 329:977-86. 
< Implications of the Diabetes Control and 

Complications Trial (American Diabetes 
Association): http://www.diabetes.org 
Select “For Health Care Professionals,” 
then select “Clinical Practice 
Recommendations,” then “Position 
Statements.”  

< DCCT Fact Sheet (NIDDK): 
http://www.niddk.nih.gov/ Select 
“Health Information: Diabetes,” then 
select “Order Forms: Publication Titles,” 
then “Fact Sheets: DCCT.” 

 
The United Kingdom Prospective Diabetes 
Study (UKPDS) was the largest and longest 
randomized controlled trial on type 2 
diabetes. The UKPDS confirmed that 
lowering blood glucose and blood pressure 
reduces the incidence of complications for 
people with type 2 diabetes. 
< Turner RC, et al. 1998. Lancet, 352:837-

53; and UKPDS 39 1998. British 
Medical Journal 317:713-20. 

< Implications of the United Kingdom 
Prospective Diabetes Study (American 
Diabetes Association): 
http://www.diabetes.org. Select “For 
Health Care Professionals,” then select 
“Clinical Practice Recommendations,” 
then “Position Statements.” 

 
The Diabetes Prevention Program (DPP) is 
the first major clinical trial of Americans at 
high risk for type 2 diabetes to show that 
lifestyle changes in diet, exercise, and losing 
a little weight can prevent or delay the 
disease. 
< Diabetes Prevention Program Research 

Group. 2002. New England Journal of 
Medicine 346:393-403. 

< Program Web Site: 
http://www.preventdiabetes.com 

 
For more information contact: 
Minnesota Diabetes Program (MDP) MDH, 
Health Promotion and Chronic Disease 
Division, P.O. Box 64882, St. Paul, MN 
55164-0882. Phone: (651) 281-9849. For 
more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Diabetes”.  
 
The Minnesota Diabetes Program can be a 
resource for: 
< Diabetes program technical assistance.  
< Examples and best practices from those 

who have tested these strategies. 
< Guidelines and clinical care 

improvement tools.  
< An annual conference/workshop on 

cultural competency and diabetes care 
issues for health professionals.  

< Diabetes data, fact sheets and reports.  
< Linkages to other diabetes resources and  
 stakeholders in the community.  

 

http://www.diabetes.org/
http://www.diabetes.org/
http://www.preventdiabetes.com/
http://www.health.state.mn.us/strategies/
http://www.niddk.nih.gov/
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Strategy: Promote healthy behaviors to 
prevent type 2 diabetes and other chronic 
diseases. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
U U 

 
Secondary 

 
 

 
U 

 
Tertiary 

 
 

 
  

 
Background: 
High-fat diets, physical inactivity, smoking, 
and obesity are potentially modifiable risk 
factors for a number of chronic diseases, 
including diabetes. These health risk 
behaviors are also important factors in the 
development of the complications of 
diabetes, such as, vision loss, kidney failure, 
heart disease, and amputations. 
 
Research has demonstrated that engaging in 
healthy lifestyle behaviors, such as, regular 
moderate physical activity and consuming a 
healthy diet can help prevent the 
complications of diabetes. Recent studies 
indicate that engaging in these same healthy 
behaviors may also help delay or prevent the 
onset of type 2 diabetes. 
 
Strategy examples include: 
< Conduct community-awareness 

campaigns about diabetes and its risk 
factors, providing accurate and culturally 
sensitive information through a variety 
of media (print, audio, video). 

< Assess the risk factors of individuals for 
developing diabetes* and encouraging 
those at increased risk to seek medical 
advice and adopt healthier lifestyles. 

< Disseminate culturally sensitive and 
appropriate educational materials and 
programs focused on reducing diabetes 
risk factors, especially in populations at 
high risk for the disease (e.g., persons of 

color, American Indians, the elderly, 
those with a family history of diabetes, 
those overweight or obese, etc.). 

< Integrate diabetes prevention messages 
into existing health promotion activities, 
such as, those emphasizing nutrition, 
physical activity, heart health, etc. 

< Implement health promotion curricula 
and models for encouraging healthy 
behaviors in schools, childcare centers, 
and child or youth oriented programs. 

< Create communities that support healthy 
lifestyles by identifying environmental 
and policy barriers in the community 
(e.g., absence of sidewalks, lack of 
healthy food options in grocery stores 
and restaurants, etc.) and partnering with 
community organizations, activists, and 
policymakers to address the problems 
identified. 

 
* Note: Although over 30 percent of type 2 diabetes 
cases remain undiagnosed, studies show that 
community-based screening is not effective because it 
misses those most likely to benefit. However, 
communities are encouraged to identify at-risk 
populations using a verbal or written questionnaire 
and encourage those individuals to seek appropriate 
medical care. Targeted diagnostic screening of 
populations at high risk for diabetes should be 
considered only if resources and treatment programs 
are adequate, screening costs are acceptable, and the 
impact on public health is significant. See Diabetes 
Care (2000) 23:1563-80. 
 
Additional resources: 
< Centers for Disease Control and 

Prevention. 2001. Guide to Community 
Preventive Services examines the 
effectiveness of population-based 
strategies in improving the health of 
those with diabetes 
(http://www.thecommunityguide.org 
Select “Diabetes” or “Physical 
Activity”). 

< Centers for Disease Control and 

http://www.thecommunityguide.org
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Prevention. 2001. Increasing physical 
activity: A report on recommendations 
of the Task Force on Community 
Preventive Services. Morbidity and 
Mortality Weekly Report 50 (#RR-18):1-
14 http://www.cdc.gov/mmwr/ 
PDF/RR/RR5018.pdf 

< Diabetes Risk Test - American Diabetes 
Association (On-line calculator: 
http://www.diabetes.org/ Select “Basic 
Diabetes Information,” then select “Risk 
Factors.” Paper Risk Test in English and 
Spanish: 1-800-DIABETES). 

< Jackson RJ. and Kochtitzky C. 2001. 
Creating a Healthy Environment: The 
Impact of the Built Environment on 
Public Health, Sprawl Watch 
Clearinghouse Monograph Series and 
the CDC 
(http://www.sprawlwatch.org/health.pdf) 

< Perry, CL. 1999. Creating Health 
Behavior Change: How to Develop 
Community-wide Programs for Youth. 
Thousand Oaks, CA: Sage Publ. Inc., 
(http:// www.sagepub.co.uk). 

 
Evidence for strategy: 
Several studies indicate that diet and 
exercise interventions can lead to significant 
decreases in the incidence of type 2 diabetes 
for people at greatest risk of the disease. 
Healthy diet and regular exercise has also 
been shown to prevent the complications of 
diabetes. Most benefits were seen from 
moderate risk factor reduction. 
 
Public awareness campaigns emphasizing 
healthy lifestyle behaviors for people with 
diabetes have been shown to be successful at 
enhancing the community’s awareness of 
the seriousness and impact of the disease, 
and at helping to improve attitudes toward 
engaging in healthy behaviors.  
 

Has this strategy been implemented in 
Minnesota?  
A growing number of local examples exist: 
< WOLF (Work Out Low Fat) is a 

collaboratively developed and tested 
school-based program promoting 
physical activity and low fat eating to 
reduce risk factors of type 2 diabetes in 
youth. American Indian traditions are 
emphasized in WOLF’s behavior-based 
curricula for grades 1-4. The program 
has been implemented in urban, rural, 
and reservation schools and has recently 
been revised with the assistance of the 
American Indian Diabetes Prevention 
Advisory Task Force representing all 
eleven Minnesota tribes. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Diabetes coalitions in Rice and northern 
Koochiching counties successfully 
conducted community education and 
awareness campaigns about healthy, 
preventive behaviors through local radio, 
television and print media, health fairs, 
and community workshops. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

 
Indicators for this strategy: 
There are a variety of indicators or measures 
that could be used to evaluate this strategy. 
Use measures that will be most helpful and 
meaningful to you and consider using more 
than one measure to assess the process and 
gauge the impact. The following examples 
are based on the MDH Guidelines for 
Program Evaluation, a section in the CHS 
Planning Manual: “Guidelines for 
Minnesota’s Community Health Boards 

http://www.cdc.gov/mmwr/PDF/RR/RR5018.pdf
http://www.diabetes.org/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.sprawlwatch.org/health.pdf
http://www.sagepub.co.uk/
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2000-2003.” For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. 
 
Process Indicators: 
< Number of community resources used.  
< Number of local organizations that 

contributed to the intervention.  
< Number of ways the intervention has 

been publicized. 
< Percent of the community reached by the 

intervention.  
< Total cost of the intervention. 
 
Intermediate (Bridging) Indicators: 
< Number of people aware of the 

intervention.  
< Number of people who participated in 

the intervention.  
< Number of people reporting change in 

attitude, belief, and/or behavior due to 
the intervention.  

< Community or participant satisfaction 
with the intervention.  

< Sustainability of the intervention.  
 
For more information contact: 
The MDH Minnesota Diabetes Program, 
(651) 281-9849. For more information see 
the strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 
 
Strategy: Implement education and 
support programs for people with 
diabetes. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

   

 
Secondary 

 
U 

 
U U 

 
Tertiary 

  
U 

 

Background: 
Maintaining blood glucose, blood pressure, 
and lipids at near-normal levels will prevent 
or delay the complications of diabetes. 
Adopting healthy eating practices and 
moderate exercise can also help prevent 
complications. Successfully managing 
diabetes requires ongoing vigilance and 
adherence to an individualized care regimen. 
Because more than 90 percent of diabetes 
care is self-managed, on-going, accessible 
education and support for people with 
diabetes are essential to achieving these 
goals and preventing complications that can 
severely disable people with diabetes. 
Diabetes education may encompass many 
topics, including behavioral change, coping 
skills, and use of complementary therapies. 
 
Examples of consumer education and 
support include: 
< Conduct a community needs assessment 

and address the education, support and 
care needs of people with diabetes, 
especially those most at risk (seniors, 
youth, people with disabilities, and 
people of color).  

< Provide on going, culturally appropriate 
diabetes educational materials and 
programs to augment clinic-based 
education and make them accessible 
through a variety of settings (community  
centers, worksites, schools, faith centers, 
libraries, people’s homes, etc.). 

< Sponsor or promote education and 
support programs for people with 
diabetes and their families that 
encourage healthy behaviors at all ages 
(e.g., support groups, walking clubs, 
camps for kids, etc.). 

< Provide reminders of routine preventive 
medical care (e.g., annual eye exams,  
kidney function tests, flu shots, 
cholesterol checks, etc.). 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
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< Encourage health care providers to 
counsel people with diabetes on good 
self-care practices, and link them with 
programs to help reduce their risk of 
complications (e.g, smoking cessation, 
weight loss, exercise clubs, etc.). 

< Expand awareness of insurance and 
Medicare coverage for diabetes services, 
devices and education, and low-cost 
alternatives for the uninsured. 

 
Additional resources: 
Bibliographic resource:  
< Centers for Disease Control and 

Prevention. 2001. Strategies for reducing 
morbidity and mortality from diabetes 
through health-care system intervention 
and diabetes self-management education 
in community settings: A report on 
recommendations of the Task Force on 
Community Preventive Services. 
Morbidity and Mortality Weekly Report 
50 (#RR-16):1-15 http://www.cdc.gov/ 
mmwr/PDF/RR/RR5016.pdf 

Organizational resources:  
< The Health Disparities Collaborative for 

Diabetes is a national initiative with a 
goal of improving the health outcomes 
for medically underserved people with 
diabetes. It offers a broad range of  
educational resources 
(http://www.healthdisparities.net/). 

< The MDH Diabetes Community 
Collaboration Project (DCCP) is a 
unique model for local coalitions to 
effectively address diabetes in their 
community. See the MDH Diabetes 
Program web page for more information 
(see next resource for web page 
address).  

< The MDH Diabetes Program web page 
offers a more extensive listing of 
strategies and resources for diabetes 
education and support, as well as a 

report from Voices of the Community: 
Focus Group Findings and 
Recommendations for education and 
support from African American, 
American Indian, Hispanic, and Hmong 
people with diabetes in Minnesota. For 
more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< National Diabetes Education Program 
(NDEP) Diabetes Community 
Partnership Guide includes a wealth of 
ideas, facts, tips and strategies for 
community-based diabetes education 
and support activities. NDEP also offers 
a variety of culturally appropriate 
educational materials 
(http://www.ndep.nih.gov). 

 
Evidence for strategy: 
The Diabetes Control and Complications 
Trial, the U.K. Prospective Diabetes Study, 
the Diabetes Prevention Program (see the 
Introduction to the diabetes strategies for 
more information about these clinical trials), 
and other research studies have 
demonstrated that maintaining near-normal 
levels of blood glucose, lipids, and blood 
pressure can significantly delay or prevent 
the complications of diabetes. There is 
growing evidence that diabetes educational 
and support programs can help people better 
manage their disease. For summaries of self-
management education efficacy studies, see 
the American Association of Diabetes 
Educators (http://www.aadenet.org. Select 
“Research,” then “Review Papers”). 
 
Interventions such as smoking cessation and 
annual flu shots can also have a profound 
impact on the health and well being of 
people with diabetes. Smoking cessation is 
one of the few interventions that can safely 

http://www.health.state.mn.us/strategies/
http://www.ndep.nih.gov/
http://www.cdc.gov/mmwr/PDF/RR/RR5016.pdf
http://www.healthdisparities.net/
http://www.aadenet.org
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and cost-effectively be recommended for all 
patients. And, although people with diabetes 
are more likely to die with the flu, nearly 50 
percent do not get an annual flu shot. 
Evidence for these activities are evaluated 
periodically by the American Diabetes 
Association (http://www.diabetes.org select 
“For Health Care Professionals,” then select 
“Clinical Practice Recommendations”).  
 
Case management and disease management 
strategies are strongly recommended by the 
Centers for Disease Control and 
Prevention’s Task Force on Community 
Preventive Services. Diabetes self-
management education in community 
gathering places (adults, type 2 diabetes) 
and in the home (adolescents, type 1 
diabetes) are recommended.  The Task 
Force found insufficient evidence to 
recommend or strongly recommend diabetes 
self-management education in the home (all 
ages, type 2 diabetes), for adolescents in 
educational camps and in the worksite.  A 
determination by this Task Force of 
insufficient evidence does not mean 
evidence of ineffectiveness.  A 
recommendation of insufficient evidence 
means that available studies do not provide 
sufficient evidence to assess the strategy’s 
effectiveness. For more information see The 
Preamble section of the Introduction to this 
document, under “Evidence-based 
Strategies,” and The Community Guide at 
http://www.thecommunityguide.org. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, many approaches have been taken: 
< Coalitions participating in the Diabetes 

Community Collaboration Program 
(DCCP) reported success in conducting 
consumer education programs using 
multiple media resources. The coalitions 

also initiated diabetes support groups 
and other activities to encourage good 
self-care and healthy behaviors. For 
more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Three Minnesota community clinics 
participating in the national Health 
Disparities Collaborative for Diabetes 
are meeting the needs of diverse 
populations who face language, cultural, 
financial, and other challenges by 
offering tailored outreach and support 
programs, such as, an African American 
diabetes cooking class, a Hmong 
diabetes support group, and bilingual, 
bicultural lay health educators. 

< Both the Minnesota Extension Service 
and Migrant Health Services, Inc. 
developed diabetes programs to aid the 
migrant farm worker community in the 
state. Both programs trained lay health 
aids to deliver health educational 
information and to serve as liaisons to 
clinical and social services.  

 
Indicators for this strategy: 
There are a variety of indicators or measures 
that could be used to evaluate this strategy. 
Use measures that will be most helpful and 
meaningful to you, and consider using more 
than one measure to assess the process and 
gauge the impact. The following examples 
are based on the MDH Guidelines for 
Program Evaluation, a section in the CHS 
Planning Manual: “Guidelines for 
Minnesota’s Community Health Boards 
2000-2003.”  For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. 
 
 

http://www.diabetes.org/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.thecommunityguide.org/
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Process Indicators: 
< Number of methods or programs being 

used to provide diabetes education and 
support in the community or clinics.  

< Number of intended population(s) 
reached by the educational efforts.  

< Number of educational topics addressed 
by the effort.  

< Number of people with diabetes 
included in the planning, design and 
evaluation of materials and methods.  

< Number of times the materials and 
programs have been evaluated and 
revised or updated. 

< Satisfaction with the education and 
support received through the program  

 
Intermediate (Bridging) Indicators: 
< Number of people with diabetes 

reporting increased knowledge about the 
disease, healthy lifestyles, and 
recommended preventive care.  

< Number of people with diabetes 
reporting improved self-care practices  

< Number of people with diabetes. 
accessing routine preventive services 
(e.g., annual eye exams). 

< Number of programs in the community 
and clinics providing education and 
support for people with diabetes and 
their family members.  

 
For more information contact: 
The MDH Minnesota Diabetes Program, at 
(651) 281-9849. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/.  Click 
on “Diabetes”.  
 
 
 
 
 

Strategy: Convene a coalition to address 
the issues of diabetes in the community. 
 

 Systems 
 
Community Individual 

Primary 
  

 

Secondary U 
 

U  

Tertiary U 
 

U  

 
Background: 
A diabetes coalition is a longstanding group 
that is convened to develop a vision, goals, 
and long-term strategies for diabetes in the 
community. A well-formed coalition has 
broad representation of local people with 
expertise in community health and a 
commitment to at-risk populations. 
Successfully formed coalitions gain critical 
buy-in from community stakeholders and 
bring invaluable experience and credibility 
to programs. By bringing together clinics 
and community groups, diabetes coalitions 
facilitate efficient delivery of programs and 
use of resources, enhance communication 
among diabetes stakeholders, and ensure 
that consistent diabetes messages are 
provided to the community. Coalitions are a 
powerful strategy for comprehensively 
addressing diabetes and improving 
outcomes in the community. 
Roles of a diabetes coalition are to: 
< Create a shared vision and goals for 

diabetes control and prevention. 
< Provide a stable forum to facilitate 

community wide initiatives. 
< Ensure that multiple perspectives are 

considered when addressing diabetes. 
< Design, implement, and evaluate a 

comprehensive diabetes program. 
< Strengthen and support the capacity of 

local health systems to sustain 
improvements. 

