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Abstract

This qualitative case study examined Healthy Start for Mom & Me (HSMM)--a
collaborative, multi-faceted prenatal nutrition program targeting high-risk women and
teens in Winnipeg, MB. The purpose of the study was to desribe the dynamics of HSMM
operations; to understand the experiences of participant women, staff, and community
partners, and to interpret how the program “worked™ within a socio-environmental
context.

The research focused on two of HSMM’s eight community-based sites. Individual
interviews (n=21) were conducted with program staff and community partners affiliated
with the two sites, as well as with key informants. Two focus group interviews--one at
each site--were held with participant women (n=23). Semi-structured and open-ended
questions were used to provide maximum opportunities for exploration of topics of
mutual interest. Direct observation and document reviews generated additional data on
the functioning of HSMM.

An empowerment framework, based on a holographic design, was developed to
organize and analyze the data. Findings indicated that HSMM’s “Kitchen Table”
approach increased intersectoral action and local empowerment on four levels. First,
interventions targeted the individual participant and, on occasion, her family (i.e.,
personal care). Second, HSMM’s drop-in sessions increased empowerment at the level of
the small group primarily through the actions of the peer outreach workers (i.e., small
group development). Third, the community organization process enabled HSMM to offer

a broad range of services to marginalized women that were beyond the scope and/or
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mandate of any one individual agency or department (i.e., community organization).
Fourth, as the program consolidated. HSMM’s “reach” in the Winnipeg community
increased to include strategies pertaining to coalition building and advocacy. Further, the
practices of HSMM’s interdisciplinary teams enhanced intersectoral action by developing
the vertical and horizontal linkages necessary to promote population health.
Recommendations for practice and research pertained to planning and
implementing community-based programs targeting marginalized populations; expanding
dietetic education and training to reflect a population health approach; and broadening the
rationale for prenatal health beyond the prevention of low birthweight in order to increase
community awareness of the determinants of prenatal/birth outcomes and the resultant

social and economic implications.
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CHAPTER 1

OVERVIEW OF THE STUDY

1.1. Introduction

This thesis outlines the purpose, objectives, and contributions of a case study of
Healthy Start for Mom & Me (HSMM)--a collaborative, multi-faceted prenatal nutrition
program targeting high-risk women and teens in Winnipeg, MB. HSMM is funded by
Health Canada (Canada Prenatal Nutrition Program) with contributed staffing and
resources from a variety of service partners. The sponsor of the program is Dietitians of
Canada (DC). The researcher has organized the content of this thesis into 11 chapters
summanzed below.

Chapter 1 includes an introduction to the research and provides an overview of at-
risk population groups and lifestyle issues related to poor birth outcomes. The aims and
purpose of this case study, and the ten specific research questions, are identified.

Chapter 2 summarizes the related literature and highlights the current state of
knowledge in some areas relevant to the case study. The content of Chapter 2 focuses on
the theoretical foundations underpinning health promotion practices at the community-
level. The theory serves to shape the context of the case study on HSMM and its findings.

Chapter 3 describes the method used in the study, the case study design, the
processes for analysing data, the assumptions, delimitations and limitations. Additionally,
techniques for ensuring the trustworthiness of the data are presented.

Chapters 4 through 10 present the findings of the research pertaining to the
functioning of HSMM, primarily through the experiences of participant women, program
staff, community partners, and key representatives of the broader community.

The final chapter presents an overview of the case study, a summary discussion of
the findings, general themes, implications, recommendations for practice and further

research, and personal reflections.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



1.2. Rationale for the Study

Babies bom with low birth weight (LBW) (less than 2,500 g) are born either
preterm (less than 37 completed weeks gestation) or small for gestational age (SGA) (less
than 10" percentile for gestational age) or both. There is increasing recognition that the
underlying mechanisms for the two causes of LBW are different. It is significant,
however, that some risk factors are common to both. While some medical researchers
have called for separate approaches to dealing with the two issues, practitioners maintain
that from a primary prevention perspective there are valid reasons to address both
conditions together (Perinatal Education Program of Eastern Ontario, 1998).

The weight of infants at birth is a principal determinant of both their survival and
their health in childhood (Federal, Provincial and Territorial Advisory Committee on
Population Health, 1999b). Studies have found that preterm LBW babies have higher
rates of health problems in the first few weeks of life including severe respiratory
problems (Moutquin, 1996). They also have a higher rate of childhood health problems
related to perinatal health concerns (Saigal, 1994). According to Moutquin (1996), 12 to
18% of preterm LBW babies will develop disabilities including cerebral palsy and
learning difficulties. There is increasing evidence that the negative effects of low
birthweight manifest themselves later in life. For example, a study in Britain using
longitudinal data on men bom between 1911 and 1930 found those with the lowest
weight at birth, and at one year of age, had the highest premature death rate from
ischemic heart disease (Barker, 1995).

The high costs of care for low birthweight babies were estimated to be from $500
to $1,000 per day in Canada (Health Canada, 1994b, p. 1). These costs did not take into
account the long-term emotional and financial costs for families, the health care system,
the education system, and society in general. An American study (Lewit et al., 1995)
analysed 1988 national survey data for children ages O to 15 and estimated the direct
incremental costs of low birthweight--costs of the resources used to care for low
birthweight infants above and beyond those used for infants of normal birthweight.
According to Lewit et al. (1995), “in 1988, health care, education and child care for the
3.5 to 4 million children ages 0 to 15 born low birthweight cost between $5.5 and $6
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billion more than they would have if those children had been born normal birthweight”
(- 1.

There is increasing evidence that traditional approaches to prenatal health
promotion have not been successful in reducing the incidence of low birthweight in
Canada (Kramer, 1998). Additionally, policy makers have expressed concern that the
high costs associated with the medical treatment of low birthweight infants continue to
rise (The Canadian Institute for Advanced Research, 1999). The controversy over the
effectiveness of prenatal care in preventing LBW, stems from difficulties in defining the
constituents of adequate prenatal care. The collective evidence regarding the efficacy of
prenatal care to prevent low birthweight is mixed. However, Alexander and Korenbrot’s
(1995) literature review suggested that the most likely known targets for prenatal
interventions to prevent LBW were “psychosocial (aimed at smoking), nutritional (aimed
at low pre-pregnancy weight and inadequate weight gain), and, medical (aimed at general
morbidity)” (p. 1). The authors called for systems-level approaches to impact the
accessibility and the appropnateness of prenatal health services to entire groups of
women. Additionally, they concluded that population-wide health promotion, social
service, and case management approaches could also offer potential benefits. Alexander
and Korenbrot (1995) cautioned that data linking the effectiveness of these services to
improved birth outcomes were lacking. They questioned “whether interventions focused
on building cohesive, functional communities can do as much, or more, to improve low
birthweight rates as individualized treatments” (p.1).

Hughes and Simpson (1995) concurred with Alexander and Korenbrot and
suggested that reducing persistent disparities in LBW rates required several steps
including embracing a broader definition of health--one which incorporates social
dimensions. Hughes and Simpson argued for reshaping the focus of research and
interventions from pregnancy outcomes and infant health exclusively to include a more
global definition of women’s health. According to the authors, “this involves expanding
the research agenda to unravel the paradox of socio-economic factors and heaith and
pursue a dedicated national commitment to ensuring adequate support to individuals and

their families including both adequate income and health care” (p. 1).
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1.3. At-Risk Groups and Lifestyle Issues
Related to Poor Birth Outcomes

LBW infants are pot a homogeneous group. Despite an extensive amount of
research, there continues to be little conclusive evidence about the underlying
mechanisms of either preterm birth or SGA (Perinatal Education Program of Eastern
Ontario, 1998; Alexander & Korenbrot, 1995; CICH, 1993). This has been a major
obstacle in the prevention of LBW. However, evidence presented in Chapter 2 (Section
2.2) supports a relationship between certain maternal conditions, (€.g., socioeconomic
status), and behavioural factors (e.g., smoking) and LBW. Despite qualitative and
quantitative differences in the etiology of LBW, researchers have identified factors that
overlap as predictors of both preterm birth and SGA. Maternal risk factors for both
conditions, identified by studies in developing and developed countries, include “age,
marital status, education, race, history of previous LBW or other obstetrical
complications, smoking, nutritional status, stress, alcohol and other substance abuse, low
socioeconomic status, work, multiple gestation, and the lack of prenatal care” (Perinatal
Education Program of Eastern Ontario, 1998, p. 11).

Kramer (1987) stated that the prevention of LBW should focus on conditions and
factors of risk that are amenable to change, or modifiable. Many of the known risk factors
associated with LBW, such as socioeconomic status, ethnicity, genetic makeup, and
obstetric history, are not within a woman'’s immediate control (Chomitz et al., 1995).
However, there is strong evidence that lifestyle behaviours such as cigarette smoking,
weight gain during pregnancy, and the use of alcohol and drugs play a critical role in
determining fetal growth and development. The literature reviewed in Chapter 2 (Section
2.2) summarizes the risk factors that may influence maternal and infant health directly (in
terms of physiology), or indirectly (in terms of health behaviour). The focus of the
literature review is primarily on lifestyle behavioural risk factors that are amenable to
change and that, if modified during the periconceptual or prenatal period, can improve

the likelihood of a woman delivering a full-term infant of normal birthweight.
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1.4. Background to Study

1.4.1. Th ada Prenatal Nutriti rogram--A verview

In 1996, 5.8% of all live births in Canada resulted in low birthweight babies (less
than 2500 g at birth). This represented a total of 21,025 babies (Statistics Canada, 1998).
The Canadian low birthweight rate of approximately 6% has not decreased appreciably
since the mid-1980s and remains higher than that of Finland, France, Norway, Sweden,
and Switzerland (United Nations, 1992). Additionally, the rate of premature birth in
Canada has increased by almost 10% in the past decade (Health Canada web site.
[December 1, 2000]. Available:
http://www.hc-sc.gc.ca/english/archives/releases/preterm.htm).

On July 26, 1994, the Federal Government approved the Canada Prenatal
Nutrition Program (CPNP), one of the programs referenced in Creating Opportunity, the
Liberal Party’s “Red Book.” Barrington and Glacken (1998a) described the CPNP as

a broad, flexible health promotion program that assists communities in developing

or improving programs for at-risk pregnant women. Its goals are to improve birth

outcomes by decreasing the frequency of low birthweight, increasing the health of
both infant and mother and encouraging breastfeeding. The community-based
projects provide food supplementation, nutrition counselling, support, and referral
prenatally and for up to six months postpartum. There are a number of target
groups identified for assistance from CPNP. These include pregnant women (or
teens), living in poverty, or who drink or take drugs, live in violent situations, live
in isolation or have poor access to services, are diagnosed with gestational
diabetes, or who are either Status First Nations women living on or off reserves,

Inuit or refugees. (p. 1)

Women participating in CPNP projects across Canada present risk factors for the
healthy development of both mother and infant. Of all CPNP participants, 44% are
smoking on entry to the program; 38% are 19 years or younger; 24% report a pre-
pregnancy Body Mass Index (BMI) of less than 20; 40% of participants have less than
grade 10 education; and, 46% of participants report a household monthly income of

$1000 or less (Barrington & Glacken , 1998a).
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1.4.2. CPNP Intended Qutcomes

While the primary aim of the CPNP is to reduce the incidence of low birthweight,

the global expected outcomes were described in the CPNP Guide for Applicants (Health
Canada, 1999a) as follows:

l.
2.

3.

w

Increased number of babies born over 2500 g (5 Ib. 8 o0z.);

Improved health of pregnant woman (e.g., increased ability to manage stress;
reduced negative effects to the mother and infant due to substance abuse);
Increased partnership and collaboration among at-risk pregnant women,
families, community groups, nutritionists, health professionals and
governments;

Increased numbers of mothers breastfeeding their babies, and breastfeeding
for longer periods;

Improved knowledge among at-risk pregnant woman about pregnancy;
Increased empowerment to make healthy lifestyle choices. (p. 3)

1.4.3. CPNP Guiding Principles

The CPNP Guide for Applicants (Health Canada, 1999a), provided applicants
with the following guiding principles of the program:

Mothers and Babies First--The health and well being of the mother and baby
are most important in planning, developing and carrying out every program,
Strengthening and Supporting Families--Parents have the main responsibility
for the care and development of their children. However, all parts of
Canadian society, agencies, employers, organized labour, educators,
voluntary community organizations and governments share the responsibility
for children by supporting parents and families;

Equity and Accessibility--Programs are to be sensitive to the cultural and
linguistic diversity of Canadian families;

Partnerships--Partnerships, including parents, families, communities,
governments and service providers are essential to develop effective and co-
ordinated prevention and early intervention programs;
Community-based--The community is the focus for decision-making and
action. Women, families and community groups have a key role in the
planning, implementation and evaluation of programs;

Flexibility--Programs must be flexible so they can respond to different needs
in each community and to the changing needs and conditions of women and
children in these communities (p. 3).
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1.4.4. CPNP Project Components

The CPNP Guide for Applicants (Health Canada, 1999a) identified the following
project components strongly associated with successful comprehensive prenatal

programs:

Prenatal food and nutrition supplements recommended by a registered
dietitian, physician or community health nutritionist associated with the
program;

Dietary assessment and nutrition counselling;

Promotion of breastfeeding, healthy infant feeding, and birth planning; -
Skills development (e.g., food preparation, shopping on a budget, parenting,
infant feeding);

Support to improve access to sufficient and nutritious food through
community activities such as collective kitchens, community gardens, and
food-buying clubs;

Social supports including counselling, education, and other assistance from
professionals, lay family workers or peers, through home visits, drop-in
centres and group sessions;

Support and counselling on lifestyle issues (e.g., substance abuse, stress,
tobacco, alcohol, and family violence);

Preparation for labour and delivery;

Participation of expectant and new mothers in the planning and delivery of
the program. This will ensure the program meets mothers’ needs, and is
appropriate to the culture and language of participants;

Linking and referral to other resources, community programs or services (p.
4).

In addition to the “‘elements of a comprehensive prenatal nutrition program” listed

above, the CPNP Guide for Applicants (Health Canada, 1999a) stated that “a registered

dietitian or community health nutritionist should be part of the project planning team, and

have ongoing input into program delivery and training. In remote areas consultation may

be done by telephone, correspondence or site visits” (p. 4).

1.4.5. CPNP National Evaluation Framework

Health Canada contracted Calgary-based Barrington Research Group, Inc. to

design a CPNP national evaluation framework, shortly after announcing the program in

1994. “An evaluation framework was envisioned which would incorporate federal,

regional and local evaluation needs into one evaluation process to decrease duplication of
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efforts and reduce costs” (Barrington & Glacken, 1998a, p. 4). The CPNP national
evaluation framework is provided in Appendix A.

The CPNP national evaluation design was based on two separate evaluation
instruments; one with a program focus, and the other targeting individual clients. A brief
description of both instruments follows:

1. Individual Project Questionnaire (IPQ)--a mandatory survey, completed by

programs across the country on an annual basis, provided a standard series of
28 questions on program-related information. Topics included: “the nature of
the project, the type of intervention, pregnancy outcomes (e.g., birthweight),
infant and maternal health and breastfeeding rates” (Barrington & Glacken
1998a, p. 6). Additionally, data were collected on community partnerships
and collaborations, “spin-offs and lessons learned” (p. 6).

2. Individual Client Questionnaire (ICQ)--a participant-based survey, featured “a

bank” of 106 client-centred questions on topics including

e Client information at entry — demographics and previous pregnancy
history;

e  Other client information - client health problems, nutrition assessment
and other pre-delivery questions;

Risk factor information — tobacco, alcohol, drug use issues;
Lifestyle information - issues related to housing, food security, abuse,
coping skills, self esteem and support network;

e Pregnancy outcomes — birth weight, maternal and infant health;

e Client information at exit — utilization of project services, breastfeeding

information (Health Canada, 2000, p. 3).

Of the 106 questions included in the ICQ “bank,” 38 questions were mandated by
Health Canada. Additional ICQ questions were selected by provincial and/or regional
advisory groups. In some cases, project personnel also requested that specific questions
be included on the questionnaire.

As of March 2000, the CPNP national database contained over 13,000 completed
ICQs. Additionally, in 1999, 95% of CPNP projects funded by Health Promotion and
Programs Branch --280 out of 295 projects--submitted IPQs for inclusion in the IPQ
(1998-99) Summary Report. According to the national evaluators, ICQ and IPQ data
indicated that CPNP projects are having a positive impact on high-risk mothers and
babies” (Barrington Research Group, 2000, p. 1).
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1.5. Brief Description of the Case—A CPNP Initiative in Winnipeg

In the fall of 1994, The Manitoba Association of Registered Dietitians (MARD)
was asked by Health Canada to sponsor and facilitate the development of a
community-based prenatal nutrition program in Winnipeg, under the auspices of the
CPNP. At that time, 60% of low birthweight babies in Manitoba were born in Winnipeg.
There were high rates of teen pregnancy and child poverty and the stillbirth rate among
Aboriginals was three times greater than in the rest of the population (Winnipeg Prenatal
Nutrition Initiative Steering Committee [WPNISC], 1996). Furthermore, prenatal
services were fragmented and those that were available offered limited, if any,
community-based nutrition education. In general, the needs of high-risk pregnant women
and teens in Winnipeg were not being met (Barrington & Glacken, 1998b).

The process of developing Healthy Start for Mom & Me (HSMM) began with
extensive community consultations held over a six-month period which actively involved
members of the target population (Appendix B). Current community-based prenatal
programs and services were reviewed, gaps documented, and the following issues
identified:

e Many women living in the inner city of Winnipeg and adjacent districts
experienced poverty and social isolation on a daily basis. Many women smoked
and some reported using drugs or alcohol while pregnant.

e Pregnant teens and women living in poverty typically did not access health
services until late in their pregnancies. They did not receive prenatal check-ups at
recommended intervals and they did not attend prenatal classes. Fear, denial,
distrust of the traditional health care system, lack of transportation, bus fare,
and/or childcare arrangements were frequently cited as barriers.

e Marginalized women were typically unable to afford the optimal amount or the
variety of food necessary to support a healthy pregnancy. They were often
unaware of the type and amount of food they should be eating, and they lacked
knowledge of simple recipes and basic food preparation techniques.

