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Foreword

-
-

The National Eonference for Inst1tut10ns Preparlng Health Educators

. ‘ represents‘an important milestane for acqpemlc leaders in health educa-=

t10n, and 1 am pleased that the Public Health Service has played a role
in- eponsorlng it. Two hundred Fifty conferees representlng nearly 100

~tralnlog programs affirmed the1r commitment to preparing practitioners

¥ to make the, best possible eontrlbutlon to programs directed toward the

goals and objectives of Healthy People, the Surgeon General's reportyon

- Heaith Promot1on and Dlsease Prevention, and Promot1ng Health/Prevent&ng

“Digease: ObJectlves for the Nation., . ,
' . \)
»’ "“f .
- Conference deliberations centered on'credentlallng'and ‘curriculum

issues related to the natlonal Role Delineation Project: for health edu-
cat15n currently being conducted under contract from the Public Health
Service's Bureau of Héalth Profe391ons to ﬁdentlfy generic functlons and
core competencies for health educators working in schools, cllnlcal set-
tings, work91{es, and the community. Out of“this thoughtful dlSCUSSIOH
and debate came reconmendatlons for future project directions,- the
National Task.Force for the Preperat'ion and Practice of Health T®uca- -f
tors, and their own treining programs in colIeges and universities. In
‘ add1t10n to these recommendatlons, the conference's prdceedlngs contain
papers addressed to such Key topics as the competen01es needed in the
major practice settings now and in thé future and the mechanisms through
which schools can meet their responsibility to the public in assurlng

Iy

this preparatlon.

\__,”
]

It is clear.that attainment of our national goals.and objectives 19
dependent upon effective efforts to motivate pegple -to enhance their own
health-related practlces. While the suCcess of these efforts requires
the participation of a ,variety of" profe331onaLs, eed, of every citi-

zen, the respon91b111ty for leadership lies with the health educatoru




-

These proceedings shquld be both a stlmulus and 3 gu1de to fufther

\, growth in the potential for tbat leadershlp, as it emerges through

individual academic programs as well as at the national level.

ES

.2-' .’ L] )
‘7’2 Michael McGinnis, M.D.

Deputy Assistant Secretary for Health
-and Agsistant Surgeon General
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Preface
4

If it had been ‘'suggested_ten years agd that a conference;be held

‘Bmong health. educators ‘ftom all practlce settlngs for any purpose, let '
. ' alone to discuss the roLe of & generlc health educator, 1t\:;uld not
have* happened. There wére exceptions, of course, but health educators
in. school communlty, and medical care settlngs simply did not communi-
cate with one another.’ Their preparation, functions, and even language

F
.

usage were significantly diffeeent. ) * A <
What, then, were the factors th;t made meetinb‘(p Birmingham not
‘'only attractive but mandatory? I will attempt here to identify some of
the more 31gn1flcant of these factors. The:rising costs of our health
care system together with an ever-increasing nupber of health eloblems
have inqreased the prominence of health ﬁromotion and disease prevention
" in national thinking.: That'r?, if spending more money to treat illness
is not a solution to achievtng good health, perhaps the answer lies in
assigning greater resources to preventing disease and promoting

wellness. ) o : ’

\

The structure of the National Coaiition of Health Educg{ion Organi-
zations illustrates the fact that the health education profession has
gtown.up in several different ways, under.several different auapiceS‘
Within the coalition are eight different national organlzatlons with

. varying areas of conBefitration, all commlt?ed to health educatlon., As a
consequence, a health educator can belong to one of these organlzatlons
without communicating with members of the othq; organizations. With
communication thus limited, understanding is.next to imposéible. At the
same time that healtl educators continued to work separately, without a
unified approach to health education, professionals in other disoipiines
began.to advertise their inyolvemeht in the fie!d,,without'the benefit

. of preparation in health educatiom. Sirice 1960 an increase of. over 200

. percent "in the .number of.p}o}essional preparation programs has been
accompanied by little attempt at standardigatiOR of preparation,'quéiity ]
control,.or placement of graduates. ihe availability of financial '

L} ‘ ¢




resources through emﬁhasis on promotion and prevention, the prolifera-
tion of preparation programs without unifyiﬁg factors, and the intrusion
,of unprepared practitioners into the field combined to provide incentive

for health educatots to "get their act together." BN

a
In the summer hf /1978, a small group representing all practice
sel:fmgs met and agreeo't.o discuss these issues openly aﬂq to deqlde
_upon a course of action. As a result the Divisipn of ASSOClated Health
Profe391ons, U.S. Bureau of Health Manpgwer, sponsored a meetlng of a
repiesentatlve sampllng of health educators February 15-17,°1978, in
Bethesda, Maryland. Participante in the Betheeea cbnference distovered
considerably more likenesses than dlfferences in the, preparation and
practice of -health edueators. Upon the recommendation of this con-
fenence,-the'National Task-Force on the Professional Preparation and
Practice of Health Educators was established and charged‘with'deyeloping
a plan'qf action leading to a credentialing proqf;m for the entire field
.of health education. The National Conference for Institutions Preparing
Health Educators, held February 5-7, l981, in Blrmlngham, Alabama, was a
slgnlflcant step in thls plan. ‘

0t

Credentiallﬁb is an umbrella term for the mechanisms used by a

field of praltice to designate to both provider and coqédﬁer type and
quaI/ty of pract1t10ner. Among these methanisms are acereditation;
(’Ecensure, certification, and/or registration. Any or all of these
mechanisms may be part of the credent1a11ng process, 'but the deecision
of whether td credential itself and, if so, which mechanisms to use is ,
up to the field of practice. Although the health.education profession
has strongly supported the suggestion of a credentialing s&stem, it has

not agreed upon which mechanisms to include in that system.

-

3

In October 1978, the Natlonal Task Force was successful in obta1n—_

ing funds from the Bureau of Health Manpower (now the Bureau of Health

. Profe391ons) to support the first phase of 1ts task--initial role

s

spe01flca£10n. In the same month the Role Dellneatlon Advisory Commit-

tee (RDAC)--comprising representativeg of .the eight national health

«

.
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education organizations' a chajrperson, and‘a consuier representative--
was etabllshed "The committee employed a director of the Role Delinea-
tion ProJect in January 1979, .who began to work with' the Role Delinea-
tion worklng Committee (RDHC) to develop the initial role specification
document Completed in January 1980, this document was disseminated to
all professlonal preparatlon programs 1n the United States through

presentat}gns at local, state, reg{onal, and national meetings and was

- published in.full in the July 1980 issue/of Focal Paints, jointly

released by the Bureau of Health Education and the Office of Health

s

§ .
Information, Health Promotion, and Physical Fitness and Sports Medicine. .

%
In May 1989}[the National Center for Health Education was' awarded a
contract to complete the-second’ phase of the Role Del;neatlon ProJect--
"Role Verification and Ref1nement " The Role Verlflcatlon Worklng

Commlttee (RVWC) is presently conducting a survey to determine, whether

the initial role specificatisn statement accurately reflects the current .

situation in various practice settings. This phase of the project is to

be completed by August 1981.

c\

Completion ot the remaining phases of the project depends'uoon
funding. These phases include Phase III: Preparation of Educational
Resource Document; Phase IV: Development of Self-Assessment Instruments
for Practltloners, and Phase V; Development of Continuing Competency
.Materials. With the role delineation activities in process, the
Natlonal Task Force gave consideration to a meeting ‘of representat1ves
of the professional preparation institutions in an effort to involve
these‘institutions more closely in the process of determining the role
of the health'eoucator The Birmingham conference was planned to WY
coincide “with the meet1ng of the Verification Comm1ttee to allow the '
1nst1tut10ns maximum contribution to def1n1ng ‘the role of the health
educator -The National Conference Planning Committee, formed in July
1980, conducted a needs assessment survey of all the health educatlon '
professional preparation institutions 1n the United States, These
institutions‘were asked to indicate their interest in and ability to

provide representatives to such a conference, their familiarity wrth

V1l
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}ole delineation issues, and other issues in health eéucation of”
importance to them. W1th1n two weeks, over 75 percent of the insti-
tutions’ surveyed responded favorably to the suggestion of a natlonal

conference od'role de11neat10n. v

‘The conference was scheduled for February 1981 under the sponsor-
ship of the National Task Force; the Office of Health'Information,‘
Health Promotion, and Physical Fitness and Sports Medicine of the U.S.-
Department of Health -and Human Serv1ces, the' Bureau of Health Educathﬁ
(now part of the Center for Health Promotlonland Educatlon), USDHHS; the
Office of Comprehensive School Health, u.s. Department of , Educationy the
Bureau of Health Ptof‘eséiensl USDHHS; the National Center for Health
Education; the Coalition of National Health Education Organizations; andlﬁ
Eta Sigma Gamma. The host- for the national conference was the School of

Education, University of Alabama in Birmingham.

The Planning Committee set the folldwing conference goals:

-
-

z
-~

- & To identify institutjonal responsibilities and options in
credentialing health educators

- . e To examine the credentialing process as it applies to the.
preparation of health educators and to establish criteria
for the entry-leval health educator N

e To identify the responsibilities of the health ,educator in
relation to Healthy People: The Surgeon General's' Report --
on Health Promotion and Disease Prevention (1979) and
Promoting. Health/Presenting Disease: Objectives for the
Nation (1980) BN *

e .To recommeﬁd to the'Nationai Task Force mechanisms for
.credentialing health educators.

- A eignificant nember of individuals representi "most'of the fﬁgti—
ﬂtutiene surveyed attended the conference in addition to repeesentatféee'
" of local, State, and*Federali90vefnment agencies as well as interna— .
tional erganlzat;ons. It was cleer’that timing of this confeﬁnce was
rlght. Professional preparation instituticons were ready to talk about

. role delmeatlxand its impljications for credentlalmg The. conference
V. o ? . o -

viii . .
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”‘b desdgﬁed £6 provide ample opportunity for participan%s to contribute

. to the initial role specification statement, to comment on the verifica-

tion procesg strategy, and to comment on both whether the credentialing

" initiative should continue and what part 1nst1tut10ns should take in the

: process.

- ' i
.
¥

* . -In planning the conference, the committee tr1ed to strlke a balance

between .substantive presentations and group discugsion to allow maximum

.'contrlbutlon by the participants to the role delineation and creden-

k]
-

tialing processes.
The six major recommendat1on§(that ~evolved from the conference are
as follows -

That the Role Delineation Project -continue

% ‘ /
That the role specification statement have a mission
statement and a preamble precedlng discussion of the role
itself

That the verified and refined role specification statement
represent accurately the role.of the entry-level health
'educator

That the preferred health education credentialing
mechanism be identified as voluntary certification

That communication and marketing be increased within and
outside the health education profession

That the feasibility and desirability of g single national -
organization to represent health educators be studied.

These recommendations constitute an agenda for professional’' discus-
for the next several years.

, lam confident that the Birmingham conferente will prove to be a

significant milestone in the progress of the health education profession
nd of its members. 1 urge you to read these p}bceedings critically, tp
continu® to contribute to the role delineation process, and to discuss
these issues actively with your faculty colleagues, students, and

. . . r
practitioners in your area. . P
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I wlsh to acknowledge the invaluable contributions to the success
of this conference made by the Office of Health Information, Health
Promotion, and Physical Fitmness and Sports Medicine; the Center for

Health Promotion and Education, Centers for Disease Control; Ball State

~ .

University; the University of Alabama in Birmingham; the members of the -

Planning Committee, partlcularly Dr. Cleary, Dr. Henderson, Mr. Ogden,
and Dr. Mullen- and Mr. Bernard Glassman .and. Ms. Diane McDonough of

N \

These proceedings are dedicated to those -who made the Birmingham

JRB Associates. . .

cqnference'possible, to conference participants, and to ‘all health

.

education professionals.
\J

Warren E. Schaller, H.S.D., Chairperson
National Conference Planning Committee
« National Task Force on the

’ Professional Preparation and
' Practice of Health Educators .
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National Conference for Institutions Preparing Health Educators

- Hilton Hotel ~ Birmingham, Alabama
.February 5-7, 1981 .\

~  Role Delineation: lgnﬁllcations for Credentialing

. *

AGENDA /

o Thuréday, February 5' e ™~ )
fi7 . 6:00 p.m. REGISTRATION .

e Foyer - : .

! ' _J , .

P 7:30-9:00 FIRST GENERAL SESSION
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J7 , - PRESIDING: Warren £, Schalle® H.5.D., Chairman
f%, " . __= and Professor, Department of Physiology and

= \ 1 Health Science, Ball State University

: 3

. WELCOME: . Thomas$ K. Hearn, Jr., Ph.D., Vice
. President for' University College,'Universify of

1‘ ' . Alabama in Bigmingham
4

C. W. Scott, Jr., M.D., Deputy Dean, School of
Medicine, University of Alabama in.Birmingham

Milly Cowles, Ph.D., Dean, School of Education,
University of Alabama in Birmingham

CONFERENCE OVERVIEW: WarrenySchaller ,/
Professional Preparation: ‘Ah Historical

Perspective: William H. Creswell, Ed.D.,
" Professor of Health Education, ‘-
- University of Illinois

-

o =~ The Objectives—Ppr the Nation in Disease
' 3 Prevention and Health Promotion: A Challenge to
v Health Education Trgining: tawrence W. Green,
Dr.P.H., Director, @ffice of Health Information,
Health Promotion, and Physical Fitness and .
Sports Medicine, -U.S. Department of Health and

‘ . Human Services
: 9:00 " SOCIAL : ;
- ‘Alabama Room Sponsored by the School of Educatjon, University
¢ ' - of Alabama in Birmingham
!
L 3
4
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Friday, February 6
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Foyer.-

8:30 ' ’
. Heritage I

+

8:45
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10%45 /
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5:00 -
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~
"
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Credentialiﬁg for the 1980s: Rayﬁond D. Salman,
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-

Perspectives on Role Delineation: Alan C.

. Henderson, Dr.P.H., Director, Role Delineation
Project, National Center for Health Educetion

Break \

o *

Credentialing: Implications for Health Edufators:
Panel -- Raymond W." Carlaw, Dr.P.H., Director,
Program in Healthr Education, University of
Minnesota; Laura C. Keranen, Lecturer, School of
Public Health, University of California,
Berkeley; Marian \g¢ Hamburg, Ed.D., Professor
and Chairperson, Department of Health Education,
New York Universitw

. 5
DISCUSSION GROWP INSTRUCTIONS

FIRST DISCUSSION GROUP+SESSIDN
Role Delineation and CredeMtialing

“Box Lunch

SECOND DISCUSSION GROUP SESSION
€Continuation of morning session
. J . . ,
DISCUSSION GROUP SUMMARY
Comments and ‘Directions

v
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!
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Saturday, February 7
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&

{

/ .
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Personal -and Institutional Impllcatlons of :
Credentialing ~ . , >

’
. Lunch “

=
i .

Options and Opportunities: Recommendations for

Future Action: Scott K. Simonds, Dr.P.H.,
Professor of Health Education nUnlver81ty of
Michigan ; 3

FOURTH DISCUSSION GROUP SESSIPN -~
Development of Recommendations for Natlonal Task

Force

DISCUSSION GROUP REPORTS
Response by the National Jask Force:: Helen P.
Cleary, D.Sc., Associate Professor, University
of Massachusetts Medlcal School
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Introduction °
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Digcussion Group Summaries '
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Participants in‘the Birmingham conference expressed ‘both enthusiam
about their progress anj'support f8¢ continting igiJROIe leineation
PrOJect. The section of these proceedings entitled "Recommendations of
the Conference" demonstrates the eénsensus of‘the participants on -
several 1mportan§ issues, In contrast, this section presents summayies
of. group discussfons that pinpoint those issues requiring further
debate.

For exampﬂg the issue of balance between process and content
appears to be basic to different conceptualizations of the role of the
health educator among the profea!lrs of health education. Phis is
probably the’ major issue that must be resolved in the curriculum
aevelopment phase of the Role Delineation Project.

. “"S

it ia important to identify areas of both agreement and disagree-

A

ment so that members of the profession can better understand the posi-
tions of their colleagues. These tepics are appropri;te bases for
discussion at local, regional, and national meetings of professional
organizations and for articles-in profeSSionab Journals,\\Moreover,
airing differences is the best approach to resolv1ng them, wherever
resolution is pOSSlble. And despite the variety of views expressed in
Birmingham, it is clear from both the findings of the Bethesda con-
ference and, the recommendations of this conference that commonalities
are greater than differences among branches of the health education
profeSSion. : c

" Each of the 20 discussion groups met four times. ‘Specific
questions were posed fog consideration during each session. However,
'since other, related issues were raised during the discussion of these

2
] <

<
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questions, we have reported the groups' comments according to the

general topic. Those areas of consideration are: K
) C : ‘_( .
I. The role of the generic, entry-level health educator

~ (as published in July 1980 Fogal Pblnts) ) . )
¢ . |
II. Certification of the health equcator . Cs \
I1I. Program accreditation °,
IV. . Instltutlonal implications of role dellneatlon and
credentialing ]
< -
V. Personal, implications of, role delineation and < -
credentialing 1
VI. Health educators and disease prevention/heal ’
promotion objectives for the Nation
VII. Miscellpnequs. ) ?
?he charge for dlscussion in Seeilon 4 uas ,to formulate recommenda-
,tions. Slnce the outcome of that gkssion is presented in the Conference [
Recommendationsg’ section of these proceedings, we have not included a
: .report of Session 4 in this section.
- The differences in tone and content of participants' comments are . ) : ‘
essential to understanding the current status of the health education )
profession as seen by its membeps. In an attempt to preserve these ricﬁ//
data, we have selected representative_comments for reporting and have -

kept editing at a minimum, " . \\»

y/’f%»/@@uudﬂ ’ ?KL Aé«wm |

<, Helen P. Cleary, D.Sc. . . Phyllis G. §nsor, Ph.D.
Associate Professor Assodiate P sor
University of Massaehusetts Towson State University
Medicdl School '

N, -~ .
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QU*LS Discussed

Segsions 1 and 2:

, - (8) Do the responsibilities and functions described in the role
v delineation documents acgurately apd adequately describe the
’ rale of a generic (i.e., all setti ) entry-level health
, educator?
o~
(b) Do the skills and kNowledge, described in the role delineation
document accurately and adequately describe -the role?

(c) How can role delineation for health educators be linked more
closely with national health goals, for exampIe, as identified
in Healthy Peop1e7 '

2

Sesgxon 3~

(i} What ‘ the current resﬁonsibilities of your training program .
for the*credentialing of your gradudes?

+(b) What optjons or opportunji‘és do ydu see" for your institution
and other.instftutipns in Qealing with credentialing of health

educators? )
(c) Which factors will fac111tate and which factors will hinder ¢
individual institutions gr groups of institutions in dealing
with the credentialing of health educators?
’ s
“u. (d) What problems do you see in conn;\F“on with accreditation of.
. academic health education programs7 What solutions do you 'see
for these problems? ‘
A
- (e) What are the personal responsibilities to the individual )
‘ ’ health educator or teacher of.health educators in relation o
credentialing? : . . ]
,or (f) What is the responsibility of training institutidns to
' national goals? ‘ ¢ .
L4 , \ i
. “ *
, Session 4:

(a) Do we want to recommend efforts be continued to develop a
credentialing system for health educators® If not why -hot?