< Ensure the success of activities by 
gaining buy-in from key partners. 

http://www.health.state.mn.us/strategies/
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Additional resources:  
< The Community Tool Box: Bringing 

Solutions to Light. Created by the 
University of Kansas. Contains tools to 
assist communities with the tasks 
necessary for community health and 
development (such as grant writing or 
evaluation) and links to other helpful 
web pages (http://ctb.lsi.ukans.edu/). 

< The Diabetes Community Collaboration 
Project (DCCP) is a unique model for 
effective coalition building to address 
diabetes in their community. Also see 
the MDH Diabetes Program web page. 

< Diabetes Today is a training program 
that helps communities organize to 
address diabetes issues. The program 
draws on a community’s strengths to 
create community-based initiatives to 
help people deal with diabetes 
(http://www.diabetestodayntc.org/). 

< The MDH Community Engagement 
process describes steps to take in 
mobilizing community partners. For 
more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Community Engagement”. 

< National Diabetes Education Program 
(NDEP) Diabetes Community 
Partnership Guide is a comprehensive 
“how-to” kit to help launch diabetes 
activities in any community 
(http://www.ndep.nih.gov). 

 
Evidence for strategy: 
Experience has shown that community 
coalitions can be effective in reducing risk 
factors for disease, improving access and 
utilization of health services, stimulating 
improvements in care delivery, improving 
the coordination and consistency of 
educational messages, and elevating the 
health status of individuals in the 

community.  
 
Has this strategy been implemented in 
Minnesota? 
Yes, as demonstrated by two examples: 
< The Minnesota Diabetes Steering 

Committee (MDSC), a statewide 
diabetes coalition convened by the 
MDH, developed a 10-year state plan for 
reducing disabilities due to diabetes for 
2000. Numerous successful diabetes 
interventions were implemented as a 
result. The MDSC is currently updating 
the state plan to serve as a guide to 2010. 
For more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Coalitions in Rice and northern 
Koochiching counties participating in 
the MDH Diabetes Community 
Collaboration Program developed 
interventions that included: diabetes 
resource guides; education programs for 
providers and patients; innovative care 
service models; and a community-wide 
diabetes patient registry. The number of 
diabetes services in those communities 
increased dramatically, and 
improvements were made in the care. 
For more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

 
Indicators for this strategy: 
There are a variety of indicators or measures 
that could be used to evaluate this strategy. 
Use measures that will be most helpful and 
meaningful to you and consider using more 
than one measure to assess the process and 
gauge the impact. The following examples 
are based on the MDH Guidelines for 
Program Evaluation, a section in the CHS 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://ctb.lsi.ukans.edu/
http://www.diabetestodayntc.org/
http://www.ndep.nih.gov/
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Planning Manual: “Guidelines for 
Minnesota’s Community Health Boards 
2000-2003.”  For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. 
 
Process Indicators: 
< Numbers of coalition members and 

community sectors represented.  
< Degree to which coalition membership 

reflects the diversity of the stakeholders, 
including people with diabetes.  

< Number of planning components the 
coalition has developed (community 
diabetes goals, work groups, etc.). 

< Amount of financial or in-kind resources 
that have been leveraged by the 
coalition.  

< Number and types of initiatives that 
have been implemented by the coalition.  

< Number of people served by the 
coalition’s initiatives.  

 
Intermediate (Bridging) Indicators: 
< Number of changes facilitated by the 

coalition, and number of goals and 
objectives met.  

< Number and types of changes made in 
the practices of individuals and 
organizations represented on the 
committee. 

< Number of people in the community 
reporting greater access to diabetes 
information, services and resources.  

< Number of people in the community 
reporting greater awareness of diabetes 
and its risk factors.  

< Number of people in the community 
reporting a positive change in 
knowledge and attitudes about diabetes.  

 
For more information contact: 
The MDH Minnesota Diabetes Program, at 

(651) 281-9849.  For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”.  
 
 
Strategy: Create and publicize a profile 
of the impact of diabetes in the 
community. 
 

 Systems 
 

Community Individual 

Primary 
   

Secondary U 
 

U 
 

 
Tertiary 

 
U 

 
U 

 

 
Background: 
There are many reasons to create a profile of 
diabetes. Such information can be used to 
raise community awareness, build the case 
for making diabetes a priority, and provide 
direction to activities.  
  
A diabetes profile defines the impact of 
diabetes on individuals and the community 
and highlights issues and unmet needs. The 
profile may include the number of people 
with diabetes and related demographic 
information, the clinical and social services 
available, and important diabetes-related 
needs and concerns in the community.  
 
Creating a valid, reliable diabetes profile 
involves gathering the appropriate 
information through partnerships, seeking 
broad community input when interpreting 
data, and sharing the information with 
appropriate audiences.  
 
Examples of diabetes profile uses are to: 
< Identify and describe the diabetes 

population.  
< Create an inventory of diabetes-related 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
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services and resources in the 
community.  

< Indicate the needs and concerns of 
individuals with diabetes, the 
community, and health systems.  

< Set improvement goals and provide 
direction to activities.  

< Shape community health policies and 
priorities.  

< Galvanize support for diabetes initiatives 
by focusing attention on the impact of 
diabetes in the community.  

 
Additional resources: 
Bibliographic resources:  
< Centers for Disease Control and 

Prevention. 1992. Using Chronic 
Disease Data: a Handbook for Public 
Health Practitioners. Atlanta: US 
Department of Health and Human 
Services, Public Health Service. Copies 
are available at (404) 488-5269. 

< The Community Tool Box: Bringing 
Solutions to Light contains a chapter on 
“Assessing Community Needs and 
Resources.” (http://ctb.lsi.ukans.edu). 

< PATCH (Planned Approach to 
Community Health): A Guide for the 
Local Coordinator contains a chapter on 
“Collecting and Organizing Data” 
(http://www.cdc.gov/nccdphp/patch/). 

Organizational resources:  
< Diabetes Today, a training program 

offered by the CDC and based on the 
PATCH model includes training to 
describe the burden of the diabetes in a  
specified geographical community. 
(http://www.diabetestodayntc.org/). 

< The MDH Community Engagement 
process offers examples and tools for 
conducing a community analysis, needs 
assessment, and resource inventory. For 
more information see the website for 
strategies resources at: 

www.health.state.mn.us/strategies/. 
Click on “Community Engagement”. 

< The MDH Diabetes Community 
Collaboration Project (DCCP) is a 
unique coalition model that involves 
profiling diabetes in the community. The 
Diabetes Program also has a number of 
clinical data collection tools and tips. 
See the MDH Diabetes Program at the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

Data Sources: 
< The Community Health Status Indicators 

Project is a potential source of diabetes 
and related data for your community 
(http://www.naccho.org/project2.cfm). 

< The Minnesota Community Health 
Profiles include health risk indicators 
and demographic data for all Minnesota 
counties and the entire state 
(http://www.mnplan.state.mn.us/ 
datanetweb/health.html) 

 
Evidence for strategy: 
Diabetes data have been successfully 
employed by national and local 
organizations to support and direct diabetes 
improvement initiatives. Timely and 
accurate information is essential for raising 
awareness about the impact of diabetes 
among decision-makers, developing 
population-based targeted strategies, and 
allocating appropriate resources to improve 
care and health outcomes. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, two examples are described below. 
< Diabetes coalitions in Rice and northern 

Koochiching counties participating in 
the MDH Diabetes Community 
Collaboration Program constructed 
comprehensive diabetes profiles 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.mnplan.state.mn.us/
http://ctb.lsi.ukans.edu/
http://www.cdc.gov/nccdphp/patch/
http://www.diabetestodayntc.org/
http://www.naccho.org/project2.cfm
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describing demographics, diabetes 
prevalence, health care resources and 
services for diabetes, local patterns of 
care, and barriers to preventive care for 
both patients and providers. The profiles 
helped the coalitions to direct their 
interventions to more effectively address 
identified needs. For more information 
see the website for strategies resources 
at: www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Several collaborative projects between 
the MDH and health systems (health 
plans and clinics) collected data from 
patient and provider surveys, claims 
records, chart audits, and focus groups to 
describe diabetes patient attributes and 
self-care practices, care delivery pat-
terns, health status, and diabetes-related 
attitudes, concerns and needs by people 
with diabetes and their providers. These 
data have been used to prioritize and 
focus diabetes improvement activities. 

 
Indicators for this strategy: 
There are a variety of indicators or measures 
that could be used to evaluate this strategy. 
Use measures that will be most helpful and 
meaningful to you, and consider using more 
than one measure to assess the process and 
gauge the impact. The following examples 
are based on the MDH Guidelines for 
Program Evaluation, a section in the CHS 
Planning Manual: “Guidelines for 
Minnesota’s Community Health Boards 
2000-2003.”   For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. 
 
Process Indicators: 
< Number of differing types of data 

summarized in the profile. 
< Proportion of the community that is 

described in the profile. 
< Degree to which important data or 

populations are missing from profile. 
< Number of profile copies distributed 
< Number of articles published or 

presentations given on key findings. 
< Percentage of the community reached by 

the publications and presentations. 
< Costs of production, distribution, 

publications and presentations. 
< Number of times the profile is updated 

or renewed. 
< Number of data sources included on an 

ongoing basis. 
< Number of organizations contributing 

information to renew or update the 
profile. 

 
Intermediate (Bridging) Indicators: 
< Number of people or target community 

audiences that are aware of and use the 
profile.  

< Frequency and number of different ways 
people or audiences use the profile. 

< Satisfaction with the value and 
usefulness of profile.  

< Number of organizations contributing 
funding and/or staff resources to create 
the profile.  

< Number of organizations having 
established funding and/or staff 
resources to regularly renew the profile.  

< Total value of regular funding and staff 
resources contributed or established for 
renewing or updating the profile.  

 
For more information contact: 
The MDH Minnesota Diabetes Program, at 
(651) 281-9849. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”.  
 
 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
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Strategy: Provide diabetes educational 
opportunities to health professionals. 
 
 
 

 
Systems 

 
Community Individual 

 
Primary 

   

 
Secondary 

 
U 

  

 
Tertiary 

 
U 

  

 
Background: 
Medical research is continually making new 
advances in the treatment of diabetes and the 
prevention of complications. This ongoing 
change makes it difficult for providers to be 
familiar with the most recent information on 
diabetes. Disseminating information on 
current diabetes care recommendations to all 
health professionals is essential in 
translating new research into practice and 
making the best health care available to 
people with diabetes. 
 
Strategy examples include: 
< Provide and promote accessible diabetes 

educational forums and clinical updates 
for health professionals.* 

< Distribute effective, state-of-the-art tools 
and resources for diagnosing, treating, 
and managing diabetes, supporting 
clinical decisions, and reminding 
patients and providers of care 
recommendations and needed services. 

< Promote the use of evidence-based 
diabetes care guidelines in all clinical 
settings. Provide reminders of care 
recommendations (e.g., wall posters, 
wallet cards, reference guides, flow 
sheets, etc.). 

< Provide instruction in cultural 
competency and care improvement 
methods to all diabetes care providers. 

< Develop ways of communicating 
diabetes-related research findings and 
new products quickly and effectively to 

all health professionals. 
< Encourage schools that train health 

professionals to emphasize chronic 
disease management in their curricula. 

 
* Providing diabetes education involves: engaging 
partners representing health care opinion leaders and 
respected organizations in the community; 
determining educational needs; and devising effective 
educational approaches for busy professionals. For 
example, distributing written materials is usually less 
effective than group forums that enable networking 
and information sharing. 
 
Additional resources: 
Bibliographic resources:  
< Guidelines for Diabetes Care in Long-

term Care Facilities, 4th ed. 2000. 
Minneapolis/St. Paul Diabetes 
Educators. To order, see the MDH 
Diabetes Program website at the website 
for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Renders, CM., et al. 2001. Interventions 
to improve the management of diabetes 
in primary care, outpatient, and 
community settings: A systematic 
review. Diabetes Care 24:1821-1833 
(http://care.diabetesjournals.org/). 

Organizational resources: 
< Local professional diabetes conferences 

and workshops include the annual MDH 
Changing Faces of Diabetes in 
Minnesota. See the MDH Diabetes 
Program website for a listing.  

< The MDH Diabetes Program offers a 
number of diabetes care improvement 
resources for health professionals as well 
as links to online diabetes-related tools, 
materials, research updates, continuing 
education programs, and other 
information. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://care.diabetesjournals.org/


CATEGORY: CHRONIC/NONINFECTIOUS DISEASE 
TOPIC: DIABETES 

 
 

 

This information is current as of Fall 2002 
Page 24 

< National Guideline Clearinghouse is a 
public resource for evidence-based 
clinical practice guidelines 
(http://www.guideline.gov). 

 
Evidence for strategy: 
Studies of the impact of professional 
education show a relationship between 
improvements in provider performance and 
patient health outcomes where a variety of 
educational strategies were involved. A 
direct relationship with positive health 
outcomes is most apparent when reinforcing 
educational elements, such as case 
discussion and interactive learning 
opportunities, are used. The combination of 
patient and provider diabetes education 
efforts has been shown to result in the 
greatest improvement in health outcomes.  
 
Instruction on case management and disease 
management is strongly recommended by 
the Centers for Disease Control and 
Prevention’s Task Force on Community 
Preventive Services (see Community Guide 
at http://www.thecommunityguide.org. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, portions of this strategy have been 
implemented by a number of organizations. 
< Many Minnesota diabetes education 

centers and others offer ongoing 
diabetes-related continuing education 
opportunities for health professionals in 
a variety of formats and venues. Low 
attendance is rarely a problem and the 
demand for such programs remains high.  

< The Institute for Clinical Systems 
Improvement (ICSI), in partnership with 
local health plans and clinics, offers 
evidence-based practice guidelines and 
cosponsors an annual quality conference 
for health professionals with the Institute 

for Healthcare Improvement. 
< The Minneapolis / St. Paul Diabetes 

Educators continue to lead a 
collaborative effort to offer diabetes care 
guidelines appropriate to long-term care 
settings. A program to help implement 
the guidelines was successfully pilot-
tested in two nursing facilities. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Two MDH collaborations with health 
plans (IDEAL & DQIC) developed 
effective clinical care improvement 
programs (complete with manuals, tool 
kits and instructional forums), testing 
them in a variety of primary care 
settings. For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

 
Indicators for this strategy: 
There are a variety of indicators or measures 
that could be used to evaluate this strategy. 
Use measures that will be most helpful and 
meaningful to you, and consider using more 
than one measure to assess the process and 
gauge the impact. The following examples 
are based on the MDH Guidelines for 
Program Evaluation, a section in the CHS 
Planning Manual: “Guidelines for 
Minnesota’s Community Health Boards 
2000-2003.  For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. 
 
Process Indicators: 
< Number of diabetes-related educational 

programs, materials or guidelines made 
available and promoted to professionals.  

< Number of programs offering instruction 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.guideline.gov/
http://www.thecommunityguide.org/
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in cultural competency and care 
improvement methods.  

< Number of health professionals 
accessing the educational programs.  

< Cost of offering and promoting diabetes 
professional educational opportunities.  

< Number of organizations participating in 
offering or promoting diabetes-related 
educational programs or materials to 
health professionals.  

< Number of best practices and 
experiences shared between health 
professionals in the community.  

< Number of ways diabetes-related 
research findings and new products are 
communicated to health professionals.  

 
Intermediate (Bridging) Indicators: 
< Number of organizations designating 

resources for diabetes clinical care 
improvement activities.  

< Number of health professionals 
reporting greater awareness of the 
diabetes care improvement resources 
available to them.  

< Number of health professionals who 
believe that they are following diabetes 
care guideline recommendations. 

< Health professionals’ satisfaction with 
their level of knowledge regarding 
diabetes management, and guideline 
recommendations.  

< Number of providers or care delivery 
sites who assess their rates for  
recommended diabetes preventive 
ervices.  

< Health professionals’ satisfaction with 
the diabetes education offered to them.  

< Number of health professional training 
institutions (e.g. medical and nursing 
schools) that include chronic disease 
management in their curricula.  

 
 

For more information contact: 
The MDH Minnesota Diabetes Program, at 
(651) 281-9849. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”.  
 
 
Strategy: Facilitate improvement of 
diabetes care in clinical settings. 
 

 Systems 
 

Community Individual 

Primary 
  

 

Secondary U 
 

 

Tertiary U 
 

 

 
Background: 
Many Minnesotans with diabetes do not 
have access to, or are not receiving, 
recommended care. Diabetes is a complex 
disease. Effective clinical management 
requires the interaction of many 
professionals and coordination of a broad 
spectrum of services.  
 
To provide the highest quality of diabetes 
care, health professionals must also know 
and actively practice state-of-the-art care, 
and must have systems to support, monitor, 
and improve care continually. Although 
most providers support the use of diabetes 
guidelines, many struggle to follow them in 
clinical systems that are not designed for 
chronic disease care. In order to improve 
their care delivery systems to accommodate 
chronic disease management, providers may 
need to seek external support and assistance. 
Strategy examples include: 
< Encourage providers to regularly assess 

their care in comparison to guideline 
recommendations, and to make 
continuous improvements.  

http://www.health.state.mn.us/strategies/
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< Support providers in adopting a patient-
centered, team approach to diabetes care 
involving multiple caregivers (e.g. the 
physician, diabetes educator, dietitian, 
public health nurse, specialists, 
pharmacists, social services, etc.). 

< Offer incentives and resources 
supporting diabetes care improvement 
interventions in all clinical settings (e.g., 
funding, training, staffing, information 
systems, a quality improvement process, 
tools, and other resources). 

< Develop mechanisms for health 
professionals to share their diabetes care 
practices and improvement experiences, 
tools, and strategies. 

< Promote best practices and innovations 
that demonstrate:  
< Comprehensive, guideline-

recommended diabetes care. 
< Reduction in health disparities.  
< Coordination with other services and 

linkages to community resources. 
< Population-based care management. 
< Creative solutions that increase 

access to limited services. 
< Meeting the needs of all people with 

diabetes (including children, 
pregnant women, seniors, and 
ethnically diverse populations). 