The city-wide program was designed to address these issues and “to encourage
healthy pregnancy and healthier babies through the provision of social support, basic
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food and vitamins, promotion and support of breast-feeding, and related informal health
education” (WPNISC, 1996, p. 2). The premise of HSMM was that culturally appropriate
soctal support, coupled with community resources and information, would enable
high-nisk pregnant women to successfully overcome barriers to early prenatal care and

encourage their seeking out health and social services for themselves and their families.
a a ts

HSMM statistics on participant women enrolled in the program in 1997-1998

suggested that the program is serving the target group identified in the CPNP funding
guidelines:

e  Total number of participants 1997 to 1998 — 594; total number of participants
1996 to 1997 - 371,

¢ Participants breastfeeding on discharge from hospital — 76%,;

Participants stating that Healthy Start for Mom & Me influenced their

decision to breastfeed — 38%;

Participants enrolled in the program before 28 weeks of pregnancy — 65%;

Teens to age 19 enrolled in the program — 32%;

Income level of participants (self reported) — 100% low income;

Participants with less than Grade 12 education — 35%;

Participants that are single, including separated or divorced — 60% (6%

separated or divorced);

e Participants reporting that they are Aboriginal - 37%; Non-aboriginal - 63%;
Immigrantrefugee — 4%,

Participants that are overweight (based on pre-pregnancy weight) — 18%;
Participants that are underweight (based on pre-pregnancy weight) — 36%,
Participants that smoke on enrolling in the program - 44% (23% didn’t
answer the question); participants that cut down on smoking during
pregnancy (44%); participants that stopped smoking during pregnancy
(27%);

e Participants that drink alcohol on enrolling in the program - 5% (36% didn’t
answer the question); participants that cut down on drinking during
pregnancy (5%); participants that stopped drinking during pregnancy (54%);

e  Participants stating that they use food banks — 73%; participants stating that
they need to get food from friends or relatives (46%);

e Participant contacts with program (drop-in and outreach) — 35% have more
than 10 contacts; participants reporting up to S contacts with program (41%);

e Participants reporting that they tried new foods; used Healthy Start for Mom
& Me’s recipes and other resources — 71%. (Healthy Start for Mom & Me,
1999b, p. 1).
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1.6. Purpose of the Study

This study used a qualitative case study approach to describe and to understand a
collaborative, multi-faceted, community-based prenatal nutrition program. The purpose
of the case study was to describe the dynamics of HSMM operations; to understand the
experiences of participant women, staff, and community partners; and to interpret how

the program “worked’ within a socio-environmental context.
1.7. Major Research Questions

There were three major research questions requiring careful investigation. First,
what were the salient themes, patterns, and categories in the meaning structures of
participant women, program staff, and community partners? Second, how were these
patterns linked with one another? Third, how did these patterns operate within a socio-
environmental context? These questions, drawn from the theoretical framework, guided
data collection and analysis. In addition to the three general questions, the researcher

developed ten specific research questions listed in Section 1.8.
1.8. Specific Research Questions

The specific research questions for this case study were as follows:

1. How were participant women brought into the program and how did they move
through the program once they become participants?

2. What were the factors that influenced community partners’ decisions to participate in
the program?

3. What were the experiences of participant women, program staff, community partners,
and key representatives of the broader community in HSMM?

4. What was the nature of the interactions between participant women, program staff
and team members contributed from partner agencies and organizations?

5. How had the lives of participant women changed over the period of their involvement
in HSMM?
What differences had the program made in the inner city communities that it serves?

What were the strengths and weaknesses of the program?
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8. How had active involvement in the program changed stakeholders’ understandings of
prenatal health promotion?

9. What issues and tensions had emerged from the program’s emphasis on
interdisciplinary teams, including the peer outreach workers’ practices with
marginalized women and their families?

10. How had interdisciplinarity challenged the norms and values of the practitioners’

professions?
1.9. Significance of the Study

The Federal Government budget, released February 1999, renewed Health
Canada’s commitment to the CPNP by allocating $75 million over three years. The
funding will be used to enhance existing programs, develop new programs, and
strengthen research and public education on Fetal Alcohol Syndrome/Fetal Alcohol
Effect, as well as perinatal surveillance (Health Canada web site.[February, 1999].
Available: www.hc-sc.gc.ca/budget).

At the same time as funding has increased, questions have been raised with
respect to the effectiveness of the CPNP in reducing the rate of low birthweight in
Canada, and in improving birth outcomes. An editorial by Dr. Michael Kramer, published
in the September 1988 issue of the Canadian Medical Association Journal, severely
criticized the CPNP suggesting that its legacy will be not only wasted money, but also
“wasted opportunity and disillusionment over hopes that remain unfilled” (p. 665). The
author described the CPNP as a “fundamentally flawed policy of providing milk, eggs
and orange juice to poor pregnant women” (p. 665) and concluded that the CPNP will
have no perceptible impact on pregnancy outcomes. Dr. Kramer, a well-known Canadian
physician-epidemiologist, strongly urged the Federal Government to re-direct funding
into more research into biological mechanisms underlying preterm labour, given that
preterm labour is a particularly important and not well understood public health problem.

Increasingly, both qualitative and quantitative data are necessary to assist policy
makers in documenting outcomes, re-shaping program goals and objectives, and
demonstrating the cost-effectiveness of the CPNP. HSMM is participating in a national
CPNP evaluation, administered on a project-by-project basis, across the country. While
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program staff were involved in the development of the highly quantitative research tool,
participants were not. Staff have expressed a need and a desire to personalize the
evaluation process by using research methods that emphasize personal, face-to-face
contact with the program. Methods have been called for that do not label and number the
participants and may be perceived as "humanistic" because they feel natural, informal,
and understandable to participants (G. Wylie, personal communication, January 1999).
The rich qualitative data from the case study on HSMM added depth, detail, and meaning
on a project specific basis. The data complemented the statistical findings and survey
generalizations used to track the general health of pregnant women participating in CPNP
projects across the country.
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CHAPTER 2

LITERATURE REVIEW

2.1. Introduction

There is a paucity of international and national literature on qualitative
approaches to describing and evaluating community-based prenatal nutrition
interventions. Thus, a review of related literature in the fields of medicine, clinical and/or
community nutrition, health promotion/education, and population health reinforced the
need for this study and illustrated how this study complemented previous research done
in related areas. The sources reviewed fall into three general areas: Biomedical and/or
nutritional literature focusing on at-risk groups and lifestyle issues related to poor birth
outcomes; prenatal health promotion literature; and other related health
promotion/education literature. The review of related health promotion/education
literature focuses on broad theoretical constructs pertaining to social change processes;
empowerment education; the concept of ‘“‘cultural brokerage” (Jezewski, 1995, p. 20);
interdisciplinary collaboration; social support; community development, food security,

and; socio-environmental approaches to health promotion.

2.2. Overview of At-risk Groups and Lifestyle Issues
Related to Poor Birth Outcomes

A primary source of information for the review is Nutrition for a Healthy

Pregnancy: National Guidelines for the Childbearing Years (Health Canada, 1999b). In
drafting the guidelines, Health Canada relied heavily on an American publication:

National Academy of Sciences, Institute of Medicine, Food and Nutrition Board,
Committee on Nutritional Status during Pregnancy and Lactation, Subcommittee on
Dietary Intake and Nutrient Supplements During Pregnancy, Subcommittee on

Nutritional Status and Weight Gain during Pregnancy. Nutrition During Pregnancy. 1990.
Part 1 - Weight Gain. Part 11 — Nutrient Supplements. Washington. DC.

14
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2:2.1. Adolescent Pregnancy

About half of Canada’s teens (aged 15 to 19) are sexually active, and
approximately 25% of them do not use birth control (Canadian Institute of Child Health,
1994). In 1995, there were 38,502 teenage pregnancies (including live births, abortions
and stillbirths) in Canada. The number of teenage pregnancies decreased among 15- to
19-year-olds from the mid-1970s to 1988, and then increased slightly. The Progress of
Canada’s Children Report (1998) stated that “while the number of teen pregnancies in
1995 was still well below their historic highs, increasing rates of teen pregnancies (from
4] per 1,000 women aged 15 to 19 in 1987 to 47 per 1,000 in 1995) is a worrisome trend”
(p- 39). The low birthweight rate of 7%, among teens aged 15-19, was more than a full
percentage point higher than the Canadian average of 5.8% (Statistics Canada, 1998).

The dietary practices of teens that contribute to low energy and nutrient intakes--
especially with respect to calcium and iron--do not provide adequate energy and
nourishment to promote a healthy pregnancy outcome (American Dietetic Association,
1994). Additionally, adolescent pregnancies occurring within two to three years of
menarche are considered high-risk given that the nutritional needs of the pregnancy and
developing fetus take precedence over those of the teen mother’s own growth (American
Dietetic Association, 1994).

The mother’s pre-pregnancy weight, relative to her height (i.e., Body Mass Index
[BMI]) is a determinant of fetal growth and gestational maturation (Kramer, 1987). BMI
is not recommended as a tool to assess the weight status of adolescents, however, it may
be used with expectant teens who are at least two years post-menarche to determine
appropriate prenatal weight gain recommendations (National Academy of Sciences,
1990). Women with a low pre-pregnancy BMI tend to have smaller babies than do
heavier women with the same gestational weight gain. To optimize fetal growth, the U.S.
Institute of Medicine (IOM) recommended that pregnant adolescents aim for the higher-
end of the weight-gain range of their pre-pregnancy category (Health Canada, 1999b).
Insufficient gestational weight gain for pre-pregnancy BMI is associated with increased
risk for low birthweight (Kramer, 1987; National Academy of Sciences, 1990).
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Nutrition for a Healthy Pregnancy (Health Canada, 1999b) guidelines stated that

pregnant adolescents should receive early, frequent and continuous nutritional
care (American Dietetic Association, 1994) in a comprehensive program setting
(Health Canada, 1998) that is easily accessed and designed to meet the unique
needs of this at-risk group. (p. 64)

2:2:2. Smoking

“Maternal smoking and/or considerable exposure to environmental tobacco smoke
during pregnancy increases the likelihood of a premature delivery and the birth of a low-
weight baby who is at high risk for disabilities” (Federal, Provincial, and Territorial
[F/P/T] Advisory Committee on Population Health, 1999b, p. 160). According to Single
et al. (1995), the infants of Canadian women who smoke during pregnancy are one-and-
one-half times more likely to be of low birthweight compared to infants born to non-
smokers.

In 1996-97, about 36% of new mothers, who were former or current smokers,
acknowledged smoking during their most recent pregnancy (Statistics Canada, 1998).
These mothers indicated that they smoked an average of nine cigarettes a day while
pregnant. The prevalence of smoking while pregnant, in Canada, was closely linked to
education. The 1996-97 National Population Health Survey reported that among women
who had ever smoked, 61% of pregnant women with less than a high school education
smoked during their pregnancies, compared to 14% of women with a post-secondary
education. Additionally, 40% of teen mothers in Canada smoked during their
pregnancies. In comparison to women aged 25 and older, the pregnant teen population
was twice as likely to smoke.

Data presented in Toward a Healthy Future: Second Report on the Health of
Canadians (F/P/T Advisory Committee on Population Health, 1999b) provided additional

insight into teen smoking and the relationship to low birthweight:
Teen mothers who smoke and have low levels of education are more likely to
have a low birthweight baby, but no more so than older mothers who smoke and

have comparable levels of education. Thus, it appears that income and education--
not age--are the major predictors of smoking in pregnancy (p. 77).
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Nutrition for a Healthy Pregnancy (Health Canada, 1999b) guidelines suggested

that smoking may adversely affect nutritional status. According to Preston (1991), “the
rise in metabolic rate associated with smoking, and the antagonistic interaction between
certain nutrients and tobacco smoke constituents, compounds the risk of inadequate
nutrient consumption” (p. 67). Keen and Zidenberg-Cherr (1994) hypothesized that
smokers may require higher intakes of vitamins B6é, B12, C and E, folate, B-carotene,
selenium, and sulphur amino acids than non-smokers. Women who continue to smoke

while pregnant may well require even higher intakes of these nutrients.
2.2.3. Alcohol Abuse

“Canadian women who drink during pregnancy tend to be older and of higher
socioeconomic status than non-drinkers” (F/P/T Advisory Committee on Population
Health, 1999b, p. 77). In the 1996-97 National Population Health Survey, the vast
majority of women reported that they did not drink during their pregnancy. Only 2.5% of
those that drank alcohol during their pregnancy reported that they had consumed at least
five drinks “at one time,” and 7% reported drinking throughout their entire pregnancy
(Statistics Canada, 1998).

Although the effect of alcohol-related damage varies with the amount consumed
during pregnancy, the consequences can lead to long-term disabilities in the form of
alcohol-related birth defects. Such defects have been described following heavy intake of
alcohol during pregnancy. However, intermittent or binge drinking has also been linked
to fetal alcohol syndrome (FAS) and fetal alcohol effect (FAE) (Health Canada, 1999b).

Although there are no Canadian incidence data available on FAS/FAE, it is
estimated that one in every 1000 children born in industrialized countries has FAS
(Quinby and Graham, 1993). Nutrition for a Healthy Pregnancy (Health Canada, 1999b)
guidelines stated that, “this estimate might be conservative, however, because FAS/FAE
are not easily identified at birth, the condition often goes undetected, or is confused with
other health problems” (p. 70). Case studies of specific Aboriginal communities have
suggested that FAS is more prevalent among Canadian Aboriginal children, than non-
Aboriginal children. However, the authors of Toward a Healthy Future: Second Report

on the Health of Capadians (F/P/T Advisory Committee on Population Health, 1999b)
stated that, “there is yet no good evidence to support this conclusion”(p. 160).
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The children of women who continue to drink an average of greater than one
drink per day daily throughout their pregnancies are significantly smaller, shorter, and
have smaller head circumferences than infants of control mothers who stop drinking (Day
et al., 1989). The risk of LBW to women drinking three to five drinks per day was
increased twofold over non-drinking mothers and almost threefold for those drinking six
or more drinks, compared with women who did not drink (Mills et al., 1984). While the
effects of heavy daily drinking are well documented, the impact of moderate drinking on
birth outcomes is not as well-established (Chomitz et al. 1995).

2:2:4. Illicit Drug Use

Generally, the reported use of illicit drugs in Canada is low: in 1994-95, less than
1% of Canadians reported using crack cocaine, LSD, or speed on the National Population
Health Survey (Statistics Canada, 1998). However, 7% of Canadians (1.7 million people)
indicated that they used marijuana. The use of illicit drugs in Canada was highest among
youth, and especially among those with some post-secondary education (F/P/T Advisory
Committee on Population Health, 1999b).

In recent years, the rise in use of illegal drugs in the United States, particularly
prenatal drug and cocaine or “‘crack” has sparked many investigations. Prenatal cocaine
and heroin abuse is clearly associated with adverse birth outcomes. According to
Chomitz et al. (1995), “other factors in a drug addict’s lifestyle including malnutrition,
sexually transmitted diseases, and polysubstance abuse may contribute to an increased
risk of adverse pregnancy outcome, and often complicate the ability to examine the
effects of individual drugs” (p. 7). Information on the effect of marijuana use on the
health of women and their infants is lacking. Additionally, the effects of the occasional

use of cocaine and other drugs in pregnancy are not clear.
2.2.5. Socioeconomic Status

Poverty is a growing concemn in Canada. Between 1990 and 1995, the proportion
of Canadians with low-income status increased from 16% to 20%, but certain groups in
the population were more adversely affected than other groups (F/P/T Advisory
Committee on Population Health, 1999b). In 1995, children (under the age of 6), youth
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(aged 18 to 24), and unattached seniors (primarily women) were the most likely to be
classified as low-income.

In 1995, almost 50% of single-parent mother-led families were in low-income
situations. However, recent data suggest that poverty was not restricted to single-parent
families. From 1990 to 1995, the percentage of married couples with children in low-
income situations rose from 9.5% to 13%. An estimated 1.3 million Canadian children
under the age of 15 lived in low-income households in 1995--an increase of 300,000
children in only five years (F/P/T Advisory Committee on Population Health, 1999b).

Achieving food security is a challenge faced by an increasing number of low-
income Canadians. In 1996-97, 6% of Canadians reported that, at some point during the
previous year, their household had “run out” of money and could not afford to buy food.
Of these, 27% said that they had received food from a food bank, soup kitchen, or other
charitable agency, and 62% said that they did not always have enough to eat (F/P/T
Advisory Committee on Population Health, 1999b). Among single parents, 18% of
women, and 8% of men, reported that they had *“run out” of food at least once during the
previous year. A 1998 report, produced by the Canadian Association of Food Banks,
indicated that the number of Canadians using food banks more than doubled between
1989 and 1998. Additionally, the report stated that the number of communities with food
banks more than tripled during that time (Edmonton Journal, October 17, 2000, A12).

For some time, it has been known that the incidence of poor perinatal outcomes
(including LBW) is significantly higher in lower socio-economic classes (National
Council of Welfare, 1997). These discrepancies are even more pronounced in
sub-populations of the very poor, such as the inner-city neighbourhoods of Montreal and
Toronto where low birthweight rates are as high as 10%--rates that are similar to those in
developing countries. In Winnipeg, the 1993-94 percentages for LBW babies were 4.5%
for the entire city, as compared to 8.5% in inner-city neighbourhoods (average) and
15.5% in the inner-city neighbourhood of North Foint Douglas (Healthy Start for Mom &
Me, 1998).