- - (b) What specific digections should the credentlallng process take
o in the immediate future? //// P
(c) “what providers should be considered in the planning of next
., steps? . . .
/ - (d) .How should the .Task Force relate to, communicate with, or |

involve training institutions? . . ,‘

~ (e) "Are_there srcea of fundlng that should be considered for
sy next stepsa? . . V! g

: , 1k

-

A

~ 2. ~
~ [
. L
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THE ROLE" OF THE GENERIC, ENTRY-LEVEL’HEAL%H EDUCATOR (AS PUBLISHED

IN JULY 1980 FOCAL POINTS)

There were nu\rq_jmments about the draft ?documeht than
Detai

gny other topic discussed at the conference. iled suggestions’

. such- as changes in wording are not 1ncluded here. These have been

submitted to the Role Verification Working Commlttee.

. /ﬁ
General. Comments

Appropriateness of ﬁEptTy Level"” Across Settings

1. Almost”all the responsibilities and functions are identicel
with those other profesgions would claim™~Yeng., commdﬁicating,
administrative functions, etc.).. The proeesses‘end ¢ontent, are
largely shared with all educatbrs, social workere, etc. What
really distinguishes health educators from othere?

- ¢

2. The role as defined expects too mech of the school health
edgcator. ) R

3. Some responsibilifiee are not pertinent to patieht and school
health educators,.and all responsibilities are not equally

important.

4, The examples refer primérily to commurity settings. School
health educatosi might be better able to identify w1th the
document if more examples pertalned to education settings.
Community or public health jargon increases as the document

[
progresses.

1Y

. /‘
. '

Value of Role Delineation

1. The role delineation document could be<helpful to'the field,
e.g.t in making the case for adequate faculty and training
resources within universities and colleges; as the basis of job
'descriptions; in educatipg employers; and as af"Flexner Report"

to improve the quality of health education training.

"

12
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B.

Additions to the Role

» e . »

. ~
The role delineation documeqt should be the basis for develop-

ing'étandards of practice and for a certifying examination.
L4

-

e

‘ . ~fleed for Advocacy .

.

There is a pressing need to convey the fble/:gngunctiohs Ao’
both employers and administrators ‘Qd other ‘decision-makers- in

.training institutions.

-

How will the role delineation document influence employers and

their hiring practlces7f.Can it be used to encourage the- h1r1ng

-

of trained and eventually certified health educators?

<

2.

4,

frame of Reference
Cew 1e

The modt serious deflclen01es 1deht1f1ed in the document were:

Yack of a conceptual framewofk, spec1flcat10n of assumptlons,

) and/a statement of tgp phllosophlcal and scientific base of

practice. ‘As it stands,’ the document risks being overly tech-

nical and present- or1ented- it is an admlxture of ﬁﬁﬁgékeeplng

and high-level respon91b111t1es. )!

The areas of responsibility, functions, skills, and knowledge,

although perhagb generally useful in beginning to delineate the
role of the health educator, may be overl7 technical and

mechanlstlc.

’

-

A glbssary of terms should be included with the document. It

should define terms such as planning,. budget, and implementa-

tion, using examples from heal h educatLon practice.
4)”

The role should be rewritten to focus on serving people rather

~

than on program,

13




* 8.

10.

11.

1.

AL ]

- 2.

t

' . "

The*role needs greater emphagis on 8kill developmenf and .

greater specification of skills. ‘
’ LN , .

Fmphasis should be on the facilitator function rather than on

service delivery function. ]
L 4

The role needs to-conQey,that heélth educators do net work -in a
vacuum but relate to and ipteract with a variety of social

systems.

o

y

The role as defined seems to focus on the health educator as 'a

transmitter of information and omits the social dynam%gs of the

—

role. "~ . -
£ T ) LY

The role does not address the issue of’public accountability.
It overemphasizes process ékillsh offers little on.inter-

personal skills, lacks a philosophical component, and does not

addreas the issue of health educators &s role models.

e ]

Professional ethics should be addressed in thg role.

., .
.

N . N -
4

" The task analysis strategy on,whiéh the rolsidelineation is

. based is questioned. g

o

——

- Content .
School educators were concernéd,tdiz\;o content areas were men-
7
. tioned in the document. Nowhere is there reference to health,
"disease, physiology, smoking} nutrition, etc. "Process" -

dqm%pates. meshing of content ani‘ifocess needs to occur.

Health education deals with health promotion and disease pre-
vention. Neither is visible anywhere in the docum®t. vYet. \‘
- this is what separates health educators from other profes-.

sionals who may carry out similar functions.

~ or , . k

.
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“Co

There is no reference to the need for knowledge about the

medical care/public health system.

s A -

4. There is no reference in the role to the impact of systems on
~ the functioning of hhe health ‘educator.
-,
Suggrviaion
1. There should be reference in the role" to the need for.super-
vision of an entry-ievel health. educator.
2. Skills and knowletge for the entry—lev?{/health educator should

include those that could be ﬂirfprmed autonomously, i.e.,
without supervision.

Concepts Related to the Role

Entry Level

.

1. There is a need to provide further clarification of the term,

"entry level.") The definition in the initial role specifica-"-
tion is confus1ng. It must be defined more precisely before
ong cafl examine areas of.sresponsibility, functions, skills, and
khowledge.

~

The role as de11neated is an accurate description of a generic

N

health educator, but it goes beyond entry level.

is reagsonable for an entry-level health educator. However, the
’akilla neceesary to carry out these reaponsibilifies could not’
possibly be acquired in a baccalaureate program.
..
4. There should be an indication of the degree of proficiency
expected of an entry-level pepaonwinvreapOnaibi}itiea,

“functions, skills, and knowledge. ~ .

/s

[
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Each of the responsibilities in the role delineation document,//




. f
. ¢
v

a 5. It is dlfflcqlt, if not impossible, to prepare an entry-level
health’ educator for alfaggttlngs.

¢ . »
. “ . é .
v 0 . i o . .
: . ﬁ‘ Generig P
1. Can there be a generlc,oentry-level health educator? The posi-
tions health educators have are so diverse. Would a generlc

educator be "a jack of all trades and a master of none"? e

2. There is a common thread that "runs through" the practice of
. health education in all settings. T .
. ) - | . %

Specialization/Career Ladder

-

1. The concept of beginning with a Eeneric'role is acceptable.
However, a mechanism needs to be established to accommodate a
specialized focus in practice.,
A
. 2. There is a need to categorize responsibilities, skills, and

knowlédge\by levels of practice.

3. Does :iﬂgpould a Mastef{s degree connote specialization? ~ At
this fime, it is questionable'whether one can differentiate
between a Bachelor's and a Master's graduate in ‘terms of

knowledge and skills.

/

. . _ .
4. Consideration must be given to a professional development

' ladder. The requirements for the Bachelor's an ster's ;
" degrees need to be differentiated.-

II. CERTIFICATION g

. Comments on certification of the health educator includedi
" (a) thoughts about the process, (b) consideration*of the value of -
~. certification, (c) concerns about the quality of a certification

examination, (d) the cost of retraining faculty, (e) the support

- - needed both within and outsidesthe profession for Bn effective

cert;.ifyir;g process. .
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A.

1.

grandfather clause.

Process »§ ~ ., .

Factors that will influence the certifying df health (

. educators include: cost io the individual or institution;

conflict with existing regulations and/or:requirements'of a
State dgéﬁéy or institutran; Ehe«employaﬁility of progtam
graduates, that is, certified Versus hoﬁ-certified° setting
standardh that are valid ‘and appropr;ate& dealing with
lawsuits from students who do not pass the examination; the

need to’ educate prospectlve employers; pressure from -
third-party. payers; and the strength of a professionali"

® @

organization to facilitate the process.

¢ ! " ) \

-~ -

: o
Volunfary certlflcatlon is the preferred method. After a

per10d of exper1ence, the»health educator would be eligible
to.srzf?or the examipation, which should both have a - ' °
generie base (core)_and provide"for a epecialty track.

This metﬁzgawould eliminate the problems inherent in tying(

certifica

PO

n to‘graduathn from a Bachelor's-level
program. - '

The certifying mechanism‘thag is or might be aevéloped
should be voluntary rather rynn mandated, w1th control, ™ -
authonlty, and resporisibility in setting standards restlng
with the profe391on. Further, it should provide for a

[

A baccalaureate degree in Health Education should be
required at the pre-service level befere"the educator is
eligible for certificatidn.

Since certification of heaith educators would be a national
program, reciprocit} among States is not an issue. How-
ever, since school health educators must be certified by
the States in order to teach; feciprocify in this area

would be desirable.

¢

27
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- 2. W111 ertification make the health educator more .
employable? )

\isgtiij’S?OtBCt the public? .
/ &

4. 1Is certification the "way to go" at this point in history?

3. Will certi

What are the dangers or unintended negative effects of this

~Ne
process? ; .

. 5. Certification of the health educator is preferablefzo /
- » accreditation of a program. It is less expensive and
, easier to accomplish. o
- PEAN
6. Some type @f certification %P needed. The contribution of
the health educator vis-a-vis other professions must be

identified and receive a stamp of approval. C

7. .How will certification affect liberal education courses at ' -
the baccalaureate level? Will professionalization narrow
T e . the educatlon when openness to ideas and creet1v1ty is

needed in heelth education?
Q

C. Examination ',

€ : 1. Concerns over the certification exam include: Who does the
. "testiﬁg? Who develops the test? What kind of test should
be used, and how will skills be examined? An examination
-may be necessary but not sufficient in determining

competency. | - ( ) )

D. Cost

s hd ’

1. The cost to institutions for meeting standards for certifi- \\v,~

cation of graduates needs to be considered. The training

[ ] 18.;.' (/
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e

" of faculty to qualify at the entry level for some of the
) gkills and knowledge will be.a major expense.

_ E.  Support Needed ‘ e ‘

I.. There is a need to educate'pélgcy-makers, employera, and
. consumera about certification in order to gain Bupport.'
] 7
e ) 2. - An effective certifying process demands a united profea-
sion. Can or will health educatora,comg QE?ether to aupport

| this effort?

i o ,
¢ - : 4
. " III. PROGRAM ACCREDITATION - .

e

The diacusaion about accreditation was not extenaive. .
f Thoughta were expressed about: (a) program accreditation; (b) the
link between accreditation and certification; (c) the value of

L
- accreditation.

. A. Program Accreditation

1. A major problem with accreditation is the financial burgden
and the difficulty of convincing adminiatratora tﬁét ‘
f programmatic accreditation is worth the e;pense. For many
' institutions programmatic,sccreditation would not be

acceptable. . s ’
2. 1If there is programmatic accreditatioﬁ, it should include

-a large self-atudy component and should not be under the

auspicea of any one of the existing accréditfng or

professional orgaq}zations. '

E
, 3. At the program levdl, recognition may be Wmore appropriate

than accreditation. Recognition by a proEpesional '

association, on a voluntary basis, would be leaa expensive
-

than accreditation.




- IV,

A j

" 4. The current programmatic accred1tat1on proc%fs 1s unfalr- . v
programs in schools of publlc health receive acaredltatlon v
if the school is accredited. Programs in non-schools of _
public health must go'through a rigorous, time-consuming,
expensive process'to receive accreditation.
5. North Carolina has a voluntary rggistrgtion program of !
gradyates of "approved" schools. A sclool accredited by .
some formal body fulfills the criteria for "appfoved." .
B ) - . \
B. Link Between Accreditation and Certification S .
1. Students should be able to be certified even if the health .
education programs in ‘theirvschools are not accredited.
2. A student should have to g;aduate from an accredited
program before being eligible for certification. '
C. Value of Accreditation
1. Program accreditation is a requiredlent for receipt of - ’
Federal funds. i
-7 5
IMPLICATIONS OF ROLE DELINEATION AND CREDENTIALING
FOR INSTITUTJONS
The comments o’n the implications for institutions of role -
delineation @nd credentialing fall into four categot1es.
(a) institutional response to the process; (b) the effect of role
delineation and credentialing on institutions; (c) institutional
responaibilit} to health educators; (d) responsibility for the w
institution's health education program. 4 ; oo
A. Institutional Response - f-\\a\
1. There is a need to dEveIop a specific credentialing /]
mechanism in the Field of health education that prov{Les

standards for the preparation and practice of health

20




~fducators in any éractice setting. Despite eohsiderable

barriers to credentialing, once a single mechgnism is
developed and accepted, institutions and individuals would
commit themselves to ovgrcoming'bar;iers such as costs in '
order to enaure that quality and standards in health
‘education are being upheld.

Inatitutions may wish to a\;oid the issue of (upgrading
training of health ‘educators. . Reduced enrollment is a
strong possibility for most iﬁétitutiops. Quality control
of health education offerings has the potential for
further reducing enrollment. The temptation td.ignope the
latter may be great for some institutions. '

Effect of- Credentialing and Role Delineation on Institutions

1. Credentialing may force training ingf{tutions to develop
stronger programs or, if they are unable po do so, to
close shop. Therefore, credentialing should be entirely
voluntary, with no stigma attached to institutions that
cannot lfve up to prescribed standarq3;

The credentialing process will upgrade the quality of

programs and may force‘jjjgznﬁl’Pfﬂgrﬁﬁg’zb termina;;.
. R

-

Most Bachelor's-level programs are weak in the behavioral

sciences. Many faculty in departments of health education '
‘ Lar;~;;t,trained to teach process skills. Linkages with

other departments‘(an iqterdiSCiplinary faculty) are one

way to deal with this issue.

Ingtitutional Responsibility to Health Education Practitioners

articipate in (promoting, sponsoring, cosponsoring)
continuing education programs for the practitioner, and

monitor the quality with rigor.h

§




D.

2. Sponsor regionalgmeetings to encouragé more participatiOn
and discussion of the role delineation and credentialing

-
processes.

3. (Organize statewide committees of all institutions to '
assess options available to students, e.gs, transfer of

courses, the consortium approach, etc. These mecﬁénisms

caf make use of scarce resources and provide content or
’

skill training 1ac}ing in a given program.

= -
. .

Responsibility for the Institution's Health Education Program

1.* Consider the quality of their programs and teachers. .
Faculty must qualified.

'
»

" 2. Not overextend their resources to ‘develop a community

health education progrém, and thereby destroy a good

school-oriented program. . L

3. Look at program honestly (aifficult) to determine whether
. they are preparing health educators for settings in which
they are really needed. '

e
-
1

4. DeQelop qQuality assurance mechanisms including advisory

J bpards, use of existing standards and guidelines,. careful

~ selection of field supervisors.

/ )

5. Begin to use the role delineation document in a positive
way, €.g., 88 a curriculum guide, whiie the prdcesses of
‘verification and adoption aré going on at the nationsal
level.

s
€. Compare current offerings in health education with the

requirements of role delineation.

s
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10.

11.

\/\

Develop a pilot currichum for skille and knowledge
required by role delineat¥en and: for the generic health
educator.

<
Conduct faculty in-service training; discuss options:and
opportunities related to'credengialing. ‘

’

Share experierices in gearing Up'%or credentialing with

~

vy ,

o — -

other institutions.

Advocate . the credentigling proéqufiith State certifying

and standard-setting agencies. .

Determine the critical faculty.mass needed to train- an
entry-level health educator. '

~
’

PERSDNAL'IMPLICATIONS\PF ROLE DELINEATION AND CREDENT IALING

The comments on the personal implications af role defineation

and credentialing fell into two categories:

(a) the individual's

responsibility to work with others; (b) tﬁe 1nd1v1dua1'a responsi-

b111ty to 1nprove and/or’ update his/her akllla and knowledge.

Individual's Rbaponaibility to Nork With Othera

(

- 1.7 All attending the conference must ehare with faculty and

/ admlnlstratlon in their unlver31£1ea what occurred at the

conference, what has beén done, and what has yet to be

’ accompllahed in role delineation and credentialing.

2‘.

4

u

Work with admin}atratogébt0°;éﬁove barriers suth as

“restricting tourse offerings thatbmay be essential for

certification or needed for continuing educatjon.

.

Organize state and/or local groupe to dlSCUB&, promote, and

L€ 3

implement credentlallng issues.
~

~
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B, Individul Initiative  ° . N

( 1. Faculty should have a posif;ve.attitude regarding ..
credentialing, emphasizing cooperation, compromise, and

~ -

communication.

\
|
\
l
* 2. Faeulty have a responsibility to meet the standards, as i |

deﬁanded, in the future and’}o revise curriculum

a
<

accordingly. ' Y
/
3. Individual health educators must continue to grow profes-

sionally. Continuing education is one mechanism for _4

- professional growth. ) . -

4. The role delineation document can be used for self- and

rethinking (we are not critical enough of ourselves).
’ 4 '

&

departmental refiew. It requires that everyone do some .

5. Faculty havé a respon.lity to keep up to date, i.e.,
.upgrade their skills and knowledge especially as these

relate to process.

.

VI. DISEASE PREVENTION/HEALTH PRUMOTIQN OBJECTIVES FOR THE NATION

- Discussion on Objectives for the Nation included the following

categories: (a). the value of the document; (b) the relationship of P
the document to role delineation; (c) the effect of the document on
/training'programs; (d) the contribution of the health educator to

meeting the objectives.

:
i

IS

A. ~ Value of the Document

1. Promoting Health, Preventing Disease: Objectives for the

’

o Nation should be used to determine’peiﬁifent ébqtént of

the generic, entry-level health’educator needs. The,

information in this document wotild also be usgful T

determining the types of continuing education needéd by
4 i




i
'

j
C.

practicing health educators. This document and Healthy
People provide thé content the role delineation document
lacks. ' ‘

s

Healthy quglb can provide levérage for creation of

priorities for coursg requirements for health educators,
undergraduates, and graduates and for contfﬁuing education
courses. Some, however, preferred local autonomy in
deciding on priorities for courses.

-

3. DObjectives for the Nation can be used to build linkages

between héalth administration, fealth promotion, and
health education. The needs identified in this document

justify the work of the' health educator.

-

Relationship to Role Delineation //ﬂ~

. {
1. The areas of responsibility in the role delineation

document should be preceded by a statement that indicates

the application of these responsibilities to the national
. health goals. Also, the examples in the document should

relate to the topics included in the national health

goals. , '
Role delineation efforts integrate logically with the .
thrust to meet national health goals by 1990:

-

- Effect on TrainingﬁPrqﬁrams

1. The Objectives for the Nation are gategorical. Is it wise
to train health edicators on categorical lines, losing:
sight of our overall goals and mission? Health- is’a
generic, not a categorical, concept. There.is or should
be more to health education than striving for feduction of

morbidify and mortality from specific diseases.

»
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VII.

Institutions training health educators need to focus on

the 15 areas in Objectives for the Nation, perhapSfi

eliminating some topics”in our current training programs.

’ »

D.  The Health Educator's Contribution
1. Health educators have a definite contribution to make to -
thgﬂggggmpllshment of the prectlves for the Natlon.' ,
TQerefore, the health educator should be equipped to
contribute to these goals and health promotion (beyond
the medical model). .
2. It is important to define realistically the health
educator's contribution to the national health goals.
3. The role school health educators can play in meeting tHe
national health goalf™heeds to be articulated.
MISCELLANEOUS
‘ ~ .
A number of comhents made at the conference, although related
to .the major issues discussed, dé not fit under the headings in
. this summary. These include important ideas covering a wide ‘
range of issues. We have reported them separately as follows:
(a) marketing the credentialing process; (b) continuing education;
(c) ethics; ,(d) academic freedom; (e) curriculum issues;
(f) linkages among branches of the profession; (g) updating the
role; (h) professional control; (i) international effect of the
role; (j) value of crédentialing; (k) teacher certification and
role delineation.
/ * ) .
A. Marketing the Credentialing Process *
"1. With a new generation of leaders who are ready to see what
we share rather than how we differ within the profession,
the time seems ripe for uniting health educators. How-
ever, the major task will be to "market" the concept of a
) . 26
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consolidated WSioﬁ, role delinea-tion', ’creden- , T
tialing to the members of our profession. This "market- ° ’
ing" muqt receive special attenti?n. It should be médq . ~
. - the-responsibility of a special committee charged to s

v develop and coordinate strategies for this matter.