 
Additional resources: 
Bibliographic resources: 
< Bender, AD., et al. 1999. Quality and 

outcomes management in the primary 
care practice.” Journal of Medical 
Practice Management 14:236-40. 

< Centers for Disease Control and 
Prevention. 2001. Strategies for reducing 
morbidity and mortality from diabetes 
through health-care system intervention 
and diabetes self-management education 
in community settings: A report on 
recommendations of the Task Force on 

Community Preventive Services. 
Morbidity and Mortality Weekly Report 
50 (#RR-16):1-15 
(http://www.cdc.gov/mmwr/ 
PDF/RR/RR5016.pdf).  

< Peterson, K., and Vinicor, F. 1998. 
Strategies to improve diabetes care 
delivery. Journal of Family Practice 
47(suppl):S55-62. 

Organizational resources: 
< The Health Disparities Collaborative for 

Diabetes is a national initiative with a 
goal of improving the health outcomes 
for medically underserved people with 
diabetes. Participating primary care 
clinics offer their strategies, tools, and 
lessons learned from improving care, at: 
(http://www.healthdisparities.net/). 

< The MDH Diabetes Program offers 
several tested interventions that include 
instructional manuals and tools to aid 
diabetes clinical care improvements. See 
their website for more information, and 
links to related online resources. For 
more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< National Diabetes Education Program 
(NDEP) offers many tools and resources, 
including Team Care: Comprehensive 
Lifetime Management for Diabetes, A 
Guide for Health Professionals 
(http://www.ndep.nih.gov). 

< National Guideline Clearinghouse is a 
public resource for evidence-based  
clinical practice guidelines 
(http://www.guideline.gov). 

 
Evidence for strategy: 
Studies of clinical quality improvement have 
shown that successful endeavors require 
strong leadership, a sustained investment in 
resources and time, and changes made to the 

http://www.health.state.mn.us/strategies/
http://www.cdc.gov/mmwr/PDF/RR/RR5016.pdf
http://www.healthdisparities.net/
http://www.ndep.nih.gov/
http://www.guideline.gov/
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systems and policies that govern clinical 
services and communications at all levels.  
Numerous studies have indicated that 
following diabetes practice 
recommendations and adopting a patient-
centered team approach to care delivery can 
greatly improve patient health and quality of 
life, and prevent complications through 
better disease management.  
 
Case management and disease management 
improvement strategies are strongly 
recommended by the Centers for Disease 
Control and Prevention’s Task Force on 
Community Preventive Services (see 
Community Guide at  
http://www.thecommunityguide.org. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, the following are just a few examples 
of the many approaches taken: 
< Since 1986, the MDH has facilitated 

diabetes care improvement programs in 
clinics and nursing facilities statewide 
using a quality improvement process. 
Participating sites were successful in 
making meaningful improvements to 
their diabetes care. For more information 
see the website for strategies resources 
at: www.health.state.mn.us/strategies/. 
Click on “Diabetes”. 

< Three Minnesota community clinics 
participating in the national Health 
Disparities Collaborative for Diabetes 
successfully used a quality improvement 
approach to meet the needs of diverse 
populations with diabetes, particularly 
people who face language, cultural, 
financial, and other barriers to 
maintaining good health. 

< Numerous local clinics have built 
reminder systems that work for both 
patients and providers, greatly 

increasing the number of diabetes 
preventive services delivered on a 
routine basis. 

< Several tribal clinics and care delivery 
systems in both rural and urban settings 
have successfully used mobile care units 
to deliver specialized diabetes care, such 
as, foot checks and eye exams to people 
who have difficulty accessing such care. 

< Numerous health plans and clinics in the 
state have reported that activities, such 
as, nurse-led case management programs 
and group diabetes clinic visits can be  
very beneficial in helping people 
manage their diabetes. 

 
Indicators for the strategy: 
There are a variety of indicators or measures 
that could be used to evaluate this strategy. 
Use measures that will be most helpful and 
meaningful to you and consider using more 
than one measure to assess the process and 
gauge the impact. The following examples 
are based on the MDH Guidelines for 
Program Evaluation, a section in the CHS 
Planning Manual: “Guidelines for 
Minnesota’s Community Health Boards 
2000-2003. For more information see the 
website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “CHS Planning Guidelines”. 
 
Process Indicators: 
< Number of organizations contributing 

resources to support diabetes care 
improvement activities.  

< Total value of the resources contributed 
toward improving diabetes care  

< Number of clinical care sites 
implementing diabetes care 
improvement programs.  

< Number of different diabetes care 
improvement strategies implemented in 
clinical settings.  

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.thecommunityguide.org/
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< Number of best practices and 
experiences shared with other health 
professionals.  

< Number of providers reporting improved 
rates of recommended diabetes 
preventive services (e.g.: eye and foot 
exams, A1C and kidney function tests, 
blood pressure and cholesterol checks). 

 
Intermediate (Bridging) Indicators: 
< Number of organizations designating 

resources for diabetes care improvement.  
< Number of health professionals 

reporting awareness of the diabetes care 
improvement resources available to 
them.  

< Number of providers routinely 
measuring the quality of their diabetes 
care (e.g., compare their care to 
guideline recommendations). 

 
< Number of health professionals 

participating in a patient-centered, team 
approach to diabetes care.  

< Health professionals’ satisfaction with 
the quality of their diabetes care.  

< Health professionals’ satisfaction with 
the diabetes care improvement resources 
available to them. 

 
For more information contact: 
The MDH Minnesota Diabetes Program, at 
(651) 281-9849. For more information see 
the website for strategies resources at:  
www.health.state.mn.us/strategies/. 
Click on “Diabetes”.  

http://www.health.state.mn.us/strategies/
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CATEGORY:  Chronic/Noninfectious Disease 
 

TOPIC:  EARLY DETECTION OF CANCER 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
One stop screening. 

 
 

 
U 

 
U 

 
 

 
 

 
 

 
 

 
Special screening 
days. 

 
U 

 
U 
 

 
U 

 
 

 
U 

 
U 

 
 

 
Lay recruiters/ 
outreach workers. 
 

    
 U 

 

 
U 

 
U   

U   

 
Inreach systems. 

 
 

 
U 

 
U 

 
 

 
 

 
 

 
 

 
Peer-based community 
education program. 

 
U 

 
 
 

 
 
 

 
U 

 
U 

 
U 

 
 

 
Media plus telephone 
“hotline”. 

 
U 

 
U 

 
U   

U   

 



CATEGORY: CHRONIC/NONINFECTIOUS DISEASE 
TOPIC: EARLY DETECTION OF CANCER 

 
 

 

This information is current as of Fall 2002 
Page 31  

he strategies summarized in this 
section focus on secondary 
prevention of breast and cervical 

cancer, i.e., early detection and screening. 
Although questions have been raised 
recently about the validity of several of the 
major mammography trials, it is still widely 
believed that mammography saves lives and 
screening recommendations remain 
unchanged. It is also generally accepted that 
if all women were regularly screened for 
cervical cancer, invasive cervical cancer 
would be virtually eliminated. Regarding 
primary prevention of breast cancer, causal 
associations between modifiable risk factors 
such as diet, exercise, alcohol intake and 
breast cancer risk have not been established. 
The extent to which modification of these 
risk factors will specifically reduce 
morbidity and mortality from breast and 
cervical cancer is not known. At the current 
time, strategies for the primary prevention of 
Human Papillomavirus (HPV) infection are 
similar to those needed to reduce the 
transmission of other sexually transmitted 
diseases. See the section, STD/HIV/AIDS in 
the Infectious Disease category. 
 
 
Strategy: One stop screening. 
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
 

 
  

 
Secondary 

 
U 

 
  

 
Tertiary 

 
 

 
  

 
Background: 
This strategy involves coordination of 
services during a clinical visit to allow a 
patient to get all needed screening on a 
single visit. For breast cancer screening, this 
would mean having mammogram 
appointments available on the same day, at 

the same location as the clinical breast exam 
and/or Pap smear. This can be implemented 
and institutionalized with hospital 
mammography departments and their 
associated clinics, clinics that have their 
own mammography equipment or at clinics 
that arrange portable mammography on site 
on a periodic basis.  
 
Additional resources:  
< Minnesota Department of Health. 

MBCCCP Outreach and Patient 
Education Manual. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/. 
Click on “Cancer Control”.  

< US Department of Health and Social 
Services, Centers for Disease Control 
and Prevention. 1997. Reach Women for 
Mammography Screening, and 
Successful Strategies of National Breast 
and Cervical Cancer Early Detection 
Program (NBCCEDP) Grantees. 
Atlanta: For copies, contact CDC at 
(770) 488-4751 or e-mail 
cancerinfo@cdc.gov or on-line at 
www.cdc.gov/nccdphp/dcpc. 
 

Evidence for strategy: 
This strategy reduces several logistical 
barriers to completion of comprehensive 
screening. Surmounting these barriers is 
vital to successfully reaching and screening 
underserved low-income women in 
particular. With a one-stop strategy, barriers 
such as childcare, transportation and time 
off from work need only be addressed once 
rather than for multiple appointments. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, this has been a key strategy encouraged 
by the Minnesota Breast and Cervical 
Cancer Control Program (MBCCCP) in its 

T 

mailto:cancerinfo@cdc.gov
http://www.health.state.mn.us/strategies/
http://www.cdc.gov/nccdphp/dcpc
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work with providers around the state. It has 
been used successfully in many settings both 
in the Twin Cities Metropolitan Area and in 
non-metro clinics. 
 
Indicators for this strategy: 
< Number and proportion of scheduled 

women who complete screening. 
< Proportion of women in target 

population who are up to date with 
screening. 

 
For more information contact: 
MDH Cancer Control Section, at 
(612) 676-5500. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Cancer Control”.   
 
 
Strategy: Special screening days. 
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
 

 
  

 
Secondary 

 
U 

 
  

 
Tertiary 

 
 

 
  

 
Background: 
This strategy builds on the one-stop strategy 
and involves the creation of special 
screening days that offer clinical breast 
exam, mammography and Pap smears at 
convenient community locations. Locations 
may include community-based clinics, 
churches, community centers and worksites. 
Screening days are best accompanied by 
heavy promotion using local media in the 
days leading up to the event. Creating a 
welcoming and celebratory atmosphere 
draws women in who are then more likely to 
return in the future. This strategy is 
particularly well suited to working with hard 
to reach populations and is enhanced by the 

use of culturally appropriate materials. Local 
outreach workers can help promote the event 
and assist with patient navigation and 
follow-up during and after the screening 
day. 
 
Additional resources:  
< Minnesota Department of Health. 

MBCCCP Outreach and Patient 
Education Manual. See “For more 
information contact:” below for contact 
information. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Cancer Control”. 

< US Department of Health and Social 
Services, Centers for Disease Control 
and Prevention. 1997. Reach Women for 
Mammography Screening, and 
Successful Strategies of National Breast 
and Cervical Cancer Early Detection 
Program (NBCCEDP) Grantees. 
Atlanta: For copies, contact CDC at 
(770) 488-4751 or e-mail 
cancerinfo@cdc.gov or on-line at 
www.cdc.gov/nccdphp/dcpc.  

 
Evidence for strategy:  
This strategy has been effective in recruiting 
different racial and ethnic minority groups, 
especially African American and 
Hispanic/Latino women to the Minnesota 
Breast and Cervical Cancer Control 
Program. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, the Minnesota Breast and Cervical 
Cancer Control Program has used this 
strategy successfully since 1997. Specific 
examples of successful screening events 
include collaborations between Centro, 
North Memorial Mammography and 
Hennepin County Medical Center to create 

http://www.cdc.gov/nccdphp/dcpc
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
mailto:cancerinfo@cdc.gov
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screening events in the Hispanic 
Community. 
 
Indicators for this strategy: 
< Number of women who schedule 

appointments. 
< Number of women who complete 

schedule appointments. 
< Proportion of targeted women who are 

up to date with screening. 
 
For more information contact: 
MDH Cancer Control Section, at  
(612) 676-5500. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Cancer Control”.   
 
 
Strategy: Lay recruiter/outreach 
workers.  
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
 

 
  

 
Secondary 

 
 

 
 U 

 
Tertiary 

 
 

 
  

 
Background: 
This strategy involves the hiring and training 
of local lay outreach workers to conduct 
one-on-one recruitment for screening to a 
community based clinic or hospital or 
medical center. Lay outreach workers who 
are from the community know their 
community best and can effectively identify 
and approach local businesses and 
organizations to directly recruit women for 
screening. 
 
Additional resources: 
< Flynn, BS., Gavin, P., Worden, JK., et 

al. 1997. Community education 
programs to promote mammography 

participation in rural New York State. 
Prev Med, 26:102-108. 

< Slater, JS., Ha, CN., Malone, ME., et al. 
1998. A randomized community trial to 
increase mammography utilization 
among low-income women living in 
public housing. Prev Med, 27:862-870. 

< Suarez, L., Nichols, DC., Brady, CA. 
1993. Use of role models to increase Pap 
smear and mammogram screening in 
Mexican-American and black women. 
Am J Prev Med, 9:290-296. 

< US Department of Health and Social 
Services, Centers for Disease Control 
and Prevention. 1997. Reach Women for 
Mammography Screening, and 
Successful Strategies of National Breast 
and Cervical Cancer Early Detection 
Program (NBCCEDP) Grantees. 
Atlanta: For copies, contact CDC at 
(770) 488-4751 or e-mail 
cancerinfo@cdc.gov or on-line at 
www.cdc.gov/nccdphp/dcpc 

 
 
Evidence for strategy:  
This model has been used to provide 
outreach and education for many conditions 
and used extensively in the National Breast 
and Cervical Early Detection Program. It 
has substantially increased the number of 
Latino women enrolled in the Minnesota 
Breast and Cervical Cancer Control 
Program. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, this model has been used by the 
MBCCCP for three years. “Lay recruiters” 
have been hired to work in targeted 
communities and have successfully 
increased the number of Latino women 
screened in the MBCCCP. 
 

mailto:cancerinfo@cdc.gov
http://www.cdc.gov/nccdphp/dcpc
http://www.health.state.mn.us/strategies/
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Indicators for this strategy: 
< Number of women screened from 

targeted community. 
< Proportion of women in targeted 

community who are up to date on 
screening. 

 
For more information contact:  
MDH Cancer Control Section, at 
(612) 676-5556. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Cancer Control”.   
 
 
Strategy: Inreach systems. 
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
 

 
  

 
Secondary 

 
U 

 
  

 
Tertiary 

 
 

 
  

 
Background: 
Implementing inreach in local health care 
settings such as clinics, hospitals or private 
practices can identify women in need of 
screening and connect them with screening 
services. Nurses, lay health advisors, senior 
advisors and other clinic staff can identify 
unscreened women in hospital specialty 
clinics that may not routinely offer 
preventive services. Chart and or/or billing 
audits can also be used to systematically 
identify women who need screening. Using 
data collected from charts, tickler systems 
can prompt practitioners to refer women or 
letters can be generated to women who are 
due (or overdue) for screening This strategy 
can be incorporated into ongoing systems 
developed for continuous quality 
improvement around preventive services.  
 
 

Additional resources: 
Bibliographic resources: 
< Margolis, KL., Lurie, N., McGovern , 

PG., Tyrrell, M., Slater, JS. 1998. 
Increasing breast and cervical cancer 
screening in low-income women. J Gen 
Intern Med 13:515-521. 

< McCarthy, BD., Ulcickas, Y., Bolton, 
MB. et al. 1997. Redesigning primary 
care processes to improve the offering of 
mammography. J Gen Int Med 12:357-
363. 

< US Department of Health and Social 
Services, Centers for Disease Control 
and Prevention. 1997. Reach Women for 
Mammography Screening, and 
Successful Strategies of National Breast 
and Cervical Cancer Early Detection 
Program (NBCCEDP) Grantees. 
Atlanta: For copies, contact CDC at 
(770) 488-4751 or e-mail 
cancerinfo@cdc.gov or on-line at 
www.cdc.gov/nccdphp/dcpc 

Organizational resource: 
< Agency for Healthcare Quality and 

Research. Put Prevention into Practice. 
http://www.ahcpr.gov/clinic/ppipix.htm 
 

Evidence for strategy: 
This strategy has been scientifically tested 
and shown to increase breast and cervical 
cancer screening at a local clinic, especially 
among American Indian women. Inreach has 
been incorporated into models for 
prevention systems, which have been well 
studied and documented in the literature. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, waiting room recruitment for 
mammography was successfully 
implemented at Hennepin County Medical 
Center. MBCCCP screening network 
providers have used billing databases to 
identify women who have not been screened 

http://www.health.state.mn.us/strategies/
mailto:cancerinfo@cdc.gov
http://www.cdc.gov/nccdphp/dcpc
http://www.ahcpr.gov/clinic/ppipix.htm
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and invited them for screening. Many clinics 
have prevention flow sheets and systems to 
flag charts of women in need of specific 
preventive services, including breast and 
cervical cancer screening. 
 
Indicators for this strategy: 
< Number and kinds of health care settings 

that utilize inreach systems. 
< Number and kinds of health care settings 

that utilize inreach systems. 
< Number and ethnicity of lay workers 

trained as inreach workers. 
< Number of women up-to-date with 

screening within a health care setting. 
 

For information contact: 
MDH Cancer Control Section, at 
(612) 676-5556. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Cancer Control”.   
 
 
Strategy: Peer-based community 
education program. 

  
 

 
Systems 

 
Community Individual 

 
Primary 

 
 

 
  

 
Secondary 

 
 

 
U U 

 
Tertiary 

 
 

 
  

 
Background: 
This strategy uses social networks (e.g., 
churches, public housing, community 
groups) to influence women’s screening 
behavior in groups by providing them with 
an opportunity to learn about the benefits of 
screening, share opinions and experiences 
about screening with peers and commit to 
screening, in some cases, by making an 
appointment. This is a resource-intensive 
strategy and requires good information 

about the target population. Examples 
include Friend to Friend and Tell a Friend. 
 