Research in Manitoba demonstrated a strong relationship between income level of
the mother and her baby’s birthweight (F/P/T Advisory Committee on Population Health,

1994). The effect occurred not just for the most economically disadvantaged group.
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Mothers at each step up the income scale had babies with higher birthweights, on
average, than did those mothers on the step below. This finding suggested that the
problems were not just those such as poor maternal nutrition and poor health practices
most likely to be associated with at-risk groups. While the authors acknowledged that the
most serious problems occurred in the lowest income group, they suggested that factors
such as “coping skills, sense of control and mastery over life’s circumstances, with their
attendant biological pathways, also came into play” (p. 23).

Chomitz et al. (1995) hypothesized that economic disadvantage may be a risk
factor for low birthweight partly because of the high levels of stress and negative life
events associated with being poor. Both physical stress and fatigue--particularly related to
work during pregnancy--and psychological distress have been implicated. In addition,
stress and negative life events were associated with health behaviours such as smoking
(Health Canada, 1995). Mustard and Frank (1991) suggested that social support may act
as a moderator, or as a buffer, from the untoward effects of stressful life experiences and

emotional dysfunction (F/P/T Advisory Committee on Population Health, 1994).
.2.6. Healt a t

Some groups of Canadians have significantly lower health status than others. This
lower health status is primarily associated with their very low income, socio-economic
status, lack of education, and other unfavourable living conditions. Also, women on
average tend to have lower incomes and occupational status and face considerable
stresses in balancing the demands of work and family life. “The potential negative effects
of these factors on women’s health were intensified for women living in disadvantaged
circumstances, for example, aboriginal and immigrant women” (F/P/T Advisory
Committee on Population Health, 1994, p. 26).

Canada’s Aboriginal peoples, as a group, are the most disadvantaged and have the
poorest health status (Health Canada, 1996). Registered Indians and Inuit have
significantly higher infant death rates than does the total Canadian population. Although
the gap in infant mortality between Aboriginal peoples and other Canadians has narrowed
in recent years, it is still significant. In 1994, the infant mortality rate was twice as high
among First Nation people than in the Canadian population as a whole (F/P/T Advisory
Committee on Population Health, 1999b). The neonatal mortality rate (i.e., infant death
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occurred within the first 7 days of life) was close to the national average. However,
“infant mortality rates during the postneonatal period were at least three times higher
among First Nations infants than in the general population, and stillbirth rates were also
higher” (p. 76).

The rate of low birthweight among Canada’s Aboriginal population in 1997-97
did not differ significantly from national norms in 1994-9S. However, the rate of high
birthweight (above 4000 g) was significantly higher (i.e., 18% versus 12%). According to
the authors of Toward a Healthy Future: Second Report on the Health of Canadians
(F/P/T Advisory Committee on Population Health, 1999b), “high birthweight is
associated with higher neonatal mortality” (p. 76).

Food insecurity caused by low income, high food costs, concern about the safety
of traditional foods, and lack of access to nutritious foods puts some Aboriginal women
at risk of poor nutrition (Statistics Canada, 1993). The Aboriginal Peoples Survey (1991)
(Statistics Canada , 1993) indicated that 8% of all respondents over 15 years of age
experienced food availability as a problem the proceeding year. The survey report stated,
in total, 8% of all Indians living on reserve and 9% of Indians living off reserve reported
food availability as a problem.

Cultural practices, and social or religious beliefs, can significantly restrict food
choices during pregnancy. Recent immigrants--especially those claiming refuge status--
may be at risk of poor nutrition (Health Canada, 1999b). New immigrants, depending on
their circumstances, may not have a source of familiar foods and may lack experience
preparing and serving local foods. In this case, food insecurity has been partly attributed
to a lack of familiarity with the public transportation system, the location of markets,
grocery stores, and other services (Health Canada, 1999b).

2:.2.7. Family Violence

Women and children are more often victims of family violence in Canada, than
are men. In 1993, approximately one-third of Canadian women over the age of 16
reported violence at the hands of an intimate partner at some point during their lives
(Statistics Canada, 1993). A 1998 report, prepared by the Canadian Centre for Justice

Statistics, states that “four out of five women and children living in shelters or transitions
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centres in 1995 were there to escape an abusive situation, the majority from abuse by a
partner (or father)” (p. 61).

Although there is limited scientific research linking the negative effects of family
violence to the nutritional status of Canadian pregnant women, American research has
reported a significantly higher percentage of low birthweight deliveries in abused women
(Bullock and McFarlane, 1989). Statistics Canada data (1994a) reported that 21% of the
women surveyed in a national study on violence, who had been abused by a current or
previous partner, were assaulted during pregnancy. Slightly under half of these women
indicated that the abuse began during pregnancy. Additionally, the survey found that
close to 10% of women injured by their spouses experienced adverse perinatal outcomes,
including internal injuries and miscarriages.

The Statistics Canada Survey (1994b) stated that 25% of Canadian women who
reported that they had lived with violence said that they had turned to alcohol, drugs, or
medication to help them cope with their situation. The potential of these substances to

adversely affect birth outcomes is well documented.

2:.2.8. Gestational Wejght Gain and Maternal Nutrition

Concerns about nutrition and pregnancy fall into two basic areas: (a) gestational
weight gain and (b) nutrient intake, both of which can potentially affect the health of the
mother and infant. As with other lifestyle factors, a woman’s food choices and weight
gain are closely related to her socioeconomic status, cigarette smoking, and other health-
related behaviours (Chomitz et al., 1995).

Maternal weight gain during pregnancy results from a variety of factors including
maternal dietary intake, pre-pregnancy weight and height, length of gestation, and size of
the fetus. Chomitz et al. (1995) stated that “the relationship between a woman'’s caloric
intake during pregnancy and her infant’s weight is complex and is moderated through

maternal weight gain and other mechanisms during pregnancy” (p. 3).

2.2.8.1. Gestational Weight Gain

Women who do not gain enough weight during pregnancy may deliver a low

birthweight baby (National Academy of Sciences, 1990). Nutrition for a Healthy
Pregnancy (Health Canada, 1999b) guidelines stated that “poverty, youth, a limited
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support network, physical abuse, low educational level, severe nausea/vomiting,
excessive dieting and eating disorders have been associated with insufficient gestational
weight gain” (p. 51).

Excessive gestational weight gain may be associated with high birthweight,
defined as more than 4000 g (8.8 Ib.) (National Academy of Sciences, 1990). Poor birth
outcomes associated with high birthweight include prolonged labour, birth trauma, birth
asphyxia, caesarian birth, and increased risk of perinatal mortality (National Academy of
Sciences, 1990). The lowest risk of infant mortality is associated with birthweights of
3500 to 4000 g (7.7 to 8.8 Ib.) (Saugstad, 1981).

Current Canadian recommendations suggest weight gain ranges be based on the
mother’s pre-pregnancy BMI (Health Canada, 1999b). These recommended weight gain
ranges reflect observations of healthy pregnancy outcomes. They promote a slightly

different range of weight gain for each of the three BMI categories as shown in Table 2.1.

Table 2.1
ideli tati Wei aj
BMI category Recommended total gain Recommended total gain
Kg Ib.
BMI < 20 12.5-18.0 28 -40
BMI 20 - 27 11.5-16.0 25-35
BMI > 27 7.0-11.5 15 - 25

(Adapted from the United States Institute of Medicine)
Note: BMI=Body Mass Index

Source: “Gestational Weight Gain” in Nutrition for a Healthy Pregnancy (Health Canada,
1999b), p. 52.

2.2.8.2. Maternal Diet and Nutrient Intake

The physiological changes associated with pregnancy call for additional energy
and nutrients to meet the demands of an expanding blood supply, the growth of maternal

tissues, and a developing fetus. Additionally, the loss of matemnal tissues during birth and
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maternal preparation for lactation are important considerations when determining
prenatal nutrient requirements.

During pregnancy, the nutrients of particular concern include folate; calcium and
vitamin D; iron; and essential fatty acids (e.g., linoleic acid and alpha-linolenic acid)
(Health Canada, 1999b). Current recommendations urge pregnant women to pay
particular attention to their intake of three nutrients--folate, iron and calcium--because
there is potential for sub-optimal intakes in some population groups. These three nutrients
will be addressed individually, from a prenatal nutrition perspective.

Folate

Data cited in Nutrition for a Healthy Pregnancy (Health Canada, 1999b)
indicated that the average dietary folate intake by Canadian women of childbearing age is
close to the 1990 Recommended Nutrient Intake (RNI) for non-pregnant women (Nova
Scotia Heart Health Program, 1993). Recent data suggested that it may be challenging for
expectant women to achieve their recommended folate intake strictly from dietary
sources (Health Canada, 1999b).

O’Connor (1995) stated that high-risk groups for sub-optimal folate intakes
included those with poor eating habits; chronic dieters; tobacco, drug, or alcohol users;
adolescents; and women of low socio-economic status. Present evidence underscores the
importance of pregnant women taking a daily supplement containing folic acid during
the periconceptual period to reduce the risk of neural tube defects (NTDs) (Werler et al.,

1993). Health Canada’s guidelines, Nutrition for a Healthy Pregnancy (1999b)

recommended that

women who have not had a previous NTD-affected pregnancy should be advised,
in addition to eating a healthy diet according to Canada’s Food Guide to Healthy
Eating, to take a daily supplement of 400 ug (0.4 mg) folic acid beginning before
becoming pregnant and continuing through the early weeks of the pregnancy.
®-9)

Iron

Canadian nutrition recommendations call for an iron supplement during the

second and third trimesters of pregnancy, on the assumption that pre-pregnancy stores are

inadequate (Health and Welfare Canada, 1990). Nutrition for a Healthy Pregnancy
(Health Canada, 1999b) distinguished between iron deficiency without anemia (i.e., Stage
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2), and iron deficiency (i.e., Stage 3), and stated that both conditions are common during
pregnancy (p. 30). Iron deficiency anemia has been linked to poor birth outcomes
including low gestational weight gain, premature delivery, low birthweight and fetal
death (National Academy of Sciences, 1990).

Canadian data reported that the average iron intake of women of childbearing age
was below the RNI (Nova Scotia Heart Health Program, 1993). Additionally, teenage
girls have been considered a high-risk group for low iron intake (Gibson, 1994) on
account of poor eating patterns, and a preference for foods of plant origin containing non-
heme iron.

In situations where low iron stores are suspected (i.e., Stage 1), health
professionals will prescribe a low-dose iron supplement together with a diet rich in iron
(Health Canada, 1999b). Factors that increase the absorption of non-heme iron will also
be reviewed with the expectant woman. Should a Stage 2 or 3 iron deficiency be
diagnosed, larger doses of iron supplements may be advised to improve prenatal iron
status (p. 30).

Calcium and Vitamin D

Canadian data suggested that the average dietary calcium intake of women of
childbearing age is lower than the RNIs (Nova Scotia Heart Health Program, 1993).
High-nisk groups for low calcium intake include pregnant teenagers; vegans; members of
some cultural groups; and those living in poverty (Health and Welfare Canada, 1990;
Rees and Worthington-Roberts, 1994).

Pregnant and lactating women require both calcium and vitamin D to maintain
bone health, while ensuring optimal skeletal development of the fetus, and the production
of breastmilk. “Vitamin D increases intestinal absorption of calcium and is essential for
the body to use calcium efficiently” (Health Canada, 1999b, p. 32). Should the maternal
diet be low in calcium or vitamin D, supplementation may be recommended along with a
dietary prescription to increase consumption of calcium and/or vitamin D-rich dietary
sources.

Nutrition for a Healthy Pregnancy (Health Canada, 1999b) guidelines stated that
“although overt signs of vitamin D deficiency in the general Canadian population are not

widespread, those who consume no milk, evaporated or powdered milk, may be at risk
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for poor vitamin D status * (p. 33). Lebrun et al.’s (1993) study, conducted in a northern
Manitoba community, concluded that depleted vitamin D stores in infants and children
were the result of limited exposure to sunlight and low milk intake.

Essential Fatty Acids

Nutrition for a Healthy Pregnancy (Health Canada, 1999b) guidelines emphasized
that “it is important that pregnant women consume adequate amounts of essential fatty
acids (EFAs)--linoleic acid and alpha-linolenic acid--in their daily eating patterns for
proper fetal neural and visual development” (p. 35). Al, van Houwelingen, and Homnstra
(2000) explained that there are two families of EF As; the n-6 series and n-3 series. The
authors described linoleic acid as “the parent EFA of the n-6 family,” and alpa-linolenic
acid as “the parent of the n-3 family (p. 285S).”” Both “parent” EFAs can be converted in
the body to a series of longer chain, more unsaturated EFA’s, called long-chain
polyunsaturated fatty acids (LCPUFA). Dietary linoleic acid is converted into
arachidonic acid (AA), and alpha-linolenic acid is converted into docosahexaenoic acid
(DHA). Both LCPUFAs, AA and DHA, are important structural fatty acids in neural
tissue and play a critical role in normal fetal development.

During pregnancy, these EFA metabolites accumulate rapidly in fetal and infant
neural tissue, especially during the last trimester of pregnancy, and the first few months
of postnatal life (Al et al., 2000). To obtain these EF As, the fetus depends primarily on
placenta transfer, and thus on the EFA status and supply of the mother (Innis, 1991). The
recommended nutrient intake for EFAs increases during pregnancy to meet the needs of
the growing fetus (Health and Welfare Canada, 1990). Nutrition for a Healthy Pregnancy
(Health Canada, 1999b) stated that “to achieve the recommended intake, pregnant women
should increase their intake of EFAs” (p. 35). To promote adequate EFA intake,
expectant women are encouraged to include the following foods in their daily eating
pattern: soybean oil, canola oil, non-hydrogenated margarines, soy-based products (e.g.,
tofu, vegi burger) and salad dressings made from recommended types of oils.

The Dutch researchers Al et al. (2000) questioned whether there is sufficient
evidence to recommend that the LCPUFA content of the maternal diet be increased to
improve pregnancy outcomes. The authors concluded that long-term follow-up studies

with a large cohort of pregnant women and their infants are needed to determine whether
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LCPUFA status during pregnancy, at birth, and in early infancy is associated with
functional outcome later in life. In the authors’ words, “until these data are available, it
may be premature to offer reccommendations for LCPUFA intake during pregnancy” (p.
290S).

9 r Referral to a N i r i 1

While most women recognize the importance of healthy eating, some find it
particularly difficult to achieve (Canadian Foundation for Dietetic Research, 1997).
Groups at particular risk of nutritional inadequacy during pregnancy may require
nutrition counselling (Chomitz et al., 1995). These groups include: women voluntarily
restricting caloric intake or dieting; pregnant adolescents; women with low income or
limited food budgets; women with eating patterns or practices that require balancing food
choices (such as strict vegetarians); women with emotional illness; smokers; women with
poor knowledge of nutrition due to lack of education or illiteracy; and women with
special difficulties in food resource management because of limited physical abilities and

poor cooking or budgeting skills (Dwyer, 1983).
2:2.10. Medical Conditions

Chronic diseases can complicate pregnancy and some medical conditions that
develop during pregnancy can adversely affect the health of mother and baby. The human
immunodeficiency virus (HIV) is of particular concern given that the virus can be
transmitted from an infected mother to her fetus. Additionally, Gestational Diabetes
Mellitus and pre-eclampsia, which occur during pregnancys, if not detected and not

appropriately treated, are associated with fetal and maternal morbidity and mortality.
2.2.10.1. Gestational Diabetes Mellitus

Gestational Diabetes Mellitus (GDM) occurs in an estimated 2% to 4% of
pregnancies (Meltzer et al., 1998). Trends indicate a higher prevalence of GDM among
First Nations populations (Brassard et al., 1993). Women of Hispanic, Asian or African
descent may also be at increased risk (Meltzer et al., 1998). GDM is associated with an
increased risk of fetal macrosomia, neonatal hypoglycemia, hyperbilirubinemia,

hypocalcemia, and polycythemia (Meltzer et al., 1998).
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Perinatal mortality is rare today in women with diagnosed GDM. However, its
presence does indicate an increased risk for the mother of developing diabetes mellitus in
the future. Meltzer et al. (1998) concluded that the basis for therapy is dietary adjustment,
monitoring of maternal and fetal well-being, and glucose control. The use of insulin is
appropriate if glucose control is not attained through diet alone.

Nutrition for a Healthy Pregnancy (Health Canada, 1999b) summarized the risk
factors for GDM as follows: “Obesity; maternal age of 40 or over; family history of
diabetes mellitus or GDM; ethnic groups predisposed to diabetes (e.g., Aboriginal people
and people of Asian, Hispanic and African descent); large-for-date baby (over 4 kg);

excessive prenatal weight gain; or previous GDM” (p. 82).
2.2.10.2. Pre-eclampsia

Pre-eclampsia is characterized by pregnancy-induced hypertension (PIH), edema,
and proteinuria (Beaulieu, 1994). Osborne (1996) stated that the hypertensive component
of the condition is one of the leading causes of maternal mortality and a major factor in
both maternal and fetal morbidity. Pre-eclampsia occurs in about 2.6% of pregnancies
(Beaulieu, 1994). “Risk factors for the development of pre-eclampsia include first
pregnancy, multiple gestation, chronic hypertension or diabetes, and family history of
pre-eclampsia” (Health Canada, 1999b, p. 84).

Claims that calcium supplementation during pregnancy can reduce the risk of pre-

eclampsia have not been supported in the literature (Levine et al., 1997).
2.2.10.3. HIV in Pregnancy

In 1995, wome represented 19% of all positive HIV test reports in Canada
(Health Canada, 1997). As of June 1997, 6.9% of Canadian AIDS cases were among
women, 73% of which were among women aged 15 to 44 years. The proportion of AIDS
cases among adult women in Canada has increased steadily from about 6.2% before 1990
to 10.6% in 1996 (Health Canada, 1997).