. » .
. » v

2
1y

B. ‘Contiﬁﬁing Education ' f

1. There is a need for a system of continuing education‘
a¥ailable to all health educators. Credentiéling will
force continuing education for practitioners and

\ academicians.,

.

~ L\C Ethics ) - '
1. How-do we ensure that the practice of health education is
‘ . ~
ethical? * - N oo . .

)

. D. Academic Freedom

1. There is a need tg;szE; for)regional and institutional
' discretion and freedom of individual faculty members to °
make judgments about preparation needs within the overall -
missioos; of their schools and__.gaﬁartments.

2. Is there a danger of violation of academic freedom by
promoting role delineation, i.e., the possibility of tying
institutional funding to a curriculum based on the role as
delineated and verified, if this curriculum ill fits the

institution's miséion and intérpretation of preparation

. ~needs? N . ..
~ ~ - - ]
3. We need to be aware of the danger of a vocationally
N ient chelor's-level program. ; .
orien ?d/Ba vel p ‘g : N -
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£. c(é;iculum Isaues

+*

i i

1. Attéhtiog muat be given in curriculum development to

' env1ronmental influences on health statua aa-well as
1nd1v1dua1 reaponalbillty for health ﬁtatua.

2. A requlrement that the geﬁbric; entry-level health- éduca—

tor have both teacher training experiencé and a communlty

internahip may contribute to greater compat1b111ty ‘between

-

v theae two branchea of thg profession.
L4 ’ * '

Y r.\ ' ) o~ N ' Ut

F. L1nkagea Among Branches of the Profeaaion L

’ :9L needa to be a liaison between departhenta of R
s ation and departmenta of public health at the State

1ege1 to coordlnate‘health education programa.

6. Updating the Role

- .
e,

1. _la theee an underlying aura of protectionism in the

s _ credentialing proceas? -t

) . 2. Is there a need to control the ndmber of compunity health

‘_educatoia who are trained?

B

.‘ h .
I. International Influence

L} .
- 1. ,Hba£igmpact will role delineation have of other countriea

¢ a i * that prepare their health educatora in the U.S.?

-

LA Vq,i 2 of Credentialing A
o . 1. Cre&éntialing would give h;élth,educétion identity and
- statua. . '
. - ' ‘
h T ‘ (
. RV ) - .
1 . ’ ¢
Y & -
v 4




K. Teacher Certification and Role Delinestion

. 5 WA -
( . ;i;/fté%sideration needs to be given to recongiling the role )
wb .-

as delineated with the requirements for ‘State teacher ~
- ’ : »

certification. The. latter differ among States, but all -

require specification of content areas. The requirements

. for teacher certification of some States may be in
. conflict with the standards being set by role delineation.
'A;‘ L)
. » . ‘
» |- . , ‘
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_ Conference Recommendations
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Conference Reéommenciations .

=

Participantg in the Birmingham conference worked in 20 groups of

’ 10 to 12 members each, and all contribﬁted to the recommendations that
resulted from the group discussion. Each group selected three recpm- ’
mendations to represent the most urgent Yssues considered. * These issues

fall into six categories: . '

-

[ . '
¢ . Continuation of the Role Delineation Project
. Additions to the document

., Definition of mission and conceptual framework

. Credentialing xﬁ '
- Communications\and marRetjng
. Professional gpganization. : o

N2 »

AN UV & W N -

Comirunicatipns and marketing within and outside the profession
elicited the greatest number of recommendations from conference
participants. Several of these. recomhendstions called for state and/or
regional meetings or workshops Eg¢acqualnt others with the process, to
keep the profession informed about the process, dnd to contribute to the

¢ -

process. ' " i {

-

-

We urge training 1nst1tut}ons‘fnd professxonal organlzatlons to
take the lead in rmlngi OR
reglons. The volun

strong ev1dence of 1nterest and commltment by the-profession and a forum

for ‘feedback from practltloners ahd academicians about project

"activities.

The following list is a summary, by subject area, of the

iy

predominant recommendatlons made by the 20 conference groups.

/ * * ! -
3 4
~




CONTINUATION OF THE PROJECT .

. Nine recommendations favored continuation of the project; six of

the nine directed the Task Force to provide leadership for the

continuing effort. The recommendations as summarized are:

1. That the National Task Force be directed to ‘continue efforts

toward credentialing.

o

a. Continue sponsorship by the National Center for
Health Education to preclude interruption.

'b._ Raise funds from ‘the professional constituency to
, assyre support from that constltuency in the -
continuing gfforts.

%
L4

2. That the conference endorse the concept of role delineation

for health educators.‘

3. That the conference endorse the format and process being

followed for role delineation.

J
N

A MISSIOQ STATEMENT AND A PREAMBLE TO THE ROLE DEFINITION

Three of five recomméndations specified concepts to be included in
a preamble to the role def1n1t10n. Two recommendations called for
two mission statements, one dealing with the profession's contrl-
bution to the goals of the nation and the second, with the needs
of the prnfe591on. The recommendatlons as summarized are:

. »

1. That the Task Force supervise the development of a position
papef detailing how health educators'wili contribute: to meet-
ing the Objectives for the Nation; that the Task Force seek
endorsement for this position paper from poljcy-makers, !

consumers, and other professions,

\ ) ~

’

eg-
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.

2. That the Task Force draw up a mission statement including the

.concept of Hezjth education ‘as a single profession and a plan

for credentia ing to apply to health educators in all

.

settings. . -,

Continuing education need% s8hould be specified in
the plan. - '

Legal liability resulting from defining our "scope
of practice”" should be addressed.

»
.

That the role delineation document include a statement of . .
» .

philosophy and assumptions underlying the role definition and

the objectives and of the conceptual framework of the role

definition.

ROLE DEFINITION AND VERIFICATION

Three of the five recommendations concerned acceptancg of th%.

role, as described,- for an entry-level health educator; one

addressed the need for a definition of "entry level"; and one
" suggested a way to involve members of the profession in the

verification. process. The recommendations as summarized are:

1. That the role as delineated be revised to be more realistic
for an entry-level health educator. It is too sophisticated
for that level. .

-

a. The role/aefinition should be more geﬁeral so as to
permit flexibility in implementation. r

»
b. The role should include a "core" common to health
educators practicing in all settings.

That "entry level" be defined. This definition is critical to

acceptance of the role definition.




IV,

\\

3.

That the verificdtion process begin with instit
followed by review by (relevant groups) at the state le
and then by regiona} conferences; the regional conferences

would give feedback to. the National Task Force.

CREDENTIALING ISSUES

There are four categories of recommendation on credentialing

issues: accephance of the concept of standards for the profes-

sion; characteristics of'the certifying process; structure of a

credentiaiing organization; and the need for more data on the

costs of. .credentialing and health education manpower needs. The

recommendations as summarized are:
-

1.

' v
That professional standards be established.
That the role delineation document be used as a basis for the

development of "standards of practice."

That credentialing take the form of voluntary certification
administered after a certain amount 0f experience and
represent a person's achievement of an acceptable standard of

practice. -

a. The certifying examinat{on should both have a generic
base and provide a specialty track.

b. Certification of community health educators should be
separate from that of school health educators
take place one year postgraduation, after full- time
employment . o

c. Certification should provide for a "grandfather" clause.
Thaf the National Task Force, representing the eight national

professional organizations and the representatives to the

Coalition of National Health Education Organizations, deéign

56/
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L 3
and implement.a formal, explicit process during-which the
professional organizations will consider and present recom-
menq;bdons for a ﬂhified vehicle to implement a national

credentialing initjative.

5. That more data be gathered about the cost of accreditatioﬁ/
certification in all settings about health education manpower

needs. «

/ ’ ’ 1

V. COMMUNICATIONS AND MARKETING WITHIN AND OUTSIDE THE FIELD

Twenty-four recommendations on communications and marketing were
made. . Eight of these were addressed to the need to inform others
abput the project and to involve a number of non-health educators
.in the process; seven recommended additional conferences for
ingtitutional faculty and for practitioners; six called for °
dreater involvement of health educators in decision-making related
to the project; and three specified certain kinds of communication

within the field. The recommendations as summarized are:

’

1. That the communications network be expanded to include admin-

istrators, {employers), certification personnel;iﬁ State

+ departments of education, and consumers.

a. As the pro}ect devélops, engage appropriate experts,
e.g., curriculdm and evaluation specialists.

b.” Establish increased visibility as a result of the

expanded network.
-

-2. That a dialogue be established among academicians, practi-
tioners; and employers -to discuss credentialing issues.

3. That publicity be encouraged in business and 1ndustrial
Journals, women's/parents'- magazines, etc., regarding the
relationship between health promotion and role delineation/ *

_health education.

/-\

i




That the Conference of Institdlione Preparing Health Educators’

be geconvened in- 1-3 years to reaffirm the commitment of the
participants and to keep them informed and involved, and that
in the meant1me, the work of. the Birmingham conference be 3
“continued on a reg*onal basis, involving younger faculty anﬂ
more grase-roote" people.

. e
That funds be solicited from health agencies and_ industry to
convene a conference of practitioners.
That etate aeeOEiatione and‘o}ganizetieee sponsor workshops
and seminars to inform and stimulate discussion about role

delineation and credentialing.

Training institutions and practicing health educators
should meet at least regionally to provide a system
of checks and balances for the proceedings of this
conference and the credentialing process.

AN
That leadership on the Task Force be broadened to include
professional preparation inefitutione, Criteria for selecting
institutional representation: region, specialty, size of
program, representation of private and public schools.

) [
a. Special efforts should be made to involve programs
focusing on ethnic minorities.

Tﬂet leadership on the Task Force be brpadened to include more
practitioners and non-health educators, and that input from '

practititners be sought at each etige of the project.
'

e

That etrateglee be developed for marketlng the concept of cre-
dentialing among tra1n1ng institutions and the leadership of

the several health education organizations.




’
o - P y v . .
- That each participant in the Birmingham conference act as a
communlcatlons link with, colleagues ‘and training programs in

his/her area. -

4

11. That a voluntary ad hoc profesalonal group be 1dent1f1ed,
1ndependent of the Task Force, to collect feedback from
1nst1tutlons regarding pilot act1v1t1es undertaken based on

. the role dellneatéop document. This group‘ihould functlon :
immediately and assemble within a year to rtview and catalog

/
the information--i.e., teSt instruments, faculty meetings,

H
curricula changes, et The ad hot group should report to

the Task Force/Coalition.

ONE PROFESSIONAL ORGANIZATION : .

Five‘of the seven recommendations called for a new national
professional organization, and two suggested the-unification of

“

the "old" orgenizations.into a gingle association. The recammen-

L4

dations as summatrized are: -
1. That strong consideration be given;to forming a new national
~professional organization to correct the fragmentation now
existing among eight professional organizations.
ot . fe ¢ . )
2. That efforts be pursued toward unifﬁcation of the several
organizgtions of health educators into a single association.

L4

v
OTHER

1.. That review and consideration be givgn to what may be the
wider social changes (i.e., post-industrial social realities
like,demographic shifts, role of the family) in influencing
the special role of the health educator. (This recommendation
will erred to the working comnittee for the third phase
of the\project, i.e., the curriculum development phase.)




. \k‘.'

T 2.

That the National Center for Health Education begin an immedi-
ate job search and teferral serQice. Job opportunities in all
‘settings-,community, school, and medical care--would/could be
sent to NCHE, and graduates could-pa§ a small service fee for
this generic list of available positions at all 'levels, i.e.,
B.S., M.S., and Ph.D. (This recomméndation‘has been referr?d_;'

to the National Center for Health Education.)

4
[y
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" Professional Preparation: An Historical Perspective

William H. Creswell, J{.\, Ed.D.
Professor of Health Education
University of [llinois

o "
The following statément might have been issued ag a chd‘ge to this
_role delineation conference in 1981:

| I '

Recognition of the need.for greater clarification of
the role of public health educators--and for more
adequate preparation of these professional workers--
provided incentives for th1e study.

]
.

But, in fact, did this sppesr in 19817 No, Robert Bowmen wrote
‘thfe“iﬁ'1958;féé'é'ﬁféféfé”tﬁ E”éfudY"fﬁﬁt“Qé"ﬁhH édnductéd‘during the
period of 1953-1956--over 25 years ago. It might seem, therefore, that
the f&eld of health education is either endlessly repeating itself, sor
else standing still. Instead, a study of the history of tne last 40
years revealefagein the validity of Shakespeare's familiar line, "What's
past is pr&logue.“ A professional colleague (Sheps, 1975), writing
about contemporary trends in public healthy states the concept in more

-

forward-looking terms: "In today walks tomorrow."

~

A study of history is revealing to ell of us because, while we have
been part of it, affected by events and decisjons, and gometimes even *
ourselves uffocting actions and changes, we have seldom paused to etudy
the meaning. As Ann Nolte (1981) has recently reminded us, h13tpr1ca1

research is not simply the recording of events, but is the giv1ng of

meaning, or the bringing of underetandlng to those éVents. Fa¢}§ and

information are products of a time perlod and geln gsignificance’ as they
are examined from the perspective of that time period.
. e
This is a persoqei perspective that, because of the constriction
of time, the purposes of this conference, and ﬁy own limitations, must
necessarily be a restricted one. Neverthelese, it is my hope thadt

this overview may in some sense help to extend your knowledge of our




-

T

4 » S

\\\irofeeeionel past--to gain new insight and perhaps gain a greater

L]

. *

appreciation of those factors that have shaped our programs, our pfac-
t¥ces, and indeed, are shaping our Beliberations this day .and-in this
conference. | : ’

i

My purpbse-is similar to that expressed by Theodore H. Nhite, the

been a witness to and recorder of 80 much of our recent history, from
1933 to date, he felt the need to try to organize the meaning of theae
evente. He was angry with himself because for so many yedra he had

neither paused nor dug deeply enough to enaeer the question, "What is it

really all about?" He began to think that it was probably more useful
to go back and‘think over previoue events than to go on and add new
observetione. I too hope that this effort to go back and analyze past

evente will edd ehlightenment to our deliberations here.
Mo : .

-Heelih education, as a profession, had its birth during and
immediately following World War If?\\gf course, the concept of health
promotion is as old as education itself. Many here are aware of the
developments during the first decades of this century, when, according

'journeliet, as eteted\in his recent book, In Search of History. Having

t 4
to Sally Lucas Jean, the term "health education" was officially adopted

ih 1918 to describe a new brand of education. This was championed by a

newly established group, The Child Health Organization of America.
However, health education did not emerge as a specia} field of atudy
until the 1940s.

B

To show more graphically the elements that interacted to form this

erofeeeion, 1 have prepared the following table, which might be called -

the "family tree"” of health education. As you can see, it consists of

two main trunke--communitf health education and school health education.

Giving “form and strucfure to these two areas (or trunks) are eight major

the Role Delineation Project of 1981. I would like to utilize this
figure to aid in my analysis of thoee events from 1943 to .date, summa-
rizing their contributions and their effects on each other (vertically)
and on the total field of- health education (horlzontally)

.events (conferences or reporta), listed sequentially, which culminate in

%,

h)

-

~



ROLE DELLNEATION PROJECT
t / R 19 | 8o -
COMMUNITY_HEALTH . . . SCHOOL HEALTH - 3
' 1976 SOPHE Guidelines ~ 1976 ASHA Prof. Pref. Repof®

1974 AAHPER H.Ed. Competencies

APHA - CPE B 9 AAHPER Certification
Criteria - Guidel ines Standards

1966 SOPHE‘Statement
\ %CHS PH ~
. Héalth Education ‘
. M . R v
© 1964 SOPHE Sub Outline : P

1962 " AAHPER-NCATE Format

Q

A e T
B 1957 APHA - CPE -

]

L4

" 1953 USOE Second Conference
-/
" 50 o . .
. 1950 AAHPER Pere Marquette

1949 USOE Firgt Conference

/ 1948 APHA - CPE 1948 AAHPER Jackson's Mill

L3
\ L
’ .

1943 APHA - CPE

R
fo

ngure 1. Professional P'reparatmn Developments in Health Education °,
- +During the Period 1940-1980, Leadmg up to-the Role ‘
Delineation PI‘OJeCt . . {

-

.

First however, let me refresh ysur memory of “the Role Delineation
-‘Projeét report and its aeven major areaa of responsibility. Thig t%
ahould provide g bagkdrop againet which an histoffcal view can. be

devoloped. Ve ’ . »
‘ al +
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\ : & ROLE DELINEATION PROJECT

(7 Areas of Responaibility)

. . 1. Communicating Health & tealth Education -
z . Needs, Concerns and Resources -

2. Determining Appropriate Focus for Health Education
(Needs) ‘ ‘ -

3. Plenning Health Education Profflms/Respdnses to Needs

) 4. Implementing Planned Health E@ucation Programs
[ - » - ‘
/ 5. Evaluéting Health€ducation : : L
6. Coord1nat1ng Selected Health Education Activities

tr . B Act1ng as Resource for Health & Health Educat1on

. .
. Figure 2. 7 Broad Areas of Responsibﬁlity3tommon/to the )Practice
' of All Health Educators

» - .

>
-

T <
The d;scussion of these past conferences and reports then begins
‘with community or public health education, followed by a review of the ) /
school health education-related events.. ¥ach area is presented in a
chronoldgica sequence. At céftain'ppikts, ¢he standards recommended

@ seem clear isézégﬁ to earlier developments, while in others,'a "
+ parallel or con porary'eJent seems to have exerted a major influence '

& - on the form and the substance of the recommended standards. At times
' developments in the two fields were closely linked, while in other P
QEPtH instances, the two fields moved farther apart both in philosophy a d*in
wx .requiremente for proqusioné{ preparatidh. /
//,//

' The first report to be discussed is the APHA's 1943 stat t on
. health education prepared by the Committee on Professional ;;u ation ’
(CPE). gncluded amorig the committee members aré&-some fam11 ar names-- ¥

. ‘ Clair Turner, Ira Hiscock, and- Henrydyaughan. To my know}bdge, this -was
the first APHA statement on qualificdtions and standards/for health

educators.,

i ¥ k
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The committee’s report included sections characteristic of all of
the CPL statements on educstional qﬂalificetions, such as functions,
,educational background, and knodledge and skills needed by health’
educators. While this was- s public heal;ﬁ éducation statement, it is of
interest to note that considerable emphasis was given to competencies
pertaining to the school Rgalth programg including teaching methods and -

curriculum construction.

~

. Five years later the APHA'B CPE published its next report, the
first one preparéd by a subcommittee.entitled.Healph Education. The
format was similar to that of the 1943 report listing key functions and .
educational chkground. (Emphasis was given to information digseminaf
tion functions.) In addition, seven major areas of competency were —
identified. At the time of this report, there were estimated to be “
460 health educators employed in health hgencies, with approximately
300 having completed graduate work in schools of public health.
Familiar names on this committee included Turner, Bauver, Derryberry,

Grout, Morgan, Southworth, and Winslow.

