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Environmental Level
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THE WELL-INTEGRATED SCREENING AND EVALUA­
TION for Women Across the Nation (WISE­

WOMAN) health promotion projects are ground-
breaking in that they expand on an existing 
cancer control infrastructure to address addi­
tional chronic diseases and disease disparities. 
The WISEWOMAN approach is exciting because 
it begins to dismantle the territorial, disease-cir­
cumscribed silos that have long prevented opti­
mal utilization of scarce public health resources 
in the face of an ever-increasing disease burden 
and service demand. Given the lack of long-term 
success experienced by most large population-
based cardiovascular disease (CVD) prevention 
projects,1,2 the WISEWOMAN program’s focus 
on higher-risk subgroups, such as minority and 
low literacy populations, is indicated. The pro­
gram represents a substantive effort by federal 
agencies to eliminate ethnic disparities in health 
status and disease outcomes. The WISEWOMAN 
initiative reflects the high standards for study in­
clusiveness (representation of understudied eth­
nic and socioeconomic groups) and intervention 
exportability3 required to effectively address 
health disparities. To realize the full potential of 
this initiative to improve health status in under-
served communities, however, expansion of ef­
forts to intervene at the environmental level will 
be critical. 

There is a paucity of high-quality data regard­
ing the effectiveness of CVD risk reduction in­
terventions targeting or including substantive 

numbers of people of color or people from low-
income backgrounds. Interventions may be tar­
geted at the individual level (the focus of the 
overwhelming majority of chronic disease pre­
vention and health promotion studies to date, in­
cluding WISEWOMAN) or at environmental 
change. The sparse literature on either individu­
ally or environmentally directed interventions in 
underserved communities represents a major ob­
stacle in developing effective chronic disease con­
trol policies and programs, particularly in the face 
of the increasing disease burden associated with 
the growing ethnic and cultural diversification of 
the United States and the aging of the American 
population. The WISEWOMAN studies pub­
lished in this Supplement help to address this ev­
identiary gap. The projects described here repre­
sent great breadth in regional setting and cultural 
diversity and in the array of intervention ap­
proaches and evaluation methodologies used.4 

An earlier review of 32 individually targeted nu­
trition and physical activity interventions to re­
duce CVD risk in healthcare settings5 found only 
1 non-WISEWOMAN study6 that included a sub­
stantial proportion of people of color. Two addi­
tional reviews of the literature on ethnically 
inclusive, individually targeted, weight-related 
lifestyle interventions7,8 identified just 20 studies, 
most characterized by small sample size, high 
study attrition, and few long-term (�6 months) 
follow-up data. 

Considering the escalating epidemics of obe-
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sity and sedentariness and their contribution to 
CVD disparities, weight-related lifestyle change 
is critical in the primary prevention of CVD. It is 
striking that nearly three quarters of the overall 
sample of women screened in the WISEWOMAN 
projects were overweight or obese, including a 
60% obesity rate in one location, twice the na­
tional average.9,10 Moreover, body mass index 
(BMI) emerged as one of two CVD indicators 
clustering spatially among WISEWOMAN par­
ticipants in five states11 and one of the individ­
ual characteristics explaining racial/ethnic dis­
parities in baseline CVD risk factor profiles.12 In 
the latter study, BMI was the more malleable of 
the individual characteristics identified, com­
pared with education or family income. It is note­
worthy that although WISEWOMAN projects 
(those for which outcome data are available) have 
not produced weight losses, they have succeeded 
in fostering weight maintenance at 1 year,13–15 

stemming the secular trend of weight gain that is 
particularly pronounced in low-income popula­
tions. This seemingly modest effect has the po­
tential to create a substantial public health im­
pact,3 given the risk profile and potential size of 
the WISEWOMAN population (i.e., 1.75 million 
women screened to date by the National Breast 
and Cervical Cancer Early Detection Program 
[NBCCEDP], which provides the infrastructure 
for WISEWOMAN). 