Murphy (1993) suggested that pregnant women with HIV/AIDS may need dietary
intervention due to a wide range of symptoms including “mouth pain, trouble
swal'lowing, altered tastes, diarrhea, loss of appetite, nausea, vomiting, or fatigue”
(Health Canada, 1999b, p. 86).
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2.3. Prenatal Health Promotion Literature

After completing an extensive literature review on the issue of LBW, Alexander
and Korenbrot (1995) stated that the collective evidence suggests that adequate prenatal
care is associated with reduced rates of low birth weight, but mainly among full-term
infants. They cautioned that prenatal care has not consistently been shown to prevent fetal
growth retardation among less mature preterm infants or to prevent preterm birth (p. 2).
The authors stated that “the relationship between prenatal care and very low birth weight
(less than 1,500 g) and very preterm delivery (at less than 33 weeks) is also uncertain” (p.
2). Alexander and Korenbrot (1995) described the many threats to validity of inference
inherent in nonrandomized studies which claim a direct relationship between some
prenatal care services and mean or low birthweight. These include a failure to control for
the self-selection bias of women who choose to use comprehensive care rather than
standard services. Additionally, “there is very little definitive information on the extent to
which individual components or combination of components of standard or
comprehensive care--for example social support, home visits education, and the like--
may be effective” (p. 3).

In reviewing the prenatal health promotion literature, the researcher searched for
studies that considered a variety of factors relevant to the research design. These factors
included (a) use of both qualitative and quantitative methodologies, (b) consideration of
the broad determinants of health, (c) discussion of sustainability, empowerment, and
partnerships, (d) active involvement of participants and/or community partners in
program development and implementation, (e) diverse strategies focusing on the
individual participant as well as on the small group, and, (f) the use of both lay and
professional staff in service delivery. The individual studies reviewed in Section 2.3
incorporate some, but not all, of these factors.

Korenbrot, Showstack, Loomis and Brindis (1989) reported on 411 clients of the
Teenage Pregnancy and Parenting Program (TAPP), implemented in 1981 for expectant
mothers, 18 years old or younger. The primary goal of the study was to determine
whether TAPP was associated with healthier birthweights. For the comparison group,
data were collected from more than 2000 birth certificates from teen mothers (less than

19 years old) in San Francisco. The program used a case management approach with
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repetitive assessments of teens’ psychosocial, health, education, nutritional, and
vocational needs. Referrals were provided to appropriate agencies, including a school on
the TAPP site offering two nutritious meals daily to pregnant teens. The authors
concluded that TAPP clients had significantly larger babies than did the control group,
after controlling for race, age, parity, and infant gender. Also, high utilization of TAPP
services was highly predictive of good weight outcomes, independent of the number of
medical visits. The authors suggested that the active outreach work done by TAPP
minimized the self-selection bias for more motivated low-income teens.

Olds, Henderson, Tatelbaum and Chamberlin (1986) conducted a randomized
controlled trial to evaluate differences in birth outcomes between standard prenatal care
and more comprehensive medical, nutritional, educational, and psychosocial support
services provided through a Nurse Home Visitation Program in Elmira, New York.
Results were generally negative although some benefits were shown for specific
populations. The comprehensive prenatal health promotion program had no overall effect
on birth weight or gestational age, but improvements were noted for specific subgroups
of women, for example, young adolescents and smokers.

After conducting a later study, Olds, Henderson, Klitzman, Eckenrode, Cole and
Tatelbaum (1999) published updated findings on the 20-year Nurse Home Visitation
Program that confirmed earlier research concluding that the program benefits the neediest
families (i.e., low income unmarried women), but provided little benefit for the broader
population. Long-term follow-up of families in Elmira, New York suggested that nurse-
visited mothers were less likely to abuse or neglect their children or have rapid successive
pregnancies. The authors hypothesized that having fewer children enabled women to
work outside the home, become economically self-sufficient, and eventually avoid
substance abuse and criminal behaviour. The study also documented benefits to the
children born to mothers participating in the program. By the time the children were 15
years of age they had fewer arrests and convictions, smoked and drank less, and had
fewer sexual partners. The authors concluded that the use of nurses as home visitors was
key, and that services should be offered to the neediest populations rather than being

offered on a universal basis.
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McFarlane and Fehir (1994) described De Madres a Madres--a community
primary health care program in Houston, Texas that began as a prenatal health promotion
program and evolved into a community-wide strategy for health. “Based on the concepts
of empowerment of indigenous women through unity, validation of women as key health
promoters, and the acceptance of a community’s ability to address and redress its own
health needs,” the De Madres a Madres program was started in a Houston inner-city
Hispanic community in 1991 (McFarlane & Fehir, 1994, p. 381). The authors chronicled
the five-year community empowerment process, based on Freire’s model (1970, 1973),
and documented the lessons learned. Program participants identified these aspects in the

community that improved as a result of the program (McFarlane & Fehir, 1994):
(a) Better communication among the community residents; (b) stronger coalitions
formed to solve a wide range of community problems; (c) increased personal
development of the program’s staff and volunteers related to self-respect, self-
care and a sense of belonging; (d) computer literacy and office management skills
acquired by volunteers; (e) local and state political savvy and involvement; (f)

craft teaching, production and marketing; and (g) grant writing, negotiating and
resultant financial independence and liquidity. (p. 383)

In addition, “participants taught the evaluator about the extent of loneliness and isolation
before the program began and the effect of the program on connecting people and
enhancing the community economy as a whole” (p. 383).

An article by Edwards, Sim-Jones and Hotz (1994) reported on a longitudinal
prospective observational study undertaken to describe the experiences of African-
American women over the course of their pregnancies. The goal of the study was to
investigate nutritional, medical, biomedical, psychosocial, socio-economic lifestyle, and
environmental factors that influenced pregnancy outcomes in the study population. The
authors reported a two-fold decrease in the incidence of low birth weight from 20.6 % to
8.3% in women enrolled in the inner-city program from 1985 to 1988. Instruments
administered to the mothers were used to assess stress during pregnancy, body image, the
social support network and other psychosocial factors. The significant reduction in the
incidence of low birthweight in an urban African- American low-income population was
attributed to the “mediation of maternal stress by project personnel” and the caring
sensitive environment provided by the project clinical staff (p. 1009). The authors

concluded that women with a positive self-attitude and higher self-esteem were more
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likely to deliver infants at term. Additionally, the number of persons in the mother’s
social support network was directly correlated with her infant’s gestational age. The
authors hypothesized that the reduction of psychological stress in low-income pregnant
women will improve birth weight, when diet is nutritionally adequate. They maintained
that talking to “caring others” is a form of empowerment enabling high-risk pregnant
women to follow through with appropriate medical care (e.g., prescription of
vitamin/mineral supplements; and regular attendance at prenatal clinic appointments).

In summary, the literature suggests that most programs directed at the preverntion
of low birthweight have attempted to address the individual health consequences of
economic and social disadvantage. For the most part, the outcomes of these interventions
on low birthweight have been inconclusive. The studies reviewed above call for a broader
definition of health--one that includes social dimensions and re-focuses research and
community interventions on the inter-relationships between socio-economic factors and

prenatal/maternal health.
2.4. Key Canadian Prenatal Nutrition Programs

Desrosiers-Choquette and Julien (1998b) conducted a search for key Canadian
prenatal programs by contacting government departments and community-based health
and social agencies. The researchers also studied internal prenatal program reports.
Through a four-step review and elimination process, they evaluated annual reports from
eight key prenatal nutrition programs in six Canadian provinces.

Four of the eight Canadian programs reviewed by Desrosiers-Choquette and Julien
(1998b) primarily focused on nutrition. The interventions with low-income, at-risk
pregnant women included nutritional assessments, individualized nutrition counselling,
and food supplements. The authors concluded that the four Canadian prenatal programs
had “achieved very good results on birthweight outcomes” (p. 54). The brief program
descriptions that follow are based on information provided by Desrosiers-Choquette and
Julien (1998a, p. 54-55):

e  Halifax Milk and Orange Juice Ticket Program (MOJT) for pregnant and
breastfeeding women on social assistance. Two dietitians provide home visits to

clients. Approximately 140-150 women participate in the MOJT program annually;
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e  Vancouver Healthiest Babies Possible (HBP) involves two dietitians, three lay
counsellors, and interpreters. Additionally, a dietitian/co-ordinator and a clerk
provide services to HBP. Prenatal and post-partum contacts take place primarily in
the client’s home. Approximately 440-460 women enroll in the program each year;

e  Prince Edward Prenatal Nutrition Intervention Program (PEI) includes 5.4 dietitian
positions. Dietitians provide services to high-risk cases involving both infants and
preschoolers. While most of the contacts with clients take place in the home setting,
staff members also encourage office appointments. On average, 400 women
participate in PEI annually;

e  Montreal Diet Dispensary (MDD) Higgins Nutrition Intervention Program involves
7.5 dietitian positions. Additionally, an executive director, a secretary, a receptionist
and a computer-technician provide services to the MDD. The dietitians counsel most
clients at the MDD, however, home visits are conducted in special circumstances.
Program statistics indicate that MDD dietitians counsel approximately 2500 clients
per year.

According to Desrosiers-Choquette and Julien (1998b), two additional Canadian
prenatal nutrition programs have achieved impressive birthweight outcomes in recent
years. At the time of the authors’ review, the birthweight outcomes for the following two
programs were close to those documented by the four programs mentioned above:

e Toronto Healthiest Babies Possible (HBP) involves a dietitian/nurse team. Four
dietitians provide individualized nutritional assessments and counselling to
approximately 325 participants annually. In addition to individualized services,
program staff organize group activities at regularily scheduled drop-in sessions.
Topics covered pertain to a wide range of health issues and/or concerns.

e  British Columbia Pregnancy Outreach Program (POP) is “a comprehensive nutrition
program” with “nutrition activities integrated into its structural components”
(Desrosiers-Choquette & Julien, 1998b, p. 55). Programming includes group
sessions, the provision of food as well as nutritional supplements, individual
counselling, and referrals. POP operates from 21 community-based sites. A dietitian
and a nurse provide services at each site, “but the amount of the time that the

dietitian is available for counselling varies greatly from site to site” (p. 55). Lay
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counsellors serve as the primary contact persons. Approximately 650 clients
participate in POP annually.
Based on their review of prenatal nutrition programs in Canada, Desrosiers-
Choquette and Julien (1998b) drew these conclusions:

1. Socially disadvantaged women and those with low self esteem respond well to
individualized counselling;
2. Accurate assessment is required to identify nutritional risk of participants over
and above the risks imposed by food insecurity related to low-income;
3. Canadian programs that have produced valid and consistent results are those
in which dietitians/nutritionists are primary care givers, and
4. Peers and lay counsellors may be best suited to reach some women but must
be trained and supervised by dietitians/nutritionists (p. 3).
Additionally, Desrosiers-Choquette and Julien (1998b) stated that while individualized
nutrition counselling is associated with improved pregnancy outcomes, programming
must also address the mother’s need for social support. They cautioned programmers not
to dilute the nutrition content of the program in favour of objectives that may be less
effective in low birthweight prevention, or harder to achieve in the short intervention time

available. The authors concluded by reminding readers that

Many risk factors for poor pregnancy do not belong to low-income women alone.
Thus, it is hoped that as the CPNP establishes nutrition assessment and
counselling as the unequivocal basis of program delivery for the low-income
population, it will give tangible support for the recognition of its importance for
all pregnant women (p. 3).

2.5. Related Health Promotion/Education Literature

The increasing attention on “community” in health promotion literature reflects
the growing recognition that health-related behaviours are greatly influenced by the
environment in which people live and work. In recent years, researchers have developed
a set of process theories that address community change. These include theories at the

societal, organizational, community, and individual levels.
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2.3.1 Society as the Locus of Change

The role that social, economic, environmental, and personal factors play in
determining health status is of growing interest to both researchers and policy makers.
This interest has resulted in the development of a population health approach--a way of
meeting the challenge of achieving health for all that goes well beyond traditional
programs and services in the areas of public health, medical care and health promotion.
The goal of a population health approach is *to maintain and improve the health status of
the entire population and to reduce inequities in health status between groups and/or sub-
groups” (Health Canada, 1998b, p. 1). The approach, outlined in Taking Action on
Population Health, emphasized that environmental issues, social problems, economic
factors, and personal habits and behaviours are all important determinants of the health
and well-being of the population. Addressing the broad determinants of health is as
important for population health as are good medical care, primary prevention, health
promotion, and sound public policy initiatives (The NWT Health Status Report, 1999).

In a population health approach the entire range of individual and collective
factors, and the ways in which they interact, are considered in planning strategies to
improve health. While the approach is evolving, it is characterized by a number of
elements and attributes. A population health approach

e is a conceptual framework for thinking about health . . ;

includes decisions . . . that are guided by a consideration of the evidence

about the relative contribution to population health status of multiple health
determinants and their interactions;
e is a framework for taking action, through policies, programs, and services, on

health issues in a population that consider and respond to multiple
determinants;

e involves actions primarily targeted at the societal, community, structural, or
system level which are necessary to have an impact on health status at the
population or group level;

e requires collaboration between multiple sectors . . . . Multi-sectoral analysis
and decision-making characterize a population health approach. (Health
Canada, 1998b, p. 2)

The population health approach moves practitioners’ foci “upstream” by pointing
out that it is the range of available health choices, rather than the choices made at any one

time, that is critically important in shaping the overall health of a population. It
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recognizes that the range of choices available to individuals is largely determined by
policy decisions made by government and the private sector. The ‘“‘upstream approach”
focuses on society as the locus of change, recognizing that
Personal behaviour patterns are not simply ‘free’ choices about ‘lifestyle,’
isolated from their personal and economic content. Lifestyles are, rather, patterns
of choices made from the alternatives that are available to people according to

their socio-economic circumstances and the ease with which they are able to
choose certain ones over others. (Milio, 1981, p. 76)

According to Rachlis (1999), “a particular population’s health status is as unique
to that society as fingerprints are to an individual™ (p. 13). If we accept this premise, then,

in the view of Rachlis, several important points follow:

e Major change in a society’s pattern of health and illness usually requires
change in that society’s values and customs;

e Some powerful groups will be threatened by this change and will use their
positions of privilege to oppose them. Some citizens will be offended by the
new values implied by healthy public policies;

e These threats to interests and values will inevitably cause some political
backlash. This backlash will alter intersectoral action and healthy public
policies so that they will be less offensive to mainstream interests and values.
The eventual policies implemented will usually focus on communities or
individuals rather than larger populations and will almost be less effective
than they would have been without the political intervention (p. 14).

Rachilis (1999) used the increase in incidence of lung cancer and consequent
tobacco control activities as an illustrative parable for this framework. He presented
evidence to suggest that the tobacco companies have used their privileged position to
protect their interests, and have “blunted intersectoral action and healthy public policy so
that they are less effective” (p. 16). The conclusions of Rachlis suggest that effective,
long-term strategies to address poverty as a determinant of health in Canada will be
challenged and opposed by those sectors not in favour of increasing the income of

Canada’s unemployed and “working poor.”

2.5.2. Community-level Change Theories

At the level of the community as a whole, some theoretical approaches have been
described. The most familiar is that developed by Rothman (1996, 1979). Rothman’s

categorization of community organization consists of three distinct models of practice:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



37

locality development, social planning, and social action. Locality development is
primarily process-oriented emphasizing the consensus and cooperation of community
residents in identifying and solving a problem. The goal of locality development is to
build group identity and a sense of community. The social planning approach is based on
rational planning and problem solving. Planners, often external to the community, may
identify particular problems and implement activities to solve the problems. The social
action approach is both task- and process-oriented. Usually based in conflict, social
action is concerned with achieving concrete changes to redress imbalances of power and
privilege in disadvantaged groups (Minkler & Wallerstein, 1997).

Since the late 1970s, Rothman’s typology (1996, 1979) has remained the
dominant framework used to examine and understand the process of community
organization (Minkler & Wallerstein, 1997). However, limitations of the model have
surfaced over the years. For example, use of the term “locality development” may rule
out community organizing along non-geographical lines (Labonte, 1994). There is also a
question as to whether external researchers have the mandate to go into communities to
“create” a change agenda. Freire (1970) maintained that this was a role for the
community--not a role for outside technical experts. Further, the typology that Rothman
(1996; 1979) developed has been criticized for being “problem-based” and “organizer-
centred” (Minkler & Wallerstein, 1997, p. 246). In contrast, more recent community
empowerment theories, including The Empowerment Holosphere (Labonte, 1994), are
seen as “strengths-based” and *“community-centred.”

The newer models of collaborative empowerment and community-building
practice (Figure 2.1) provide important alternatives to Rothman’s typology described
above. According to Minkler and Wallerstein (1997),

These models can be seen partially as descendants of the community development

model in their emphasis on self-help and collaboration. Yet they extend beyond

the community development tradition that is externally driven and may implicitly
accept the status quo. They take their parentage instead from community-driven

development, in which community concems direct the organizing in a process that
creates healthy and more equal power relations. (p. 247)
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Needs-Based

Strengths-Based

Consensus Conflict
Community Social Action
Development (Alinsky Model)

——

Strategies
Grassroots Organizing

Professionally Driven Organizing
Coalitions

Lay Health Workers
Building Community Identity
Political and Legislative Actions
Cuiturally Relevant Practice

- - - -

Community Building Empowerment-Oriented
and Capacity Building Social Action
(Power With) (Challenging Power Over
Community Competence :

Leadership Development
Critical Awareness

Figure 2.1. Community organization and community-building typology
(Minkler & Wallerstein, 1997).
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The typology presented in Figure 2.1, incorporates both needs-based and
strengths-based approaches to community organizing and community-building. Along the
left axis, needs-based community development approaches are depicted. Conflict-based
social action approaches (Alinsky, 1972) are illustrated along the right axis. In describing
the typology, Minkler and Wallerstein (1997) stated that “the newer strength-based
models contrast a community-building and capacity -uilding approaches to
empowerment-oriented social action” (p. 249). The two strengths-based approaches
include such concepts as community competence, leadership development, and critical
awareness. Although empowerment is represented in a separate “box,” the authors
emphasized that it is a concept that, ideally, should be represented within the other three
models of community organizing. Collaboration, which is consensus-driven, is positioned
as a bridging strategy on the left axis linking needs- and strengths-based approaches.
Advocacy, which is conflict-driven, is positioned as a bridging strategy on the right axis.