The next CPE report was issued in 1957.’ Again Dr. Turner served,
this time as chairman of the Subcommittee for -Health Education, respon-
sible for the preparation of the report. As before, there were simi- -
larities *between the stangards recommended in this report and the one in
1948. Howevér, for the fifst time, the fqnction of educationaf evalua-
tion was included. Qualification as, a public health educator implied at
least one year of graduate education in public health at an appropriate
institution. Undergraduste preparation emphasized (1) social science,
(2) biological and health sciences, (3) education and educational psy-
chology. . The néed for health educators was estimated: to be between six
and seven times the av;ilable supply. chers well known to us serving 4

on this committee included Arnold, Lifson, Larimore, and Yoho.

Becsuse there was a real spurt of activity in the mid-1960g, the
following reports are considéred as a groupt the 1964 SOPHE Sub ject
Matter Outline, the 1965 Schools of Public Health/Health Education

”

.}
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Report, and-the 1567 SOPHE $tateﬁent on Functiona and Minimum Rquire-
“-ments for'Coﬂ‘Pnity'Health Educatori. These three reports were
integrally related in the development of profeasional standards during
the 1960s. SOPHE was a growing influence in this movement, and the
aimilgrity of recommendations and Qﬁandards reflects the paéticipation

\

of a number of the same people.

L A comprehensive core.of health education competencies were

. developed that were tramslated into the recommended standards. Emphasis
was placed on theories of attitude and behavior change, communication,:
e&ucation, learning, and group processes. Other areas stresséd inclyded

®ommunity organization, planning, evaluation, and research. The culmin-

, » .
ation of ﬁhis activity was the SOPHE Statement on Minimum Requirements,

where for the first time, a differentiation was made between the levels
of function and knowledge for professiogale.prep red at the Bachelor's
and Master's levels. Ten major areas of functioh and areas of knowledge
were identified, reflecting the 6reviously ment4oned health education
core. However, it should be noted that this report also included two
subject matter content areas: (1) concepts of physical and mental
health and (2) health problems. . B

Actually; the 1969 APHA-CPE Statement is also directf&/iinked to
the preceding developments. This report is significant because it, too,
represented the cuimination of a great deal of activity'in the mid-1960s
‘toncerning the preparation of community health educators. At this
point, those institutions outside the schools of public health evidenced
.a strong ﬁnterest in having their community health education programs

| accredited. Not only was this accredited status important to the place-
ment of their graduates, but institutions also wanted to be able to

share in the public health.traineeship funds® The problem was that only

the schools of public health were accredited and no way existed, at the :

time, for other institutions to become accredited!

[ -
/

However, a solution was provided when the Public Health Service,
under the leadership of Dan Sullivan, contracted with the National

Commission on Accrediting, the predeckssor to the Council on

‘ ' .
¥ s
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Postsecondary Apcredit;tion'(COPA), to develop criteria and guidelines
for acereditation. The NCA appointed Ralph Boatman as project director.
Dr. Boatman had been directly involved with the recent SOPHE statement
and had served as chairman of the Schools of Public Health Report on

"Health Education. In December, 1967, in Washington, D.C., the NCA

hosted a(national conference as a first step toward implementation of.
the report. This Commission report included recommendations summarizing
all aof these recent health education’activities, including the previous

four reporfs and the deliberations of the national conference.

”\—*\\

SOPHE STATEMENT 1967 ’//

Functions and Requirements of>Community Health Educators

¢ . '
“0f 10 functions listed, they included:

e Participating in Policy Formulation

e Planning & Directing Educational Progra;s

e Analyzing Community Heaith Education Needs

. Imblementing & Coordination of Proéréms . i ’
_70 Serving as a Resource in Health Education

e Conducting Staff Development & Training

e Reporting _ ‘

v ) >

Knowledge, Concepts, and Skills:

1. Basic Concepts Physical & Mental Health

2. Health Problems & Services =
3. Determinants of Behavior

4. Basic Public Health Concepts & Methods
S. Health Education Methods P

6. Administration, Supervision & Consultation

4

7. Program Planning, Implementation & Evaluation

- = . A
-

Figure 3. Functions Identified and Areas of Preparation in the
1967 SOPHE Statement that are Reflected in Currently

Recommended Standards

49
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The 1969 APHA-CPE criteria and guidelines developed for the prepa-
ration of community health educators grew directly from the report sub-
mitted to the Public Health Service in 1968. Its criteria_not only
affected those institutions seeking accreditation for the first time,
but also established standards for preparation of all community health
education specialists. Marjorié Young chaired the'1969 APHA-CPE Task
Horcqvon Health Education. It is noteworthy that she had also served as

a member of the .steering committee working witﬁ Ralph Boatman on the NCA
/ .
reports. « ~
' -

The 1976 SOPHE Guidelines provides an introductory statement that
effectively sets forth the purposes and the methodology of the health

education specialist. . <
T

—_—

Health education is concerned with the health-
related behaviors of people. Therefore, it hust take
into account the forces that affect those behaviors, and
the role of human behavior in the promotion u©f health and

* the prevention of disease. As a profession; it uses
educational processes to effect change or to reinforce
health practices of individuals, fam111es, ?roqps,
organizations, communities and larger social.systems.
Its intent is the generation of healtb knowledge, the
exploration of options for behavior and change and their
consequences, and the choices of the action courses open
and acceptable to those affected. )

.4

The question of standards, certification, and licensutg was the

central issue, and the decision to use the term "gU1de11nes" apparentl%B

was made in order to avo}d forcing that 1s§ue. The' SOPHE report again
differentiated between the functions of the baccalaureate and the
Master's level professionals. The term "community health educator" was
dtopped in favor of "health education spe;ialist‘“ Because of the
increasing variety of occupational opportunitjes avallable, the term
"community" was insufficiently inclusive to describe these new roles of

’

the\health educator. ) : - -

Ve

Let us now move to the other side of our genealogy .and highlight
some of the school health developments, starting with the 1948 Jackson's

rs
7
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Mill Conference (AAHPER). Contemporary programs of professional prepa-

‘ration for school health educators originated, to a great extent, with

the recommen&ations arising from this conference. Accordlng to Means
(1975), this was the first national conference on undergraduate profes-
gional preparation for health education to be held in the United States.
Here one of the first systematic attempts was made to crystallize the
thinking of professional leadens.in the formulation of standards and .
recommendations for the preparation of specialists'in_health education.
Moreover, the conference attempted to determine those elements essential
to the preparation of both the ¢lassroom teacher and the cbmqunity

-

health education gpecialist.

SOPHE GUIDELINES FUNCTIONS 1976

- Bachelor's - Master's Level Distinctions

. ’ 6‘ Areas
1. Foundations for Health Education
o Basic Elements Health & Well- Be1ng .
J o Contemporary Health Problems
e Health Aspect of Physical fnvironment
e Health Aspect of Psychosocial Environment
(Community - Schools - Health Care - Occupational & Industrial Settings)

2. Administration of Health Education
+ 3. Program Development & Managément
4, Research & Evaluation
5. Professional Ethics ~

6. Special Applications of Health Education .

-

Figure 4. SOPHE 1976 Guidelines Reiterating Earlier Recommendations.
New Areas Recognized: Research and Evaluation; Profes-
gsional Ethics and Special Applications (i.e., School,
Cdmmunity, Patient £ducation, etc.)

.
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Immediateiy thereafter, the U.S. Office of Education called %?gv\ . .
first national meeting in 1949. This conference was unique in that it
wa; devoted exélugively to the problems of health education. One of the
highlights of this conferénce was the recommendation calling for "a
common curriculum for th; preparation of the public health educator and
the school health educator at the undergraduate level." Representatives
of both the public health and school health fields supported this
propbsal. It was also égreed that specialization in these fields should
take place’during the fifth year of study. Then following in quick
succession came the 1950 -Pere Marquette Park Conference (AAHPER), which
was concerned with graduate study. Its focus was the evaluation of‘ '
graduate programs and the procedures for accreditation. Much of the
current demand for an effectively functioning accreditation procedure
stems from this conference. . '

" The Second National.Conference on Professional Preparation of
Students Majoring in Héalth Education, sponsored by the U.S. Office of
Education, was held in Washington, D.C., in January, 1953. Its areas of
concern included both undergraduate and graduate study in health educa--
tion and matters pertaining to the spectalized curriculum of health
education. H. F. Kilander was a prime mover in both of the USOE

-

conferences,

~
-

Probably the most influential statement coming out of the second ‘

naiioﬁal conference was the list of 'specific courses recommended in'a
""desirable undergraduate carriculum for the major in health education.”

The courses were organized ¢jder two broad headings: (1) health
sciences--persomal health, community health, sanitation, nutrition, ‘

mental health, family living, home nursing, first aid, safety education,
driver education; and (2) prefessional subject areas--methods and
materials, school health administration, school health environment,

school health evaluation, and student teaching and field experience. N
Tpe importance of accreditation was again stressed in pointing out that
"the lack of accreditation for institutions preparing school health
educators -seriously impedes the recruitment, preparation, and placement

4

of qualified personnel." (Creswell, 1964)

3
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SECOND NATIONAL CONFERENCE USOE 1953
UNDERGRADUATE MAJOR HEALTH EDUCATION

-

\ -

Health Science Areas: Professional Subject Areas:

.

Personal Health Methods & Materisls’
Community Health . = School Health Services
Sanitation ’ Healthful School Environment
Nutrition ) School Health Administrstion
Mental Health N School Health Evaluation
Family Living Student Tepaching & Field
Home Nursing Fxperience'

First Aid .

Safety Education

Driver Education, Other

Figure 5. Areas of P;Pfeaalonal Preparation Recommended in this Report,
Based on the 1948 Jackson's Mill Conference and the 1948
APHA-CPE Report

““The two U .S. Office of Educatlon-aponaored conferences were planned
apec1flcally to follow up on the thinking and the planning that took
place at the Jackson's Mill and Pere Marquette meetings. The close
professional interrelationship tha% existed in the earlier conferences '
is clear&y evident from tHe proceedings of this second conference, which
reported that the experiences offered by the coilegea and univera%tiea
‘preparing‘healfh educgators should include all the competencies recom-
mended by the Jackson's Mill conference and, in addition, should include
dqi of the profeaalonal compe nciea outined in the APHA report on
qualifications of community health educators. (Kilander, 1961)

As background to the 1962 National Conference, it shbulq be pointed
out that AAHPER had recognized the National Council for Accreditation of
Teacher Education (NCATE) in 1960 as its official accredifing agency.
This action, coupled with the need to reexamine programs in light of
NCATE's ataneards, led to the development of the National Confé;ence on
Profeasional Preparation, held in January, 1962.
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How did the 1962 program of apecialization in health education

-

differ from programs recommended by earlier conferences?

o«
-

1. While the recommendations concerning the basic sciences are

quite similar, the delegates to the 1953 conference®called for
more applied’sciences, such as human biology, rather than

zoology. K ‘ .

2. The 1962 conference delegetes placed greater edphaels on the

social 501ences, especially those now known as the behavioral

sciences. ~ ~

3. Theoiz62 conference delegates specified fewer courses but
recomménded broader course areas. For example, instead of
calling for specific courses such as health services and.school
health environment, the recommendation was for codrses in
school/communlty health programs,

s

In.1969, AAHPER held anokher conference. This time the focus had
shifted from accreditation to the certification of health educatlon
teachers for secondary schools. The maJor concern-at this time was the
shortage of well-trained teachlng personnel, Standards for sdch teacher
cerlification were recommended, and included (1) general education
requirements, (2) biologicsl sciences, (3)- phy91cal sciences, (4) the ‘
behaviorel sciences, and (5) minimum requirements for professional
preparatioh.in health education.

A magjor issue at the time was the need to separate the certifica-

tion for health education from that for physical education. -
4 . R

The 1974 National Conference on School Health Education resulted
from a decision to revise the preparation guidelines developed in 1962.
It was unique, first, in regard to the development of extensive pre-
conference working papers and, second, by opening the ensuing-conference
to all members of the profession in order to achieve a democratic,,
"grass-roots" approach. The basic program design recommended for the
curriculum resembled earlier conference decisions, including the
following broad categories: (a)'general studies, and (b) frofessional
studies.




>

This cnnfgtanée emphasized ‘accountability, in which recommended
standards were written in the form of competéncy-baseq and performance-
based objectives, representing the extreme position of all preparation
conferences in terms of the degree to which standardslﬁere written in

<

the form of specifie objectives and behaviors.

The final conference to be discussed is the 1976 ASHA Committee on
Professional Preparation and College Healih Education Conference, which
was held at Towson Stste University. Participants took note of the
preceding reports and decided to review the existin@ documents,®select
the best parfs, and make suggestions for further improvement. The out-
come of this cenference was s recommended "standarized model" program
for professionsl preparation thét was widely disseminsted to profes-
sionals in the field for/rev@ew and criticism. The utility of this
model progrem seems to have been demonstrated by its fsirly widespresdd
use. . ~ rT\ ] T .

T X - .

& Up to this point I Rave tried to stick pretty close to the
script--that is, s ressdnably straightforward accounting of whst these
conferences and reports were abouti. Now, in addition to s summation,

" 1 should like to add a personal observation or two.

>

4

I pelleve the following list summarlzé“tﬁe msjor points of sgree-
ment relatlna\te—these school health educstion profe331onsl pneparatlon
conferénces.

COMMON AREAS OF PROFESSORIAL PREPARATION
IN SCHOOk HEALTH EDUCATION
1. Foundstion Sciences of Physical.and Biological Sciences
2. Social and Behaviorsl Sciences .
3. A Common CerN:f Health Content Courses,
1

Professiona alth Education Courses, amt
4. The Skills of Professional Practice ]
E ] ’

4

Figure 6. Areas Generally Reflecting Recommendstions of the
Professional Pﬂeparation Conferences Held During the
1960s and the 1970s ' .
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pro orientation (see,Figure 8). s )

-~
Figure 7 illustrates the content sections.of two of our most recent
school health'education conferences: the AMHPER 1974 conference, and
the Towson State-ASﬁA 1976 conference. I would like to contrast Figure
7 with Figure 2, depicting the Role Delineation Report and its seven
areas of responsibility.- To my way of thinking, the issue is one of

fbalance between what I have characterized as a content orientation and a

-~

Y - -
Conclusion . \ .
. . N
Upon completing a review of this mnature, with its heavy emphasis on
fact, ‘one important point may haye been obscured. These conferences and

s of people. As Theodore White observed,

e realized'that identities in politics are

connected to ideas and that at the core of every great political identity

“lies an idea that the leader has absorbed, changed,lgnd imposed on others.

/ 4

S0 it is in fields other "than politics. The profession of health
education has been and continues to be influenced by men and women whose
identities are connected to ideas. Jhese ideas have created health edu-
cation and have influenced us in the making of our contributions. We .
feel a sense of obligation to the leaders and the workers in this field
who have gone before us. Many of them because of deéath, retirement, ill
health, or change of responsibility no longer play active leadership
roles. 1 speak o} people like Clair Turner, Sally Lucas Jean, Charlie
Wilson, Bernice Moss; Mayhew Derryberry, Mabel Rqup, Carl Anderson, '
Ruth Grout, Beryl Roberts, Del Oberteuffer, Mike Hoyman, Keogh Rasch, . -
Mar jorie Young, Kellie Kilander, Tex Byrd, Fred Hein, Dorothy Nyswander,
Wally Wesley, Elsa Schneider,‘Si McNeeley, Ruth Abernathy, Ned Johns,
Bob Bowman, Ralph Bpatman, Wes Cushman, Warren Southworth, Bob Yoho, and ~
many others. The mentioning of their names causes us to reaiize anew

the magnitude of the legacy and the responsiblity they have given us.

The future is now--the opportunity is here and the challenge is

before us--good luck!

>

©
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CONTENT FOR Tl;£ HEALTH T.EAC;iING SPECIALTY

AAHPER 1978 + 2 ASHA 1976
Envirom;ntai H\ealth 1. Peraonal Health
Mental Health : 2. Community Health
“Alcohol, Tobacco & Druga . 3. Alcohol, Tobacco, & Drugs
«Nutrition ' 4. Human Sexuality, -
Cou:nunicable & Noncom- 5.\ ;ental/Emotional Health

municable Diseases .
6. Ecology/Environment

13. Exercise & Fitness
14. Consumer Health
15. DenteP Health ,

16. Heslth Careers

k4

Human Sexuality .
. 7. Nutrition
Dental-Health
) /.8, Aging
Physical Fitness
9. Death
, Consumer Health ) : ‘
. . 10.. First Aid/Emergency Care
Community Health o R
114y Safety
Accident Prevention '
12. Communicable & Noncom-
\ municable Diseases

S

L3
‘ !

Figure 7. Health Content Emphasis Characteristic
: of Prbfessional Preparation for School
Health Educators

e
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ISSUE OF BALANCE

'

CONTENT PROCESS
X (orientation): - (Orientation)
. ' ~ |
1. €nvironmental Health 1. Epidemiology _ &
. 2. Mental Health . 2. Biostatistics “‘;%
o 3. Nutrition | 3. Health Services Admimistration
. 6. Sexuality 4.. Environmental Health ’
5. Druga-Tochco-Alcohc;l (Health Education Perspective)
o+ Consumer Health . ’ 5. Communication Theory
7. Dental Health ’ 6. Communication Techniques

© 6. G epts of Disease \ _(Educat‘:lon M'athodq),
i

9. ‘Physicai Fitness 7. Community Organizafim
10. Comeunity Health Prablems 8. Group Process ¢

11, Accident Prevention - 9.° Behavior Change ’Prog.
10. Learnfng Theory ‘

11. Needs Assessment

-, . \ U

.

\

)
T

Figure 8. Content Orientation Characteristic of Professional
Preparation in School Health Education and the Process
o Orientation Characteristic of Preparation in Community
Health Education .
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The Objectives for the Nation in Disease Prevention and
Health Promotion: A Challenge to Health Education Training

Lawrence W. Green,.Dr.P.H.
Director, Office of Health Infqgmation, Health Promotion,
and Physical Fitness and Sports Medicine °
U.S. Department of Health and Human Services

Distinguished deans, fellow profesaors, and health educators co;;
- cerned with professional standafﬂg? After Dr. Creswell's tour de force
~ of the history of efforts by commitkpes and conferences in the past to
address the questions of professional ﬁreparation and atandards in )
health educatigh, purpose at this poig!Fie to convince you not to
despair at yet another conference; that, in fact, this is a particularly
opportune time to have convened once again to addreaa these questions.
Dr. Creswell summarized his conclusions with a reference to Theodore
White, but what he did, in facf, was tp disprove White's thesis that
i iduals make history. It seems from his report that committees make
history. You would be correct if you were to point out that there are
few statuea of committees in our public parks. But we must nevertheless
recognize that committeea and conferences gre esaential to progr@¥ss and
consensus on mattera that affect people dﬁﬁ:e work reflects various
perspectives. N .