The WISEWOMAN projects’ focus on individ­
ual behavior change ultimately limits their abil­
ity to substantively influence CVD disparities, 
however, because sustainable change requires 
multi-level intervention.13,16,17 Increasingly, WISE­
WOMAN and other chronic disease prevention 
initiatives must consider the contextual nature of 
weight-related lifestyle, that is, our obesogenic 
postmodern American environment.18,19 Obeso­
genic environments are characterized by perva­
sive and culturally tailored commercial advertis­
ing, marketing, and promotion by the food 
industry; a smorgasbord of relatively inexpen­
sive, readily available, highly palatable, energy-
dense, but nutrient-poor foods; and a plethora of 
transportation machines and labor-saving de­
vices that, combined with an underinvestment in 
mass transit, have engineered most of the oblig­
atory physical activity out of daily life.20 Al­
though the focus of the physical activity and 
healthy nutrition promotion fields is gradually 
shifting to include more structurally targeted in­
terventions that address the sociocultural, polit­

ical, economic, and physical environments,21 sys­
tematic investigation in this relatively new area 
of endeavor understandably lags far behind that 
for biological and behavioral strategies.19,22,23 

Environmental intervention is particularly indi­
cated in lower-income communities and com­
munities of color, where excess environmental 
risk is concentrated.8,24 In fact, Finkelstein et al.12 

concluded from their cross-sectional analysis of 
WISEWOMAN baseline data that community-
wide intervention may be necessary because 
community-level variables are driving many 
CVD-related ethnic disparities. 

To fully articulate the contextual background 
for ongoing and future WISEWOMAN projects, 
data from community-level or population-based 
approaches to risk reduction are needed. My col­
leagues and I very recently completed a review 
of studies of population-based interventions tar­
geting communities of color or including suffi­
cient samples to permit ethnic-specific analyses.25 

Only 23 studies conducted between January 1970 
and May 2003 were identified. As in some of the 
WISEWOMAN studies and other individual-
level interventions targeting underserved and 
understudied groups, characteristics of the 23 
community-level interventions included building 
coalitions and involving communities from study 
inception, targeting captive audiences already 
congregated for other purposes, mobilizing social 
networks, and tailoring culturally specific mes­
sages and messengers. Fewer than half of the 
studies presented outcome evaluation data, how­
ever, and statistically significant effects were few 
and modest. The best available data speak more 
about how to engage and retain people of color 
in these interventions than about how to achieve 
and sustain weight loss, regular engagement in 
physical activity, or improved diet. We con­
cluded that advocacy efforts should be directed 
at increasing the visibility and budget priority of 
community-level interventions for people of 
color, particularly at the state and local levels. 

Although the WISEWOMAN program is cur­
rently federally mandated to spend 60% of 
its funds on individually oriented interventions 
(with the balance mostly absorbed by the costs of 
administration and evaluation), it is clear that fu­
ture iterations of WISEWOMAN must better in­
corporate environmental-level or structural-level 
(systems change) intervention. This may be ac­
complished, in part, through more consistent 
partnering with community groups and other 
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agencies. Partnerships and collaboration are nat­
ural areas for WISEWOMAN expansion, in that 
considerable community engagement and sup­
port have been mustered to effectively mount 
these research efforts in historically exploited and 
socioeconomically marginalized populations. 
Multisectoral partnering to create more support­
ive environments is, in fact, a prominent feature 
of many of the WISEWOMAN success stories 
highlighted by Lewis et al.,26 who assert the sto­
ries’ utility in more broadly disseminating WISE­
WOMAN best practices. For example, one local 
health department-based project partnered with 
a local private, nonprofit organization (a YMCA) 
to provide scholarships for WISEWOMAN par­
ticipants to use the fitness facilities (North Car­
olina WISEWOMAN project).27 Another part­
nered with an Indian village to offer discounts to 
the village fitness center (Southeast Alaska 
Regional Health Consortium [SEARHC]).27 The 
South Dakota project partnered with the State 
Parks and Recreation Department to provide free 
annual park admission stickers to WISEWOMAN 
participants (South Dakota WISEWOMAN proj­
ect, personal communication, September 22, 2003). 
In other instances of partnering across societal 
sectors, a civic organization (the League of Wo­
men Voters) was engaged by one of the projects 
to provide low-cost walking shoes to WISE­
WOMAN participants (Michigan WISEWOMAN 
project),27 and walking clubs were organized 
to support existing community walking events 
(Southcentral Foundation in Alaska, personal 
communication, April 30, 2003). 