In the middle of the model depicted in Figure 2.1, several organizing strategies
are referenced including grassroots organizing and coalition-building. According to
Minkler and Wallerstein (1997), these strategies are not specific to any one quadrant.
Rather, “each may incorporate multiple tendencies or models depending on the starting

place and the dynamics of an ever-changing social context” (p. 250).
\ -level )

Theoretical approaches that focus on the individual-level of behaviour change
represent a “downstream” view. By focusing on the individual, not society, as the locus
of change, these theories have been described as “victim blaming (Tesh, 1988, p. 379).”
The health promotion literature is permeated with individual-level theories of change.
Largely derived from the field of psychology, theories that focus on individual change
may be broadly categorized as follows: (a) those that focus on intrapersonal
characteristics of the individual, and; (b) those that emphasize interpersonal factors as a
basis for decision-making (Thompson & Kinne, 1999).

Theories that examine individual characteristics, motivation, and other unique
factors that may enhance or detract from behaviour change, operate at the intrapersonal-
level. One well-known theory, the health belief model (HBM) assumes that the likelihood

of an action is influenced by one’s perception of his/her susceptibility to the disease and
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the perceived severity of the disease. Together these perceptions form the individual’s
perception of the threat of the disease. The perceived threat can be modified by many
factors such as age, gender, and knowledge, as well as by “cues to action.” According to
Rosenstock et al. (1988), “cues to action” include education, symptoms, and information
about the disease and how to overcome it. An individual’s ultimate decision about
whether to take action is determined by the perceived benefits (versus perceived barriers)
to changing his/her health-related behaviour (Strecher & Rosenstock, 1997; Rosenstock,
Strecher, & Becker, 1988).

At the practice level, the health belief model places the burden of action totally on
the client. It suggests that only those clients who have distorted or negative perceptions of
the specified disease or recommended health action will fail to act. Thus, the HBM
focuses the practitioner’s efforts on interventions designed to modify the client’s
distorted perceptions. Although the health belief model was not designed to specify
intervention strategies, it inadvertently can lead the practitioner to conclude that the
client’s problems can be solved merely by altering the client’s belief system. Butterfield
(1990) concluded that the HBM may be effective in promoting behavioural change
through the alteration of clients’ perspectives. However, a limitation of the model is that
it fails to address the broader socio-environmental factors that prohibit individuals from
making healthy lifestyle choices. Further, it does not acknowledge the responsibility of
the healthcare professional to reduce or ameliorate client barriers to taking action.

Many other intrapersonal theories are premised on a view that behaviour is
rational and determined by attitudes and beliefs. Similar to the HBM, these theories
maintain that individual behaviour is based largely on internal perceptions formed as a
response to beliefs of what causes disease and whether or not those causes can be
overcome. A well-known theory in this domain is the theory of reasoned action (TRA)
(Fishbein, 1990; Ajzen & Fishbein, 1980). This view assumes that the single best
predictor of whether a person will change behaviour is “behavioural intention.”
According to Fishbein (1990), intention is shaped by attitudes toward the behaviour and
perceptions of how others will view the behaviour. In recent years, the model has been
updated to include the expanded theory of reasoned action (Montano & Taplin, 1991) and
the theory of planned behaviour (Ajzen, 1991). Each of these theories adds additional
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factors to explain some aspect of behaviour. The commonality between the theories is
their emphasis on the individual’s internal processes as the primary element of change.

The other main class of individual theories of change includes the interpersonal
theories. These theories serve to emphasize the importance of social relationships
involving friends, families, and “significant others” in an individual’s environment.
Social learning theory (SLT) is perhaps the best known interpersonal theory. The SLT
recognizes that simple cognitive acquaintance with new material is not sufficient to
motivate individual change (Bandura, 1969). Social norms and values largely determine
what advice will be considered by a client/patient, and how easily it will be accepted.
Thus, the SLT constructs suggest that a change in social norms will influence people’s
learning and eventually their health behaviours.

Bandura’s social learning approach is used extensively in the health field as a
model of change. Bandura (1969), cited in Tompson and Kinne (1999), stated that
according to the SLT,

The individual is regarded as a self-determining organism who acts on and reacts

to environmental stimuli and acquires new ideas and behaviours by modeling

them on iocal others. In practice, this type of change is promoted by exposure to
these role models. This is accomplished by mass media that can increase access to
the new ideas and behaviours by use of prominent people as change initiators and
by exploitation of existing social networks that maximize interpersonal contact.

(. 36)

The concept of “networking’--creating social networks or linkages among
individuals--is a closely related strategy to improve the chances that individuals will leamn
and adopt a new health-related behaviour from those in their social environments.

Although environmental factors are increasingly seen as important influences on
behaviour, the SLT has been criticized for not capturing the “nonlinearities” in life. For
example, sometimes individuals’ lives proceed relatively smoothly, and other times, for
no apparent reasons, events take a sudden and unexpected turn for the worse. Baranowski
et al. (1997) described this phenomenon as “nonlinear occurrences of events and
relationships over time” (p. 172). In discussing the limitations of the SLT, the authors
maintained that all of the single constructs in the SLT propose linear relationships: “In
theory, the more of one construct (for example, positive outcome expectancies about

eating fruits and vegetables), the more likely the behaviour is to occur (for example fruit
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and vegetable consumption)” (p. 172). However, Baranowski et al. (1997) acknowledged
that one of the constructs--the principle of reciprocal determinism--suggests the nonlinear
relationships among environmental, individual, and behavioural factors. The authors
concluded that more research was necessary to better understand the nonlinear aspects of
the SLT.

A theoretical framework that incorporates many of the constructs associated with
individual-level theories of change is the Transtheoretical Model (TTM), also referred to
as the “stages of change” model. The premise of the model is that behaviour change
occurs through a number of somewhat sequential stages. Prochaska, DiClemente and
Norcross (1992), cited in Thompson and Kinne (1999), summarized the stages as follows:

(a) precontemplation, during which an individual has no intention of changing a

behaviour; (b) contemplation, during which individuals intend to make some

changes within the next 6 months or less; (c) preparation, during which change
is anticipated within the next 30 days; (d) action, during which changes are made

but are not sufficient to be considered a permanent health behaviour change; (e)

maintenance, during which behaviour change is continued over time and

relapses, if any, become increasingly rare and of short duration; and (f)

termination, during which the behaviour change is permanent and there are no

tendencies to return to the old behaviour. (p. 36)

Change from one stage to the next occurs through processes or activities
necessary to progress to the next stage or back to an earlier stage.

In discussing the limitations of the model, Prochaska et al. (1997) stated that
additional research on the TTM was necessary to address some unanswered questions.
These questions are relevant to the potential application of the model in community-
based programs:

What additional behaviors, such as stress, gambling, depression, and social

isolation could be understood from a stage perspective? Can the stage model be

useful in describing, explaining, and predicting change beyond the individual

level, such as changes in couples, families, organizations, and communities? . . .

How do diverse populations respond to stage-matched interventions . . . ? How
might a program be modified to meet the needs of diverse populations? (p. 80)

The preceding review of individual-level change theories suggests that
intervention strategies, targeting individuals most at risk for poor health outcomes,

primarily represent interim actions intended to protect susceptible individuals, given that
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the underlying causes remain unknown or uncontrollable. However, Abrams et al. (1997)
argued that priority should be placed on the discovery and control of the ultimate causes
of modern diseases that are “rooted in economics and socio-political structures” (p. 468).
Thus, the authors advocated strongly for a population-based, versus an individual

approach. This suggests the need for a review of integrated models of health promotion.
2.6. An Integrated Model of Community Health Promotion

One possible solution to bridging the gap between individual and population-
based approaches is to consider an integrated model of community health promotion. A

model of holistic community health nursing, proposed by Laffrey and Kulbok (1999),

appears in Figure 2.2.
Health Promotion
4
liiness Care lliness/Disease
» Prevention
\\ ﬂ

Community Health Nursing

Figure 2.2. Integrated model of community health promotion (Laffrey & Kulbok, 1999).
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The model depicted in Figure 2.2 serves to indicate the relationship and continuity among
the various levels of clients and types of care with which community health nursing is
concerned. According to the model, community health nursing includes illness care;
prevention of illness, disease, or injury; and health promotion. Laffrey and Craig (2000)
stated that

illness care aims to reduce illness or disability and move the client toward a state
of equilibrium. Prevention of illness, disease, or injury aims to identify and reduce
known health risks. Health promotion aims to increase the physical, mental,
emotional, spiritual, and functional well-being of the client. These three aspects of
nursing care complement one another. (p. 115)

The model suggests that the individual is the most easily defined and concrete
level of client. The family, aggregate, and community “levels” become more abstract and
complex. In designing the model, Laffrey and Kulbok (1999) used a spiral to indicate
that care is continuous for the four client levels. The scope of community health nursing
1s broad and the authors emphasized that “no one nurse can attend to all levels of clients
and all types of care at the same time” (p. 123). Rather, community health nurses are
concerned with and have responsibilities for each level of care. Regardless of the level at
which the nurse functions, the ultimate goal of community health nursing is the
promotion of optimal community health. According to Laffrey and Craig (2000), “health
promotion is the central axis of the model, and community is the broadest circle,
encompassing the other three levels in the client’s system” (p. 116).

The integrated model defines community as aggregates, families, and individuals.
At a community-level, the nurse’s role may be very diverse and flexible. Depending on
the circumstances, the role could change from direct service provider to counselor,
educator, advocate, social marketer, or community developer as the system of care
increases in complexity. For example,

At one extreme, the nurse may provide direct service to an individual client who

is ill. At the other extreme, the nurse may participate with community leaders and

citizens to develop health policies and resources for additional parks and
recreation facilities to promote a healthier community. (p. 116)

The model reinforces the unique scope of community-based nursing practice.

Community nurses provide services to individual clients within the context of their
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families, aggregate, and community. However, community nurses also target the
community-client, appreciating its unique characteristics and needs. In summary, the
model developed by Laffrey & Kulbok (1999) serves to highlight an integrated approach
to community-based practice that combines both individual and population-based

strategies that could apply to other health professionals.
2.7. An Empowerment Framework

A critical social perspective includes empowering strategies at these levels--
interpersonal (personal empowerment), intragroup (small group development), intergroup
(community organization), and interorganizational (coalition building and advocacy,
political action). The Empowerment Holosphere (Labonte, 1994), illustrated in
Figure 2.3, is a health promotion practice model that identifies the range of strategies that
health practitioners and organizations must consider if they are to reduce or ameliorate
inequitable social conditions. An individual health worker cannot assume responsibility
for enacting the full range of strategies. Rather, the full range of strategies are an
organizational and interorganizational mandate. According to Labonte (1994), “the
individual professional’s responsibility is to see that the whole process is engaged and to
find a place in its engagement” (p. 258). Heuristically, the model links in practice the
multiple levels of empowerment--individual, organizational, and community--described
by Israel et al. (1994).

There are obvious similarities between The Empowerment Holosphere (Labonte,
1994) (Figure 2.3) and the continuum of interventions described in the ecological model
for health promotion (McLeroy et al., 1988). Similar to Labonte’s vision, the ecological
model focuses attention on both individual and social environmental factors as targets for
health promotion interventions. It addresses the importance of interventions directed at
changing interpersonal, organizational, community, and public policy factors that support
and maintain unhealthy behaviors. Both models--The Empowerment Holosphere
(Labonte, 1994) and the ecological model for heaith promotion (McLeroy et al., 1988)--
suggest that the “levels” of intervention should not be viewed as discrete. Rather, they are
interconnected or overlapping and simply assist in the identification of the dominant

emphasis of health promotion programs.
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Figure 2.3. The Empowerment Holosphere (Labonte, 1994).

2.7.1 Sphere of Personal Care

McLeroy et al. (1988) stated that interventions at the intrapersonal level include
educational programs, inass media, support groups, organizational incentives, and peer
counseling. They emphasized that the theory of change at this “level” involves changing
individuals. Thus, the targets of the intervention include characteristics of the individual
such as knowledge, attitudes, skills, or interventions to comply with behavioral norms.
McLeroy et al. cautioned that “these interventions may reflect the implicit assumption
that the proximal causes of behavior and/or mechanisms for producing behavior change
lie within the individual, rather than in the social environment” (p. 356).

The sphere of The Empowerment Holospehere (Labonte, 1994) entitled Personal
Care (Figure 2.3) roughly corresponds to the intrapersonal factors identified by McLeroy
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et al. (1988). This sphere focuses on the characteristics of the individual such as
knowledge, attitudes, and skills that are primarily responsible for health behaviors.
Although individual knowledge and attitudes may be necessary for behavior change, they
should remain secondary to environmental approaches including changes in the physical
and social environment (McLeroy, 1988). Interventions at the level of Personal Care fail
to recognize the complexities of human behavior and thereby ignore the crucial
connection between individual behavior and social norms and rewards. They represent “a
victim-blaming approach™ to disease (Tesh, 1988, p. 379).

Despite the limitations of empowering interventions directed at Personal Care,
health promotion practitioners have a role in providing services at the individuai levei
that minimize the effects of poverty. Empowering services should be offered that respect
individual autonomy, are culturally sensitive, understand the psychosocial and socio-
environmental context of the individual’s concerns and problems, and increase the
capacity of individuals to act upon the symptoms and roots of their distress (Labonte,
1993). According to Reutter (2000), an empowering approach means

listening to the impoverished to understand their experiences, acknowledging not

only their constraints but also their strengths, exploring realistic suggestions and

alternatives, and advocating for and with clients to access resources. Home
visiting affords excellent opportunities for personal empowerment. (p. 185)

7 )] A

Labonte (1994) suggested that health promotion literature often presents the
“community” as “the engine of health promotion” (p. 62). However, a more accurate
definition would clarify that that the small group is in fact, “that locus of change--that
vehicle of emancipation” (p. 62). Wallerstein (1992) also emphasized the significance of
the small group stating that through the process of interacting with others, individuals
develop “healthful characteristics” associated with empowerment. These characteristics
included: control, capacity, coherence, and connectedness.

Mcl eroy et al. (1988) maintained that interpersonal relationships with family
members, friends, neighbours, and acquaintances, were important sources of influence in

the health-related behavior of individuals. The ecological model of health promotion is
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based on the premise that social relationships are essential aspects of social identity.
According to McLeroy et al.,,

They [social relationships] provide important social resources, including

emotional support, information, access to new social contacts and social roles, and

tangible aid and assistance in fulfilling social and personal obligations and
responsibilities. These social resources, frequently referred to as social support,
are important mediators of life stress, and important components of overall well-

being. (p. 357)

The authors also suggested that traditional health promotion interventions typically
focused on changing individuals through social influences (e.g., peer outreach) rather
than changing the norms or social groups to which individuals belong. In this regard, the
views of McLeroy et al. concur with those of Labonte (1994).

Small group development is a time-consuming process. In the view of Labonte
(1994), “it often takes between one and two years before the first ‘group’ squiggle may
form from the disconnected individual dots, group formation occurring when individuals
self identify as group members” (p. 63). Unfortunately, the timelines associated with
small group development are not well understood by program funders. It is not
uncommon for funding agencies to demand social action, healthy public policy, and other
concrete program outcomes within the first year of program operations. Labonte (1994)
cautioned that it is highly unrealistic for program funders to expect newly formed groups
to deal with issues external to their own group dynamics, such as coalition ouilding and
advocacy.

Strategies focusing on small group development run the risk of dealing only with
individuals and individual issues and/or concerns. One outcome is that the root causes of
powerlessness are ignored. According to Labonte (1994), many self-help groups and
organizations “deliberately avoid socio-political actions, drawing a boundary between the
community of direct members and their needs, and the larger social communities with
which they interact” (p. 64). Further, traditional health promotion practices focused on
enhancing self-esteem, social support, and self-help through small group development,

may mask political motivations to reduce social service or health service expenditures.
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.1.3. Sphere of Co

A first step in considering the construct of community organization is to
acknowledge that there are many notions of community. From a sociological perspective,
the concept of community refers to a group of people united by at least one common
characteristic. According to the CDC/ATSDR Committee on Community Engagement
(2000), these characteristics could include geography, shared interests, values,
experiences, or traditions.

A second notion refers to communities as systems composed of individual
members and sectors that have a variety of distinct characteristics and interrelationships
(Thompson et al., 1990). These sectors include groups of individuals having specialized
functions, activities, or interests within a community system. Each sector is bound by
specific rules and regulations, both formal and informal, to meet the needs of its members
and the intended recipients of services. The systems perspective envisions a community
as a

living organism, or well-oiled machine. For the community to be successful, each

sector has its role and failure to perform that role in relationship to the whole

organism or machine will diminish success. In a systems view, healthy
communities are those that have well-integrated, interdependent sectors that share

responsibility to resolve problems and enhance the well-being of the community.
(CDC/ATSDR Committee on Community Engagement, 1, 2000)

Community organizing can be an empowering process for individuals,
communities, and organizations. At the individual level, involvement in community
organization leads to an increased sense of control, improved self-confidence, and
enhanced coping capacities (Minkler, 1997). This, in turn, results in physical health
benefits (CDC/ATSDR Committee on Community Engagement, 2000).

At the community level, organizing activities increase the capacities of
communities to respond effectively to common issues and concerns. According to Rich et
al. (1995), both individuals and organizations can be empowered by *“having information
about problems and an open process of accumulating and evaluating evidence and
information” (p. 669).

The ecological model for health promotion includes Organizational (institutional)

Factors in the discussion of social and environmental determinants of health (McLeroy,
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1988). According to McLeroy (1988), “organizations are important sources and
transmitters of social norms and values, particularly through individual work groups and
socialization into organizational cultures” (p. 360). Hence, community-based
organizations serve as important mediators or mediating structures between individuals
and the larger socio-economic environment. McLeroy et al. (1988) argued that
organizations have a critical role to play in program diffusion. Few community health
programs are “free standing.” In fact, most health promotion programs are housed within
some type of “host” organization or community agency. Thus, an important
organizational focus for health promotion programs is securing upper level management
support for activities within the host and/or partner organizations. McLeroy (1988)
pointed out that various organizational processes operate at each stage of program
development and implementation. The extent to which host and/or partner organizations
support the program largely determines its ongoing success and institutionalization within

the community.