Additional Resources: 
Bibliographic resources: 
< Calle, E., Miracle-McMahill, H. 1994. 

Personal contact from friends increases 
mammography usage. Am J Prev Med 
10:361-366. 

< Margolis, KL., Lurie, N., McGovern, 
PG., Tyrrell, M., Slater, JS. 1998. 
Increasing breast and cervical cancer 
screening in low-income women. J Gen 
Intern Med 13:515-521. 

Organizational resource: 
< American Cancer Society, at 

(800)-ACS-2345. 
 

Evidence for strategy:  
This strategy has been scientifically tested 
and shown to increase breast cancer 
screening among low-income women in 
public housing in Minneapolis. 
 
Has this strategy been implemented in 
Minnesota? 
The American Cancer Society and the 
YWCA of Duluth have used this strategy 
successfully. 
 
Indicators for this strategy: 
< Number of women attending events. 
< Number of women screened in 

community. 
< Proportion of women in community who 

are up to date on screening. 
 

For more information contact:  
MDH Cancer Control Section, at 
(612) 676-5500. For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Cancer Control”.   
 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
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Strategy: Media plus telephone 
“hotline”. 
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
 

 
  

 
Secondary 

 
 

 
U U 

 
Tertiary 

 
 

 
  

 
Background: 
Use of mass media such as television, radio 
or newspaper can get the word out about 
services. Linking this “call to action” with a 
“hotline” or toll free number that women 
can call to learn more about screening and 
resources in their community enhances the 
effectiveness of media promotion. In 
addition, if the hotline can help schedule a 
woman for an appointment, it is much more 
likely that she will follow through. 
Individuals who are knowledgeable about 
screening programs and the availability of 
services should staff the phone line. 
 
Additional resource: 
< Ludman, EJ., Curry, SJ., Meyer, D., 

Taplin, SH. 1999. Implementation of 
outreach telephone counseling to 
promote mammography participation. 
Health Educ Behav 26(5):689-702 
 

Evidence for strategy:  
This has been used effectively in promoting 
the MBCCCP at a local and statewide level. 
Advertising on major network and local TV 
stations coupled with the use of a toll free 
line for follow-up and scheduling assistance 
has resulted in thousands of women 
receiving appointments for screening. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, see above. 
 

Indicators for this strategy: 
< Number of women calling for 

information. 
< Number of women calling for 

information. 
< Number women scheduling 

appointments. 
< Number of scheduled women who 

complete appointments. 
< Proportion of women in targeted 

community who are up to date on 
screening. 

 
For more information contact:  
MDH Cancer Control Section, at  
(612) 676-5500 For more information see 
the website for strategies resources at: 
www.health.state.mn.us/strategies/. Click on 
“Cancer Control”.   
 
 

http://www.health.state.mn.us/strategies/
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CATEGORY: Chronic/Noninfectious Disease 
 

TOPIC: HEART DISEASE, HEART ATTACK AND STROKE 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
Conduct targeted 
cholesterol screening 
and follow-up 
activities. 

 
U 

 
U 

 
U 

 
 

 
U 

 
U 

 
 

 
Conduct targeted 
hypertension detection 
and follow-up 
activities. 

 
U 

 
U 

 
U 

 
 

 
U 

 
U 
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eart disease, the leading cause of 
death and stroke, is the third leading 
cause of death among Minnesota 

men and women of all racial and ethnic 
groups. The rate of premature deaths due to 
heart disease and stroke is greater among 
African Americans than among white 
Americans. Three health-related behaviors 
(tobacco use, poor diet, and lack of physical 
activity) are the major risk factors for heart 
disease and stroke. Though the number of 
Americans dying from heart disease and 
stroke has been decreasing, the number 
living with heart disease and stroke is 
increasing. We can expect these numbers to 
rise unless the increases in tobacco use 
among some groups, the increases in obesity 
among children and adults, and the lack of 
change in physical activity levels and poor 
diet are reversed. Please see the Nutrition 
and Physical Activity/Inactivity sections of 
this category, as well as to the Alcohol, 
Tobacco, and Other Drugs category, for 
related prevention strategies. 
 
To continue the declines in deaths from 
heart disease and stroke and improve the 
quality of life for those living with these 
conditions, we need renewed efforts to enlist 
those individuals at high risk and enable the 
public at large to change unhealthy 
behaviors. Primary prevention strategies for 
heart disease, heart attack, and stroke are 
covered in the other areas mentioned above. 
In addition, we must develop quality 
improvement efforts to improve services for 
early identification and control of risk 
factors (e.g. elevated blood pressure or blood 
cholesterol), services to those affected by 
heart attacks or strokes (to maximize the 
time window for early intervention with 
clot-dissolving drugs), and services for 
patient assessment and education (to prevent 

development of risk). The strategies 
presented here address these needs. 
 
 
Strategy: Conduct targeted cholesterol 
screening and follow-up activities.  
 

 Systems 
 
Community 

 
Individual 

Primary  
 

 
 

 

Secondary U 
 

U 
 

U 

Tertiary  
 

 
 

 

 
Background: 
High blood cholesterol is one of the major 
risk factors for heart disease, the leading 
cause of death in the U.S. and Minnesota. 
Although blood cholesterol levels have 
declined in the U.S. population since the 
early 1980s, nearly 20 percent of American 
adults have high blood cholesterol (e.g., 
cholesterol levels greater than 240 mg/dL.). 
Approximately 50 percent of Americans 
have levels above the optimal range (e.g., 
less than 200 mg/dL). Persons with high 
blood cholesterol have about twice the risk 
of coronary heart disease of persons in the 
optimal range. Nearly 30 percent of adults 
need dietary or other treatment for high 
blood cholesterol.  
 
This strategy describes implementation of a 
targeted hypercholesterolemia screening 
program to identify adults with high blood 
cholesterol in the community and work 
through the public health and health care 
systems to provide them with appropriate 
medical treatment and supportive follow-up 
activities. Methods to identify 
hypercholesterolemic individuals include 
standardized blood cholesterol measurement 
services offered to groups such as work site 
populations. 

H
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Follow-up activities include assisting 
individuals in seeking appropriate care to 
treat high blood cholesterol. Follow-up 
activities supportive of behavioral change to 
treat high blood cholesterol include 
programs promoting diets low in fat 
(especially saturated fat) and high in fruits 
and vegetables, weight management, and 
aerobic physical activity. Please see the 
sections on Nutrition and Physical 
Activity/Inactivity within this category for 
additional prevention strategies. Follow-up 
activities supportive of pharmacologic 
treatment include referring individuals to 
appropriate medical care and implementing 
strategies to promote medication 
compliance. 
 
Additional resources: 
< American Heart Association, at 

(800) 331 6889, 
www.americanheart.org, Northland 
Affiliate 4701 W. 77th St., Minneapolis, 
MN 55436. 

< National Institutes of Health, National 
Heart, Lung and Blood Institute, 
www.nhlbi.nih.gov. This site includes 
resources included that target 
multicultural populations. 

 
Evidence for strategy: 
Research has demonstrated that lowering 
blood cholesterol reduces the risk of heart 
disease. Studies conducted in a variety of 
settings have demonstrated that targeted 
screening is effective in identifying those 
individuals needing intervention and 
provides a basis for tailored referral of 
services necessary for appropriate care. 
 
The federal guidelines have been derived 
from an enormous amount of clinical and 
community-based research. 

Has this strategy been implemented in 
Minnesota?  
Yes, there are numerous successful efforts 
similar to the activities described in this 
strategy. 
 
Indicators for this strategy: 
< Number of individuals screened and 

referred for hypercholesterolemia. 
< Number of individuals with 

hypercholesterolemia able to reduce high 
blood cholesterol and maintain control 
of normal blood cholesterol. 

 
For more information contact: 
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

 
 
Strategy: Conduct targeted 
hypertension detection and follow-up 
activities. 
 

 Systems 
 
Community 

 
Individual 

Primary  
 

 
 

 

Secondary U 
 

U 
 

U 

Tertiary  
 

 
 

 

 
Background: 
High blood pressure is a risk factor for heart 
disease and the single most important risk 
factor for stroke. Approximately 50 million 
Americans have high blood pressure and of 
those with high blood pressure, nearly one-
third do not know they have it. Although the 
prevalence of high blood pressure has 
decreased in the U.S., only 21 percent of 
persons with hypertension are adequately 

mailto:fran.doring@health.state.mn.us
mailto:pam.york@health.state.mn.us
http://www.americanheart.org/
http://www.nhlbi.nih.gov/
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treated and have their blood pressure under 
control. The Minnesota Behavioral Risk 
Factor Surveillance System (BRFSS) queries 
respondents on whether they have been told 
by a doctor, nurse, or other health 
professional that they have high blood 
pressure. Based on this survey, 21.5 percent 
of Minnesota’s adults report they have been 
told they have high blood pressure. There is 
evidence from the National Health and 
Nutrition Examination Survey (NHANES) 
that questions like this which reflect 
hypertension awareness prevalence may 
under-represent actual hypertension 
prevalence by 50 percent. African 
Americans and persons with lower 
educational and income levels also tend to 
have higher levels of blood pressure.  
 
This strategy describes implementation of a 
targeted hypertension screening program to 
identify individuals in the community with 
high blood pressure and work through the 
public health and health care systems to 
provide them with appropriate medical 
treatment and supportive follow-up 
activities. Methods to identify hypertensive 
individuals include standardized blood 
pressure measurement clinics or services 
offered to community groups such as work 
site populations, particularly those 
employing lower-educational-status 
employees, community groups representing 
lower-income-level populations, 
multicultural, and older adults. 
 
Follow-up activities include assisting 
individuals in seeking appropriate care to 
treat hypertension. Follow-up activities 
supportive of behavioral change to treat 
hypertension include programs promoting 
reduced alcohol consumption, smoking 
cessation, weight management, aerobic 

physical activity, and dietary measures to 
reduce sodium intake, increase fruit and 
vegetable intake, reduce fat intake, and 
maintain appropriate potassium, calcium, 
and magnesium intake. Please see the 
Alcohol and Other Drugs category and the 
Nutrition and Physical Activity/Inactivity 
sections of this category for additional 
prevention strategies. Follow-up activities 
supportive of pharmacologic treatment 
include referring individuals to appropriate 
medical care and implementing strategies 
supportive of medication compliance. 
 
Additional resources:  
< American Heart Association, at 

(800) 331 6889, or 
www.americanheart.org, Northland 
Affiliate 4701 W. 77th St., Minneapolis, 
MN 55436. 

< National Institutes of Health, National 
Heart, Lung and Blood Institute, 
www.nhlbi.nih.gov. This site includes 
resources included that target 
multicultural populations. 

 
Evidence for strategy: 
Evidence strongly indicates the importance 
of blood pressure control in the prevention 
of stroke. Targeted screening has been 
demonstrated to identify those in need of 
referral and follow-up and to improve 
utilization of effective treatment modalities. 
 
The federal guidelines have been derived 
from an enormous amount of clinical and 
community-based research. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, there are numerous successful efforts 
similar to the activities described in this 
strategy.  

http://www.nhlbi.nih.gov/
http://www.americanheart.org
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Indicators for this strategy: 
< Number of individuals screened and 

referred for hypertension. 
< Number of individuals with hypertension 

able to reduce high blood pressure and 
maintain control of normal blood 
pressure. 

 
For more information contact:  
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

 
 
 

mailto:fran.doring@health.state.mn.us
mailto:pam.york@health.state.mn.us
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CATEGORY: Chronic/Noninfectious Disease 
 

TOPIC: NUTRITION 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other

 
Conduct community-wide 
campaigns to promote 
healthy low-fat eating, 
including promoting the 
daily consumption of five 
or more servings of fruits 
and vegetables and 
adequate calcium intake. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Conduct school-based 
programs to promote 
healthy low-fat eating, 
including promoting the 
daily consumption of five 
or more servings of fruits 
and vegetables and 
adequate calcium intake. 

 
U 

 
U 

 
 

 
U 

 
U 

 
 

 
 

 
Implement Fitness Fever in 
communities, schools, and 
work sites. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Conduct work site 
programs that promote 
healthy low-fat eating, 
including promoting the 
daily consumption of five 
or more servings of fruits 
and vegetables and 
adequate calcium intake. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Provide counseling and 
education by health care 
providers and organizations 
to promote healthy low-fat 
eating, including promoting 
the daily consumption of 
five or more servings of 
fruits and vegetables, and 
adequate calcium intake. 

 
U 

 
U 

 
U 
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ood nutrition is essential to health 
and well being, as well as to healthy 
growth and development. Some 

dietary factors are protective against disease, 
whereas others contribute substantially to 
the burden of preventable illness and 
premature death. Dietary factors are 
associated with four of the 10 leading causes 
of death: coronary heart disease, some types 
of cancer, stroke, and type 2 diabetes 
mellitus. Dietary factors are also associated 
with osteoporosis, which is the major 
underlying cause of bone fractures in older 
Minnesotans and weight management. 
 
Many Americans consume foods high in fat, 
often at the expense of foods (such as fruits, 
vegetables, and grain products) that promote 
good health. Eating five servings of fruits 
and vegetables daily not only contributes to 
decreased risk of cancer, heart disease, and 
stroke, but also protects during pregnancy by 
preventing neural tube defects. Most 
Minnesotans do not consume the 
recommended five-to-nine servings of fruits 
and vegetables daily. Inadequate iron intake 
is a problem among growing children, 
teenaged girls, and women. In young 
children, adequate iron intake is essential to 
health and growth, and also to intellectual 
development and school success (see the 
category on Child and Adolescent Growth 
and Development for more strategies on 
Iron-Deficiency Anemia). Although 
adequate calcium intake is essential to 
developing and maintaining strong bones 
and preventing osteoporosis, high blood 
pressure, and stroke, most Americans’ intake 
of calcium is inadequate.  
 
Reducing the prevalence of nutritional risk 
factors is essential to reducing the chronic 
disease burden. Schools, work sites, 

restaurants, and other community venues 
offer opportunities to influence and support 
healthy nutritional behaviors and create 
supportive environments. The strategies 
included here focus on promoting increased 
consumption of fruits and vegetables and 
low-fat, calcium-rich foods. This approach 
maximizes the positive messages around 
protective dietary factors and promotes 
increased consumption of low-fat foods with 
high nutrient value. 
 
The 5 A Day for Better Health Program is a 
nationwide effort. The MDH is a state 
partner in this national public-private 
partnership between the National Cancer 
Institute, the Produce for Better Health 
Foundation (representing the produce 
industry), and state health departments, 
which aims to achieve the Healthy People 
2010 objective of five-or-more servings a 
day of fruits and vegetables. 
 
 
Strategy: Conduct community-wide 
campaigns to promote healthy low-fat 
eating, including promoting the daily 
consumption of five or more servings of 
fruits and vegetables and adequate 
calcium intake. 
 

 Systems 
 
Community Individual 

Primary  
 

U U 

Secondary  
 

  

Tertiary  
 

  

 
Background: 
Healthy eating critically affects prevention 
and control of numerous chronic diseases, 
including heart disease, stroke, cancer, 
diabetes, and osteoporosis. Surveys show 
that dietary fat consistently ranks at the top 

G
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of the list of consumer nutrition concerns; 
however, public interest in reducing dietary 
fat does not appear to be translated into 
sufficient knowledge about how to do it. In 
addition, only about one of four Americans 
eats the recommended five servings of fruits 
and vegetables daily, and most women and 
girls aged 10 years and older do not 
consume adequate calcium to support 
optimal bone growth and prevent 
osteoporosis. 
 
Effective community-wide campaigns are 
multi-component and include support and 
self-help groups, nutritional counseling, risk 
factor screening and education, community 
events, and access to healthy foods. 
Campaigns can provide consumers with the 
information they need to include healthy 
eating habits in their daily lives and support 
efforts to promote supportive environments 
and community norms for healthy eating. 
 
Media coverage of campaigns or events can 
add additional reach and impact to the 
message. Local media are often interested in 
stories and information that describe 
community activities or provide useful 
information to their audiences. Consider 
placing articles in, or pitching stories about 
community events to, local newspapers 
(including weekly papers and community 
information papers), local radio stations, 
work-site newsletters, school newsletters, or 
other community publications. Materials 
already developed by the national or state 5 
A Day Program or other organizations (see 
resources below) may be used, or 
information may be locally developed.  
 
Plan a community event that offers 
community members the opportunity to 
build skills or confidence in healthy eating 

patterns. Events might focus on choosing or 
preparing new or unfamiliar foods, 
promoting the good taste of healthy foods, 
promoting healthy eating as a family or 
community activity, or informing 
community members about a new 
opportunity for healthy eating (e.g., a new 
restaurant with healthy menu items for 
adults or children or the annual opening of a 
farmer's market or other facility). 
 
Additional resources: 
Bibliographic resource: 
< A First Step Toward Healthy Eating: The 

1% or Less Handbook. Contact: CSPI, 
1875 Connecticut Ave., N W, Suite 300, 
Washington, D.C. 20009-5728, at (202) 
332-9110. 

< Center for Civic Partnerships. 2002. 
Fresh ideas for community nutrition and 
physical activity, 1851 Heritage Lane, 
Suite 250, Sacramento, CA 95815, at 
(916) 646-8680, 
www.civicpartnerships.org. This web site 
includes models used in multicultural 
communities. 

< Guidelines for school health programs to 
promote lifelong healthy eating. 1996. 
MMWR Recommendations and Reports 
45(RR-9).  

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 
Health Communication Programs Work, 
A Planner's Guide. NIH Publication No. 
89-1493. 

< Reducing dietary fat: Putting theory into 
practice. 1997. Supplement to the Journal 
of the American Dietetic Association 97(7 
suppl.). 

< Satter, E. 1987. How to Get Your Kid to 
Eat But Not Too Much. Palo Alto, CA: 
Bull Publishing Company. 

 

http://www.civicpartnerships.org/
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< U.S. Department of Health and Human 
Services. 1993. Promoting Healthy Diets 
and Active Lifestyles to Lower-SES 
Adults, Market Research for Public 
Education. 