Strengthening linkages among public health 
agencies, community-based organizations, and 
academic institutions is particularly necessary 
(e.g., the Forsyth County NC WISEWOMAN pro­
ject),27 in that each entity embodies complemen­
tary and synergistic roles and missions in the 
practice of public health. Public health agencies 
have consistent funding streams (however inad­
equate) and mandates for improving the health 
of entire geographically defined populations. 
Community-based organizations exist to repre­
sent the preferences and respond to the needs of 
their targeted populations; they may mediate be­
tween the needs of individuals in a specific locale 
and institutional bureaucracies charged with ad­
dressing those needs at a societal level to achieve 
certain outcomes.28 Academic institutions are 
repositories of scientific expertise, are measured 
by research grant and publication productivity, 
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and have a central focus on educational activities. 
With the increasing attention to, resources avail­
able for, and validation of academic public health 
practice and community-based participatory re­
search, particularly within schools of public 
health, the applied research and training oppor­
tunities presented by WISEWOMAN-type proj­
ects could fuel further investment by universities, 
federal agencies, and foundations. 

It may also be important simply to do a better 
job of capturing intervention effects at these 
broader levels, as several WISEWOMAN projects 
likely influenced social and community net­
works.13,29–31 Better instruments were developed 
recently to assess organizational support for 
healthy lifestyles.32 As Finkelstein et al.33 note, 
however, these evaluation efforts can be quite 
costly and challenging. A part of the solution is 
government investment in expanded surveillance 
to provide risk behavior and disease prevalence 
estimates for smaller geographic areas (e.g., ZIP 
codes or Census tracts). External sources of eval­
uation data, capturing secular trends and pre­
sumably intervention effects, would decrease the 
burden of research participation on community-
based organizations and local health depart­
ments, allowing them to focus on the service mis­
sions that motivate their involvement. 

Obviously, little guidance and few resources 
are available, at present, to direct efforts to influ­
ence the environment in underserved communi­
ties. However, if a central premise of WISE­
WOMAN is preserved, namely, building on 
existing community infrastructure, organiza­
tional settings will remain integral to service de­
livery. These settings (e.g., government agencies, 
clinics, social services organizations, churches, 
schools) provide a key leverage point to support 
behavior change within existing resources.21 Or­
ganizations may use their physical and social in­
frastructures to make engaging in healthy eating 
and active living the easier choices and seden­
tariness and poor nutritional habits the harder 
ones. Similar to the successful evolution of to­
bacco control efforts, which have shifted their fo­
cus from the individual level to the organiza­
tional and policy levels,34 obesity control efforts 
should begin to focus on changing organizational 
practices and policies so that physical activity and 
healthy food choices are incorporated into work­
place routines. Following the tobacco control 
model, adoption of these practices should gener­
ate the political will and popular support neces­
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sary for aggressive legislative policy change and 
compliance. 

There are numerous examples of environmen­
tally oriented organizational practices and poli­
cies that can be used to promote healthy/fit 
lifestyles. In contrast to measures that rely pri­
marily on individual motivation or voluntary 
programmatic participation, genuine environ­
mental policies and practices include the strate­
gies listed below, promulgated by our UCLA 
School of Public Health Physical Activity Pro­
motion and Obesity Prevention and Control Col­
laborative. The strategies have largely been 
incorporated into the recommendations for pro­
moting physical activity and healthy eating in the 
workplace recently released by the California De­
partment of Health Services.35 Other resources 
(e.g., the University of Minnesota’s Guidelines for 
Offering Healthy Foods at Meetings, Seminars, and 
Catered Events, the American Cancer Society’s 
Meeting Well guidelines, and the CDC’s Stair-
WELL to Better Health design provisions) provide 
further examples.35 

•	 Including healthy food choices at meetings, 
events, or other gatherings at which refresh­
ments are served 