2.7.4. Coalition Bujlding and Advocacy

Labonte (1994) maintained that coalition building and advocacy overcome some
of the inherent limitations of community organizing in the process of social change. The
two constructs--coalition building and advocacy--are linked in The Empowerment
Holosphere (Labonte, 1994) because “advocacy usually involves coalitions” (p. 76).

A community coalition can be defined as “a formal alliance of organizations,
groups, and agencies that have come together to work for a common goal” (Florin et al.,
1993, p. 417). Coalitions are often conceptualized as *‘formal, multi-purpose, and long-
term alliances” that “fulfill planning, coordinating, and advocacy functions for their
communities” (Butterfoss et al., 1993, p. 318). The positive outcomes of coalitions
include “maximizing the influence of individuals and organizations, exploiting new
resources, and reducing duplication of effort (CDC/ATSDR Committee on Community
Engagement, 2000). A review of the literature suggests that health coalitions have not
been studied systematically. According to Butterfoss et al. (1993), there is a paucity of
documentation to support the effectiveness of community-based coalitions. This is
surprising given the emphasis that funding sources place on developing coalitions as an

intervention to address complex health and social issues.
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The CDC/ATSDR Committee on Community Engagement (2000) suggested that
a critical set of organizing concepts underpin coalitions. These concepts are partially
based on coalition partners’ assessments of the benefits and costs of community
engagement. More specifically, “participants will invest their energy in an organization
only if the expected benefits outweigh the costs that are entailed” (Butterfoss et al., 1993,
p- 322). Potential benefits include networking opportunities, access to information and
resources, personal recognition, skill enhancement, and; a sense of contribution and
helpfulness in solving community problems. Potential costs include the time and energy
required and the lack of skills and/or resources needed for participation. The
CDC/ATSDR Committee on Community Engagement suggests that “by identifying the
specific benefits and barriers to participate in the engagement effort, community leaders
can put the appropriate incentives in place” (CDC/ATSDR Committee on Community

Engagement. (December 1, 2000). Community engagement: Definitions and organizing

concepts from the literature. In Principles of Community Engagement [On-line].

Available: http://www .POV/ /pce/) ; .

Gray (1989), cited in Labonte (1993), designed a comprehersive collaboration
model. She described successful inter-group collaboration as “a mutual search for
information and solutions” (p. 80). Gray delineated five features of the model which
characterize “the process as outcome”:

(1) enhanced recognition of stakeholder interdependence; (2) differences are dealt

with constructively; (3) joint ownership of decisions is developed; (4)

stakeholders assume collective responsibility for ‘managing the problem domain’

through formal and informal agreements; (5) the process is accepted as
continually emergent. (p. 80)

In discussing the collaboration model, Gray (1989) identified the importance of
the initial step--problem setting. This step required “a common definition of the
problem,” a “commitment to collaborate,” and “identification of the stakeholders” (p.
80). She described the goal of the pre-negotiation stage as arriving at a common
definition of the problem, and a shared sense of purpose, in order to get the necessary
stakeholders to the table. According to Gray, effective collaborating requires the skills
and energies of persons that she labeled “midwives”--the community developers of

organizations-as-communities” (p. 80). These “midwives,” at arms-length functionally
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from all of the stakeholders, work with the stakeholders in the pre-negotiation stage of

coalition-building.
2.7.5. Political Action

Labonte (1994) argued that political action represenis an intensification of actions
initiated at the “level” of coalition advocacy. He stated that

the line between what comprises coalition advocacy and what constitutes political

action is fuzzy; one important difference may lie in the role played by

organizations and groups loosely considered to be representatives of social

movements. A coalition or alliances of groups coalesces actions around a

particular issue that cuts across differing commonwealths of values; a social
movement brings its commonwealth of values to social issues (p. 78).

Labonte used the growing “Healthy Cities” movement as an example of an authentic
partnership with a proven track-record in accomplishing social change through political
action. He attributed the “Healthy Cities™ coalition’s success to
their relative endurance; a degree of autonomy from normal government-decision-
making processes; a deliberate ‘search for meaning’ involving value-based goal
definitions, and participation by a broader range of stakeholders including groups

or sectors representing the more formally organized elements of social
movements. (p. 79)

The ecological model for health promotion (McLeroy et al., 1988) also addresses
the significance of political action in achieving social change. The authors emphasized
that there are several important roles for health promotion practitioners in policy
development, policy advocacy, and policy analysis. Specific examples of policy
advocacy include encouraging citizen participation in the political process--“voting and
lobbying, organizing coalitions to support health policy related issues; and monitoring
implementation at the federal, state, and local level” (p. 366).

2.8. The Role of Empowerment as a Health-enhancing Strategy

Powerlessness, or lack of control over destiny, emerges as a broad-based risk
factor for disease (Wallerstein, 1992). Empowerment, although difficult to measure, can

be demonstrated as an important promoter of health. As broadly defined by Wallerstein,
1992, empowerment is a
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multi-level construct that involves people assuming control and mastery over their
lives in the context of their social and political environment; they gain a sense of
control and purposefulness to exert political power as they participate in the
democratic life of their community for social change. (p. 198)

Wallerstein (1992) maintained that an ecological construct applies to interactive
change on multiple levels--the individual, organization, and community. Thus, she
suggested that a study of empowerment implied not just studying individual change but
also change in the social setting itself. This is consistent with the views of Labonte (1994)
and McLeroy (1988) described above. After reviewing the literature in the fields of social
epidemiology, stress research, social psychology, social support, and community
psychology, Wallerstein (1992) concluded that control over destiny, or lack thereof, is a
disease risk factor. She proposed that “being poor, low in the hierarchy, without control,
and living in chronic hardship--in other words experiencing powerlessness--is itself a
broad risk factor that increases susceptibility to higher morbidity and mortality rates” (p.
199).

In Figure 2.4, Wallerstein (1992) synthesized the variables that contribute to
powerlessness and empowerment. The top diagram is entitled “Powerlessness” and the
bottom diagram is entitled “Empowerment.” According to the author, the physical and
social risk factors for powerlessness include poverty, low social status, high demand
(psychological and physical), low control, chronic stress, and a lack of social support and
resources. Figure 2.4 (top diagram) also indicates that an external locus of control is a
risk factor for powerlessness. Locus of control is a generalized belief about one’s ability
to control events by virtue of one’s own efforts (Rotter, 1966). At an individual level,
people with an internal locus of control are more likeiy to initiate health-enhancing
behaviors on their own, demonstrating better compliance rates and fewer illnesses than
people with an external locus of control. Interventions which attempt to increase internal
locus of control, without changing the environmental conditions, may increase frustration
and lead to greater perceived powerlessness and ill-health (Wallerstein, 1992).

Wallerstein (1992) included a lack of social support as a risk factor for
powerlessness (Figure 2.4: Powerlessness and Empowerment). Although
conceptualizations and forms of measurement may vary, substantial evidence exists that

social support has beneficial effects on psychological and physical well-being (Israel &
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Figure 2.4: Powerlessness and Empowerment (Wallerstein, 1992).
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Schurman, 1990). The literature on social support translates social support into a
community framework, examining the health outcomes that result from strengthening
community networks. According to Wallerstein (1992), social support networks at the
community level have taken two forms: “promoting lay helpers and developing
community-level, problem-solving mechanisms that empower the community and
secondarily enhance social networks” (p. 200). Support, particularly from peers, can
empower people (Labonte, 1993) and enhance self-efficacy and self-esteem (Katz, 1993;
Stewart, 1990b; 2000).

2.9. An Empowerment Education Approach

An empowerment education approach engages people through group discussion
in identifying their own problems and in critically assessing the social, historical, and
cultural roots of their problems. Collectively the group develops action strategies to
change the personal and social lives of its members. Rather than seeing empowerment
education as seeking power over others, it is a strategy to develop power with others to
effect change. According to Labonte (1994), “‘power-with” approaches value the reality
of lived experience “in the language, images and symbols that people use to give voice to
them” (p. 54).

Many of the theoretical constructs underpinning empowerment education come
from Paulo Freire’s highly successful literacy programs for slum dwellers in Brazil.
According to Freire, the social context of education is not neutral. People born and raised
in situations of powerlessness often perceive a lack of control over their destinies. The
powerlessness and learned helplessness experienced by the disadvantaged colors their
interactions with health professionals. Traditional approaches to education, in which
people are treated as objects to be manipulated, reinforce feelings of powerlessness.
Freire (1971) described traditional education as “banking™: “The teacher’s job is to ‘fill’
the students by making deposits of information which the teacher considers to constitute
true knowledge. The student’s job is merely to ‘store’ the deposits ™ (p. 63).

In contrast, empowerment education encourages people to question and challenge
those forces that keep them powerless. According to Freire (1971), the purpose of

education should be human liberation, where “people are subjects of their own learning
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not empty vessels filled by teachers’ knowledge” (p. 203). Freire employed a listening-
dialogue approach to learning that reflected a participatory social orientation. He
maintained that the initial step involved listening to people’s life experiences and making
participants co-investigators of their shared problems.

In discussing an empowerment approach to education, the feminist literature
introduced the concept of “midwife-teachers,” the opposite of “banker-teachers” as
described by Freire (Belenky et al., 1986). While banker-teachers deposit knowledge in
the students’ heads, midwife-teachers draw it out. According to Belenky et al. (1986),
“they [midwife-teachers] assist the students in giving birth to their own ideas, in making
their own tacit knowledge explicit and elaborating it “(p. 217). Midwife-teachers
facilitate the process of critical thinking by encouraging students to speak in their own
active voices. Wallerstein (1992) cautioned that the listening-dialogue approach
advocated by Freire should not be confused with a “needs assessment.” Rather, it is a
participatory and ongoing process which reveals issues of emotional and social
significance to those involved.

The second step in empowerment education is engaging in “dialogue” about those
issues uncovered during the listening phase. In this stage of the process, midwife-teachers
focus not on their knowledge (as the traditional teacher does) but on the students’
knowledge. “Midwife teachers help students deliver their words to the world--to use their
knowledge in everyday life” (Belenky et al., 1986, p. 219). The purpose of Freirian group
dialogue is problem-posing to analyze the root causes of one’s situation in society--the
socioeconomic, political, cultural, and historical context of personal lives. The goal of
critical thinking is to move beyond perceptions towards personal and social action. In the
words of Wallerstein (1992),

When people develop action plans for their own communities they simultaneously

develop a belief that they can make a difference in their own lives and in the lives

of those around them. Empowerment therefore evolves from the interaction of
reflection and action, or praxis, that can transform social conditions. (p. 204)

The process of conscientization, or critical thinking based on action, links
personal, and community empowerment (Figure 2.4, Powerlessness and Empowerment).

Cntical thinking about the social and environmental context of people’s lives connects
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individuals as members of a common community and facilitates efforts to transform
inequitable social relations.

Wallerstein and Sanchez-Merki (1994) used qualitative research data to illustrate
how Paulo Freire’s social change theory could be combined with a cognitive and
behaviour change theory to develop a comprehensive health education program focusing
on both individual and community-level change. While the discussion centred on the
Alcohol and Substance Abuse Prevention (ASAP) Program, targeting youth from high-
risk communities in New Mexico, the research raised important issues for health
education, including prenatal health promotion practice. Wallerstein and Sanchez-Merki
(1994) emphasized that the role of the health educator as a co-learner, is important. The
authors described the power dynamics that permeate most relationships between
community members and health educators, whether because of expertise, or because
professionals often come from a different social class or ethnic group than their target
population.

Wallerstein and Sanchez-Merki (1994) stated that the goal of Freiran action is to
“promote community development and to change power relationships, ultimately giving
people a greater voice in community decision making” (p. 117). The researchers
suggested that a Freirian approach enables both sides--health educator and community
member--to analyze social problems and learn how to challenge the hierarchies together.
Wallerstein and Sanchez-Merki (1994) indicated that it takes time and trust for the group
to evolve into a genuine co-learner model, based on equal participation. They argued that
self-reflection on the part of the health educator is necessary to understand his/her role in
community change and how actions taken with the group may either challenge the status
quo or promote further dependency. In an earlier article on empowerment education,
Wallerstein and Bemstein (1988) concluded that “by becoming incorporated into current
prevention approaches, empowerment education can enhance changes in personal
growth, social support, community organizing, policy and environmental changes, and
other indicators of control over one life’s in society” (p. 390).

The Action Statement for Health Promotion in Canada (Canadian Public Health
Association, 1996) included recommendations pertaining to strengthening community’s

priorities for action. The Statement recognized the power dynamics at play within health
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organizations, and strongly concurred with Wallerstein and Sanchez-Merki (1994) that
power be shared more widely. However, the authors reminded us that many health care
and commurity workers feel powerless in their own organizations, and that “before they

can share power, they must first have power to share” (p. 5).
2.10. The Concept of “Cultural Brokerage”

Community-based health agencies and organizations are increasingly
“multiculturalizing” their services and restructuring programs to meet the needs of a
culturally diverse population. Stevens (1993) identified five approaches that community
health agencies used to serve culturally diverse clients: parallel services, ethno-specific
services, generic services, bridging services, and adapted or “multiculturalized”
mainstream services. Rather than relying on one approach, most agencies have used a
combination of approaches on a regular basis. Agencies that employed
“multiculturalized” services recognized the need for special programs for culturally
diverse clients and developed such programs, often by employing staff to assist
employees in the multiculturalizing process. Bridging approaches have involved the use
of interpreter services, contracted by a health agency, to facilitate communication with
culturally diverse groups.

According to DeSantis (1994), the following three cultural influences operate in
each interaction between a health professional and a patient/client:

The beliefs, values, and worldview of the health professional; the beliefs, values

and worldview of the patient; and the context in which the provider-patient

interaction takes place (e.g., hosnital, clinic, or community setting). From a

transactional perspective, health professionals respond to patients on the basis of

their own perceptions of clinical reality and their expectations of patients, while at
the same time, patients respond to professionals on the basis of their beliefs and
their expectations of health professionals. Furthermore, their interactions are

influenced by cultural norms (e.g., active patient participation or passive
compliance) that operate within the various health care settings. (p. 300)

Individual cultural beliefs strongly influence the interactions that occur between
providers and patients/clients in health care settings. DeSantis (1994) coined the term
“dual ethnocentrism” to describe the different cultural orientations that may exist. He

suggested that health professionals should acknowledge their own values and beliefs in
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order to determine where there is potential for cultural conflicts occurring with clients.
Further, DeSantis emphasized that each individual “brings his or her unique perspective
to the encounter and that no one operates from a blank slate” (p. 300).

Given the “gap” in perspectives that is likely to exist in health encounters,
professionals need to develop skills that will enable them to understand and negotiate
differing worldviews. Several authors have referred to this skill as “cultural brokering”,
defined by Jezewski (1995) as the “act of bridging, linking, or mediating between groups
or persons of different cultural systems for the purpose of reducing conflict or producing
change” (p. 20). Cultural brokering theory outlines strategies, or stages, that health
professionals could consider when working with clients from other cultural groups. Kulig

(2000) reviewed these stages in her research on cross-cultural nursing:

The first stage is to perceive the need for brokering by identifying the issue. The
second stage focuses on the intervention, which includes establishing rapport and
addressing the issue through actions as negotiating, advocating, or mediating. The
third stage, or outcome, includes assessing the situation for resolution. The
process is repeated until a satisfactory outcome results. (p. 206)

2.11. Interdisciplinary Collaboration

The Action Statement for Health Promotion in Canada (Canadian Public Health
Association, 1996) identified three priority areas for action: (1) advocating healthy public
policy, (2) strengthening communities, and (3) reforming health systems. Reform of
health systems called for improved interdisciplinary health promotion practice and
stronger alliances among those who are working in health promotion, population health,
community social services, and primary health care. The Action Statement emphasized
the need to document case studies of interdisciplinary health programs that have
successfully integrated efforts in primary health care and health promotion. Additionally,
the authors suggested that stronger professional alliances would come from sharing
different perspectives on how to promote health, encouraging interdisciplinary action on
the determinants of health, and strengthening the collective voice for advocating healthy
public policies. (p. 7)

While interdisciplinary collaboration may be a key approach in dealing with

today’s complex health issues, there continues to be a lack of understanding of the factors
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that promote or hinder its functioning. Interdisciplinary teamwork requires common
objectives, clear understanding of members’ roles, mutual respect for each others’ roles
and skills, a flexible approach (Poulton & West, 1993), and shared leadership (Pearson,
1992). Additionally, Ritchie (1994) stated that advocacy, mediation, and negotiation
skills were essential in interdisciplinary collaboration.

Laschinger and Weston (1995) stated that while some progress has been made in
understanding one another’s role there is much confusion about the unique expertise of
each professional. This lack of understanding has been cited as a leading cause of role
ambiguity and “turf” disputes among the various health disciplines. According to the
authors, the greater the gap in professionals’ understandings of one another’s roles, the
more negative they will be toward collaborative decision making.