Organizational resources:  
< American Association of Retired Persons 

(AARP), 601 E Street, NW, Washington, 
DC 20049, at (202) 434-2277 or 
www.aarp.org. 

< American Cancer Society, at 
(800) ACS-2345, www.cancer.org. 

< American Heart Association, at 
(800) 331-6889, or 
www.americanheart.org, Northland 
Affiliate 4701 W. 77th St., Minneapolis, 
MN 55436. 

< Association of State and Territorial 
Chronic Disease Program Directors. 
Osteoporosis Tool Kit. Contact: Fran 
Doring, at (651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< Dairy Council of the Upper Midwest, at 
(651) 488-0261, www.whymilk.com, 
2015 Rice St, St. Paul, MN 55113-6891. 

< Fitness Fever Website, 
http://www.fitnessfever.com. 

< 5 A Day program materials. A variety of 
ready-to-use promotional materials from 
the 5 A Day program are available, 
including CD-Rom public service 
announcements (PSAs) for radio 
featuring Graham Kerr, Videotape PSAs, 
scripts for radio PSAs and press releases, 
and camera-ready art in hard copy or on 
disk. Contact: Fran Doring, 
(651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< 5 A Day Resource List Contact: Fran 
Doring, at (651) 281-9843 or  

 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< Minnesota 5 A Day for Better Health 
Coalition, MDH Nutrition and Physical 
Activity Unit, Center for Health 
Promotion. Contact: Fran Doring, 5 A 
Day Coordinator, at (651) 281-9843 or 
fran.doring@health.state.mn.us. 

< National Cancer Institute Cancer 
Information Service, at 
(800) 4-CANCER. 

< National Cancer Institute, National 
Institutes of Health Website: 
http://www.dccps.nci.nih.gov/5aday. 

< National 5 A Day Program websites 
www.5aday.com, and www.5aday.gov. 
These sites include materials targeted to 
multicultural populations. 

< Sisters Together Move More Eat Better, 
www.hsph.harvard.edu/sisterstogether. 
This project is targeted toward African 
American women. 

 
Evidence for strategy: 
Numerous nationally funded, community-
based research and demonstration projects, 
including the Minnesota Heart Health 
Program, have demonstrated the effective 
use of community-wide campaigns and 
media in health promotion programs. These 
projects have shown that the use of media, 
particularly in conjunction with other 
program components, can increase the 
public’s awareness of the importance of 
proper nutrition, can change attitudes in 
support of healthier eating patterns, and can 
increase the level of readiness among 
community members to make changes in 
their behaviors.  
 
Has this strategy been implemented in 
Minnesota?  
Yes, a number of local public health 

mailto:fran.doring@health.state.mn.us
mailto:fran.doring@health.state.mn.us
mailto:fran.doring@health.state.mn.us
mailto:fran.doring@health.state.mn.us
http://www.aarp.org/
http://www.cancer.org/
http://www.americanheart.org/
http://www.5aday.gov/
http://www.nci.nih.gov/
http://www.5aday.com
http://www.hsph.harvard.edu/sisterstogether
http://www.whymilk.com/
http://www.fitnessfever.com
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agencies and other community organizations 
conduct community education programs to 
promote healthy eating and work with local 
media to provide information for and to gain 
coverage of local health promotion events 
related to nutrition topics. 
 
Indicators for this strategy: 
< Number of events or information 

opportunities conducted. 
< Number of people reached with events 

or information activities. 
< Number of people participating in event 

activities. 
< Number and content of articles published 

and the circulation of these publications. 
< Number of times PSAs or paid 

placements are played and their 
estimated reach. 

< Recognition, understanding, or 
implementation of messages, as 
measured in surveys or interviews or by 
observation. 

 
For more information contact:  
< Fran Doring, at (651) 281-9843 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

 
 
 
 
 
 
 
 
 
 
 

Strategy: Conduct school-based 
programs to promote healthy low-fat 
eating, including promoting the daily 
consumption of five or more servings of 
fruits and vegetables and adequate 
calcium intake. 
 

 Systems 
 
Community Individual 

Primary U 
 

U U 

Secondary  
 

  

Tertiary  
 

  

 
Background: 
Healthy eating is essential to healthy growth 
and development and critically affects the 
prevention and control of numerous chronic 
diseases, including heart disease, stroke, 
cancer, diabetes, and osteoporosis. Most 
American children do not eat the 
recommended five servings of fruits and 
vegetables daily, and most women and girls 
aged 10 years and older do not consume 
adequate calcium to support optimal bone 
growth and prevent osteoporosis. Many 
children eat diets that are higher in fat, 
include many high-fat, high-salt, high-sugar 
snack foods, and, as a result, are lower in 
nutrients than is recommended. Healthy 
eating patterns and regular physical activity 
are key to preventing and managing obesity 
among children. 
 
Schools provide an important opportunity 
for children to learn and practice healthy 
eating behaviors. There are many tested and 
validated curricula available for school 
settings that address primary risk factors for 
chronic disease and promote healthy eating 
patterns. The school meals program offers 
an opportunity to provide the proper 
nutritional balance in the breakfasts and 
lunches served. It also offers an opportunity 

mailto:fran.doring@health.state.mn.us
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for students to try new fruits and vegetables 
and to see what foods that are low in fat can 
taste like. Schools can benefit from 
community participation in managing the 
implementation of these programs, including 
working with teachers and students and 
school food-service staff to assist in this 
work. 
 
Extracurricular programs for students, 
including extended-day programs, offer 
another opportunity for students to learn 
about healthy foods and safe food 
preparation, especially snack preparation. A 
variety of materials are available, especially 
from the 5 A Day Program, the Fitness Fever 
Program, and the MDH Nutrition and 
Physical Activity Unit, which can be used in 
these activities (see the resources section 
below for more information). 
 
Schools provide a setting where food and 
beverage choices are available not only for 
school meals, but also for social events and 
other snacks during and after school. 
Schools need to consider the impact of these 
choices and identify ways they can 
maximize them as learning opportunities. 
Schools may fund school activities with 
revenue generated by snack food and 
beverage sales in schools. Consideration 
should be given to the unplanned messages 
these practices give children. The process 
also raises issues of competing goals for 
schools. Work with your school community 
to develop and implement a nutrition policy 
that supports the development of healthy 
nutritional practices including healthier 
snacks and juices in vending machines. This 
can provide students and staff with 
opportunities to make healthy eating 
choices.  
 

Additional resources: 
Bibliographic resources:  
< A First Step Toward Healthy Eating: The 

1% or Less Handbook. Contact: CSPI, at 
(202) 332-9110, 1875 Connecticut Ave., 
N W, Suite 300, Washington, D.C. 
20009-5728. 

< Center for Civic Partnerships. Fresh ideas 
for community nutrition and physical 
activity. (2002). 1851 Heritage Lane, 
Suite 250, Sacramento, CA 95815, at 
(916) 646-8680, 
www.civicpartnerships.org. This 
reference includes models used in 
multicultural communities. 

< Competitive Food Standards 
Recommendations. 2000. School 
Nutrition Consensus Panel, California 
Center for Public Health Advocacy, at 
(530) 297-6000.  

< Guidelines for school health programs to 
promote lifelong healthy eating. 1996. 
MMWR Recommendations and Reports 
45(RR-9). 

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 
Health Communication Programs Work, 
A Planner's Guide. NIH Publication No. 
89-1493. 

< Reducing dietary fat: Putting theory into 
practice. 1997. Supplement to the Journal 
of the American Dietetic Association 97(7 
suppl.). 

< USDA Team Nutrition, 
www.fns.usda.gov/tn, yourSELF Middle 
School Nutrition Education Kit, 
Changing the Scene, school nutrition 
policy program, The Power of Choice, 
program for after school programs. 

Organizational resources: 
< American Heart Association, at 

(800) 331-6889, www.americanheart.org,  
 

http://www.civicpartnerships.org/
http://www.fns.usda.gov/tn
http://www.americanheart.org/
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Northland Affiliate 4701 W. 77th St., 
Minneapolis, MN 55436. 

< California Adolescent Nutrition and 
Fitness (CANFit), at (510) 644-1533, or 
www.canfit.org. These projects are 
targeted toward low-income African 
American, American Indian, Latino and 
Asian/Pacific Islander youth. 

< California Project LEAN. 
www.caprojectlean.org or 
www.dhs.cahwnet.gov/lean, Jump Start 
Teens and Playing the Policy Game: 
Preparing Teen Leaders to Take Action 
on Healthy Eating and Physical Activity. 

< Dairy Council of the Upper Midwest, at 
(651) 488-0261, 2015 Rice St, St. Paul, 
MN 55113-6891. 

< Fitness Fever Website, 
http://www.fitnessfever.com. 

< 5 A Day program materials. A variety of 
ready-to-use promotional materials from 
the 5 A Day program are available, 
including CD-Rom public service 
announcements (PSAs) for radio 
featuring Graham Kerr, Videotape PSAs, 
scripts for radio PSAs and press releases, 
and camera-ready art in hard copy or on 
disk. Contact: Fran Doring, at 
(651) 281-9843 or 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< 5 A Day Resource List Contact: Fran 
Doring, at (651) 281-9843 or 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< Minnesota 5 A Day for Better Health 
Coalition, MDH Nutrition and Physical 
Activity Unit, Center for Health 
Promotion. Contact: Fran Doring, 5 A 
Day Coordinator, at (651) 281-9843 or 
fran.doring@health.state.mn.us. 

 
 

< National Cancer Institute Cancer 
Information Service, at 
 (800) 4-CANCER. 

< National Cancer Institute, National 
Institutes of Health Website, 
http://www.dccps.nci.nih.gov/5aday. 

< National 5 A Day Program websites 
www.5aday.com, and www.5aday.gov. 
These sites include materials targeted to 
multicultural populations. 

 
Evidence for strategy: 
Much research demonstrating the 
effectiveness of school-based programs in 
influencing children’s eating patterns has 
taken place at the elementary school level, 
including the Child and Adolescent Trial for 
Cardiovascular Health (CATCH) and 
Minnesota Heart Health Program, which 
included sites in Minnesota, and the Power 
Plus program conducted in Minnesota. 
Research demonstrates that programs that 
are most successful are behaviorally 
focused, devote adequate time and intensity, 
incorporate self-evaluation or self-
assessment and feedback, and intervene in 
the school environment to support 
behavioral change. Family involvement and 
interventions in the larger school 
environment can enhance school-based 
programs. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, many Minnesotan communities have 
implemented school programs to promote 
healthy nutrition. In 1998, more than 75 
classrooms implemented the Power Plus 
Program, a school-based intervention for 
fourth- and fifth-grade students designed to 
increase fruit-and-vegetable consumption 
through curriculum and environmental 
change; and in 2001, more than 750 

http://www.canfit.org/
http://www.caprojectlean.org/
http://www.dhs.cahwnet.gov/lean
http://www.nci.nih.gov
http://www.5aday.gov
http://www.5aday.com
http://www.fitnessfever.com
mailto:fran.doring@health.state.mn.us
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elementary schools in Minnesota 
participated in Fitness Fever Program. 
 
Indicators for this strategy: 
< Number of schools participating in 

programs to promote healthy eating. 
< Number of schools that have 

implemented school or district school-
nutrition policies. 

< Number of schools that have included 
healthy eating activities in their 
extracurricular and extended day 
programs. 

< Number of students participating in these 
programs. 

< Student satisfaction with these activities. 
< Teachers’ reports of changes in students’ 

knowledge, attitudes, and behavior. 
< Parents’ reports of changes in students’ 

knowledge, attitudes, and behavior. 
 
For more information contact:  
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

 
 
Strategy: Implement fitness fever in 
communities, schools, and work sites. 
 

 
 

 
Systems 

 
Community 

 
Individual 

 
Primary 

 
U 

 
U 

 
U 

 
Secondary 

 
 

 
 

 
 

 
Tertiary 

 
 

 
 

 
 

 
Background: 
Healthy eating is essential to healthy growth 
and development and critically affects the 
prevention and control of numerous chronic 

diseases, including heart disease, stroke, 
cancer, diabetes, and osteoporosis. Most 
Americans do not eat the recommended five 
servings of fruits and vegetables daily. Many 
Americans eat diets that are higher in fat, 
include many high-fat, high-salt, high-sugar 
snack foods, and, as a result, are lower in 
nutrients than is recommended. 
 
Schools and work sites provide important 
opportunities to learn and practice healthy 
eating behaviors. The Fitness Fever Program 
was developed to promote healthy eating 
and regular physical activity outside the 
school setting for students in grades one 
through six. A companion program for work 
sites was developed and introduced in 1998. 
This provides an easy way for school staff 
and parents, as well as other community 
members, to participate with the 
schoolchildren. Communities have been 
encouraged to support Fitness Fever by 
conducting community events during the 
program to reinforce the healthy eating and 
physical activity messages. These have 
included holding events such as family fun 
nights (with food tasting, physical activity 
opportunities, and educational information) 
and implementing the work site version of 
Fitness Fever with those in their workplace 
or other workplaces with which they 
interact. 
 
Additional resources: 
Bibliographic resources: 
< Guidelines for school health programs to 

promote lifelong healthy eating. 1996. 
MMWR Recommendations and Reports 
45(RR-9).  

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 
Health Communication Programs Work,  
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A Planner's Guide. NIH Publication No. 
89-1493. 

< Reducing dietary fat: Putting theory into 
practice. 1997. Supplement to the 
Journal of the American Dietetic 
Association 97(7 suppl.). 

Organizational resources: 
< Fitness Fever Website, 

http://www.fitnessfever.com. 
< 5 A Day program materials. A variety of 

ready-to-use promotional materials from 
the 5 A Day program are available, 
including CD-Rom public service 
announcements (PSAs) for radio 
featuring Graham Kerr, Videotape PSAs, 
scripts for radio PSAs and press releases, 
and camera-ready art in hard copy or on 
disk. Contact: Fran Doring, 
(651) 281-9843, or 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< 5 A Day Resource List. Contact: Fran 
Doring, at (651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< Minnesota 5 A Day for Better Health 
Coalition, MDH Nutrition and Physical 
Activity Unit, Center for Health 
Promotion. Contact: Fran Doring, 5 A 
Day Coordinator, at (651) 281-9843 or 
fran.doring@health.state.mn.us. 

< National Cancer Institute Cancer 
Information Service, at (800) 4-
CANCER. 

< National Cancer Institute, National 
Institutes of Health Website, 
http://www.dccps.nci.nih.gov/5aday. 

< National 5 A Day Program websites 
www.5aday.com, and www.5aday.gov. 
These sites include materials targeted to 
multicultural populations. 

 
 

Evidence for strategy: 
Much research demonstrating the 
effectiveness of school-based programs in 
influencing children’s eating patterns has 
taken place at the elementary school level, 
including the Child and Adolescent for 
Cardiovascular Health (CATCH) and 
Minnesota Heart Health Program, which 
included sites in Minnesota, and the Power 
Plus program conducted in the state. The 
Fitness Fever Program was developed using 
the principles shown in these research 
studies to be important determinants of 
success. Evaluation research of the Fitness 
Fever program over the past two years has 
shown significant effects on children’s 
awareness and attention to healthy eating 
patterns. Results demonstrate the positive 
effects on children’s behavior when adults 
participate along with the children and 
additional community support is provided. 
Evaluation of schools participating three or 
more years demonstrated positive changes in 
student and staff awareness and physical 
activity behavior as well as positive changes 
in the school environment. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, many Minnesotan communities have 
implemented activities to support Fitness 
Fever in their schools, communities, and 
work sites. In 2001, more than 750 
elementary schools in Minnesota 
participated in the program. 
 
Indicators for this strategy: 
< Number of schools, work sites, and other 

organizations participating in Fitness 
Fever. 

< Student satisfaction with these activities. 
< Teachers’ reports of changes in students’ 

knowledge, attitudes, and behavior. 

mailto:fran.doring@health.state.mn.us
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< Parental reports of changes in students’ 
knowledge, attitudes, and behavior. 

< Number of community activities 
implemented to support the program. 

< Media coverage of the Fitness Fever 
Program and related events. 

 
For more information contact: 
< Joni Geppert, at (651) 281-9819, 

joni.geppert@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9843, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

 
  
Strategy: Conduct work site programs 
that promote healthy low-fat eating, 
including promoting the daily 
consumption of five or more servings of 
fruits and vegetables and adequate 
calcium intake. 
 

 
 

 
Systems 

 
Community 

 
Individual 

 
Primary 

 
U 

 
U 

 
U 

 
Secondary 

 
 

 
 

 
 

 
Tertiary 

 
 

 
 

 
 

 
Background: 
Healthy eating critically affects the 
prevention and control of numerous chronic 
diseases, including heart disease, stroke, 
cancer, diabetes, and osteoporosis. Surveys 
show that dietary fat consistently ranks at the 
top of the list of consumer nutrition 
concerns; however, public interest in 
reducing dietary fat does not appear to be 
translated into sufficient knowledge about 
how to do it. In addition, only about one of 
four Americans eats the recommended five 
servings of fruits and vegetables daily, and 
most women and girls aged 10 years and 

older do not consume adequate calcium to 
support optimal bone growth and prevent 
osteoporosis. 
 
Work sites are important settings for 
supporting healthy food choices for workers 
by providing opportunities to demonstrate 
ways to incorporate healthy eating choices 
day to day, by providing information and 
education for workers to help them and their 
families live healthier lives, and by creating 
environments that support workers’ healthy 
choices. 
 
The most successful work site programs are 
integrated with employee health care 
providers. These programs are able to assess 
individual risk and tailor work site programs 
to meet individual needs. The work site, in 
many ways, becomes an extension of the 
health care system and provides the 
education and skill-building opportunities to 
support needed behavioral change. 
 
Most work sites do not have the resources to 
provide such programs, but those with more 
modest resources can provide employees 
with the knowledge and skills to support 
behavioral change. A variety of ready-to-use 
programs and materials are available for use 
in work sites. The MDH has developed 
several work site modules through its own 
employee health promotion program, which 
are available for use in other settings, 
including the work site version of Fitness 
Fever. 
 