The purposes ~of this .confex"_!nce have been outliged for you from
various perspectives. My own concerns as a éponsor but also aa a L g
health educator are to assure that our effor{/to delineate the rolea of
health educators fg;,;be future and the tasks of training for health
education in the future are properly cast in the confbxt of the national
objectives f6r disease prevention and health promotion. These objec-
tives are themselves the product of considerable consensus-building
anéhg various professions and interest groups. I am going to focus in
these remarks noré on those objectives than on Healthy People, the

: Surgeon General's Report on Heqlth Promotion and Disease Prevention,
,because far most of you that is by now history. You‘have geen the

L P




' N
report; most of you have had time not only to read it and to study it
but also to share it with your students and to teach some of your
courses around it. ' The copies of Objectives for the Nation thst were
distributed to you tonight are so Hdt off the press that the red ink may
smear on your hands.” Those objectives follow on tWe Surgeon General's

Report; they are the next step in the process of national consensus and
policy development in héglth promotion snd diseaase breven:&On. ,
’ L
The objectives, as you will note from the msterisl in your packet,
are the product of & thorough and asyatematic proceas of conaensus
development acroas the nation, across professionsl diaciplines, acrosa
lay interest groups, and across public and private sector institutions l
and organizations. All of fhia consensus has been tempered in the final
g;oduct by economic reaslitiea, political projectiﬁns, and internati'pal
conggrisons of what should, be poasib;e.OVer the coming decade. We have
never had, in my view, in concert with our colleaguea in other profes-
sions, a more specific, concrete, quantified, and widely accepted set
of deatinations snd guideposts for a full decade shead in disesse pre-
vention and hes promotion. We have wandered in a wildernesp of con-
Z::es coh}liciing goala, if we had any at g)l. Now we

have a8 set of national objectives on who should be expected to achieve

fusing and some

how much of what benefits by when.” These are not rigid atandards;"these
are not Federal guidelines--they are national guidepoats to be asdapbed
to locsl situations and.special population needa. They sre not s ‘

complete road map--only s set of destinationa and markers.

How the Objéctivea Can Help Delineate Roles C.,

) We' must decide here at this meeFing, I believe, the various patha
health ei?zéffaﬁ-ahould follow and the vehicles it can offer to empower
the public to achieve these ends. Laok at the objectivea in this
document in two wayas--first, as s atatement of prioritieé for national
attention in order to yield the greatest benefits to the health of the
American people. The 15-chapters répre;;nt 15 prioritiea for action to
ifBbve the health of the nation (asee Table 1). As 8 set of priorities,

-thﬁi éan guide jour deliberations hgre in assuring that we are training

’
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. Table 1. Priority Actiones Objectives for the Nafgon
* in Disease Prevention and Health Promotion :

- e

Preventive Health Services

High Blood Pressure Control
Family Planning
Pregnancy and Infant Health
Immunization .

P, Sexually Tranemissible Diseases

Health Protecti&ﬂ‘

Toxic Agent Control .
Occupational Safety and Health
Accident Prevention and Injury Control
Fluoridation and Dental Health
Infectious Agent Control

Health Promotion

Smoking Reduction.

Reducing Misuse of Alcohol and Drugs
Improved Nutrition

Exercise and Fitness

Control of Stress and Violent Behavior

health educators for roles that are relevant to the priorities for the
nation's health. Second, look at this document as a resource document
on suggested prevention and health promotion methods againét which the
roles, functions, gnd activities of health educators may be held

Accountable. '

»

- ~
R

How the Objectives Can Streﬁg;henlﬂéglth Education Practice

The cycle of boverty of health education programs has been
characterized in the past by,inadeqbate support for health education.
As 8 result, goals and gethods have been diffuse and of questigpeble
quality. The result hag been only modest and scattered impact, and the
result of this dilutipn.is that any social benéfita have been either

It has been impossible to make a case per-




support hes perpetusted the cycle of poverty for health education. We
have begun ta break into that cycle at eaveﬁgl levels, particularly with
evaluat;on, as seen in Figure 1
. @
When a profession or any other enterprise cennot depend on a single
source of revenue, it must diveréify its portfolio. Health education
- has had brief periods of greater support from one categorical health
concern or another, such aé'imnunizationvprograns in the early sixties,
family planning and drug abuse .in the late sixties, hypertension in the
early aeventies, alcqnpl ;%d~eaoking in the late seventies. But with
these constantly shifting pridrities, long-term objectives could not be
pursued systenat{ggllz,uﬁﬂ\diliqantly. Professional training programs
could not keep up with the chaggihg job market and expectations for
proficiency in the field. Employers.could not count on health educators
trained yesterday to understand today'é priorities.

THE PROFESSION'S CYCLE OF POVERTY

-

Diffuse ( Objectives for the Nation

objectives in Disease Prevention and

/Health Promotion for 1990

Inadequate Diffuse methods Role delineation, profes-
support and procedures sional preparation, quality

assurance
Modest and . / . ' ., '
_ i ’ Evaluation and research,

Wcattered impact
. and outcomes monitorinchig/surveillance

fiqure 1. The Cycle of Poverty for Health Edygcation. Here the cycle is
redef ined to emphasize the points of intervghtion addregsed by current
federal policy (adapted from L. W. Green, M. W. Kreuféfi S. G. Deeds, and
K. B. Partridge, Health Education Planning: A Diagnostic Approach, Palo
Alto, California, Mayfield Publishing Company, 1980).

®




With the 10-year time frame of Objectives for the Nation, we have
an opportunity at the beginning of 1981 te plan and focus our profes-

sional preparation of health educators on 1990 targets that are diverse
enough to assure multiple sources of support, yet specific and distant
enough to assure concentration and continuity of our efforts in training
and program development. A

. We have begun tg accumulate a liéerature that assures us th;t there
is an immediate impact of health education thatigs detectable and
significant. We have begun to accumulate some‘even longer-term evalua-
tions of outcomes, hard outcomes in terms of health benefits. Cost/
benefit evaluations have yielded indications that the benefits in health
and economic terms outweigh the costs of health education programs. But
we continue to slip and slide in this construction of heaith education's
case for more resources because we have failed to articulate our p}ovi-
¢iions for quplixy assurance, peer review, and the clarification of the
goals, objectives, and methods of practice in health education. That is
what we are here to address at this conference, and this is where the
Objectives for the Nation in’Diaease Prevention and Health Promotion can
be helpful. ’

" How ‘the Objectives Can Strengthen Public Support for Health.Education-

There are sé=: other cycles that need to be understood in examining
the history and the current stgtus of health education. The decision
. .cycles in health policy.and the allocation of resources for health pro-
grams can be viewed as overlapping professional decisions an&‘public
decisions, as seen in Figure 2. Theory must be translated. into policy,
and it must be understood by the public that will support policy.-
. Policy is best expressed in the form of objectives. That understanding
in the public will result in gertain demands and expectations that will
. influence policy as well as influence practice.to the extent that prac-
titioners have direct contact with the public. Practice results in
evaluations that build theory, and theory, in turn, can help to build
policy and public understanding at another plateau. Where do you fit in
that? Where does training fit? %

£
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Evaluat ion<— and training <«——(0bjectives
(policy)

\ N
Public expectations and
] demanda (redefinition of
Practice and acceptable conditions) _

programa

Theory = —> Public understanding
///”””’.’ i . .
Role delineation ‘

Figure 2. The Overlapping Cycles of Profeggigmal Decisions (on the left)
and Public Decisions (on the right) (Adapted from L. W..Green, "National
Policy in the Promotion of Health," International Journal of Health Edu-
cation 22:161-168, July-September 1979; a The Changing State o
Science in Health Education," Focal Points, -April 1980, pp. 19-23.)

‘How_the Oblectivesmgan Strgggthen Profesaional Training in Health
tducation

Training, it seems to me, is right in the middle of the cycle on
the left because theory influences training, policy influences training,
training influences practice, and evaluation influences training.

In addressing training at this conference, we have to be concerned
simultaneously with these interacting influences of theory and with
objective statements of policy, practice, and evaluation, and all the‘\
while underatand that public understanding of these things will be

necessary to support policy.

14

One outcome we do not want from role delineation is to mechanize
health education praetice 8o much that it will be viewed by the public
as a perfunctory, technological process. That is not what objectives
are all about. The other thing we,do not want too is to make the
goals of ﬂlaltp education so monolithic or so unilateral or unidimen-
sional as to make them ill-fitted for large segments of a pluralistic
society, imposing majority values on minority populations. We have
strived in our development of- national implementation plans to consult
and incorporate the special concerns of Blacks, -Hispanics, "Asian




Americans, Americen Indians, and the elderly. The coﬁcept of lifestyle,
for example, could be intimidating or oppressive to some people if ite
were conceived to be a uniform that everyone must wear equally. )But we
'90 need to clarify our objectves and roles if we are to be effective and
responsible, not to say efficient, in our preparation of professionals
for practice in healtfi education. We must understand that our outcomes
depend on the quality of our professional practice, which we will deter-
_ﬁ‘\\ mine through professional training and other quality assurance mecha-
nisms. Let me define these terms more sharply for purposes of discus-

gion over the next couple of days.

How the Objectives Can Help in Quality Assurance -

Quality { define as the aperopriateness of a specific set of
professiomsl activities, in our case, educational or edministrative
aét{yities, as performed in relation to the objectives they were
inteRHed to serve. That is what ev;luation and theory are particularly

. about. From evaluation and theory we construct our notions of what are
appropriate, specific sets of professional activities in relation to
specific objectives.

. AW

Quality assurance we can define as accountabfiity for professional

fﬁciivitieé to someone who needs to know they are appropriately

. performed. That is where we must strengtheh role delineation and the
reporting mechanisms that méy come out of ;ggg, whether it be in the
form of credentialing ‘'or some other form of reporting or accountabil}ty_
to the public./ Quality control is the mechanism or procedure for*
obtaining quality assurance. This is where monitoring and surveillance,
including credentialing, particularly come to rest. Credentialing can
be regarded as & quality control mechanism. The specific methods of
accountability toward which we might be working for quality control,
beyond basic training, might include %accreditation, certifice;tion, N
licensure, continuing education, consumer policy committees, and peer

review.
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! STRATEGIES . ' OBJECTIVES \

/

Quality Professional Priority Action

Assurance Activities Areas Impact ~ Outcomes
(1981-1990) (1980-1990) (1981-1990) (1985-1990) (by 1990)
Monitoring Organizational Preventive l
Surveillance Medical Health Resourcea,| |Reduced
Role delineationp{Screening —»-1Services »{Services |, |morbidity
Training Detection and mortality: |
Accreditation, 1Y Healthy :
Certificatio Educational People
Licensing qi_Communications Health _ |Behavior Zggrgeon
Continuing Community > Promotion’ > 1General's .

education organization . Report) and
Peer review Economic ] ) health status
Consumer . \\‘\4 £ Objectives
response Engineering Health dL Environ-, for-the Nation
Evaluation PiChemical > Protecti ment > '
Vital Records Regulatory

Figure 3. Relationships Among Components of the Federal Initiatives in
Disease Prevention and Health Promotion (Adapted from L. W. Green,
"Healthy Peqgle: The Surgeon General's Report and the Prospects,"
Chapter 3, in W. J. McNerney, Ed., Working for & Healthier America,
Cambridge, Messachusetts, Ballinger Publishing Compan}, 1980, pp. 95-110;
and L. W. Green, R. W. Wilson, and K. G. Bauer, "Obje®®ives for the .
Nation in Health Promotion and Dissase Preventiom and Requirements to .
Measure Our Progress,” Proceedings of the 18th.National ting of the
Public Health Conference on Records and Statistics: New Challengea for
Vital and Health Recorda, Washington, D.C., Office of Health Research,
Statistics and Technolody, NCHS, DHHS Publication No. (PHS)BI-IZ}&,
December 1980, pp. 229-234.)

/

—3 How do the three tasks for this conference hang together? There
is, firat, the task of examining the roles deline'ated in the July 1980
Focal Points document from the Role Delineation Pfo,jec’t. Thére is the
second task of looking for the implications of that document and our
recommendations for revision 61’ it, for training, for training institu-
tions, and for students in profeasional training. Then there is the >
third task of assuring that all of this relates with some degree of ' ’
relevance to the Objectives for the Nation as derived from the consensus
development process that we have been through in the ‘Federal Government ’ .

on a national scale with public and private sector involvement.




\
il
v

e

I would like to take iasaue with only one definition in the July
1980 Focal Points document That you will be working from, and that is
the definition of health education. I dd* not mean to impose my
preference for a definitionfbut‘just to docume?t my disagreement with
-the working definition proposed by the:-Role Delineation Project, which I
find unworkable: The definition of Kealth education that I find more

workable in relation to quality assurance and role delineation is one

that emphasizes the combination of learning expériences designed to
aupport voluntary behavior conducive to health. John Dewey once said
that since a democratic sdciety repudiates the principle of external
avthority, it must find a substitute in voluntary disposition and
interest. These can be created only by education. It is in that
context that we have the opportunity today to show what education has to
offer ause the health problems that we are addressing Eoday,
outli::§§in Objectives for the Nation and the Surgeon General's report,

are onea for which more coercive means of behavioral control are not
going to be acceptable in this society as were the infectious disease
control measures of the past. How does this f€elate to the broader goals
"and objectives of disease prevention and health promotion, the third

task for .the conference?

Structure of the Objectives for the Nation

Health education is one of the many enterprises or technoiogies
contributing to the Objectivea for the Naé!on. Others include
dolitical, social, economic, organizational,.engineering, and medical
interventiona. Theae strategies, including health education as one
of the leading methods, are to accomplish objectives in each of the
15 areas of priority broadly grouped under three- categories called
health promotion, preventive health services, and health protection.

* The accomplishment of those Objectives for'the Nation should achieve the
broad goals for the five age groups as outlined in {ealthy People, the _

Surgeon General's Report on Health Promotion and Disease Prevention.
The processes that we have been throudh in arrivfng at these objectives
have included Federal task forcea chaired by Dr. Michael McGinnis,
Deputy Assistant Secretary for Health, to get the act organized, but

‘ a - .
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then an increasirigly broad-based national consensus development-process
that led to the publication of Healthy People, and since then the
developnent of the objectives. The objectives grew out of a process of

consulting with large numbers of experts and then distributing drafts of
the obJeetivee to a wide audience of potentially concerned lay.and pro-
fessional intereet groups, organizations, and institutions, public and
private. The comnents of the three thousand or so individuala\and
orgenizations that received the draft objectives were eifted(gnd %econ-
ciled and finally put together in the document that you have. -Implemen-
tation plans are now being developed in each of those 15 ereaéz::¥;'

The questiona that the implementation plwns\aaise are such gues-

tiona as Who shall be expected to perform some of the activities neces-
sary to accomplish these objectives? That is why/this is not only an °
inportent time for us to be addressing this issue but an opportune
time.

Table 1 and Figure 3, as you will note, organize the objectives
into three broad groups, preventive health services (related to medical
interventions or settings), health protection (related to environmental
interventions), and health promotion (related to benevior). The' pre-
ventive health services, however, contain some objectives that can be
accomplished best outside the medical care settings, and health pro-
motion requires organizational and environmental supports for behavior
within medical care settings, so that it is not a clear-cut delineation.
The objectives relating to sexually transmitted diseases can illustrate
the structure, starting with objectives for improved health status. "By
1990, reported gonorrhea incidence should have been reduced to a rate of
2B0 cases per 100,000 population. In 1979, 'the reported case rate was
457 per 100,000 population." Each objective is stated in terms of the
time by qhieh it should be accomplished, the population who should bene-
fit, and when they should experience that benefit. "By 1990, reported
incidence of primary and secendary syphilis should be reduced to a rate
of 7 cases per lO0,00b population per year, with a reddction in ton-
genital syphiiis to 1.5 cases per 100,000 children under one year of




,age. (In 1979, the reported incidence of primary and secondary e;philis

uee M ceees-per 100 000 popuIetiQp while reported congenital syphilis

. was 3.7 cases per 100,000 children under one year of age.)"

T;t bwpavioral and educational objeotivqe appear not ‘in the cate-
gory that states the health status objective, as above, but iy the next
two categories in the hierarchy of obJectivee*thet go from improved
health status to reduction of risk factors’ to public and professional
awareness. In the risk factor category, there are usually some
behaviors that need to change. From there, the hierarchy progresses to
objectives related to publioﬂgpd professional awareness, a broad heading
that includes a wide range of cognitive phenomena. In that category I

.think you will find most of the short-run, immediate objectives that

health education ought to be accomplishing. In fact, the natjon is
depending on health education for the accomplishment of these educe-
tional objectives, and without their accomplishment we gre unlikely to
achieve the risk factor reduction oojectivee and ultimately the health
status objectives. Following the public and professional awareness
epjectivee in each chapter are health services and protection activity
objectivee,‘and finally a category of objeotivee for measurement -and
evaluation, emphasizing increased surveillance and record-keeping

gystems to eneble‘ﬂe to track our progress toward the objectives over-.
the “decade.. ~

In addition to the objectives, there is a background prior to each
set of .the objectives that includes the nature and the extent of the
problem, and geeted'prevention and promotion measures, prominent
among which a informetion and education measures. For each of the 15
areas, including those in the environmental health protection category,
many of the prevention and promotion measures sgﬂifeted are in fact
educeti;hel. For every category there are some educational measures
suggested in addition to the objectives for behavioral rigk factors and
public awareness. '




Not al]l of the health statua objectivea are stated in ratea per.
100,000 population, but some of them are stated in terms of numbers, as
in the case of the incidence of immunizable diseaaea. For those we are

<.
looking toward the near eradication of some of the infectious and

communicable diseases. In fact, there is talk today of the possibility

f.eradicating measlea. But I point to this particular set of ob jec-
tiveb becaude it illustratea how some of the objectivea aaaociated wit
prevantivé~health services are going to depend upon schools “for their .
accomplishment. Indeed, we have eatimated that approximatelz'one fourth
of all the objectives will depend on the cooperation .of the education
eatablishment for their accomplishment. If we cannot come to some
agreement here amonb(purselves as health educators, it is unlikply,that
the rest of the educag}bn and health eatabliahment will come to terma on
the cooperation of schdols and health agencies. /

The objectives in the broad category of health protection include
those that have to do with the environment, includ‘ng the workplace
environment: toxic agent control, fluoridation qf/bommunity water
supplies, infectious agent control, accidental injury control, and
occupational safety and health. These again include ‘a large number of
objectives and measures that are educational in character. Half of-
those in occupational aafety andvhealth relaté to worker education and
the rest to management and professional educatiantd '

. ) 4 "

Then, the last broad category is health promotion, where the objec-
tives fall into five categories--in order of priority, the reduction of
smoking, alcohol and drug misuse, nutrition, pﬁysical fitness, and , -
atress and violence control. _They are in that order of priority because
of the state of the art and because of the épidemiological knowledge ‘
that those are the things that could make the biggest difference in
‘terms of morbidity and mortality in this country. It is'recognized that /|
interventions tend to follow this order of success. NBut it is écknowl-

edged, on the.ather hand, that if we could solve the stress problem, we

might solve all the others simultaneously. '
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In every casa( tthe Feds: rsl questions'?n developing’nat’ional poli.cy,
as I believe will be the case in developing State and local policy, come
down to questions of how .we divide the labor among organizations and the
‘ healts prbfessions to accomplish these_obJsctives.‘ Thatﬁ}s the task of
. r!ls delxneation an “fo be_addressed here as we

essibnal trair
. sort out the fu}\ctions f school, community, and patient education:
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/ Credentialing for the l980.

Raymond D. Salman, Ed.D. -«
Director of Professional Licensing ~
New York State Education Department

‘ N
Ve
\ -
- . .

‘Fwant to thank you for the opportunity to address you this morning

on a topic of paramoynt importance to each of you and your organiza-
tions. The credential{ng area in general is one that is frequently
misunderstood and one that is often misrepresented,

v - - > o -

-
-

I've been speaking out onzﬁha credentialing issue across the

country fg* a number of years.(13) (14) (15) (16) an In many organi-

;zations and states, my views are well known. I'm fortunate.in .that I'm

allewed to speak my piege and make my case without necessarily reflect-

-icg the views of my employer, New York State. - If I am ridden out of

town on a rail, I'm on my own. On the other hand, if you like what you

) hear, they'take all the credit for my opbrfnging. It's a kind of

reversal of the old‘stor& abobt the company of'college grads during -

Norld Var II who wouldn't sign up for GI insurance, despite the fact

that‘fhe battalion had a record of mo than 75 percent compliance.