Stewart (1990a) argued that primary health care rests on more than professional
collaboration. She emphasized the importance of partnerships with focal persons (i.e.,
clients or patients), social networks, and lay helpers or peer staff. Laypersons and health
professionals have identified role ambiguity as a barrier to relationships (Northouse &
Northhouse, 1998). Stewart (1990a) stated that role conflict and/or confusion between lay
and professional helpers must be prevented by the re-socialization of roles. She
explained:

Experiential knowledge and expertise of lay help movements may be in conflict

with professional knowledge and competence acquired by nurses and hence must

be respected and accorded equal status if nurse-social network collaboration and

partnerships are to occur. (p. 16)

As health professionals’ roles at the community level have expanded in recent
years, professional boundaries have become blurred. Lister (1980) noted that role overlap
occurred especially in those areas that were outside the more traditional role of a
particular discipline. When health professionals’ roles overlap considerably, one
professional may think that another member of the team is trying to undermine her role or
take over her responsibilities. This often results in unproductive interdisciplinary

competition.
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2.12. Social Support

Social support is a significant concept for health promotion practitioners because
it influences health status, health behavior, and health services use (Stewart, 2000).
Social support is defined as interactions with family members, friends, peer staff, and
health care providers that communicate information, esteem, aid, and emotional help.
According to Stewart (1990b), “these communications may improve coping, moderate
the impact of stressors, and promote health and self-care” (p. 7). Social support, as a
coping resource or coping assistance (Thoits, 1995) modifies the impact of acute and
chronic stressors on health outcomes. Stewart (2000) stated that support and coping have
a reciprocal relationship:

Supportive persons can alter appraisal of stressors, sustain coping efforts, and

influence choice of coping strategies. Conversely, the ways in which an individual

copes provides important clues to potential supporters about whether support is
needed and, if it is, about the types of support required. (p. 91)

Current health promotion research focuses on three hypotheses explaining the
relationship of social support to health. Tilden and Weinert (1987) summarized them as
follows: social support may play a preventive role in stress reduction; social support may
“buffer or cushion” stress; and social support may have a positive and direct effect on
health that is completely unrelated to stress. According to Stewart (2000), “the ‘buffering
model’ suggests that social support protects individuals from harmful influences of
stressful situations and enhances coping abilities” (p. 93).

In an earlier article, Stewart (1990a) developed a framework for nursing
education, shown in Figure 2.5, that reflects the indirect (buffering) effects of
environmental social support on physical and mental health. According to the framework,
interaction is a linking concept between three systems: it appears as focal person-
environment interaction; as nurse-environment interaction; and as nurse-focal person
interaction. Stewart’s (1990a) conceptualization of nursing practice based on social
support requires a shift in roles emphasizing primary health care, consultant, and partner.
The framework proposes collaborative modes of professional-social network interaction,
as opposed to “coexisting, conflicting or co-opting modes” (p. 13). The author’s use of

the term “focal person” is significant. It reflects a principle of primary health care that
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Figure 2.5: Nursing education model based on social support (Stewart, 1990a).
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elevates the passive, subservient role of patient and/or client to an active role of
participant or equal partner. In designing the conceptual model, Stewart (1990a)
envisioned health promotion programs based on professional collaboration and
partnership with focal persons, social networks and lay helpers.

Stewart (1990a) stated that the successful implementation of the framework was
contingent on educating nurses, and other health professionals, in new ways of working
with lay staff. She identified many outstanding issues for nurses that needed to be
addressed in their professional training:

Increased tensions in relationships with laypersons, deficit professional

knowledge and skill base, requisite role redefinition, neglected support

interventions in nursing research, poorly conceptualized environmental domain in

nursing theories, pressures for paradigm shifts away from the medical model, and
concomitant preoccupation with illness, cure, and institutionalization care. (p. 19)

Stewart (1990a) concluded that the transition from the role of expert to one of equal
partner required basic modification of practitioners’ roles. She called for the “re-
socialization or re-professionalization” of nursing roles at the community level to assist
service providers in collaborating with informal social support networks (p. 10).

A recent Canadian study investigated the causes of smoking, and cessation,
among disadvantaged women in Atlantic Canada. The research emphasized the
significance of social support in behaviour change. The factors associated with smoking
included “coping with stresses, loneliness, powerlessness, low self-efficacy, social
pressures, and addictions” (Stewart, Gillis, Brosky, Johnston, Kirkland et al., 1996, p.
42). Importantly, findings suggested that support from health professionals and traditional
cessation programs were not perceived as helpful. However, support from peers--women
in similar circumsfances--and partners were considered critically important. The role of
peer support groups in facilitating smoking cessation was a central theme in responses by
almost all of the 126 participants. They expressed interest in mutual-aid groups in which
peers would assume the leadership and determine the program content. The researchers
concluded that for disadvantaged women, “smoking was found to be inextricably linked
with the social context and stresses in their lives” (p. 56). The study’s conclusions have
broad implications for health education practice, including prenatal health promotion
programs. According to the authors,
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Comprehensive smoking cessation programs targeting disadvantaged women
should focus on their social, economic, and cultural environment rather than on
their health behaviour alone, and should be accessible in terms of cost, culture,
location, literacy, and childcare. Interventions should mobilize the support of
family and friends, encompass support from peers and health professionals, and
foster efficacy, empowerment and esteem of participants. (p. 56)

Finally, Stewart et al. (1996) concluded that “‘disadvantaged women should be
offered the opportunity to participate as partners in the design and evaluation of smoking
cessation programs that address their priority concemns and in policy changes pertaining

to social and health programs™ (p. 56).
2.13. Community Development

Researchers have described the importance of health educators permitting
individuals and communities to articulate their health needs. Labonte (1993) stated that
allowing individual and groups to identify their own health issues and concerns is one of
the most important axioms of an empowering health promotion practice. He maintained
that most health agencies work from a community-based, rather than a community
development perspective, and in doing so “make invisible the power differences that
characterize community group/institutional relations” (p. 36). Labonte argued that a
community development approach to program planning is different from a community-
based approach in these three fundamental ways:

1. Itis a deliberately repetitive process based on ongoing negotiations between
organizations and community groups, via the community development
worker;

2. Goals and objectives emerge through the process and are subject to constant
revision — these emergent leamings are not “unintended outcomes”; they are
the plan;

3. Quantitative measures are utilized when appropriate, but much of the
evaluation relies upon qualitative measures (p. 36).

Labonte concluded that one of the characteristics of the community development
approach is that power relations are constantly negotiated and shared. The health
professional makes an authentic commitment to “hearing the experience of people’s lives,

to understanding these experiences in the words people use to express them, and to
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negotiating mutual actions to improve the situations that people would like to alter” (p.
41).

McKnight (1997) differentiated between traditional needs-based community
programming and a community development approach with a capacity-oriented
emphasis. He maintained that lower income urban neighbourhoods were often noted for
their deficiencies and needs. Politicians then attempted to design solutions through
“deficiency-oriented” policies and programs. McKnight described many low-income
urban neighbourhoods as “environments of service” where residents saw themselves as
people with special needs to be met by outsiders (e.g., health and social service workers).
McKnight suggested an alternative approach to developing policies and activities based
on the capacities, skills, and assets of low-income people and their neighbourhoods. He
argued that significant community development can only take place when local
community people are committed to investing themselves and their resources in the
effort. In McKnight’s words: "You can't develop communities from the top down, or
from the outside in” (p. 158). Rather, outsiders can provide valuable assistance to
communities that are actively developing their own assets. According to McKnight, the
process of identifying capacities and assets, both individually and organizational, is the
first step towards community regeneration (p. 159).

While community participation has been recognized as a central tenet in
community health education practice, Minkler and Pies (1997) suggested that it is
important to determine whether the participation is “real” or “symbolic.” They pointed
out that acting on the principle of high-level community invoivement has proved very
challenging. In an earlier attempt to define community participation, Arnstein (1969)
developed a “ladder of participation.” She described the bottom rungs of the ladder as
therapy and manipulation--two forms of “non-participation.” The middle rungs of the
ladder were described as ‘“degrees of tokenism” and included placation, consultation, and
informing. Arnstein stated that these were processes through which community members
were heard, but their advice was not necessarily heeded. The top rungs of Amstein’s
ladder were described as three degrees of citizen power--partnership, delegated power,

and true citizen power.
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According to Robertson and Minkler (1994), much current health education
practice uses the rhetoric of high-level community participation, but in reality it is
operating at the lower rungs of the ladder. This addresses health professionals’ attempts
to get people in the community to take ownership of a professionally defined health
agenda. Labonte (1994) refered to other instances where the community’s input may be
sought, and then discounted, “reinforcing unequal power relationships between health
professionals and communities” (p. 253). Minkler (1997) stated that even programs
committed to community participation through advisory boards and other processes may
find themselves ignoring input and resorting to paternalistic actions because of
predetermined projects, plans, funding guidelines, priorities and timelines. In Minkler’s
words, “recognition of the importance of self determination for communities, coupled
with commitment to the concept of true partnership, must serve as guiding principles for
ensuring meaningful community partnership” (p. 128).

Herbert and Irene Rubin (1992) developed a useful tool that community
organizers can use in applying the principles of true community participation. It is
referred to as the DARE criteria of empowerment and asks the following questions:
Who determines the goals of the project?

Who acts to achieve them?

Who receives the benefits of the action?
Who evaluates the actions? (p. 77)

Minkler (1997) suggested that when health professionals were able to respond to
each of the four questions, with the words “the community,” they were well on their way
to achieving real, not symbolic, community empowerment and high-level community
participation.

Drevdahl (1995) examined the challenges associated with community-level
interventions for heaith professionals, specifically nurses, who, are traditionally trained to
focus community interventions on the individual. She described a paradox, “in which
improving a population’s health is sought through nursing actions aimed at individual
behaviours, rather than at larger social mechanisms that produce and support the
behaviours” (p. 13). According to Drevdahl, “nursing for the most part has aligned itself
with the dominant culture, repairing damaged seams in the social fabric rather than
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looking for the structural and foundational changes needed to effect change for oppressed
groups” (p. 21). First, Drevdahl called for radical changes in nursing practice, which
included community nurses engaging in critical discussions on the meaning of
“community.” For example, “How were they using the term? Was it inclusionary or
exclusionary? Who were the target groups?” (p. 22). Second, nurses needed to identify
strategies to work within the larger socio-political structures. This necessitated nurses
thinking about ways of measuring change and empowerment at the community level
(e.g., policy changes, effectiveness of community networks) as opposed to concentrating
efforts only at the individual level. Third, nurses needed to understand the role power and
control play not only in society, but also within themselves. Drevdahl stated that, “nurses
should examine their own complicity in creating and supporting larger social structures

and systems and their relationships and inequities” (p. 22).
2.14. Food Security

In an effort to determine why traditional prenatal health promotion programs have
failed to positively influence the incidence of low birthweight in Canada, it is useful to
examine the findings of Travers (1994, 1996, 1997a, 1997b) based on research describing
the nutrition experiences of low income women in Halifax, NS. According to Travers
(1997a), “if the social world is the source of nutritional problems then the solutions to
these problems lie in social change” (p. 61). In 1994, Israel, Checkoway, Schulz and
Zimmerman had also concluded that access to nutritious and affordable food in low
income communities is not determined by the individuals residing within them, but by
processes of production and distribution that reflect regional, national and international
corporate and governmental interests (p. 150).

Travers argued that the traditional, but changing, emphasis of nutrition education
on individualistic behaviour change strategies negates the role of social context in
shaping behaviour. She warned that dogmatic nutrition education messages do not assist
the disadvantaged in making healthy food choices. Rather, they foster a sense of
inadequacy and guilt among those who can not live up to the siandard (1997a, p. 59).
Travers (1997a) called for a re-orientation of community nutrition educaiion practice

from an individual orientation to a social orientation. She cautioned that in transitioning
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from a behavioural to a socio-environmental approach, health professionals must not fall
into the trap of conceptualizing health determinants (e.g., poverty) as a "barrier to healthy
eating” or "a concrete wall over which people must climb in order to eat” (p. 59).

Tarasuk, Beaton, Geduld, and Hilditch (1998) undertook a study to assess the
food insecurity and nutritional vulnerability of one subgroup of food bank users--women
with young children. The results of interviews based on a sample of 153 women recruited
from emergency food relief programs in Metropolitan Toronto, revealed that study
participants were experiencing severe poverty, food scarcity, and deprivation. Although
the extent of reported food insecurity varied widely among households, 93.5% reported
some degree of food insecurity over the past 12 months. A significant number of aduit
interviewees reported experiences of food deprivation (i.e., hunger) in the past year.
Further, 26.8% of women also reported that their children had experienced some degree
of food deprivation in the past year. The authors emphasized that “the food deprivation
documented in the study occurred in spite of the charitable food assistance women were
able to obtain from food banks, and in spite of the host of other strategies employed to
augment scarce household resources” (p.23).

Tarasuk et al. (1998) documented that women in households with severe food
insecurity appeared to be at particular risk for nutrient inadequacies. The authors
cautioned that while short-term consumption of sub-optimal diet is unlikely to have long-
term health consequences, the reader should not assume that study participants’ hardships
related to accessing safe, nutritious, and culturally acceptable food for themselves and
their families, are temporary.

The majority of women in the Toronto study were on social assistance--90%
reported household incomes which were less than two-thirds of the Statistics Canada
Low-income Cut-Offs. Additionally, 65% of the sample reported that they were lone
parents. The data indicated that close to two-thirds of the participants were socially
isolated (i.e., alone some, or most of the time), and many described themselves as being
in poor health. It is interesting to note that 12% of study participants reported giving birth
to babies of LBW, and an additional 12% reported that they had delivered a premature

baby. Further, six women had given birth to children who had died in the first year (p.
14).
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The authors concluded that extensive food insecurity among households on social
assistance is indicative of the serious inadequacy of current social assistance rates.
Further, the findings pointed to the inability of charitable food assistance programs, such
as community-based food banks, to provide long-term, efficacious solutions to food
insecurity. Tarasuk et al. (1998) called on Canadian policy makers to establish social
assistance benefits at levels which ensure that low-income families are capable of

meeting their essential needs.
2.15. A Socio-environmental Approach to Prenatal Health Promotion

Prenatal health promotion strategies enable women and their families to take
control of and improve their health. According to Labonte (1994), this is accomplished
through actions that foster personal empowerment and changes in the socio-political
environment that will enhance opportunities for personal well-being, healthy pregnancies
and healthy family functioning. A comprehensive health promotion program, based on a
socio-environmental approach and described by Labonte (1993), has these elements:

e conceptualizes health as a positive state that is largely defined in one's
‘connectedness’ to one's friends, family and community;

e defines ‘wellness’ in psychological, social as well as physical terms;
recognizes the important links between socioenvironmental risk conditions
and health e.g., the links between poverty, poor health of the mother and poor
birth outcomes;

e focuses on informal and formal support systems (family and friends as well
as health and social service providers);

e challenges inequities in health such as those resulting from racism, sexism,
violence and stereotyping;

e  stresses primary prevention (creating healthy lifestyles) and health promotion
(creating healthy living conditions);

e uses a mix of strategies that include community participation in all stages of
program development and co-ordination, community mobilization, coalition
building, advocacy for policy change, and political action;

e recognizes diversity and the influence of culture on community values and
actions;

e supports community groups in their identification of issues, and in their
ability to plan and implement strategies to mitigate concerns and resolve
issues;

e considers success indicators to be improvements in the personal perception of
health, strengthened social networks, and effective community group actions
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to create a more equitable social distribution of power and resources
(pp. 33-35).

A socio-environmental approach to prenatal health promotion is consistent with
the Jakarta Declaration (World Health Organization, 1998), in which peace, shelter,
education, social security, social relations, food, income, empowerment for women,
stable eco-system, sustainable resources use, social justice, and respect for human rights

and equity are considered pre-requisites for health.
2.16. Recommendations for Action Based on the Literature

The rationale and purpose of prenatal programs must be broadened from
a medical and behavioural approach to a health promotion approach designed to build
supportive environments and increase people's control over their own health, for
example, by preventing unhealthy birthweights. Multilevel risk conditions which
adversely impact prenatal health (e.g., poverty, food insecurity and family violence) are
best addressed through interagency and intersectoral collaboration, facilitation of
group/community development, and coalition advocacy. Interventions to prevent low
birthweight must mobilize support from family and friends; encompass support from
peers and health professionals; and foster efficacy, empowerment, and esteem. A socio-
environmental approach to prenatal health promotion will ensure that women have the
opportunity to actively participate in the design and implementation of programs that
address their priorities, and in discussion of potential policy changes pertaining to health
and social issues.

Additionally, policy makers must ensure the basic needs of low-income
individuals and their families (e.g., food, clothing, and shelter) are adequately met.
Comprehensive, co-ordinated and collaborative policies are called for to ensure that
disparities in health status are reduced and equity within the socioeconomic environment
increased. Within the context of prenatal care, at-risk populations (e.g., low-income,
socially isolated women and teens) must have easy access to conditions that provide
adequate income, nutrition, support, appropriate medical care, advocacy and personal
safety. It is evident from the literature that programs like the CPNP cannot compensate

for seriously inadequate social programs.
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Over 75% of participants in Winnipeg’s HSMM reported that “it’s hard for them
to get enough food” (Wylie, 1998). Three-quarters of the participants stated that they
used food banks on a regular basis, and just under half indicated that they needed to
obtain food from relatives and friends. The food insecurity experienced by these
participants is indicative of much broader insecurity in terms of access to a wide range of
essential supplies and health/social services. It is not realistic to think that a single
prenatal health promotion program can have a positive and sustainable impact on the
lives of women living in poverty and experiencing social isolation. Tarasuk, Beaton,
Geduld and Hilditch (1998) called for the development of national standards to guide
provinces and municipalities in their restructuring of benefits so as to meet basic needs:
“Without impreved income support for families on social assistance and those struggling
to support themselves in low-waged jobs, the nutritional health and well-being of family
members will be jeopardised” (p. 24).