In addition to providing educational services 
through newsletters, displays, presentations, 
and other materials, work sites can provide a 
supportive environment for healthy 
nutritional choices. Environmental support 
efforts include providing healthy choices in 
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onsite food service through vending 
machines and/or cafeteria or other food 
service, and developing work site nutrition 
policies that offer guidelines and  
suggestions for healthy food choices offered 
at meetings and events.  
 
Additional resources: 
Bibliographic resources: 
< A First Step Toward Healthy Eating: 

The 1% or Less Handbook. Contact: 
CSPI at (202) 332-9110, 1875 
Connecticut Ave., N W, Suite 300, 
Washington, D.C. 20009-5728.  

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 
Health Communication Programs Work, 
A Planner's Guide. NIH Publication No. 
89-1493. 

< Reducing dietary fat: Putting theory into 
practice. (1997). Supplement to the 
Journal of the American Dietetic 
Association 97(7 suppl.).  

Organizational resources: 
< American Cancer Society, at 

(800) ACS-2345, www.cancer.org. 
< American Heart Association, at 

(800) 331-6889, 
www.americanheart.org, Northland 
Affiliate 4701 W. 77th St., Minneapolis, 
MN 55436. 

< Dairy Council of the Upper Midwest, at 
(651) 488-0261, 2015 Rice St., St. Paul, 
MN 55113-6891. 

< Fitness Fever Website, 
http://www.fitnessfever.com. 

< 5 A Day program materials. A variety of 
ready-to-use promotional materials from 
the 5 A Day program are available, 
including CD-Rom public service 
announcements (PSAs) for radio 
featuring Graham Kerr, Videotape PSAs, 
scripts for radio PSAs and press releases, 

and camera-ready art in hard copy or on 
disk. Contact: Fran Doring, at 
(651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< 5 A Day Resource List. Contact: Fran 
Doring, (651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Minnesota 5 A Day for Better Health 
Coalition, MDH Nutrition and Physical 
Activity Unit, Center for Health 
Promotion. Contact: Fran Doring, 5 A 
Day Coordinator, at (651) 281-9843, 
fran.doring@health.state.mn.us.  

< National Cancer Institute Cancer 
Information Service, at (800) 4-
CANCER. 

< National Cancer Institute, National 
Institutes of Health Website, 
http://www.dccps.nci.nih.gov/5aday. 

< National 5 A Day Program websites 
www.5aday.com, and www.5aday.gov. 
These sites include materials targeted to 
multicultural populations. 

 
Evidence for strategy: 
Work site interventions are moving in the 
direction of a public health approach 
(designed to include all employees at the 
work site), rather than a clinical approach 
(directed only at high-risk individuals). 
More detailed data is available 
demonstrating the success of highly targeted 
and individualized programs, including 
coordination with health care providers and 
risk-appropriate counseling and education. 
Intervention strategies involving a broader 
employee population with demonstrated 
success have included the tailoring of 
interventions to people’s needs, experiences, 
and stages of change; timing of intervention 
strategies to reinforce new behaviors and 

mailto:fran.doring@health.state.mn.us
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prevent relapse; peer involvement and 
support; and community support at all 
levels. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, many work sites in Minnesota offer a 
variety of health promotion programs onsite. 
Services may be provided by employees of 
the organization with responsibility for 
employee health promotion or by contracting 
with public health, health care, or other 
health promotion organizations. 
 
Indicators for this strategy: 
< Number of events or information 

opportunities conducted. 
< Number of people reached with events 

or information activities. 
< Number of people participating in event 

activities. 
< Recognition, understanding, or 

implementation of messages as 
measured in surveys or interviews. 

< Work site nutrition policies 
implemented. 

 
For more information contact:  
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

  
 
 
 
 
 
 
 

Strategy: Provide counseling and 
education by health care providers and 
organizations to promote healthy low-fat 
eating, including promoting the daily 
consumption of five or more servings of 
fruits and vegetables, and adequate 
calcium intake. 
 

 Systems 
 
Community Individual 

Primary U 
 

U U 

Secondary  
 

  

Tertiary  
 

  

 
Background: 
Healthy eating critically affects prevention 
and control of numerous chronic diseases, 
including heart disease, stroke, cancer, 
diabetes, and osteoporosis. Surveys show 
that dietary fat consistently ranks at the top 
of the list of consumer nutrition concerns; 
however, public interest in reducing dietary 
fat does not appear to be translated into 
sufficient knowledge about how to do it. In 
addition, only about one of four Americans 
eats the recommended five servings of fruits 
and vegetables daily, and most women and 
girls aged 10 years and older do not 
consume adequate calcium to support  
optimal bone growth and prevent 
osteoporosis. 
 
Health care providers and health care 
organizations can play a key role in 
communicating to the public the amount and 
types of foods that are needed to prevent 
disease and promote health. Health care 
providers and organizations are seen as 
important sources of health information by 
consumers and, with this credibility, are in 
an important position to communicate the 
importance of adopting healthy lifestyles for 
chronic disease prevention. Health care 
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providers are in a unique position to provide 
individualized information appropriate to 
lifestyle, risk, and health status. They can 
encourage behavioral change, support 
individuals in overcoming barriers, and 
make referrals to other providers or 
organizations when appropriate.  
 
Special attention should be focused on 
populations that are disproportionately at 
risk for conditions that respond positively to 
changes in eating patterns. These 
populations include those with low incomes, 
those with less education, populations of 
color, those with disabilities, and those with 
other risk factors (e.g., physical inactivity, 
smoking, and obesity). 
 
To enhance the success of people adopting 
more healthy eating patterns, education 
should provide consumers with the 
information they need to include healthy 
eating habits in their daily lives and support 
efforts to promote supportive environments 
and community norms for healthy eating. In 
addition to providing information, 
education, and referral to clients seen in the 
health care setting, health care providers and 
health care organizations can provide needed 
support and partnership to community health 
promotions for dietary change and play a key 
role in implementing other strategies 
included in this section. 
 
Additional resources: 
Bibliographic resources: 
< A First Step Toward Healthy Eating: 

The 1% or Less Handbook. Contact: 
CSPI, at (202) 332-9110, 1875 
Connecticut Ave., N W, Suite 300, 
Washington, D.C. 20009-5728.  

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 

Health Communication Programs Work, 
A Planner's Guide. NIH Publication No. 
89-1493. 

< Reducing dietary fat: Putting theory into 
practice. 1997. Supplement to the 
Journal of the American Dietetic 
Association 97(7 suppl).  

Organizational resources: 
< American Cancer Society, at 

(800) ACS-2345, www.cancer.org. 
< American Heart Association, at 

(800) 331-6889, 
www.americanheart.org, Northland 
Affiliate 4701 W. 77th St., Minneapolis, 
MN 55436. 

< Dairy Council of the Upper Midwest, at 
(651) 488-0261, 2015 Rice St., St. Paul, 
MN 55113-6891. 

< Fitness Fever Website, 
http://www.fitnessfever.com. 

< 5 A Day program materials. A variety of 
ready-to-use promotional materials from 
the 5 A Day program are available, 
including CD-Rom public service 
announcements (PSAs) for radio 
featuring Graham Kerr, Videotape PSAs, 
scripts for radio PSAs and press releases, 
and camera-ready art in hard copy or on 
disk. Contact: Fran Doring, at 
(651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< 5 A Day Resource List. Contact: Fran 
Doring, at (651) 281-9843 or 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Minnesota 5 A Day for Better Health 
Coalition, MDH Nutrition and Physical 
Activity Unit, Center for Health 
Promotion. Contact: Fran Doring, 5 A 
Day Coordinator, at (651) 281-9843, 
fran.doring@health.state.mn.us.  
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< National Cancer Institute Cancer 
Information Service, at (800) 4-
CANCER. 

< National Cancer Institute, National 
Institutes of Health Website, 
http://www.dccps.nci.nih.gov/5aday. 

< National 5 A Day Program websites 
www.5aday.com, and www.5aday.gov, 
These sites include materials targeted to 
multicultural populations. 

 
Evidence for strategy: 
Numerous studies have shown that 
physicians and other health care providers 
consider preventive health services to be 
important and believe they have a central 
role in providing preventive services. 
Consumers also consistently identify 
physicians and nurses as primary sources of 
health information and consider their advice 
on health promotion activities to be a 
primary motivator for behavior change. This 
important resource is currently 
underutilized, as studies also show that 
many primary care practitioners, especially 
physicians, overestimate the amount of 
preventive care they provide. Decreasing 
time provided for health care visits and lack 
of reimbursement for preventive care 
services and patient education are significant 
barriers to providing nutrition education and 
referral to nutrition professionals for 
services. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, some health care organizations have 
developed programs to promote healthy 
lifestyles (e.g., phone lines staffed by 
nutritionists to counsel patients, magazines, 
TV spots, newsletters, restaurant challenges) 
and include clinical preventive services, as 
well as partnering with other organizations 

in community health promotion activities to 
promote healthy eating patterns. Successful 
models for lifestyle change have been 
implemented with patients with diabetes and 
can be transferred more broadly. 
 
Indicators for this strategy: 
< Number of people reached with 

counseling or information activities. 
< Number and content of articles published 

and the circulation of these publications. 
< Recognition, understanding, or 

implementation of messages as 
measured in surveys or interviews or by 
observation. 

< Number of people reporting some 
implementation of recommendations. 

< Number of people referred to appropriate 
behavioral change programs. 

< Number of people completing behavioral 
change programs. 

< Number of people with improved health 
status measures resulting from 
behavioral change. 

 
For more information contact:  
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

 
 
 
 
 
 

mailto:fran.doring@health.state.mn.us
mailto:pam.york@health.state.mn.us
http://www.nci.nih.gov
http://www.5aday.com
http://www.5aday.gov
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CATEGORY: Chronic/Noninfectious Disease 
 

TOPIC: ORAL HEALTH 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
Conduct 
outreach 
activities to 
increase access 
to dental 
services for 
children. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Dentists, 
Dental 
Hygienists, 
other health 
care 
professionals 

 
Promote the 
prevention of 
early childhood 
caries. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Dentists, 
Dental 
Hygienists, 
other health 
care 
professionals 

 
Promote 
tobacco use 
prevention and 
cessation in 
dental offices. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Dental offices, 
Insurance 
companies 

 
Increase the 
appropriate use 
of sealants with 
children. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Dentists, 
Dental 
Hygienists, 
other health 
care 
professionals 
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reventable oral diseases continue to 
affect Minnesotans of all ages and all 
population groups. This is the case 

despite nearly universal compliance with the 
Minnesota fluoridation statute and multiple 
other methods of receiving both topical and 
ingested fluoride; an increased transfer of 
science-based oral health practices; 
increased demand and utilization of oral 
health services; and increased proactive 
involvement by dental advocacy groups and 
organizations. 
 
However, specific groups, such as the 
elderly (especially homebound and 
institutionalized seniors), low-income 
individuals, children and adults with special 
health needs, communities of color and 
recent immigrants, continue to have unique 
oral health issues, such as, access and cost. 
Additional barriers such as geography, 
transportation, cultural customs and 
language complicate the oral health care 
issues faced by many of these populations. 
 
Optimal oral health is fundamental to an 
individual’s overall physical, social, and 
emotional well being. In addition to the 
obvious health advantages that accrue 
through freedom from pain, discomfort, and 
suffering, sound oral health contributes to an 
individual’s quality of life through its affects 
on self-image and self-esteem, and the role 
those perceptions play in the social, 
educational, and employment marketplaces. 
 
In addition to those presented here, other 
effective oral health strategies include 
community water fluoridation; daily 
brushing with a fluoride-containing 
toothpaste and flossing; regular professional 
dental care; oral health educational 
programs in schools and communities; 
eliminating use of tobacco products and 

choosing smoke-free environments; healthy 
eating habits; using protective gear to 
prevent oral-facial sports injuries; and 
maintaining only milk, formula or water in 
baby bottles. 
 
 
Strategy: Conduct outreach activities to 
increase access to dental services for 
children. 
 

 Systems 
 

Community Individual 

Primary U 
 
  

Secondary  
 
  

Tertiary  
 
  

 
Background: 
The purpose of this strategy is to improve 
children’s access to preventive and 
restorative dental services, primarily those 
child recipients of public health care 
programs. 
 
Minnesota’s publicly funded health care 
programs provide for comprehensive 
preventive and restorative dental services 
for children. However, with inadequate 
current funding levels for dental public 
health care programs, optimum utilization 
by participants and eligible participants, and 
health care provider availability continue to 
be policy issues. Outreach activities, 
however, have continued to receive renewed 
emphasis in both the federal Medicaid and 
the state MinnesotaCare programs. 
 
Full enrollment of eligible children in these 
programs will be a significant step in 
removing consumers’ financial barriers to 
both medical and dental care. For related 
strategies see those on “Health Care 
Coverage” in the Service Delivery System 

P
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category. In addition, increased dental 
health provider reimbursement levels and 
critical access dental provider designations 
for the purpose of receiving enhanced 
payment rates for dental services to public 
program recipients appears to have 
stabilized the participating dental health care 
provider network. 
 
In the past several years, dental access 
issues have been addressed by diverse 
constituents of interested individuals and 
groups, including but not limited to 
organized dental associations, dental 
educational institutions, governmental 
agencies, and dental insurance plans. 
 
Additional resources: 
Bibliographic resources: 
< Centers for Disease Control and 

Prevention, Improving Oral Health: 
Preventing Unnecessary Disease Among 
All Americans, at (770) 488-6054, 
www.cdc.gov/OralHealth/, Atlanta, GA. 

< Center on Human Development and 
Disability. 2001. Promoting Oral Health 
of Children with Neurodevelopmental 
Disabilities and Other Special Health 
Needs, University of Washington, 
Seattle, WA. 

< Edelstein, BL. 1997. Public Financing 
of Dental Coverage for Children: 
Medicaid, Medicaid Managed Care and 
State Programs, Children’s Dental 
Health Project, National Center for 
Education in Maternal and Child Health. 

< General Accounting Office/HEHS-98-
93. 1998. Demographics of Non-
enrolled Children Suggest State 
Outreach Strategies. 

< U.S. Department of Health and Human 
Services. 2000. Opportunities to Use 
Medicaid in Support of Oral Health 
Services, Maternal and Child Health 

Bureau, Health Resources and Services 
Administration.  

< U.S. Department of Health and Human 
Services. 2000. Oral Health in America: 
A report of the Surgeon General. 

Organizational resources: 
< Minnesota Dental Association, at 

(651) 646-7454, 2236 Marshall Avenue, 
St. Paul, MN. 

< Minnesota Department of Human 
Services, Health Care Purchasing and 
Services Delivery Division, at (651) 
297-7303, 444 Lafayette Road, St. Paul, 
MN. 

 
Evidence for strategy: 
Dental access is a large, multi-faceted 
problem with inter-twining and co-
dependent variables. In many parts of the 
country, different strategies and 
combinations of strategies are being tested. 
There may never be a single formula that 
works in all situations, but time will 
demonstrate that some strategies are more 
effective optimizing dental health care 
access than others. 
 
Numerous studies have demonstrated that 
children with health/dental insurance are 
more likely to receive preventive and 
primary care than are uninsured children. 
While a substantial number of Minnesota’s 
children have coverage through their 
parents’ employer, other children have 
publicly-funded coverage through either 
Medicaid or MinnesotaCare. Extensive 
national analyses of Medicaid-eligible 
children not enrolled in the Medicaid 
program have revealed multiple barriers that 
are being addressed by outreach and 
educational efforts.  
 
These barriers include families’ lack of 
knowledge about the Medicaid program 

http://www.cdc.gov/OralHealth/
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itself, a lack of perceived need for the 
program’s benefits, a lack of knowledge 
about eligibility criteria, stigma associated 
with the program, cultural and language 
issues, complicated enrollment processes. A 
variety of states (as documented in the 1998 
GAO report cited above) have demonstrated 
that innovative and targeted outreach 
programs can overcome many of these 
barriers and thereby increase enrollment. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, Minnesota has implemented dental 
health initiatives authorized to address 
access issues. Included in these programs 
are payment rate increases for children’s x-
rays and exams; payment rate increases for 
critical access dental providers; established 
dental access advisory committee; expanded 
authorization for dental hygienists; 
expanded duties for dental auxiliary 
personnel; licensure of foreign-trained 
dentist; retired dentist program; volunteered 
services considered toward Rule 101 
participation agreement; dental practice 
donation program; dental access grants; 
community clinic expansion grants; dental 
access grants to teaching institutions and 
clinical training sites; dental student loan 
forgiveness program; dental services 
demonstration project; and regulatory 
simplification for state health program 
providers. 
 
In addition, the state provides funds to 
improve outreach strategies for its 
MinnesotaCare program. While this activity 
is targeted towards increasing enrollment in 
a state-subsidized program that is primarily  
medical insurance, its implications are 
applicable to dental health issues. 
 
 

Indicators for this strategy: 
< Percentage of children enrolled in the 

MA program that has received 
preventive dental services. 

< Percentage of children enrolled in the 
MinnesotaCare program that has 
received preventive dental services. 

< Percentage of licensed dentists, by 
county, with MA patients. 

 
For more information contact: 
Mildred Hottmann Roesch, at (651) 281-
9895, mildred.roesch@health.state.mn.us, 
MDH Dental Health Program, Division of 
Family Health.  
 
 
Strategy: Promote the prevention of 
early childhood caries. 
 

 Systems 
 
Community Individual 

Primary  
 

U U 

Secondary  
 

  

Tertiary  
 

  

 
Background: 
The purpose of this strategy is to reduce the 
rate of early childhood caries in children 
aged four and under through providing 
education and health promotion about the 
involvement of infectious agents in this 
disease process. The primary target 
audiences of education and health promotion 
are pregnant women, mothers of infants, and 
primary providers of health care services.  
 
Early childhood caries (ECC) is a condition 
of extensive dental caries found in infants 
and toddlers.  It is referred to by a number of 
other names, including baby bottle tooth 
decay and nursing caries. Like other forms 
of dental decay, ECC is caused by 

mailto:mildred.roesch@health.state.mn.us
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cariogenic bacteria, or bacteria that are 
capable of causing dental decay. ECC may 
often require expensive treatment in a 
hospital setting. 
 