After lengthy appeals from the major, the iieutenant,-an Ivy League-*

graduate, gsked to take a turn. His appeal waa based on.the need for

giving it the old college try--let's give all for thé red, white;and

blue. The.compliance rate went up to 20 percent. Finally, an opder,

‘'wiser noncom came fornard and asked to be given a chance to telflit like

it is. "Look here,» you guys," he began, "let's forget all this junk

you've heard and follow me to the bottom line. If you sign up and go

and get killed, the goverrment is gonna send your family 10,000 dollars

each. If you don't sign and get killed .the brass send your family

nothing. Now, if you was §he govergment who would you send overegds to .

get killed?” ' \ !
This mofhing, 1 hope to cqﬁxfhrough the esoteric jargon and get us v

to that bottom line, ‘even if it means getting killed along the way.

f ..
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The whole area of credentialing is no longer in the land of the
mystical. Regulatory.programs are very much in the publlc eye, partlcd-
larly those that gre regulated by law.(1l) As.a a group, pro:E;;Ibqal
practit1onera are no longer a venerated segment of the population.(é)"
On the contrary, they are more and more freqdently being criticized,
even attacked, by an increasingly‘litigious public. Licensi ws are’
being subjected to sunget legialation’in several dozen states, with some
licensing boards legialatéd into oblivion, in some cases for good rea-
son.(9) The message "should be loud and clear--a.regulai?ry program, if
it is to survive in the yeprs ahead, must be meaningful, necessary, and
certainly in the public irterest. ’ 4

- Basically, there are two kinds of regulatary program; athtutory and
voluntary. Let me address statutory credentialing first.
-

A statutory regulatory program is one that usually tdmea gbout as a
result of legislative dé!ﬁonﬁof some sort, most comdanly, an act of a
State governing poqy. In the past, groups comprising’ mostly meQbera 6f
professional societies lobbied for a regulatory act, which eventually

_ found itself on.the_bnoka_aava State law. Hawever, one of our_better-. . . ____ . _ .
known State legislators.told me a few years ago that ff most pgoposéls

on record today were to be reintroduced now, feQ, i?.any, would succeed.

~
L Y

-

The fundamental ,reason for regulating an occupation ig to provide
the'public with some deéree qfﬁérotectioq%..}f the primery beneficiary
of any credentialing scheme _is the prdctitioner, the proposal should
never be enacted.(20) Now we all admit that the best proposal designed
w1th the publ1c good in mind will resul#in patential benefit to }

practltlonera as well but such beneffts must bp outweighed by far by

) the public and aoc1etal neeizitelng et.

. ” Regrettably, terms used to describe regulatory‘programa are neither
congistent nor universal. In some instances,.the: same onea are used, '
bqt in different ways, in statutory and voluntary programa. Sometimes

./oﬁfJefforts to communicate in the most simple manner lead‘us astray.

-~
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[ -

[y




I'm reminded of & recent event during the jpat-completéd census when sn’
‘ inveatiﬁatdr sought out an srea's old-time reaizent, having been told
tﬁgt Fhia aéed msn ggpld haye a load of impo?tant demograinc dats at
v ] his fingertips. The census-taker asked the man whether he could shed
some light on the death rate 'in his neighborhood. After conaiderabfg
silent thought, the man said he'd finally figured it out. "%Zfe con-
cyuded," he ssid, "Ehat gpe desth rate fw this neighborhood i one per

|
i
A .o . ‘
v In a atatutory credentlallng program, the most restrictive, most ‘
costly program is one of 110enaure. Simply atated¢‘1n this scheme, 8
N license 1aaued restricts a prsctice. Frequently, licensure limits the
use of certaln“tltlea as well,q but the primary embhaaia in licensure_ia
oR reptricting practice.(5) For example, 8 license.to practice medicine
ljpits the broad prsctice of medicine, whstever that is by definition in
the 1aw,_to a license holder. In most csses, the Jicense slso denies
those ndt licensed the use of certsin titles. In New York State, fo
example, only a licensee @1'@ to be 8 "physicisn." Nou: many nz
,1lcensed medical school graduates use the title "doctor," but only a j -

llcenaee m8y, under the title "physician," practice medicine.

~

~
/ Another form of stdtutory regulétion is certification, 8 term aléo
\ used frequently in voluntary credentlallng programs.< Again, simply
, stated, s statutory certlflcatlon act does not reairlct any paé!ﬁcular '
practice, but only the use-of 8 title.(5) There are a varlety of
- ’ examples avallabie. In many gtates, psychology is 2 cert1flcated i

profession, aa sre profeaalonal englneeg*ng and, in some cages, socisl
work. While many persons msy perform tasks usually identified with B

» A\Q psychologists, socisl workers, or engine%Fa, only pé}soﬁa holding aucﬁ
certificates may use those restricted titles. Now, aa if this isn't
complicated enoug.h let me muddy the waters s bi& more by referring to ‘ l
aome states in which everythxng issued is called a 1icenae, though some

‘ "11censea reatr1ct practice, whe:eaa others restrict .only a title.
[ @eDespite theae few anomalies, however,. these d1chotomoua di inctlona \:l\

s holq in most cases. Other forms of statutory regulation of an

'y . .
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occupation exist, the most basic being regiatration,(5) in which anyahe

that l;eta an established aet of quslifications msy choose to register
with. the regulatory agency and have hjs or her hame placed on s liat of
regietrente This procesa 11m‘§8 neither s praetlce nor a t1tle, but
only prov1dee a liat of reglatrants from among whom the public may
choose; should it wis . : ’

t. i

This right of the public to-choose s practitioner is one now being .A*
debated at_tﬁb highest government levels. A basic queation ias whether
or not government has either the right or the responsibility to‘;eatrict.
prectlce.(?Z) :

No regulstory program should exiat st s level beyond thzt
absolutely necesssry to protect the health, safety snd welfare of the
public. If simple regiastration will suffice, there can be no justifi-
cetlon for‘liceneure or certification. To propose any orogram, there
ehould be auff1c1ent evidence of need, and detsiled dstas as to why a
lesser form is unworkeble Of course, it is sxiomatic that even before
“such data are collected there must be evidence that absence of regula-
tion of aome sort reaults in recognizable damsge to an unsuspecting

public.

A voluntary credentisling program is slmost unlveraally the

~functlon of 8 state,. regional » or natienal profeaalonal aeaoc1etron
However, there ia no deterrent to a government agency adopting "the -

. etindarda of auch a aystem and 1ncorporat1ng it w1thin its own gover;
nance of tpe atate 8 work force However, 8 State may not abrogate rﬁg

reaponsibllitles for eetting minimum standards for entry into a etetu-
. tory regulatorx progrem, nor mpy 8 professionsal aqsoclation abrogste
that responsibility to iteeif. ever, ‘% a voluntary program, an
interdependent relstionship Yetween the State and a profeasionsl ‘
associstion can and hopefully will develop; wherein stsndards can be.
agreed upon mutuelly, and the purpoeea of each participant can be-
ecconpliehed N 4

e, ) }




Nith1n ] voluntary credentialing progrem, certification can take
on meaminga :quite different from those of the statutory aystem (2) A
certifitate can be more than a single-purpose document. It may signify
the neetiqg of standards/fgr the competent practice of the profession
!generically, or it may be4Gsed to denote specialty qual%fications of one
aort or another, even excellence in general or specialty practice. Such
is certainly 'o the case with statutory certification in a program. To
- explain that, let me digress a bit. -
In a State-mandated credentialing program, the entry-level license
. or cert1f1cate, or whatever is granted, usually carries w1th 1t only a.
very lopse and almost meaningless quality compopent. It is no assurance
_of quality or competence.(14) I've heard (and even at times in the
pést, used) the tequ"minimum competence.” Now, withoui intending to
get into a semantic argumerit, I find the words "minimum" and "compe- ’
tence™ just don't belong together. They remind.me of trying to join f;
ﬁalightly" and "pregnant" into something meaningful.. George Carlin, in
his several lectures on words we uae,.br shouldn't use, together, has a
~ variety of other examplea, many of which I think I won't mention here.
It ‘reminds me of the‘ﬁﬂilandeﬂpr who justifies his actions by claiming
_to wear his weddlng band only "loosely," failing \to accept that a
wedding band, no matter how loosely wor&, always &uts off c1rculat10n.
"Minimum" and "competence" just -don't gd together. The initial
‘licegse is’a signal to the consumer only that whery, it was issued, the
 regylatory agency found the practitioner to be one who could practice
safely, not likely to be of potential harm to a client. Now certainly
“that has a loose quality or competence component, but a guarantee of
either qusllty or competence it is not. Furthermore, once a license hss
been issued, if cannot be assumed that the level of safety judged at the
time of issuance has co’tinueﬂ. We are, or at least should be, far.
" beyond that day when we believed that a licensed or credentisled person
madntained or improved skills just thrdugh daily prsctice. At onhe point}
in time, we were deluded into believing ®wat licensure eqﬁsled compe-~

tence, and thst once licensed meant forever competent. That myth must

¢ .
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be dispelied once. and for all. Noﬁetheless, in a statUutory program, the
determination of what shall be required for entry-level credentialing is
a function of the State, usually carriet out by the State board for the - —
brofession. On the other hand; in a program that is voluntary in
nature, the professional society may establish, and usually does set
standards for, the issuance of the basic credential. It has been my
experience that maﬁy.voluntarx credentialing programs set standards for
‘the entry-level certificate at a level higher than that mandated in a —
lState-regulated system, though such need not necessarily be the case.

. .

The last decade in partigular has been notable for attacks on man-
datory (that is, State-regulated) programs, coming from a variety of
sources.(21) Some have evolved from within the system, from State
legislators and other political factions increasingly informed about and,
wary of abuses by independent, autonomous regulatory bodies, many with
parochial self-interests, and fréquently without any required review of
their procedures and actipns by any other governind body. Basic to
those attacks, however, are concerns for the program itself, for what is
required for licensure or éertification, for how standards are applied,

and what, 1} anything, happens to the errant practitioner after that
[ =g

T “person has entered the system.” Regardless of whether a program is
*

statutory or voluntary, standards are standards and should be applied
/un;formly} and actions that dre either arbitrary or capricious are
taboo. L e ;

* The basis for a‘regulatory proéram is threefold, encompassing
education, experience, and.an examination.(13) There should be an iden-
tifiable, basic educational program ‘common to all practitioners. A
fundamental core gf kngwlegge becomes the hallmark of the‘scienée of the
professiog;-vwhether or not it can be acquired at a baccalaureate level,
anﬁl;fied through graduate study, of.acquired in nontraditional ways'.or
in combinations-is less important than the fact that'én identifiable
educatiorial baselpxists. ﬁxperience, on thefother hand, is often of a
more variable nature. Some professjons have demonstrated that the -
8kills, behaviors,,gﬂh knowledge required for entry-leve} practitioners

y . L
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can be acquired tétally within the equcational institution, whereas
others have not. Only a studied approach to your own aituation~will
result in that &eternination, but that approach should be undertaken
with great care and deliberation, as I ihtend to discuss 'further in a
few moments. The third gomponent of a viable rgsatgta;x‘grogram is the
exanination, the availability an instrument that allows gn applicant
to demonstrate posseaeion of the behavior, skills, and knowledge needed
to enter practice safeiy. . '

In at leﬂét one area in the health education field, I know that
kind of 1nstrument to be sadly 1ack1agv——4n—sehool health teach1ng, for
example, I have been unable to find any examination to apply to persons
seedﬁng to enter that area of study and employment. In the nat ional
teacher examinstion series, covering, I believe, about 35 area tests, .
not a single test exists for health educators. A recent study by Dr.
Barbara Wilks of the University of Georgia, soon to be publlshed (23) ,/’/—H\\‘\\,_
has 1dent1f1edkthe many areas wherein potential health educators are
required to submit to examinations, but are limited to those d831gne
for other areas, particularly physical educatlon, with a total disregard
in the process for any proven relatidnship, or for that matter, lagk of
it, between success 1n phya=ed—exam1nat10ns and schooi heaith ec
Not even face—valldlty concepts would apply here. Interestingly, Wilks
found. some of these testing requirements to be State-ordered. The fact

that school health educators &s wej%/as any other professionals require

examinations that must be prqv evant to their specialties has not

resulted in such requirements ough such constraints have been clearly
set by the EEQC, the FTC, ar{d even U.S. Supreme Court.(9)(21)

. »
Regardl;as of the profegsion, whethér it be one where we are talk-
ing of generic or specialty practice, the examination must be relevant
to the task performed by the practitioners.(3) The scoring of the
examination too must be free of flaws. The best examination technique
is uselesa if, in its design or scorlng.mechanlsm, it fails to identify

potentially safe pr!btitionera and to ellmlnate ungsafe ones (122

[ 4
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Once these elements have been adopted as essential ingredients in
o " the credentialing program, you must'be,able to demonstrate that without
~ a doubt, those who have been credentialed and who may practice in an
unprofeasional manner, or prove to be incompetent despite the_efforts to
.detect them before their credentials are ;ﬁitlall iesued, will be
rémoved from your midst posthaate. A'credentla ng program is worthless
if strong corrective measures to remove ingompg ents or others unfit to

practice are missing, or even weakly enforced.
-

: %
pr, let me get back to some of those basic issues I have skimmed
over soef@r. . Y L

. Without doubt, credentialing confers En its members an occupgltional
identity. Cen such an‘identity exist without an acceptable educational
base, one generally -agreed upon by all segments of the group identified?
The determination of that educational base, and the establishment of a'
viable accreditation mechenism, are axiomatic. The fact that programs
in health education are institutionally accredited is far less impor-

’\tant, in my view, than that they lack uniform program accreditation.
The very foundation on which @ credentialing program in this profession
should be built iawevvoluntery-aregram in which a single, mutually
agreed—upOn agency appralses the educytlonal offering and measures it
against standards set as basic to health educatlon, and grants accred-
ited status to those programs if they are belleved to meet those pre-
determined structure, process, and oytcome criteria. That ‘accredited
status should be for term, not permanence, and periodic reaésessment
should be an integral part of the process. C(Certainly, to reach this
‘fundamental goal, tompromises among individuals éhd groups may be
necessary, but you are at the point now where this can and should be
accomplished. WWithout program accreditation, -you will have no
meaningful credentialing program. '

: ¥
.Thé second question to address is the statutory/voluntary
credentialing process. It is my firm belief that you arg in a sound
poaition now to move shead and seek to develop a voluntary certification

-
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program. ' The mood of the nation today is toglimit statutory, restric- .
tive licensing laws, to get govermment off the backs of the people--as -
I have stated, for many good reasons. Voluntary credentialing progrems

are the wave of the future. It is my view that independent, autonomous

licensing boards, particularly those resisting somelvery needed basic

structural changes, may be an endangered species. I find it amusing
that many profess Bhe desire for progress: It's just change they-don't
like. Your role delineation study should be finalized,‘through more and

e 1

continued widespread exposure and discussion, particularly with the many
special-infgresf.groups that exist within the broad field of "health
education.” Here too, compromises will be necessary to achieve basic
definitions regarding roles and titles, but in this sense, you are fa;
ahead of where many other groups seeking regulation are today. Your
leadership has wisely taken you into this most difficult self-assessment
tadk at an eariy point, but considerable work has still to be done, and
you .must continue to apply measures of self-constraint and not Tush
ahead without careful deliberation.‘ Unanimity can escape you easjly if
you're:not careful, but at the very least, cohesiveness is important,
particularly in such a vast, complex, and often overlapping field.
. L 4

A varlety of options are apen to you. The first to consider is the
"entry-level” credentlal Should it be generic, something like "certi-
fied health educator," with specialization left to different-leved '
certificates? If it is agreed that there is‘a common educational core
for all health educators, a generlc-level certificate may well suffice.
This can be followed by specialty certificates denotlng qualification in
mofe restrictive areas of expertise, each requiring a level of skill
beyond that of the beginning prattitioﬁer. Now “beyond" in this sense
doesn't necessarily connote "better" or "higher," but possibly on}y ’
"broader." The differences may be only horizontal. In addition to that

specialty certificate may be one that denotes "excellence," and it is-my
belief that ‘the consuming public is in a gtate of readiness now to
accepr a well planned, sort of "cradle-to-grave" program. What I'm
prop031ng to you now doesn't generally exist, though that lack is more

the result of some disdain for change, a sort of "take-it-or-leave-it"




attitude, on the one hand, by some existing programs, and an earn;;t
desire to do something different, constructive, and more meaningful than

hand, with progress‘ understandably slow.
[ 4
;I'n particularly impreésed'by the basic fact thst you are
educators--education is your product, it is your strength. It is what
" you have to sell, so let's consider doing just that--educate!
What I propose you congider is, above 31{3-3 major'task-:it will™
require a lot of discqssion, possible argument, compromise certainly,
'but_you have the potential for a mbdel for all of.ihe health field.

. ’Firat af all, re-look at your role delineation study. 1Is it-
" addressing what actually is health education today, or does it sddress
what you have decided is the ideal for-health education? You can't have
it both ways unless you are that rare group (which I don't believe
‘ exists) wherein the-actual practices of today are those consiéefed ideal

today and are not the ideal.and identify how you intend to educate your
newcomers -to eliminate those and how your ed8cational programs‘wfll ‘

* require change to assure that your ideal or something near it will be
reached in a ressonable time frame. Study your task analysis carefully.
Thereé's a lot of difference between a study that addresses the practice
ideal and one that refers to what is happening now;'or one that unknow-

-~ ingly nixes'thé two. Several professions, most notably nursing, have
found that serious role discrépancies and differences in role concep-
tions in a task analysis can seriously gffeét a certification program.

7 ' A 1976 stdly by Dr. Barbara Pieta of the University of North Florida has
reflected on how holding power in a profession, among other critical
’ things, can be markedly affected if you aren't certain sbowt your ~
N\ identification as "ideai" or "actual."(10) )
\ .

tion

f % your case, and at this point, consider building your certifics-
ogrem for the future, for what the ideal practice of health
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what has been done in the past by new groups such as yours, on the other :
\ )

for the field. Separate those practices found in your study that exist
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education should be. Consider ‘modifying the educational programa ao
that at whatever time frame you aset, they will provide gradugtes with
acquired knowledge, skilla, and behaviora paralleling your ideal.

) Within a ;oluntary certification prodram, provide for a generic ’ -
certificate tbat’aigmfieﬁo anyone who ia interested that this is ]

competent practitioner ™ Allow that other level, the "aafe" practi-

tioner, to a State regulatory program, if é’State wantg one. Offer

apecialty certification, in add1t10n, to the competent certlflcant,who

wanta to diaplay apecial trainlng in, let'a say, achogl, communlty, or

public health--or whatever other specialty you may. find meaningful. .

' Finally, at the pinnacle, conaider offering a certificate of excellence

denot1ng that the holder has given evidence of being an outstanding

practltloner ih the health educetlon field, regardless of specialty.,

- . . 4 ]
Fundamental to this system are three elements:

The firgt-is that each certifica!‘ be based on requirements drawn- ’
from your role delineation study, and clearly show that the certificant
posaesses the behaviors, skills, and knowledge essential to that level
of practice.