In summary, prenatal health promotion programs need to focus on the prevention
of FAS/FAE and unhealthy birthweights. However, they must begin to address the
broader determinants of health that place women and their families at high risk for abuse,
dysfunctional family functioning, and poor mental, physical and spiritual health. Policy
makers and service providers must work together with the community to address the
social, economic and environmental risk conditions that influence whether or not a
healthy baby will be bomn into a healthy family. The challenges to all stakeholders are
enormous, but the societal risks associated with a failure to broaden our approach should
not be under-estimated. The results of inadequate prenatal care are far-reaching: higher
infant mortality rates, increased long-term health care costs associated with pre-term
deliveries and low birthweights, and the persistence of health and social inequities among

disadvantaged women and their families.
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CHAPTER 3

RESEARCH DESIGN AND METHODS

3.1. Introduction

Chapter 3 consists of an overview of the research design; a discussion of the
issues associated with the study’s trustworthiness; content on assumptions, delimitations,
and limitations; and a description of relevant ethical considerations. The chapter

concludes with the researcher’s reflections on the study design and methods.
3.2. Critical Social Theory

Labonte (1994) stated that health care professionals must seek to understand the

psychosocial and environmental contexts of the client’s concerns or health problems:

Unless professionals think simultaneously in both personal and structural ways,

they risk losing sight of the simultaneous reality of both. If they focus only on the

individual, and only on crisis management or service delivery, they risk
privatizing by rendering personal the social and economic underpinnings to
poverty and powerlessness. If they focus on the structural issues, they risk
ignoring the immediate pains and personal woundings of the powerless and

people in crisis. (p. 259)

Critical social research begins with understanding the experiences of program
participants and attempts to explain their interconnectedness with the social environment.
If researchers fail to locate their research activity in the same social world as the
phenomena being studied, they risk being irrelevant to the lives and conditions of many
persons (Eakin et al., 1996). Taking a reflexive approach towards knowledge and the
research process helps researchers to recognize alternative ways of viewing reality and
assists them in making explicit the underlying assumptions and ideology.

According to Travers (1997a), traditional nutrition education research and
practice can “reproduce nutritional inequities by failing to question their root causes and
by increasing the availability of resources usable only by those predisposed to healthy

living” (p. 59). She suggested that the usefulness of traditional approaches--including
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nutritional screening, individualized assessment, and counseling--is negated by social and
economic disadvantage. When practitioners rely solely on these traditional approaches,
they run the risk of offending marginalized populations unable to afford the quantity
and/or quality of protective foods. Additionally, they inadvertently further complicate and
overwhelm their clients’ already stressful lives by putting “on the table” more and more
urgent problems that they must address and “buy into.” Travers argued that an
empowering nutrition education practice explores the social and environmental roots of
nutrition inequities and works to address such issues as social isolation, low literacy
skills, and poverty-induced food insecurity.

Little research has made explicit use of theories that examine the social world as
the source of nutritional problems (Travers, 1997a; Achterberg & Clark, 1992). Nutrition
inequities are defined as the food and nutrition challenges and/or concerns of
marginalized groups that are related to social injustices. A theoretical approach that may
be particularly useful in guiding the practices of health promotion practitioners to reduce
nutrition inequities is a critical social science perspective (CSSP; Eakin et al., 1996). This
approach consists of a series of reflexive questions designed to describe and explain the
basic assumptions and ideologies underlying the way research problems and
methodology are conceived. Additionally, a CSSP reveals the socio-political construction
of research problems by recognizing the role of power and contradiction in all aspects of
research. Eakin et al. (1996) maintained that the dialectical relationship between the
formal and informal structures of society (institutions, social norms) and individual or
collection action have to be understood in relationship to their social, political, and
economic contexts.

A critical social approach includes asking tough questions to expose inequities;
making meaningful connections with communities and working collaboratively to
identify and solve health problems; establishing partnerships with others having common
goals; and targeting strategies primarily at the collective, as opposed to the individual
level (Stevens & Hall, 1992). Rather than presenting solutions and directing lifestyle
changes, the health promotion practitioner’s role is facilitative: assisting individuals and
groups to critically reflect on the social and political factors that influence health, sharing

expertise, and providing support. According to Stevens and Hall (1992), “by offering
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knowledge, support, and expertise to communities in ways and times that are relevant to
their aims, we can assist them to bring about liberating changes™ (p. 5).

These strategies require that practitioners have a broad understanding of the
context of poverty in terms of the systemic forces that influence access to the
prerequisites for good health (Reutter, 2000). Health Canada (1998, p. 8) described the
complex and inter-related determinants of health in a position paper entitled “Taking
Action on Population Health.” With respect to the issue of poverty and its impact on
prenatal outcomes, questions such as the following contribute to critical reflection: What
are the trends in prenatal outcomes in relation to poverty? Who are the groups most at
risk for poor prenatal outcomes and what are the reasons for this? How do Canadian
prenatal outcomes compare with those in other countries and what accounts for these
differences? Who has had access to prenatal resources/services and whose interests have
been served by traditional approaches to programming? Are current policies and prenatal
services improving or exacerbating the effects of poverty on prenatal outcomes? In
addition to asking such critical questions, practitioners may also need to reflect on their
own attitudes toward the economically disadvantaged, particularly in relation to the
causes of poverty and the relationships among poverty, food insecurity, and prenatal
outcomes. Chapters 7 and 8 of the thesis describe the critical reflection and collective
action on the part of program staff, community partners, and participant women that
resulted in the implementation of the HSMM Collaborative Outreach Model
(Appendix C).

3.3. Justification and Strengths of a Case Study Approach

This smdy used qualitative research methods. To address complex human social
interactions such as those that characterize HSMM, qualitative methodology is preferred.
Miles and Huberman (1994) suggested that there can be problems if a researcher assumes
that complex phenomena can be understood by treating them as if they can be “broken up
into a temporal chain of events, all connected by determinate casual relations” (p. 26).
The dynamics and complexities of human interaction would be lost in methods that
attempt to isolate variables and determine linear casual relationships. Qualitative research

methods offered an attractive alternative for this study because they enabled
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understanding of human behaviour in greater depth than is possible from the study of
surface behaviour; from “paper and pencil” tests; and from highly structured, formal
interviews. As Guba (1981) and Clandinin and Connelly (1990) indicated, qualitative
research encompasses multiple realities, which interact to form personal and practical
knowledge. However, the choice of a qualitative research method does not negate the
need for quantitative data to help direct an investigation. Given that a plethora of
quantitative data exists, an effort was made to review the relevant literature and to use the
relevant findings to inform a qualitative case study on prenatal health promotion.

Merriam (1988) maintained that several characteristics of qualitative research
are worth emphasizing as they figure predominately in case study research. First,
qualitative researchers are primarily concerned with process (e.g., natural history of the
activity or event under study) rather than outcomes or products. Second, qualitative
researchers are concerned with meaning (how people make sense of their lives, what they
experience, how they interpret these experiences, and how they structure their social
world). Third, the researcher is the primary instrument for data collection for analysis;
“data are mediated through this human instrument, the researcher, rather than through
some inanimate inventory, questionnaire or machine” (p. 19). Fourth, case study research
usually involves fieldwork, implying that one must physically go to the people, setting,
site, and institution in order to observe behaviour in its natural setting.

Also, Stake (1994) suggested that different researchers have different purposes for
using case studies. Given that the over-arching goal of this research was to more fully
understand the day-to-day operations of HSMM, an intrinsic multi-site case study
approach was used. The primary purpose of the research was not to generate theory, nor
was it to understand an abstract construct or generic phenomenon. Rather, the primary
interest of the researcher was to understand HSMM, “in all its particularity and
ordinariness” (Stake, 1994, p. 237).

Justification for the intrinsic case study approach was based on the fact that the
knowledge gained from case study is different from other research knowledge in four
important ways identified by Stake (1994). First, case study research is more concrete
and “resonates with our own experience because it is more vivid, concrete and sensory

than abstract” (p. 236). Second, because case study knowledge is more contextual, and
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because our experiences are rooted in context, the knowledge is distinguishable from
other abstract formal knowledge derived from other research designs. Third, because the
knowledge is more developed by reader interpretation, “readers bring to a case study their
own experience and understanding which leads to generalizations to be part of the
knowledge produced by case studies” (p. 236). Fourth, because it is based on reference
populations determined by the reader, unlike traditional quantitative research, the reader
is able to extend generalizations to reference populations. Patton (1987) suggested that
case studies were particularly useful when the researcher needed to understand a
particular problem, or situation, in great depth, and where one can identify a unique case
that is rich in information. Additionally, Patton recommended a case study approach
when the researcher sought to capture individual differences or unique variations from
one program experience to another. According to Patton (1987), the more a program aims
at individualized outcomes, as compared to common outcomes for all participants, the
more appropriate it is to use qualitative case methods (p. 19).

This was not an ethnographic study but used ethnographic research methods to
examine human action in natural rather than in experimental conditions. Data were
generated using features of narrative inquiry (Denzin, 1997; Clandinin & Connelly,
1990). Narrative inquiry is both phenomenon and method. Clandinin and Connelly stated
that “the educational importance of this line of work is that it brings theoretical ideas
about human life as lived to bear on educational experiences as lived” (p. 3). The use of
story telling in qualitative research concerns “making meaning from personal experience”
(p- 4). In this case study, story telling gave voice to the experiences of participant women,
program staff, community partners, and key informants in HSMM. Giving voice and
recognition to the lived experiences of program participants and community partners is of
particular importance when new programs are being developed and where new health
promotion approaches, methods, and practices are being advanced and refined.

Ethnography attempts to preserve the “uniqueness’ of the case to accurately
represent the particular situation. Giacomi, Mosher, and Seaton-Wall (1993) stated that
that “the ethnographic approach with its emphasis on ‘natives’ point of view, holism, and
natural settings, provides a unique perspective to bring to bear on understanding users’

work activities” (p. 123). Observing, conversing with program staff and community
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partners as they went about their work, spending time discussing observations, and
learning in situ all contributed to the careful descriptions of the reality under study. In this
regard, Scott (1996) stated, “that descriptions of social reality are incomplete if they do

not take account of the views and perceptions of social actors” (p. 144).
3.4. Role of the Qualitative Case Researcher

Stake (1995) summarized the major conceptual responsibilities of the qualitative

case researcher as follows:

Bounding the case, conceptualizing the object of study;

Selecting phenomena, themes or issues — that is, the research questions to
emphasize;

Seeking patterns of data to develop the issues;

Triangulating key observations and bases for interpretation;

Selecting alternatives to pursue;

Developing assertions or generalizations about the case. (p. 236)

N =

AR

Point 1--bounding the case--differentiates these steps from other approaches to
qualitative research. According to Creswell (1998), “‘the researcher must decide what
bounded system to study, recognizing that several might be possible candidates for this
selection, and realizing that the case itself, or an issue, for which a case or cases are

selected to illustrate, is worthy of study” (p. 63).

3.4.1. Bounding the Unique Case

In bounding the case, the first criterion should be to maximize what we can learn
(Stake, 1995). According to Stake, “‘the more the intrinsic interest in the case, the more
we will restrain our curiosity and special interests and the more we will try to discern and
pursue critical issues to the case” (p. 4).

HSMM is a city-wide program, operating from eight community-based sites. An
in-depth examination of the day-to-day operations of the eight sites would quickly have
generated more information than could be managed given the scope of a PhD thesis. It is
important to note that any best possible selection of sites from a balanced design would
not give the researcher compelling representation for the city as a whole, and certainly
not a statistical base for generalizing about interactions between activity and site

characteristics. Several desirable sites had to be omitted by the bounding process. “While
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balance and variety are important, the opportunity to learn is of prime importance”
(Stake, 1995, p. 5). In this case study, the researcher involved the HSMM Steering
Committee in the bounding process. In selecting two, of a possible eight HSMM sites, the
Steering Committee and the researcher considered the following site-specific factors:
stability of the program; work-load issues; staff and/or community partners’ relationships
with facility personnel; dynamics of the HSMM team; and, the perceived capacities of
team members and HSMM “clients” to actively participate in the study. Sampling
operations described in Section 3.8 served to further define the case.

This qualitative research study focused on two program sites, both well
established within the HSMM program. In this thesis, pseudonyms are used to represent
the two sites. The demographics of the participants attending both sites were relatively
similar with one exception. There were more immigrant'refugee women attending the
Willow Community Centre site in comparison to the Evergreen Community Centre site.
Many of the immigrant/refugee women lived in a short-term, low-income housing
complex located in close proximity to the HSMM site. Translation services were
provided on a regular basis at the drop-in sessions at the Willow Community Centre site.
They were also required during the focus group interview held with participant women at
that site, only. The nature of the communities surrounding the two HSMM sites,
including racial, ethnic, and economic mix were not remarkably diverse.

Staffing configurations differed between the two sites with one site (Evergreen
Community Centre) relying on HSMM for dietitian and peer outreach services and
support, and the other site (Willow Community Centre) relying on a community partner,
Health Action Centre, for dietitian services. Outreach services at the Willow Community
Centre site were provided by a HSMM peer outreach worker. Drop-in sessions at both
sites were co-facilitated by community/public health nurses employed by the Winnipeg
Community and Long Term Care Authority (WCA).

3.4.1.1. Site #1 — Evergreen Community Centre

The Evergreen Community Centre was a community-based recreation centre
owned and managed by The City of Winnipeg (Parks and Recreation Department). The
site attracted 25 to 30 women per drop-in session. The majority of the women attending

the drop-in lived in the inner-city neighbourhood adjacent to the Centre and did not
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require transportation to the site. The facility was new, comfortably furnished, and ideal
for conducting informal “talks.” The modern kitchen was nicely designed and well
equipped for preparing and serving low-cost nutritious foods and snacks. The Centre had
excellent child-care facilities accessible to HSMM participants (providing the program
arranged for volunteer child-care workers). Parks and Recreation staff were on-site
during operating hours and they were very supportive of the prenatal health promotion
program. HSMM had been operating from the Evergreen Community Centre for
approximately two years.

Dietitian services and peer outreach supports were provided by HSMM. The
WCA contributed public health nursing services, as did an inner-city community health
clinic located in close proximity to the Evergreen Community Centre. Program staff
reported that the interdisciplinary team functioned effectively and staff appeared
comfortable with their roles and responsibilities. HSMM staff described a very positive

working relationship with partner organizations affiliated with the site.

3.4.1.2. Site #2 — Willow Community Centre

The Willow Community Centre was a well-known community-facility, owned
and managed by The City of Winnipeg (Parks and Recreation Department). Originally,
the Willow Community Centre was a privately owned industrial warehouse that was
purchased by the City and converted into a community centre in the early 1990s. The site
attracted 15 to 20 women per drop-in session. The majority of the women attending the
drop-in lived in the inner-city neighbourhood adjacent to the Willow Community Centre
and did not require transportation to the site. Program staff observed an increasing
number of immigrant/refugee women attending the HSMM drop-in sessions over the past
two years. Recently, Iranian, African, and South American women, and their children,
have attended the drop-in on a regular basis. This has resulted in staff relying on
translators at the drop-ins with increasing frequency. Additionally, prenatal print
resources have been translated in a variety of languages to meet the needs of HSMM
participants. The Willow Community Centre meeting rooms were spacious, however the
kitchen was small and poorly equipped making communal food preparation challenging.
Child-care was provided on site by HSMM volunteers. Parks and Recreation staff were

available during drop-in operating hours to address facility concems.
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Peer outreach services at the Willow Community Centre drop-in sessions were
provided by HSMM. WCA contributed community/public health nursing services to the
drop-in sessions. A community health clinic located in close proximity to the Willow
Community Centre contributed the services of a dietitian to the bi-weekly drop-in
sessions. The HSMM staff complement has been remarkably consistent over the last two
and-a-half years of operation. The working relationship with community partners at the

site has evolved well and was described by program staff in very positive terms.
4.2, A% t Car

In the spring of 1999, HSMM received additional funding from the Manitoba
government (Department of Child & Family Services) to expand services to address
postnatal issues, with a focus on infant/preschool nutrition and nurturing. This case study
did not address the new postnatal program (named “Baby Steps™), which is in the early

stages of development and implementation.
4 valua

The national CPNP evaluation framework (Appendix A) addresses these four

broad priority areas:

1. Relevance of the program--e.g., How does the CPNP complement or expand
upon other prenatal programs addressing the same issue at the provincial,
municipal and community levels?

2. Implementation process--e.g., Has the CPNP reached the intended target
groups?

3. Program success --e.g., What evidence is there that CPNP projects and project
activities have had the desired effect on pregnancy outcomes, including
birthweight and breastfeeding rates and duration?

4. Cost effectiveness--e.g., is there any early evidence about the cost
effectiveness of CPNP? (Barrington & Glacken, 1998a, p. 4).

The national evaluation tools are the Individual Project Questionnaire (IPQ) and

the Individual Client Questionnaire (ICQ). Data from these instruments are housed in the

CPNP Evaluation Database, a relational database developed specifically for the national
CPNP evaluation.
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While the researcher used the CPNP IPQ and ICQ evaluation reports as
background information important in adding breadth to the study, there was no intention
or interest in duplicating areas of investigation. Rather, the quantitative data from the
national CPNP evaluation complemented the highly qualitative, in-depth research
findings related to the lived experiences, perceptions, feelings, and knowledge of HSMM

participants, staff, and program partners.
3.5. Data Collection Methods

Stake (1995) suggested a general analytic strategy to develop a descriptive
framework for organizing the case study. He refered to case study “as a study of the
particular” and suggested that the researcher gather data on “the nature of the case; its
historical background; the physical setting; other contexts including economic, political,
legal and aesthetic; other cases through which this case is recognized; and those
informants through whom the case can be known” (p. 237).

Unlike experimental, survey, or historical research, case study does not claim any
particular methods for data collection or analysis. Regardless of the type of case study
utilized, data collection extensively draws on multiple sources of information. The
research design for this study included participant observation, individual interviews,
focus group interviews, as well as a comprehensive review of documents and physical
artefacts. Yin (1989) stated that the unique strength of the case study is its ability to deal
with a full variety of evidence. Multiple data collection techniques acted as an internal
validity/credibility check (triangulation), such that data obtained by one method could be
checked against data obtained by another method (Miles and Huberman, 1994, 1999).

Participant - W

The study population included regular HSMM participants attending 2 pre-
selected drop-in sites. Approximately 30 participants at the Evergreen Community Centre
site and 20 participants at the Willow Community Centre site were included (n=50).
Women were observed throughout their involvement in HSMM--they were asked by the

researcher if they consented to be part of the study after they had been accepted into the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.








































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