Many academicians and researchers 
perceive EEC as a pediatric health problem 
not just a dental health problem because 
cariogenic bacteria have been demonstrated 
to transfer from mother to infant. New 
research has also demonstrated transmission 
of cariogenic bacteria from father to child 
and also laterally from child to child in a day 
care setting. Accordingly, prevention and 
health promotion activities should begin 
with the pregnant woman in the prenatal 
period. 
 
Additional resources: 
Bibliographic resources:  
< Febres, C., Echeverri, EA., and Keene, 

HJ. 1997. Parental awareness, habits, 
and social factors and their relationship 
to baby bottle tooth decay. Pediatric 
Dentistry 19:22-27. 

< National Center For Education in 
Maternal and Child Health. November, 
1998. Early Childhood Caries Resource 
Guide, Arlington, VA. 

< Slavkin, HC. 1997. First encounters: 
Transmission of infectious oral diseases 
from mother to child. Journal of the 
American Dental Association,  
128:773-778. 

< Tinanoff, N., and O’Sullivan, DM. 1997. 
Early childhood caries: Overview and 
recent findings. Pediatric Dentistry 
19:12-16. 

< University of Iowa, College of Dentistry 
and Medicine. 2000. Oral management 
of pediatric patients for non-dental 
professionals: A study guide. 

Organizational resource: 
< University of Minnesota School of 

Dentistry, Children’s Dental Clinic, at 
(612) 625-7171, 515 Delaware Street 
SE, Minneapolis, MN.  

 
Evidence for strategy: 
In their 1997 review of the literature of the 
etiology, implications, and prevention of 
dental caries in infants and toddlers, 
Tinanoff and O’Sullivan describe a number 
of studies, all based on education and 
counseling of parents about early childhood 
caries (ECC). Most of these studies 
demonstrated a reduction of ECC prevalence 
in the research group. The authors conclude, 
however, that there is a need to explore 
additional methods to foster preventive 
behavior in parents whose children are at 
high risk for ECC. 
 
Has this strategy been implemented in 
Minnesota?  
There are number of new initiatives being 
implemented through grants and 
organizational efforts that address the 
infectious nature of dental decay; the use of 
topical fluoride varnishes; expanding the 
function of dental auxiliary to provide 
treatment modalities to children; utilizing 
the practice settings and services of pediatric 
physicians and nurses to provide dental 
health education and topical fluoride 
varnishes; and adoption of a public 
health/medical model to treat dental caries. 
 
Indicators for this strategy: 
< Number and kinds of education and 

health promotion activities conducted. 
< Number of women and health care 

providers reached. 
< Changes in knowledge regarding ECC. 
< Number of health care providers who 

consider ECC to be both a pediatric and 
a dental health issue. 
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< Changes in infant feeding practices. 
< Reduction of incidence of ECC. 
 
For more information contact:  
Mildred Hottmann Roesch, at (651) 281-
9895, mildred.roesch@health.state.mn.us, 
MDH Dental Health Program, Division of 
Family Health.  
 
  
Strategy: Promote tobacco use 
prevention and cessation in dental offices.  
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
 

 
U U 

 
Secondary 

 
 

 
U U 

 
Tertiary 

 
 

 
  

 
Background: 
The purpose of this strategy is to increase 
the collaboration between and among dental 
professionals to incorporate tobacco use 
prevention and cessation protocols into 
dental offices’ practice in order to reduce 
tobacco use among patients. 
 
The role of tobacco use in oral diseases has 
been extensively described and documented, 
particularly in the area of soft tissue 
changes, periodontal diseases, leukoplakia, 
and cancers of the oral cavity and pharynx. 
All forms of tobacco use including use of 
smokeless tobacco and second hand smoke 
are of concern in the epidemiology of oral 
diseases.  
 
In his forward to the 1986 surgeon general 
report on the health consequences of using 
smokeless tobacco, then-Surgeon General, 
C. Everett Koop, stated, “It is critical that 
our society prevent the use of this health 
hazard (smokeless tobacco) and avoid the 

tragic mistake of replacing the ashtray with 
the spittoon.” 
 
As noted in the strategy narrative in the 
section on tobacco use in this document, 
research indicates the greatest impact of 
prevention programs results from a broad 
range of strategies and sustained 
participation among the public, private, and 
nonprofit sectors. Thus the dental office 
becomes an ideal site for professional 
reinforcement of all forms of tobacco use 
prevention and cessation, especially the use 
of smokeless tobacco. Screening for tobacco 
use is not uniformly integrated into either 
medical or dental practices. However, 
research demonstrates that health care 
providers in physician and dental offices 
play pivotal roles in prevention and 
cessation messages, particularly for 
adolescents. Adolescents, while difficult to 
reach with prevention messages, value these 
health care professionals as credible sources 
of information. Involvement of multiple 
types of health care providers enhances the 
success of the prevention and cessation 
messages. See the Tobacco section of the 
Alcohol, Tobacco and Other Drugs category 
for related prevention strategies. 
 
Additional resources: 
< Agency for Health Care Policy and 

Research. 1996. Smoking Cessation: 
Clinical Practice Guidelines, (Number 
18). Rockville, MD: U.S. Department of 
Health and Human Services. AHCPR 
Publication #96-0692. 

< Promoting oral health: Interventions for 
preventing dental caries, oral and 
pharyngeal cancers, and sports-related 
craniofacial injuries, MMWR, 
November, 2001. 

< National Institutes of Health. 1986. The 
Health Consequences of Using 
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Smokeless Tobacco: A Report of the 
Advisory Committee to the Surgeon 
General, NIH Publication #86-2874, 
Bethesda, MD, Department of Health 
and Human Services. 

< National Institutes of Health. 1994. 
Tobacco and the Clinician: 
Interventions for Medical and Dental 
Practice, Smoking and Tobacco Control 
Monograph No. 5, Bethesda, MD: 
Department of Health and Human 
Services, NIH Publication #94-3693. 

 
Evidence for strategy: 
The Agency for Health Care Policy and 
Research (AHCPR) convenes panels of 
experts to review scientific studies and 
develop clinical guidelines for health care 
practitioners based on those studies. In its 
monograph on smoking cessation, the 
AHCPR notes that clinicians have unique 
access to individuals who use tobacco since 
more than 70 percent of smokers visit a 
clinician each year. Recommendations 
within AHCPR guidelines are rated based 
on strength of evidence. Its recommendation 
that all health care clinicians should 
repeatedly and consistently deliver smoking 
cessation interventions to their patients was 
given its highest rating. 
 
Has this strategy been implemented in 
Minnesota?  
The MDH Dental Health Program along 
with the MN Dental Hygienists’ Association 
and the American Cancer Society have 
formed a tobacco issues focus group to 
promote increased dental office activities 
surrounding the issues of tobacco use and 
prevention, such as patient identification, 
patient record documentation, and education 
and cessation patient centered activities. 
Second-hand smoke issues are also being 
addressed. 

Indicators for this strategy: 
< Percentage of children and adolescents 

who have received screening, 
counseling, and referral related to 
nicotine use and/or addiction. 

< Percentage of dental practices that 
incorporate practice guidelines related to 
tobacco use into patient care (e.g., 
AHCPR guidelines). 

 
For more information contact:  
Mildred Hottmann Roesch, at (651) 281-
9895, mildred.roesch@health.state.mn.us, 
MDH Dental Health Program, Division of 
Family Health.  
 
  
Strategy: Increase the appropriate use 
of sealants with children. 
 

 Systems 
 
Community Individual 

Primary U 
 

 U 

Secondary  
 

  

Tertiary  
 

  

 
Background: 
The purpose of this strategy is to increase 
the appropriate use of dental sealants for 
children to reduce dental caries on the 
occlusal surfaces of posterior teeth through 
consumer and provider education and to 
support grants to school-based/linked dental 
sealant projects. 
 
Dental sealants are plastic physical barriers 
that keep food particles and microorganisms 
from adhering to pits and fissures on the 
teeth. Applied in just a few minutes, usually 
to the first and second permanent molars, 
they harden within 60 seconds. Sealants are 
a preventive measure and are highly 
effective in protecting teeth from dental 
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decay. Properly applied dental sealants 
combined with optimal fluoride use can 
eliminate dental caries in many children.  
 
Since sealants can be applied successfully in 
school and other “field” settings, a proven 
way to reach low-income children is through 
school-based programs with links to local 
dental partners. Sealants have become an 
important, noninvasive oral health strategy 
that works.  
 
Additional resources: 
< National Maternal and Child Oral Health 

Resource Center. 2000. Dental Sealant 
Resource Guide, Arlington, VA. 

< Selwitz, RH. The prevalence of dental 
sealants in the U.S. population: Findings 
from NHANES III, 1998-91. Journal of 
Dental Research 75:652-61, Special 
Issue. 

< Siegal, MD., and Kumar, JV. 1995. 
Workshop on guidelines for sealant see, 
preface and recommendations. Journal of 
Public Health Dentistry 55(5), Special 
Issue. 

 
Evidence for strategy: 
Over the last 15 to 20 years, a number of 
epidemiologic studies have demonstrated 
the efficacy of sealants. When used in 
conjunction with fluoridation and other 
accepted oral health practices teeth can 
remain virtually caries-free for a lifetime.  
Community water fluoridation and school-
based dental sealant delivery programs are  
strongly recommended by the Centers for 
Disease Control and Prevention’s Task 
Force on Community Preventive Services 
(see Community Guide at 
http://www.thecommunityguide.org). 
 
 
 

Has this strategy been implemented in 
Minnesota?  
Yes, even though dental sealants are not 
always appropriately utilized, they are 
available in (all) dental offices and all public 
health dental clinics. School-based/linked 
dental sealant programs are encouraged and 
promoted. 
 
Indicators for this strategy: 
< Decreased rate of dental caries on 

occlusal surfaces of posterior teeth. 
< Increased percentage of children who 

have received a sealant on one or more 
teeth. 

 
For more information contact:  
Mildred Hottmann Roesch, at (651) 281-
9895, mildred.roesch@health.state.mn.us, 
MDH Dental Health Program, Division of 
Family Health.  
 

mailto:mildred.roesch@health.state.mn.us
http://www.thecommunityguide.org/


CATEGORY: CHRONIC/NONINFECTIOUS DISEASE 
TOPIC: OSTEOPOROSIS 

 
 

 
 

This information is current as of Fall 2002 
Page 69 

CATEGORY: Chronic/Noninfectious Disease 
 

TOPIC: OSTEOPOROSIS 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies  

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other

 
Conduct health 
communications 
and behavior 
change campaigns 
directed at youth 
and young adults 
promoting adequate 
calcium intake and 
regular physical 
activity to 
maximize bone 
density 
development to 
prevent 
osteoporosis.  

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Conduct health 
communications 
and behavior 
change campaigns 
directed at mid-life 
and older women 
promoting adequate 
calcium intake and 
regular physical 
activity to 
minimize loss of 
bone density, 
identification of 
risk factors and 
appropriate 
interventions for 
detection and 
management of 
osteoporosis. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 
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steoporosis is a disease in which 
bones become progressively more 
fragile and more likely to break over 

time. It is the most common human bone 
disease and estimated to affect more than 10 
million people with 19 million more at risk 
for osteoporosis and fractures because of 
low bone mass. As the population ages, the 
prevalence of osteoporosis is expected to 
increase significantly, affecting 41 million 
by 2015. 
 
Osteoporosis causes 1.5 million fractures 
annually at an estimated annual cost of 
$13.8 billion in direct medical expenses. 
This cost is expected to increase to more 
than $60 billion by 2020 if nothing is done 
to address this problem. One of two women 
will have an osteoporotic fracture in her 
lifetime. This is equal to her combined risk 
of breast, uterine, and ovarian cancer. 
Although there are fewer cases of 
osteoporosis among men, they still suffer 
1/3 of all hip fractures that occur.  
 
Following a fracture, some people recover 
fully. Others, however, suffer chronic pain 
and disability and 10 to 20 percent die 
within one year. While more women than 
men fracture their hips, men are more likely 
to die in the following year. Osteoporosis 
may result in loss of independence, 
depression, social isolation and decreased 
well-being. 
 
Bone is a living, changing tissue that 
experiences regular additions and 
subtractions throughout our lifetime. Until 
age 30, we build bone faster than old bone 
disappears. Girls reach 97 percent of their 
peak bone mass by age 19. Adequate 
calcium and Vitamin D intake and regular, 
weight-bearing physical activity are needed 
for maximal development of bone mass. 
Currently only 13 percent of girls get 

enough calcium to reach their potential peak 
bone mass. After age 35, both women and 
men begin to lose bone mass as a normal 
part of aging. If peak bone mass was not 
adequate, this leads to low bone density and 
an increased risk of fracture. 
 
Osteoporosis cannot be cured; it can be 
prevented or treated. The cornerstones of the 
primary prevention of osteoporosis are 
promoting lifelong healthy eating patterns 
with adequate calcium intake and physically 
active lifestyles. Primary prevention 
strategies to promote strong bones are less 
costly than treating osteoporosis and serve to 
promote overall health, fitness, and quality 
of life. As new treatment and screening 
methods enter the marketplace, consumers 
and health professionals need objective and 
non-proprietary information and education 
to enable them to make the best prevention 
and treatment choices possible. 
 
 
Strategy: Conduct health 
communications and behavior change 
campaigns directed at youth and young 
adults promoting adequate calcium 
intake and regular physical activity to 
maximize bone density development to 
prevent osteoporosis.  
 

 Systems 
 

Community Individual 

Primary U 
 
U U 

Secondary  
 
  

Tertiary  
 
  

 
Background: 
Osteoporosis begins in childhood with poor 
diet and physical activity habits and may go 
undetected until a fracture occurs in old age. 
Prevention of osteoporosis involves taking 
steps to maximize and maintain bone mass. 

O



CATEGORY: CHRONIC/NONINFECTIOUS DISEASE 
TOPIC: OSTEOPOROSIS 

 
 

 
 
This information is current as of Fall 2002 
Page 72 

Many of the preventive actions have 
multiple health benefits and are common to 
other disease prevention and health 
promotion recommendations. Key steps are: 
< Getting enough calcium and Vitamin D. 
< Getting regular physical activity. 
 
See strategies and resources in this category 
for “Nutrition” and “Physical 
activity/Inactivity” promotion for additional 
information. 
 
The National Bone Health Campaign, 
Powerful Bones, Powerful Girls, is a multi-
year campaign using a social marketing 
approach to promote optimal bone health 
among girls 9 to 12 years. Resources for this 
campaign include a Web site for girls, print 
materials, and radio and print advertisements 
for girls and parents. The campaign is a 
result of a partnership between the Centers 
for Disease Control and Prevention, the 
Office for Women’s Health, and the 
National Osteoporosis Foundation. The goal 
is to educate and encourage girls to establish 
lifelong healthy habits, especially increased 
calcium consumption and physical activity. 
 
Additional resources: 
Bibliographic resources: 
< Association of State and Territorial 

Chronic Disease Program Directors. 
Osteoporosis Tool Kit, and Osteoporosis 
2000: A Resource Guide for State 
Programs. Contact: Fran Doring, at 
(651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< A First Step Toward Healthy Eating: 
The 1% or Less Handbook. CSPI, at 
(202) 332-9110, 1875 Connecticut Ave., 
N.W., Suite 300, Washington, D.C. 
20009-5728. 

 

Organizational resources: 
< Dairy Council of the Upper Midwest, at 

(651) 488-0261,www.whymilk.com. 
2015 Rice St, St. Paul, MN 55113-6891.  

< The National Osteoporosis Foundation. 
c/o AMA, www.nof.org. 515 North State 
Street, Chicago, IL 60610. 

< The National Resource Center for 
Osteoporosis and Related Bone 
Disorders, www.osteo.org, 1150 17th 
Street, NW, Suite 500, Washington, 
D.C. 20036-4603.  

< Powerful Bones, Powerful Girls, 
National Bone Health Campaign, 
www.cdc.gov/nccdphp/dnpa/bonehealth 
and the website for girls 
www.cdc.gov/powerfulbones. For 
information about materials available 
from MDH, contact Fran Doring, at 
(651) 281-9843, 
fran.doring@health.state.mn.us 

 
Evidence for strategy: 
Numerous community-based research 
projects have demonstrated the effectiveness 
of health communications campaigns in 
increasing awareness and providing 
information to direct individuals to 
additional information as well as increasing 
community awareness. The Powerful Bones 
Powerful Girls campaign is based on 
formative and published research. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, osteoporosis education programs have 
been conducted by several local agencies in 
Minnesota.  
 
Indicators for this strategy: 
< Number of events or information 

opportunities conducted. 
< Number of people reached with events 

or information activities. 
 

http://www.whymilk.com
http://www.nof.org/
http://www.osteo.org/
http://www.cdc.gov/nccdphp/dnpa/bonehealth
http://www.cdc.gov/powerfulbones
mailto:fran.doring@health.state.mn.us
mailto:fran.doring@health.state.mn.us
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< Number of people participating in event 
activities. 

< Recognition, understanding, or 
implementation of messages, as 
measured in surveys or interviews or by 
observation. 

 
For more information contact: 
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical activity Unit. 

 
 
Strategy: Conduct health 
communications and behavior change 
campaigns directed at mid-life and older 
women promoting adequate calcium 
intake and regular physical activity to 
minimize loss of bone density, 
identification of risk factors and 
appropriate interventions for detection 
and management of osteoporosis.  
 
 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
U U 

 
Secondary 

 
U 

 
U U 

 
Tertiary 

 
U 

 
U U 

 
Background: 
Osteoporosis and low bone mass are a major 
public health threat for approximately 55 
percent of the U.S. population aged 50 and 
older. Osteoporosis is an under-diagnosed 
and under-treated condition. Information for 
midlife women should include information 
the importance of nutrition and physical 
activity to continued bone health and 
identify risk factors for osteoporosis. 
Information for perimenopausal and 

postmenopausal women should include 
information about the continued importance 
of nutrition and physical activity, risk 
factors for osteoporosis, appropriate use of 
screening and need and options for drug 
therapy. 
 