4

. The second is that the'certificate potibe granted forever, that
something be expected of the certificant: to guarantee that competence
after 1n1t181 certification will be continued. Now,in this regard I'm °*
referring to the need for measurea of continued competence.(6)(7)(19)
Continuing education has failed to prgvide such assursnces.  Profeasor
Houle(6) has characterized the continuing educakion movement as one - - -
", ..born out of an eager directivenesa and naive faith...." He has
further stated that "...thia mandatery continuing education phenomenon
is an ever-expanding balloon that~jg becoming increasingly difficult to
manage and on the verge of exploding." 1 am in complete concurrence
with the view of Profeasor Houle and others that the "enrollment crite-
rion" as a measure of continued compefence doesn't work. A colleaque of

mine, in deacribing adjudicated caaes of malpractice in the health
. y
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professions, said he knew of none in which the practitioner was found
guilty as a result of a lack of knowledge.

The third element. is that the entire profession eﬁbark on an *
ambitious public education‘program to inform consumers of how important
it is to seek out the services of a certified practitioner. !his is"the
major educational task I referred to when I suggestea you use your
educational expertise. Consumers are di% as ignorant as some would like
to think they are when it comes to contrscting for proféssinnél services
or learning how best to do that. g em a believer in Friedman's 19§2(a)

observation- thatz \
-

. "If the argument is that we are too ignorant to judge
good practitioners, all that is needed is to make the
relevant information available. If, in full knowledge, we ~ .
still want to go to someone who is not certified, that is .
/ our busingss; we cannot complain that we did not have the
{é.iqformation." : v

4

Finally, I'd like to use a story once told by Dr. Alexsnder . ) -

Calandra,(1) to demonstrate how easily the demand for critical thinking

can lead us astray: cr)

. o ,
+ It séems that Calandra some time ago received a call :

from a colleague who asked-him to be the referee on the )

grading of an examination question. His colleague:was about

to give a student a zero for his answer to a physics ques- '

tion, while the student claimed he should receive a perfect . f)

score and would do so if the system were not set up against

the student. The instructor and the studént agreed to submit

this to an impartial arbiter, and Calandra was selected. He

went to hia colleague's office and read the examination ques-

tion, which was, "Show how it is possible to determine the

height of a tall building with the aid of a barometer." The

student's-answer was, "Take the barometer to the top of the

building, attach a long rope to it, lower the barométer to

the street, and then bring it up, measuring the length of the -
' rope. The length of the rope is the height of the building.
Now, this is a very interesting answer, but should the
atudent get credit for it? Calandra pointed.out that the .
student really had a strong case’fér full credit, since he
had enswered the question completely and correctly. On the
other hand, if full credit were given, it could well con-
‘tribute tWea high grade for the student in his physics

¢ ) - | . ] ‘ . . A- 85 . ‘-_. B
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course: A high .grade is:supposed -to, certzfy that the student

‘knows some physics; but the answer to the question did not

confirm this. With this in m1nd Calandra suggested: that the ,'

stud have another try at answering the question. He was
ot supprised tha his colleague agreed to this, but was
surprised that student did.

Acting in terms of the agreement, they gave the student
.8ix minutes.to angwer the question, with the warning that the
answer should show some knowledge of physics. At the end of
five minutes, he not written anything. Calandry. asked
whether he wished to ‘give up, since he had another ®lass to
take care of, but’ the student said no, he was not giving up.

- Hé had many answers to this problem: He was just thinking of
the best one. Calandra excused himself for interrupting him,
and asked him to please go on. In the next minute, he dashed
off hig answer, which was: "Take the barometer to the top of
. the building and lean over the edge of the roof. Brop the
barpneter, t1ming its @ml]l with a stopwatch. Then, using the
formula, S = 1/2 AT squared, calculate the' height of the -
building." .

At this point, Calandra asked his colleague whether he
would give up.  The colleague conceded. In ledving his
colleague 8 offlcé;‘Calandra recalled that the student had
said he had other answers to the problem, so he asked him
what they were. "Oh, yes," 'said the student. !There are
many ways of getting the height of a tall building with the
aid of a barometer. §T*'or example, yoy could take ‘the .
barometer out on a sunny day and measure the _height of the -
barometer, the length of its' shadow, and the length of the
shadow of the building, and by the‘use of simple proportion,
determing, the he1ght of the buildmg "Fine, and the
others?" ‘

"Yes, sa1d the atqdent "There is a very basic

' measurement method .that you will like. In-this method,. ycu

"\

_take the barometer and begin to walk up thesstairs. As you

climb the stairs, you mark off the length of the barometer °

along the ,wall. You then count the number -of marks, and th1s

wiil give you the height of the building in barometer-units.

" A’ very direct method. Of course, if you want a mora = -

soph1sticéted method, you can tie the barometer to- &he ‘end of
~string,.swing it aggea pendulym, and determine the value of

'8! at the street level and at the top of ‘the building. “rom

the\difference betweén the two values of 'G,’' the height of
the building can, in principle, be calculated "

\ Flnally he concruded, "1f you don't limit me to phyalca
solutions to this problem, there. are many other answers, such®
‘as the best one. That is tdking the barometer to .the base-
mant and uaing it to knock on the éuperintendent'a door '

‘ \
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When the euperlntendent answers, you speak to him as follows'
'Dear Mr. Superintendent, here I have @ very fine barometer. - -,

$f "you will tell me the helght of th1s ‘building, I w1ll give ’ ' ‘ N
. Yyou this dann barometer;'" o~
L} / ]

. \"_ o
I think an essential lesson lies spmewhere between this story and

t‘heye_l\raleed with you thre worning. For the most part;( I have

triéd to set the stage for the sessidns to follow and for the delibera-

tlons necesssary ln‘the months ahead’ as you work: toward the development -
"of a certificatiop proéram. Hﬁerever possible, I have dealt in
' generalities. The list of specifics, however, is lengthy, complex, _
hlmoet unending, yet not overwhelming.' It includes such ' : , .
thiﬂgs as: - ~ ) " ‘ L
e Developing a sense of perspective,. where you really want ‘t
to go - . '
/s . . 4 . ‘ . . 2
S Ident1fying an appropriate program accreditation agency
¥ e Putting together tﬁe coﬁzepte of e licerising e?aminat;on .
.; e Developing an RFP for test service agenciee...;hd 80 on.
“E As you undertake these taeks, you are going to need to talk, . * )
coﬁfer, maybe ‘even argue w1th those of us who have already’ "been- there."
After all, there is noth1ng to be gained in epend1ng time and money
iscovering the wheel " Unfortunately, there are many self-
anIlalmed experts in this area, but a smaller number of us that have
" . spent most of our profeee1onaf‘l1vee."w1th the troops" and who have ?een i
h.pdgt of the exciting changes now taking place in credentialing. For 7
exaﬁﬁle, wé have seen and participated 'in-the development of the .
National Commission for Health Certifying Agencies, an organization that
I belleve will ultimately prove to be a key td the future success of the
voluntary credentxalrng Qrograme in the heslth area and one that g%e |
education of leaders of health occupations ag a major gosl.
. . . . . .
Those of us who believe in credent1al1ng and who are dedicated to .
‘the betterment of the system are alwaye 5ea1lable to you as the need |
arises, but'l1ke Calandra 8 student, you must be the masters of your own
. | - . o AR a
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critical thinking. During these. next few dayé and in the montha that
follow, I can'oﬁly encourage you to take heed of what,you have heard;
éqp%ider the critical points; tp& to put the pieces together that are
meaningful to you, in whatever fashion you decide ig m guitable for
your organization; and do so in a common-jense manner ¥ feel free to ask
quesiionp, talk to us as you need to, thén collectively and through the
gbvernance of your association, make your own choices, hopefully in such.
a manner ‘that rapid changes can?be accomplished to meet changing demands
as they.may occur in your own" situation. We are hef} to help, to )

advise, but your role is to make the decisions.

L
.
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The pﬁqpose.of this preséntation is to éddress some of the

~ significant festures of the development of the initial role delineation

. document and ongoing, activities of the Role Delineatjon Project. As can

be seen from the other presaptations made at this conference, the
Project shares a broqp histqrical bade in'professional preparation that
covers many decades.- In turn, the Project's activities sre p01nted 1

* toward developlng a8 consistent anq broadly based system for assuring

that health educators are in a p081t10n to contribute to furtherlng the
maintenance and improvement of the health of the public for the immedi-

" ate “and long-term future. Credéntialing sysfems‘present difficult

chsllenges to the profession; yet they can enhance the delivery of

better health education services to the publics we serve. - ,/:‘

v

For more than two yesrs, the role of ﬁracticing health educstors

~working in community, mediqal care, school and other settings has come
under intense scrutiny. Through the Role Delinheation Project, cpn-

sistent with past efforts, the current investigstion is pointed toward
systematic strengthening and improvement 9f the p;eparstion'snd/prsctice

‘of health education specislists. Yet the Role Delineation Project, in
‘its organization and processes, is different from these past attempts.

«
For example), support'for the current effort is significantly

different from ‘that for psst studies. Im this case, the Division of

Associated Héélth Professionals, part of the Health Resource Adminis-
trstion's Bureau of Health Prgfessionsls, DHHS, has contracted with the
National €enter for Health Education to conduct the study. The Center,
a nonprofit educational‘corporation that evolved from one of the'brin—

- cipal recommendations of President Nixon's Committee on Health Educs-

tion, functions independently of the professional sssocistions to which

91
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health educetere belong. The Division of Asaociated Health Pnofesslone'
contract activities in role delineation studiea are a derivative of
Congreeslonal leglsletlon that aeeks to assure the public a bes1c level
of quality for services rendered’ by allied health professio s. As a
consequence, a number of* health professlonels, in various stgges of ,

professlonal development have undertaken role delineation studies. As

-part of the contract requirements, it is incumbent upon the contractor

and those directly involved in the Project to include all facets of
professional practice as part &f role delineation activities. Continua-

:tion of Federal support for each phase of the Project is contingent upon

successful completion of each contract, acceptencs of each contract's
outcomes by the profession as represented on the Project's Advisory
Committee, and ongoing availability of Federal funding.

-

The Project's Advisdry.Committee is made up of representatives of

-eight national health educatioh organizations plus representatives of

consumer and employer interests, and of health education in medical care
settings. The National Task Force members, who initiated the Role
DelineationaPro ject, serve on the Advisory Comitteé in their roles as ’
representeti\;es of the professional associations. - Thus thex' is a broad )

scope of representation of various interests involved in the preparation

‘and practice of health educators.

Another novel aspect of the Role Delineation Project is its con-=
centration upon the Pﬁfe'of the entry-leveﬁ practitioner., As part of
the Congresslonal mandete that resulted in role delineation studies, the
focus is upon ‘basic levels of quality for services rendered by health
professionals. Other professions havéestdblished a wide' range of
methods to ascertein basic or entry level. Among the various criteria
are most often one or more of the following: eduéetional attainment, a

period of supervised field aexperience following greduetion, and examina-

. tions administered to certify or license individual practitioners on a

voluntery or mandatory basis.
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Identifylng the po1nt of entry 1nto the profeasion has 6?0Ven to be
among the more ,troublesome areas for other professions in dlfferent
ways, For example, the Ameracan Physical Therapy Association has called
for elevatlng entry level 1nto physical therapy.to the Master's degree
1evei by 1990. This has img}icatioﬁs not énly for. current practi-
tioners, but for stddent/oonsumera, educgtional ipatltutlons employers,
thirdJparty payers, and public policy makera. Ultlmately, the public -
will bear the brunt of such profe891onal decisions. Ffor healqpfﬁauca- ‘
tora, 3are must be given to establishing one or more éntry'lecgls for .
the profession. The intitial definition of entry level at the baccalau-
reate level must be carefully examined agafﬁ?t the” fieT#rof practice. .

. v

The focus on entry-léve1,~or baaic }evel, preparation leaves open a
great many unanswered questiona. If we can delineate the role(s) of
entry-level health educators, what is, the role of an advanced-level
health educator? What do employers expect of entry-level practitionera?
Will one role for an entry-level prgctitioner be aufflclent to include
all of. the practice settings in which health educators are found? Is
there only one level of entry into the profession? Are we talking about
entry as a profesaional health educator, or are we talking about entry
into apecific settings? Answers to, these questions may be.found in
aurve%ipg the field of practice, a survey which the National Center for-
Hﬁf&th Educatlon will conduct as a companion to our current role

delineation act1v1t1e8.

Anqther facet of the entry-level question-révolves around the
necessity for supervision. Thoae particfbéting in the initial phase of ‘
the Praject observed that while entry-levél health educators should be
superviaed, auch is often not the cése. Undoubtedly, this -gituation
contrxbutes to an eros1on of profeselonal identity early in the career
of any health educator. Relnforcement through peers or colleagués is
often 1nadequate or abgent. Coupled with an acknoyledged deficiency in
the field of a network of continuing education programs, th;p weakens an
already ill-defined professional identify for healEp educators. E&ven
experienced and capable health educators are often repeatedly asked to

- ) ; 1'?"
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-. Justify or define health education for their employing o;ganizations.

How often must the field and the profession.be defined and' redefined?
Admittedly, we are in a rapidly evolving field that is gathering itself
together, both as a profession and in skills offered.
. ~

In.addition to the funding and organizational éupport,.focus on
entry level, and adbervisigh of heafth educators, the hasis for the
development of the initial role differs-widely from past efforts. A
cursory review of thedgreparatlon statements developed by the various
;associations reveals that they were developed in a manner that suited
the purposes of each organization. That is, school health education
statements on preparation reflected the interests of school health
educators, and, in a similar fashion, publlc or community health
education statements were prepared to meet the needs of the eponsoring
organizations. With all .of the organizations represented on the
PrOJect's Advisory Commlttee and the Federal Goverpment providing flscal
sponsorship, it became impossible for the 1n1t1al role specification to

‘be couched in a way that reflected a dominance by any one association.
[4

-

Early in the initial phase, one of the first decisjons was to
attempt tg deseribe a common entry-level role for 411 hdalth education
practitioners. The decision was based upon a careful analyeis of the
proceedings of the Bethesda Conference (1) that preceded the Project.
As part of the proceedlngs, the participants envisioned c1rcles of
functions that overlapped among ‘school, community, and med;cal care
sett1ngs. In the tenter qf the three overlapping circles was a shaded
area that reflected functions shared by health educators in all three

rk settihgs; The Project's Working Committee hypothesized that the
shaded apea'of common functions was much larger than that depicted.

Among the difficult tagks in develcpiné a common, or generdic, role
was the selection of terminology that would be commonly accepted and
understood by health educators in all settlngs. No such tegmlnology

existed in the professidn. This had the hazard of potentially rendering

J
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the initial role apecification meaningless to the constituency for whom
it was intended. In. eplte of the obstacles presented the initial role
specificetion containe language that was mutally acceptable to those
invelved in the Project érom various preparation, practice, and profes-
aienal association backgrounds:. This was accomplished by using con-

’

sensus as the principal decision-making process. .

As a consequence, productlon of the initial role specification =
requ1red 8ix meetlnge of* the PrOJect' Working Gommittee 1n less than a=
year's time. _Much of the- t1me spent in meat1ngs waé devoted to testing
proposed role content not only for its relevance to practice but also
for acceptab111ty of the terms selected. Te result was determined to

~

be representative of ‘the field of practice.
In addition to the proceedings of the Bethesda Canference, staff
and the Working Committee based the initial role spec1f1cat10n upon a
wide variety of" available' resources. Flrst, staff eollclted and’
callected job descriptions from health educategs wherever they could be
found. Over 8ix hundred were.accumulated. Of those, more than three
'hundred were analyzed and compared to the drafts of the role speclflca- )
1 tiop in order to inaure comprehensiveness. Thus the perspectlve of

emgloigrs was ificluded in the initial role specification.
L -
\

]
Second, professional preparation guidelines from t&ihvarious pro-

fessional associations were ‘collected and_scrutinized. is assisted in

* selection of both content and language. Also, the litgrature of health

. educaticn regarding preparation and practice found in journal articles, -
conferencelreports, and special publications was used. Thus the
perspective of the profession was included in development of 'the initial
role apecification, ° ] -t ¥

’i . L .
. . v e

-

Third, n:‘y,deecniptions'of professional preparation were gathered
or made available during the course of the initial phase of thebPrdject.
“ Thes®e materiala.were useful in determfning'the "fit" of the role, sp®oi-
fication with thgpwide variety of professional preparation cur;icuia.
. . ; .
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Bear in.mind that there have been more than 270 college ang univeisity
‘programs of .professional preparation identified across the country,. As

has already been noted, without a common focus for preparation, the

‘curricula vary widely. Thus the perspective of the Erofessional \\\ . ¢
preparation pggg;eme was included as an additional factor in the course

of - developing the initial role spe01fication.

: . Tying these perspectives together was the Role Delineation Working
Commltt e, refleeting a diver31ty in preparation, professional experi- '
ence, qu prof9331onal affiliation. In their deliberations, both at

/ meetings and between, the coMmittee memhers sorted through the '

accOmulatqd materialp, made comperisons and evaluated the relevance of
. the collectéd data to th task at hand. Distilling the collected data
thrpdgh the various perspectives of the committee members resulted in

the development of the initial role specification. \\\<§ )

-

-

]

[

. One othef, and significant, deviation of this effort from past
"efforts in health education is the basis upon which the content is
developed. While the content comes from the profession of health educa-
tion, the format for the role specification is based upon the current
?epts of criterion-t'eferenc\ed testmg Aa the other speakers will
est, a credentialing system for health education,, or for any other
profesgion for that matter, must be basgd upon the skills and knowledge
,  that are indicatiQe of successful, or at least aceeptable, per formance
on the job. This is a significant departure f;om traditional cre-
-dentialing praytices. In the past, credentialing C&stemg have relied
heavily upon the standards of”’each profession in question.

Because of renewed interest in accountability of the professions
and other social institutions, an ‘examinakjon of the association between
erofessionel standarda esp?used hy professional associations and the
need for protection of the public has evoked a strong suspicion that a
significant gap exista between professional interests and the«need.for
protection of the public against incompetence. Much ::eyhe-focue of

this concern is ‘at the level of credentialing mechani »y most notably

. . : . r
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- 1icensure among the States. While this appears to be separate from

professional- preparation concerns, experience and the literature point
to the frequent association of educational attainment and licensure of
individuals as a continuous procesé.. For example, in medicine, gradua-

tion from an accredited school of medicine is a prereqpisite for taking -
a licensing examination. j:S

A remedy for the difference betw;eﬁ-public need aﬁa professional
standards has been found in criterion-referenced -testing. As first
identified by Glaser in 1963 (2) criterion-referenced testlng uses a
stndard of -success based upon objective measures to gauge the capa- )
bilities of particular individuals. This is in contrast to tradltlonal
testing practices that attempt to determ;ne an individual's status by

some measure in relatioh to other individuals. Since 1963, numerous "

'Eechnologies have been introduced ‘and refined to more fully develop and

extend Glaser's original concept. These technologies are rapidly being
implemented in the professipns and business and industry as well as in
education. ) c . .