•	 Implementing 10-minute exercise or movement 
breaks in meetings or gatherings lasting 1 hour 
or longer (e.g., school board and PTA meetings, 
gospel choir rehearsals, continuing education 
sessions, adult basic education or English as a 
second language [ESL] classes, neighborhood 
association meetings, city council hearings) and 
at a certain time of the workday 

•	 Placing bowls of fresh fruit in reception or cen­
tral congregating areas 

•	 Offering healthy and competitively priced 
food choices in vending machines, cafeterias, 
and on-site food vendor selections 

•	 Substituting snack packs of raisins, nuts, or 
other healthy alternatives for organizational 
leaders’ candy or cookie jar contents 

•	 Installing water fountains or dispensers 
•	 Posting stair prompts (e.g., signage, riser ban­

ners) and using other means of encouraging 
stair usage (e.g., slowed elevators, improved 
lighting, wall artwork, organizational leaders’ 
modeling of the behavior) 

•	 Hosting walking meetings 
•	 Encouraging casual attire at organizational 

functions compatible with physical activity (e.g., 
discouraging neckties and high-heeled shoes) 

•	 Changing organizational culture to promote 
and reward integration of physical activity into 
the workday or routine conduct of organiza­
tional business (e.g., standing up at intervals 
during meetings, doing seated airline exer­
cises, taking short walking breaks, exercising 
at lunch) and eliminate incentives for being 
chained to one’s desk 

•	 Including language in subcontracts that man­
dates or provides incentives for subcontractor 
organizations to adopt these healthy/fit orga­
nizational practices and policies 

Advocacy in communities may also be di­
rected at: 

•	 Working with catering trucks or other vendors 
supplying food for functions or events to en­
courage them to offer low-cost, healthy choices, 
with an emphasis on fruits and vegetables 

•	 Engaging in asset mapping to create commu­
nity resource directories of markets with af­
fordable fresh produce (North Carolina WISE­
WOMAN project, personal communication, 
February 2, 2004) or low-cost fitness programs 
or facilities 

•	 Building coalitions to establish farmers’ mar­
kets in nonaffluent neighborhoods 

•	 Engaging elected officials and media profes­
sionals in efforts to improve lighting, institute 
safety patrols, trim foliage, repair sidewalks, 
and remove debris to encourage walking on 
streets and in parks 

•	 Leveraging influence with popular local 
restaurants to offer healthy food choices, pro­
mote nutritious specials at reduced cost, and 
provide coupons for healthy options 

•	 Educating legislators and community opinion 
leaders about public policies that encourage 
fitness-enhancing behaviors (e.g., liability 
waivers to protect schools and other organiza­
tions that provide time and space for physical 
activity) and promote nutrition labeling in fast 
food establishments and food service stan­
dards in public buildings 

Given the growing consensus that individual-
level interventions alone will be unable to stem 
the epidemic of obesity and its chronic disease co­
morbidities, boisterous leadership is needed to 
ensure that organizational practices of the type 
described are mandated, adopted, sustained, and 
rigorously evaluated. Implementation of these 
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practices and policies may increase the visibility 
of the epidemic and the priority placed on ad­
dressing it at the grass-roots level and among de­
cision makers. The practices and policies may 
also assist in generating the popular support and 
political will to drive federal regulatory changes 
and the introduction and passage of supportive 
legislation. It is important to remember that 
funding agencies (especially governmental) re­
quired smoke-free workplace policies long before 
evidence confirmed their effectiveness in sus­
taining long-term decreases in secondhand 
smoke exposure or smoking and well before leg­
islative policy-mandated compliance. 

WISEWOMAN is positioned to play an im­
portant role in the shift toward environmental 
interventions by leading by example or walking 
the talk. If federal program mandates are modi­
fied to reflect current scientific understanding of 
weight-related lifestyle change (i.e., the necessity 
of environmental-level interventions) and pro­
gram support is expanded to recognize the esca­
lation of the obesity and diabetes epidemics in un­
derserved communities, WISEWOMAN is poised 
to substantively influence efforts to address 
chronic disease disparities for a long time to come. 
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