Based on clinical research results, the 
National Osteoporosis Foundation (NOF) 
cites the following as key risk factors for 
osteoporotic fractures for women; men are 
believed to have similar risks, but more 
study is needed. Non-modifiable risk factors 
are: 
< Personal history of fracture as an adult.  
< History of fracture in a first-degree 

relative.  
< Caucasian or Asian ethnicity.  
< Advanced age.  
< Dementia. 
 
Potentially modifiable risk factors are: 
< Current cigarette smoking.  
< Low body weight (<127 pounds). 
< Estrogen deficiency. 
< Early menopause (<age 45). 
< More than one year without 

menstruation during childbearing years.  
< Low calcium intake (lifelong). 
< Alcoholism. 
< Impaired eyesight despite adequate 

correction.  
< Recurrent falls. 
< Inadequate physical activity. 
< Poor health/frailty. 
 
Note: While Caucasians and Asians appear 
to be at higher risk, risk for those of other 
races or ethnicities can still be substantial. 
 
National Osteoporosis Foundation 
Guidelines describing women who should 
be considered for bone mineral testing 
include: 

mailto:fran.doring@health.state.mn.us
mailto:pam.york@health.state.mn.us
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< All women 65 years of age with no risk 
factors. 

< All postmenopausal women age 65 years 
of age or less with additional risk factors 
for osteoporosis. 

< All postmenopausal women 65 years of 
age and older with fractures. 

 
See strategies and resources in this category 
for “Nutrition” and “Physical 
activity/Inactivity” promotion for additional 
information. 
 
Additional resources: 
Bibliographic resources:  
< Association of State and Territorial 

Chronic Disease Program Directors. 
Osteoporosis Tool Kit, and Osteoporosis 
2000: A Resource Guide for State 
Programs. Contact: Fran Doring, at 
(651) 281-9843, 
fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

< A First Step Toward Healthy Eating: 
The 1% or Less Handbook. Contact: 
CSPI, at (202) 332-9110, 1875 
Connecticut Ave., N.W., Suite 300, 
Washington, D.C. 20009-5728.  

< Robert Wood Johnson Foundation. 
National Blueprint: Increasing Physical 
Activity Among Adults Aged 50 and 
Older. 2001.  www.rwjf.org. 

Organizational resources: 
< American Association of Retired 

Persons (AARP), at (202) 434-2277, 
www.aarp.org, 601 E Street, NW, 
Washington, DC 20049 

< Dairy Council of the Upper Midwest, at  
(651) 488-0261, www.whymilk.com. 
2015 Rice St, St. Paul, MN 55113-6891.  

< The National Osteoporosis Foundation 
c/o AMA, www.nof.org., 515 North 
State Street, Chicago, IL 60610.  

< The National Resource Center for 
Osteoporosis and Related Bone 

Disorders, www.osteo.org. 1150 17th 
Street, N.W., Suite 500, Washington, 
D.C. 20036-4603.  

 
Evidence for strategy: 
Numerous community-based research 
projects have demonstrated the effectiveness 
of health communications campaigns in 
increasing awareness and providing 
information to direct individuals to 
additional information as well as increasing 
community awareness. Communications 
campaigns related to osteoporosis have been 
successful in other states.  
 
Has this strategy been implemented in 
Minnesota? 
Yes, osteoporosis education programs have 
been conducted by several local agencies in 
Minnesota.  
 
Indicators for this strategy: 
< Number of events or information 

opportunities conducted. 
< Number of people reached with events 

or information activities. 
< Number of people participating in event 

activities. 
< Recognition, understanding, or 

implementation of messages, as 
measured in surveys or interviews or by 
observation. 

 
For more information contact: 
< Fran Doring, at (651) 281-9843, 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

mailto:fran.doring@health.state.mn.us
mailto:fran.doring@health.state.mn.us
http://www.osteo.org/
http://www.rwjf.org/index.jsp
http://www.aarp.org
http://www.whymilk.com
http://www.nof.org
mailto:pam.york@health.state.mn.us
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CATEGORY: Chronic/Noninfectious Disease 
 

TOPIC: PHYSICAL ACTIVITY/INACTIVITY 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other

 
Conduct community-
wide campaigns to 
promote physical 
activity. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 
 

 
 

 
Conduct school-
based programs to 
promote regular 
physical activity. 

 
U 

 
U 

 
 

 
U 

 
U 

 
 

 
 

 
Implement Fitness 
Fever in 
communities, 
schools, and 
worksites. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Increase access to 
safe physical 
environments 
conducive to 
physical activity. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Conduct worksite 
programs to promote 
physical activity. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Provide counseling 
and education by 
health care providers 
and organizations to 
promote regular 
physical activity and 
healthy weight 
management. 

 
U 

 
U 

 
U 

 
 

 
U 

 
U 

 
 

 
Implement 
HealthPartners 
10,000 Steps® 
program. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U 
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strongly linked. Helping people feel good 
about who they are can help them achieve 
and maintain healthy behaviors that will 
decrease their risk of chronic disease and the 
complications of obesity whether or not they 
achieve weight loss. 
 
 
Strategy: Conduct health 
communications and behavior change 
campaigns for adults providing 
information and education to promote 
healthy weight management. 
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
U 

 
U U 

 
Secondary 

 
U 

 
U U 

 
Tertiary 

 
U 

 
U U 

 
Background: 
Activities to promote healthy weight 
management for adults may include: 
< Education and skill building strategies to 

promote healthy eating and regular 
physical activity (see “Nutrition” and the 
“Physical Activity/Inactivity” strategies 
in this category). 

< Work with families to promote healthy 
eating patterns and regular physical 
activity including an appreciation of the 
important role that care givers have as 
models for healthy behavior for children. 

< Work with families to seek professional 
guidance and financial assistance for 
managing eating disorders. 

< Work with local health professionals to 
help identify at risk people with 
disordered eating and refer 
appropriately. 

< Encourage realistic expectations for 
weight management outcomes. 

 
 

Additional resources: 
Bibliographic resources:  
< A First Step Toward Healthy Eating: 

The 1% or Less Handbook. CSPI, at 
(202) 332-9110, 1875 Connecticut Ave., 
N W, Suite 300, Washington, D.C.  
20009-5728.  

< Committee to Develop Criteria for 
Evaluating the Outcomes of Approaches 
to Prevent and Treat Obesity. 1995. 
Weighing the Options, Criteria for 
Evaluating Weight-management 
Programs. Institute of Medicine, 
National Academy Press, Washington, 
DC. Paul R. Thomas, Editor. 

< Dying to Be Thin, A NOVA 
documentary 2000. A videotape and 
teachers’ guide. Available from the 
MDH library, at (612) 676-5090, 
library@health.state.mn.us. 

< HealthPartners, Center for Health 
Promotion. (unpublished internal report, 
1996). Adult Weight Management 
Philosophy and Recommended 
Approaches. Minneapolis, Minnesota: 
Center for Health Promotion, 
HealthPartners, at (612) 883-7453. 

< Healthy Weight Journal and other 
information, at www.healthyweight.org. 

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 
Health Communication Programs Work, 
A Planner's Guide. NIH Publication No. 
89-1493.  

< National Institutes of Health, National 
Heart, Lung, and Blood Institute. (1994 
September). Strategy Development 
Workshop for Public Education on 
Weight and Obesity, Summary Report, 
www.nhlbi.nih. 

< National Heart, Lung and Blood Institute 
(NHLBI) and National Institute of 
Diabetes, Digestive and Kidney Diseases 
(NIDDK). (1998, June). Clinical 
Guidelines on the Identification, 

mailto:library@health.state.mn.us
http://www.healthyweightnetwork.com/hwj.htm
http://www.nhlbi.nih.gov


CATEGORY: CHRONIC/NONINFECTIOUS DISEASE 
TOPIC: WEIGHT MANAGEMENT 

 
 

 
 

This information is current as of Fall 2002 
Page 97 

Evaluation, and Treatment of 
Overweight and Obesity in Adults, at 
http://www.nih.gov.  

< National Institutes of Health Technology 
Assessment Conference. 1993. Methods 
for voluntary weight loss and control. 
Supplement to Annals of Internal 
Medicine 119 (7 Part 2). 

< U.S. Department of Health and Human 
Services. 1993. Promoting Healthy Diets 
and Active Lifestyles to Lower-SES 
Adults, Market Research for Public 
Education. 

< U.S. Department of Health and Human 
Services 2001. The Surgeon General’s 
Call to Action to Prevent and Decrease 
Overweight and Obesity. Public Health 
Service, Office of the Surgeon General. 

Organizational resources: 
< American Association of Retired 

Persons (AARP), at (202) 434-2277, 
www.aarp.org.601 E Street, NW, 
Washington, DC 20049. 

< American Cancer Society, at 
(800) ACS-2345, www.cancer.org. 

< American Heart Association, at 
www.heart.org. 

< Centers for Disease Control and 
Prevention, Division of Nutrition and 
Physical Activity, at 
www.cdc.gov/nccdphp/dnpa. 

< Dairy Council of the Upper Midwest, at 
(651) 488-0261, www.whymilk.com. 
2015 Rice St, St. Paul, MN 55113-6891. 

< Eating Disorders Awareness and 
Prevention, at www.edap.org. 

< Federal Trade Commission, Consumer 
Protection, Diet, Health and Fitness, 
provides consumer information on 
weight loss programs and products, at 
www.ftc.gov/bcp. 

< National Institutes of Health, National 
Heart, Lung and Blood Institute, NHLBI 
Obesity Education Initiative, at 
www.nhlbi.nih. 

< Sisters Together Move More Eat Better, 
a project targeted toward African 
American women, at 
www.hsph.harvard.edu/sisterstogether.  

 
Evidence for strategy: 
Data demonstrating successful long term 
resolution of overweight status to standard 
body weight recommendations is limited. 
Most research demonstrates success in a 
small number of subjects in achieving 
modest weight loss of five percent to 10 
percent of initial body weight. Research 
demonstrates that such modest weight loss 
has positive heath benefits on chronic 
disease risk factors including blood glucose 
control, blood pressure, and total serum 
cholesterol. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, a variety of organizations in Minnesota 
have implemented weight management 
strategies. In addition, academic institutions 
in Minnesota have conducted research 
related to weight management strategies. 
 
For more information contact: 
< Fran Doring, at (651) 281-9843 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

 
 
 
 
 
 
 
 
 
 

http://www.nih.gov
http://www.hsph.harvard.edu/sisterstogether
http://www.aarp.org
http://www.cancer.org
http://www/americanheart.org
http://www.cdc.gov/nccdphp/dnpa
http://www.whymilk.com
mailto:fran.doring@health.state.mn.us
mailto:pam.york@health.state.mn.us
http://www.nationaleatingdisorders.org
http://www.ftc.gov/bcp/menu-health.htm
http://www.nhlbi.nih.gov
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Strategy: Conduct health 
communications and behavior change 
campaigns for youth providing 
information and education to promote 
healthy weight management. 
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
U 

 
U U 

 
Secondary 

 
U 

 
U U 

 
Tertiary 

 
U 

 
U U 

 
Background: 
Defining overweight in adolescents is 
difficult because the definition is not based 
on disease risk as it is for adults. The 
Centers for Disease Control and Prevention 
sets the 95th percentile of the U.S. National 
Health and Nutrition Examination Survey 
(NNHANES III) population as overweight. 
Unhealthy weight management practices 
such as fasting, diuretics, laxatives and 
purging are widespread among adolescents, 
especially young women. These practices 
are risk factors for developing eating 
disorders such as anorexia nervosa, bulimia, 
and binge eating. 
 
Activities to promote healthy weight 
management for children and youth may 
include: 
< Education about realistic expectations 

for normal growth and development 
including normal changes in body size 
and shape and an understanding that 
there is no ideal body size, shape, or 
weight that every individual should 
achieve. 

< Education about social pressure for 
excessive slenderness and weight 
discrimination. 

< Education about unsafe weight loss 
practices. 

 

< Work with families to promote healthy 
eating patterns and regular physical 
activity including an appreciation of the 
important role that care givers have as 
models for healthy behavior for children. 

< Work with families to promote 
development of healthy feeding 
relationships between parents and 
children. 

< Work with families to seek professional 
guidance and financial assistance for 
managing eating disorders. 

< Work with local health professionals to 
help identify at-risk people with 
disordered eating and refer 
appropriately. 

< Work with school nurses, counselors, 
and coaches regarding signs and 
symptoms of eating disorders and eating 
recommendations that may exacerbate 
them. 

< Work with school, camp, scouting 
groups, etc. on promotion of healthy 
body image by young women and men. 

 
Additional resources: 
Bibliographic resources: 
< The causes and health consequences of 

obesity in children and adolescents. 
1998. Supplement to Pediatrics 101  
(3 suppl.). 

< Children and Weight: What Health 
Professionals Can Do: A Training Kit 
for Presenting Workshops for Health 
Professionals. University of Calif 
Cooperative Extension, at (800) 994-
8849, http://anrcatalog.ucdavis.edu. 
6701 San Pable Ave, Oakland, CA 
94608-1239.   

< A First Step Toward Healthy Eating: 
The 1% or Less Handbook. CSPI, at 
(202) 332-9110. 1875 Connecticut Ave., 
N W, Suite 300, Washington, D.C. 
20009-5728.  

http://anrcatalog.ucdavis.edu/
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< Committee to Develop Criteria for 
Evaluating the Outcomes of Approaches 
to Prevent and Treat Obesity. 1995. 
Weighing the Options, Criteria for 
Evaluating Weight-management 
Programs, Institute of Medicine, 
National Academy Press, Washington, 
DC. Paul R. Thomas, Editor.  

< Dying to Be Thin, A NOVA 
documentary 2000. A videotape and 
teachers’ guide. Available from the 
MDH library, at (612) 676-5090, 
library@health.state.mn.us.  

< HealthPartners, Center for Health 
Promotion. (unpublished internal report, 
1996). Adult Weight Management 
Philosophy and Recommended 
Approaches. Contact: (612) 883-7453. 

< Healthy Weight Journal and other 
information, at www.healthyweight.org. 

< National Cancer Institute, Office of 
Cancer Communications. 1989. Making 
Health Communication Programs Work, 
A Planner's Guide. NIH Publication No. 
89-1493.  

< National Institutes of Health, National 
Heart, Lung, and Blood Institute. 1994. 
Strategy Development Workshop for 
Public Education on Weight and 
Obesity, Summary Report. 

< National Heart, Lung and Blood Institute 
(NHLBI) and National Institute of 
Diabetes, Digestive and Kidney Diseases 
(NIDDK). 1998. Clinical Guidelines on 
the Identification, Evaluation, and 
Treatment of Overweight and Obesity in 
Adults, at  http://www.nih.gov.  

< National Institutes of Health Technology 
Assessment Conference. 1993. Methods 
for voluntary weight loss and control. 
Supplement to Annals of Internal 
Medicine 119 (7 Part 2). 

< The Role of Michigan Schools in 
Promoting Healthy Weight, A Consensus 
Paper, Michigan Department of 

Education, Michigan Department of 
Community Health, and the Michigan 
Governor’s Council on Physical Fitness, 
Health and Sports. Available at: 
www.mde.state.mi.us, 
www.michiganfitness.org, or 
www.emc.cmich.edu. 

< U.S. Department of Health and Human 
Services. 1993. Promoting Healthy Diets 
and Active Lifestyles to Lower-SES 
Adults, Market Research for Public 
Education. 

< U.S. Department of Health and Human 
Services. 2001. The Surgeon General’s 
Call to Action to Prevent and Decrease 
Overweight and Obesity. Public Health 
Service, Office of the Surgeon General. 

Organizational resources: 
< American Cancer Society, at (800) ACS-

2345, www.cancer.org. 
< American Heart Association, at 

www.heart.org. 
< Centers for Disease Control and 

Prevention, Division of Nutrition and 
Physical Activity, at 
www.cdc.gov/nccdphp/dnpa. 

< Dairy Council of the Upper Midwest, at  
(651) 488-0261, www.whymilk.com,  
2015 Rice St, St. Paul, MN 55113-6891. 

< Eating Disorders Awareness and 
Prevention, at www.edap.org. 

< Federal Trade Commission, Consumer 
Protection, Diet, Health and Fitness, at 
www.ftc.gov/bcp. This organization 
provides consumer information on 
weight loss programs and products. 

< National Institutes of Health, National 
Heart, Lung and Blood Institute, NHLBI 
Obesity Education Initiative, at 
www.nhlbi.nih. 

 
 
 
 
 

http://www.michigan.gov/mde
http://www.michiganfitness.org/
http://www.emc.cmich.edu/
mailto:library@health.state.mn.us
http://www.cancer.org
http://www.healthyweightnetwork.com/hwj.htm
http://www.americanheart.org
http://www.cdc.gov/nccdphp/dnpa
http://www.nationaleatingdisorders.org/
http://www.whymilk.com/
http://www.ftc.gov/bcp/menu-health.htm
http://www.nhlbi.nih.gov
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Evidence for strategy: 
Data demonstrating successful long-term 
resolution of overweight status to standard 
body weight recommendations is limited. 
Most research demonstrates success in a 
small number of subjects in achieving 
modest weight loss of five percent to ten 
percent of initial body weight. Research 
demonstrates that such modest weight loss 
has positive heath benefits on chronic 
disease risk factors including blood glucose 
control, blood pressure, and total serum 
cholesterol. 
 
Has this strategy been implemented in 
Minnesota? 
Yes, a variety of organizations in Minnesota 
have implemented weight management 
strategies for youth. In addition, academic 
institutions in Minnesota have conducted 
research related to weight management 
strategies for youth. 
 
For more information contact:  
< Fran Doring, at (651) 281-9843, or 

fran.doring@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit.  

< Pam York, at (651) 281-9831, or 
pam.york@health.state.mn.us, MDH 
Nutrition and Physical Activity Unit. 

 
 

mailto:fran.doring@health.state.mn.us
mailto:pam.york@health.state.mn.us
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