\

Popham, in his book, Criterion-Referenced Measurement, (3) depicts

'thq basis for successful development of any criterion-referenced test as

an explicit and complete description of behaviors that are essential to
competent practice for any individual. It is essential, first, to
identify the object that. is to be tested.’ In this instance, it is the
ﬁrofession of health education. Competencies, in this usage, refers to
behaviors that have been determined to be essential to acceptable :
performance of a service to society. Role delineation is the process
used to determine essential‘competgncieb;~which includes the identifica-
tion of requisite.?kills and knowledge., * RS

The Bureau of Health Professions has aeveloped an outline of the
credentialing program it sponsors. :There are four phaé%s of the
process: Phase I--Role Delineation, Phase II--Resources Development,
Phase I1I--Examination Development, Phase IV--Examination Administra-
tion.(4) Fér health education, we are currently involved in the first

. .
-
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phase. Initial role delineation has been cdompleted, and role refinement
and verification are currently under way. (Once the' role delineation
phase is complete, the profession will be 1n a position to develop a (

« mechanism to begin the prpceaa of developing a cOmprehenaive creden-
tialing system for health educators. .

L]
>

The first part of role delineation is intended to give a rough
estimate of the field of practice for a particular profession. The
sources cited above for,the initial effort come from the available '
literature and experti%e in the field. . ' ",

Ahe second part of role delineation comprieea,a'major effort to .
refine the initial role delineation through tapping ‘the experiences of
practitionera ip the field. For health education, th}a has meant using
the initial role apecification as a tool to interview practicing health
educators so that revisions can be made to make delineation more
Jparallel to practice. Subsequently, the pevised delineation is being
used to develop an instrument to be administered by the National Center -
for Health Education aa part of a survey of practitioners. The data
from practitioners will be used ae,the'primarx source for -restructuring

" the role delineation to'reflect the essential major and apecific : B
responsibilities 'of entry-level health educators. Included in the final ¢
i . product of the refinement and verification study are the skills and T )
‘knowledge necessary for performing the role. Such akilla and knowledge
will be weighted according to their relative importance to practice in
"~ the varioua gettings in which health educatora work.

.

In addition to determiningAreaponaibilitiea\and skills and knowl-
edge, refinement andaég/xfication will 1dentffy one of more entry levels
* to the profession, ascertain the conditions of supervision under ‘which -
health eaﬁcators work, and determine/the existence of a generic, or
common, role for health educators at the entry level. The final product .
’ of refinement and vqpificat‘bn will reflect the judgments of experts in
the field, the literature of the profession, the perapecti#e of ,

empipyers expressed through job descriptions, interviewe with practicing .
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\_ health educatdrs, a nationjl survey, nationhl workehope, rountittable - |
T discussions, ‘expressions, from concerned if v1duele, and delﬁ?eret;pnd
by two working; committeea and the PrOJect's Advisory sComm ted’

. .
’ . . ~

. & - ¢ " ! f Rk )
.. _ < Thefisial product will be usefu'l for carrying out eubaequent le .
v delineetion processes in-the other . bhree pheees. Yet the real de01eione

_ "e;e left.to the profession. Role delineetion is dez:gned to 'allow the
NV heal;h oducation profession to determine whether a
can be—deeigned thaE»ie responeive to the needs of the public and useful

edentieling system

. - *to employere, public ‘policy mekere, and the profesgion. Onoe refinement
’ verificetiOn are’ completeqh the development' of e‘iseti al resources
end ﬁ?edentieling exaginations will sHift the burden of reeponeibility

forndbveloping,implementet;on mechahisms from government-eponsored
activitiee to the qrgenizetion of the profe‘eemn’t’o meet;thg} requ1re-
' ) mente of credentieling from*pre«serv1ce education tq cont1nu1ng profes-
oo sidbnal development ’ L.

\ L 4

,"§?$JN ;?5 Following refinement and verification, it is an essential first
. step in basic quelity essurence<%o develop and disseminate curriculer
— " guides to help strengthen profeeeionel preperation as ‘a forerunner of
all other credentialing mechenieme. If, for example, the profession
- ' moves toward a certificetion program (dsnerally, a voluntery effort
o . .ueing national etandarde in a quelifying examinetion), thep it is
egssential that there be a core of health educators prepared who are |
- eligible to demonstrate guccessfully their mastery of essential skills
' ' and *knéwledge . In addjtion, btheridev ee; such as sélf-eeeeesmént
’ documents and continu1ng education. meteriele deeigned for prectitioners
- currently working'in the field, should be developed to etrengthen _
practice and provide a basis for continuing professional development
programs. This will essist thoee in the field to demonstrate eUCa
Ceeefully their proficiency in the skills and knowledge veflected in the
‘\2\ certification examinetioq. Aleo, to carry the example through, such °
. ‘ self-assessment mechanisms and continuing competency materials would
provide an opportunity to those who come into health éducetion “Ffom
_alternative routes to develop their health education skills to a level
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of proficiency congistent with the demands of basic quality aa reflected < . .

"4

in the certification examination. .

¢
.

As a final note, it should' be recognized that role delineatioh
prov1des the profession of health education with a process for the ) ‘
profession to determine its future. The process is a continuous one. ¢
The dlffflslt (iret step ia being completed. Improvements can be ade Y
dIIing subsequent phaaes. New theory, disgoveries from practice,
research, demonstration, and the infiuente of the forcea.governing
8001ety oan be systematically incorporated into the practice and prepa-
ration of health educators by retai‘lng a procesa.ueeful to profe881onal
growth.

o ) \ - ‘

.As a result; éonaumers and'employers will be in a better position
to evaluate the services of health educators.r Public policy makers will
be in a position to knowingly allocate limited resources to the pre-

* paration and continhuing professional development of health education

~ personnel. Thitd-party payers will be able to eetablish meaningful
standards for compenaat iom for(health education aervices, and the
professlonal hedlth educator will- benefit from hav1ng marketable skills
applicable to a wide variety of sett1ngs> with. a career ladder and a

" gense of profe881onal pride and responsibility. 7

The role of health educators/is clear in OojectiVEa for the Nation. >
Bo37_he time is short. In order ‘to meet the citallenge of effective and
comprehenaive health education in all aspects of aociety, the profession- Y
has little time for inaction. The objectives are meant to be attained ‘
by 1990. Through role delineation apd‘the'commitment of dedicated:

profesa’pnals; the challenge c et vs

-

/ 100 .

rs

. ; o 14y




v i@ .

Reférences

-

roceedings o e Workshop on-Commonalities an
~Washingﬁon,\D.C.,,DHEw Publication No. (HRA) 78-71,

Differences.
1978.
Glaaer, B. "Instructional Technology aRd the Measurement of
Learning Outcomes: Some Questions." American Psychologist
18:519-521, 1963. - .

Popham, W. J. Criterion-Réferenced Medsurement. Englewood Cliffs,

New, Jersey, Prentice-Hall, .
“Background ., Statement for Credentialing Program Sponsored by Bureau
of Health Professions."? Unpublished article. Hyattsville,
Maryland, DHHS, Division -of Associated Health Professions, Bureau of
Health Professions, April 1980.~ : .
2 N / , ) /
q"‘ o . <
\ \ . 1
: .

[T
:




. ; Y -4
L ] .
- ‘
ke . DTN

= - s N

- lmpllcaﬂolq of Credenthllng’e lmpothnpg / E
for. Con:::%dﬁ Educa¥ors .
A /
Raymond W w, Dr.P.H. . .
~ University ::f.;;wh

o R ~

Alfred North Whitehead has said that " [e]ducation.is a setting in
order of a ferment already stirring in the mind." Part of my task this
morning is to assist in creetingxhie ferment. Perhaps there is a need
to stand back from the immediate problem of credentialing and to examine
uhat is happening within the field of public health and within our own
profession, and to make some Julgments ‘about how we should react to
those” situations. There is need to understand our relationships within
health services and our reletionehip to. the social, environmental, and

,health probleme of the nation.. ‘Within this relationship of health
‘education to the ;health prdblems of the gation, we should find the

- A ]

reasons for our concern with credentiﬁling. v

/

We should heed the advicé bf Gordon Allport, who warned of "the
functional autonomy of' motives." While we may all be deeply concetned
with the need for credentieling, we must keep in mind that credentialing
is an inatrunent. He need to'be clear ee to the purpose of the instru-
ment, the usefulness of the instrument, and the ecceptability of the
instrument to the profession .of the f'uture.‘

It is a matter of some ‘surprise to find that everyone{ie a heelth
educator. Those holding MQS .W.8 claim to be health educators; thoee
with M S.s, M.A.s, M.H.A.8, or M.P.H.s8 in planning--all-claim to be
health educatp.rs' -almost without exception psychologiete in pl.blic
health claim to be health. educators, whether their backgrounds be in
elinical or social psychology, and-there ie even one woman of my
ac@intance who me_]ored in Cleeeicel Greek. I wonder, do we have
a tiger by the tail? :

I
.
«
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‘ As a nationel group of concerned academics charged with the
.+ . responsibility of providing the compe;‘nciee and skills that define. the/ )
health education profession, .we need to define our purpoee or goal,
This seems to be an essential first step in the process of defining
roles. I would suggest three possible purposes for univereitiee
offering conmunity health edgcatlon programs. 4
Sone may be concerned with the viEfBility of health education
within the service structure of public health without. particular concern
for the methodology or profeeeional role aeeociated with such a service.
A second poeeible definition of purpose might be the methodological
area. Some may be concerned with providing the competencies and skills
necesfary to the efficient and effective health education‘of the public
without particular concern for the professional identity of those who
\\\‘provide the eduoation. A third definition of the purpose of an "academic
program in health education is the preparation of an exclueive group of
people within the health scienceés known as health educators. Presumalfly
there -is a body of knowledge and skills that define the profeeei09/ aif
we -are to prepare, at the baccalaureate or Master's level, called
health educators, what are the essential competencies and skills without
. "'ich a‘health educator is a charletaen and aiquack?. This is an
3 " essential question for the profeeeion.
Our professional concern with entryilev preparation has coincided
~ with a etrong public demand for baccalaureat:l€>ogreme in health educa-
- tion. Univereitiee have reeponded quickly to this demand, and my most
recent information indiéatee at least two hyndred university prdgrame
offering health education at the undergraduate level. There is no
accurate figure for the number of people who are granted baccalaureate .
degreeés in‘health education each year. My uninformed gyess would be
* 2,000, : “ ‘

I

- h .

' But there is no uniformity in this degree. 'Some degree of uni-
formity seems to be important if we ake to consider certification or
gccreditation. Agreement on such uniformity will be difficult. Many

W '
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health education faculty have had no formal or informal exposure to the
theo?y or practice of health education. Meny come with biology, social
science, or physicgi education backgroundp; and it seems difficult, if

t impossible, to define a common body of knowledge within a univeraity'
:ittlgg/that may provide a professional bgse diverse from leadership
within the university setting.. . ’ o |

There is a further qdestton of "leaderghip within the programmatic

area of community health educativn. For at least a decade there has
been a large surplus of psychologists in the United States. This ’
' surplus will be accenfbated in the comind decade. Furthermore, health
manpower projections indicate a surplus of between 60,000 and 90,000 ’
physicians by the year 1990. The impact of this %urplus is already
reflected in the nbmber of physicians who are moving intd the health
educatlon field. On the one hand, we have a large group of under-
graduated with no uniform preparation, all alaiming some 8k1118 and
competencies in health education; and on the other hand, there is a
large surplus of behavioral scientists and‘physicians interested in
accepting -leadership posts in health education. Many health education
projects are directed by non-health educators are staffed by people
who wear the label of health education, but shave few skrfis and little
academlc trainlng in community health education. Is credentialing going
to affect this situation?

v

- Q‘

The current emphasia on the .entry-level health eddcator raises
another question. What is the impact of our cu"ent‘conce_rn and
activity on the M.P.H. degree in health education? The SOPHE document
on guidelines to the preparation and practice of heglth educatibn
prdvides our best current gu{de to standards. Any partial review of
this document would suggest that the Master's dggree is similar in
almost every respect to the Bachelor's degree. This is confirmed in the

‘role delineation document. There ;s no clear differentiation of eEIIis,
only a‘little more of the same. Particularly in the current era of
‘economic stringency, perhaps we, as a profession, are contriguting to
the weakening of the professional category of the M.P.H. by our emphasis

104




on the'wide range of/;Lilla and competeﬁEIes delin?ated fq;\the bac-
caleureate. Is this what we intend? ‘While focueing on the atandarda
for entry level, we must remain conscious of the total system and the’
. * - impact of our efforts within'that aystem. - '
Health educators have never been more fortunate in the reaources
"available to them. The laat decade has geen the eatablishment of two
national ‘offices, both of which have, in a short time and with compara-
tively slender reaourcoa, given-fantaatic support. to the profeaaion. We
have.a National Center for Health Education, highly active and prlvately
funded. We have & large body of research, growing almoat daily, that
confirms the close association between the habita of people in their
social and physical environments and the kinda of morbidity and .
mortality to which they are subject. T
;. \ . .
We have received cin the last two years from the Surgeon General's
office two volumes that aupport the whole concept of health education,
. - and I speak here of two books, Healthx,Peqéle and Promoting Health/
" Preventing Diseape. One calla for a aeco;d revolution in public heglth\'
" and providés feasible targeta with particu}ar‘emphaaia on behaviorist
aspecta of health. Implicit in thia publication ia a challenge to
health educators to provide leadership in thia revolution toward new
levela of health and a better quality of life. The aecond publication
Yoea a loNg way toward laying out a health policy for the nation and
eaphaaizes in this policy atatement the concepta of health education and
health promotion. '

.

In the laatyear Larry Green and Helen Roaa, with their corauthors,
have provided us with twa auperb textbﬁoks, thua offering the poasi;
bility of uniformity in ‘teaching health education. The,National Center
for Health Services Research'recently haa iasued RFPa on health promd;

,af”'” tion and diseass prevention for the second time in less than aix months.
We have never had it 8o good.
e : =
. ‘ r
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Furthermore, and most important, the concept of health promotion

-

hg’ been separated from that of medical care by the Federal Government,

. and has thereby provided us with a firm professional’ platform. We have

developeq@bbr guidelines, and the role delineation study is complétel v
These are big steps. But we are still a long way from profesgional f

. monitoring. : ‘ ’ N
h A}

In cqulusion, I would like to bring up two further issues that -
have serious implications fqr commu?ity health qducation. \\E\\\
. | o~
The first of these is constituency building. Ray Salman has;told_
ys to get out there and educate our public’ While one or two of our
members have outstanding records in bdilding congtituencies in the
states, or at the national level, most éf us have been content to be

bureaucrats and to neglect or even avoid the task of coﬁstituency

_ilding. In our current cultural and polif&cai climate, we neglect

onst}tuency building at great risk. We must work to devglop networka

iMour states and at the national level that provide visibiliq& along s

witR political and professional support. This seems\éésential'to ‘ [}

credentialing and to-a p}ofessional‘identity.

"

ﬁ; concluding point, one that supersedes‘éll points I have tried to
make, is the need for solidarity, to use a current term. Many profes- °
sions in Hheir adélestent stages go through fragmentat?on.' This is but
a reflection of diverse viewpoints and areas of specialization. 1In . . -
health education we ape passing from adolescence to maturity. We now
require specialization without fragmentation. We have at least six . '“
differeg) organizations, each defending its own turf and claimeng its .
own exogisi{eness. Professionally this is suicidal. For too long the
rift between school health educators and community health educators hag
been seen as a chggg},whereés inereality, it is little more than a ditch., '

There is need for school health educators to extend their vision
bayo?d the classroom to include the whole school systbp of teachers, . '

' ]
. : . ®
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administrators, and parent groups. There is a concurrent need for the-

. community health educator to recognize the strength of the school health
e%uca@pr and the powerful intervention modality that the gchdol repre-
-sents in oue society. The situation does not call for a strengthening
of coalitions but rather’the abolition of petty fiefdoms and a consoli- ,
datlon of the profession into one professional organization. Special-
ization is essential and must take place, but must be built on 8 uniform
pody of knowlegge, as in law or medicine. ' -

\
:

In summary, can we define for ourselves a sense ;f our goalé in
professional preparation?®Wre we bu11d1ng on.a philosophy of human
relatlonshlps, or are we looklng for a set of competenties? Are we
working toward the strengthenlng of, .the "open 8001ety" concept of the
independence and 1nterdependence of people within their families and
w1th1n their communltles7 Can we develop a consensus about the €
phllosophy, competenc1es and skllls that are the strength and distin-

guishing features of those who are proud to be called health educators?

-
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Concerns About Ctedentiahng Health-Educators in Medical Care
quol N.-D’Onofrio, Dr.P. H., and Laura Keranen. MPH. -

. School of Public Health
* University of California at. Berkeley
4 / ) \ . ' B

Certain characteristics of the medical care system profbundly
affect criteria and proepecte for credentialing_ health educators ip this
practice settiﬁg. To 'stimulate identification and discussion of xhe
issues, this b&ief paper ﬁointe out some salient features of medical
care ee ltLPXIBtB in the U.S. today and raises some related concerns for

'standards ofjrofeeeional preparation and practice.

1. The public, health cage providers, and policy-makers are
attributing increased importance to health eéducation in mg¥ical care,

but the reasons for this heightened interest differ. Consumers dis-
enchanted with the existing system and newly conscious of their-rights
.want etraibﬁhforward information on their health status, their needs fer
medical -care, the competencies of providers, and the risks and benefits
of alternative courses of treatment.: Proviﬁere are concerned about
improving patient compliénce with medical advice, ‘ss well as with con-
serving physician time. Institutions look to education .as a8 new source
of revenue in times of economic stringency, and also as a marketing

* device to assure high hospital bed occupancy rates. Legielatore and
insurance companies expect health education to help control health care
costs. The anticipated outcomes of education in medical care therefore
vaty, and are net always compatible with goals of informed decieione
making. Is credentialing to be concerned only with the effective .
performance of educational functions regardleas of goale, or should the
ends ’ as well as the means of practice be coneidered?l Whom shall
education serve? What grougs should it empower
| \ .

2. Medical care is organized to expedite the delivery ofgedical
care, not education. ﬂacision;making hierarchies, formal and inkormal
lines oﬂ_communication, leadership patternez power'relationehipa,

.
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priorities, buildings and architecture, and even the language of medical
care are structured to facilitate the hands-on care of patients. The
planning, organization, snd delivery of ‘effective educational programs
. therefore must take place in an environment laden with social and ‘
structural obstacles. Not the least of these‘is the problem of reaching
agreement on the nature of educational content, for-ganirpl of informa- \
tion is a major mechanism of socjal control in medical care institu-
tions. To operate,effectirely in this milieu, the-health educator must
‘be able to assess the dynamics of complex and interacting systems, to
gain acceptance and credibility in an alien culture, and to effect
planned change, not only in 1nd1viduals, but in organiz tions. Survival
skills are prerequ131te. While the.generic role delines ed for the
health educator may be necessary, it is unlikely to be s ficient.
What, then, is the appropriate preparation and entry level for health
educators working in médical care? ) _ ’ I
3. Physiciansl nurses, &and othe.i‘healt@r;dfessionals regard
-Health education as thejr responsibility. Although this has been tradi-
tionally so, new emphasis on the importance of health education has led

to new interest--and territoriality--on the part of various health pro-

' fessionals. {Many physicians resist the provision of patient education
by others on the grounds that only the doctor has full knowledge of the i
patient's case, that the doctor is held legall} sesponsible for patient
care, and that the involvement 6f others in'education interferes with

the doctor-patient relationship. Nurses, exerting their "independence
and expanding their own professional identity, claim that education is

an integrel part of quality nursing care. ’Dietitian;,—eucial workers,
pharmacists, the clergy, and a host of other professionals gimilarly are
specifying their particular educational roles and responsibilities in’
medical care, some with a good deal of sophisticadion. Related training
programs énq reeearch projects, although variable in quality, not only
visibly stake out turf but often contribute to strengthening educational '
practice. On what basis, then, can health educators claim that their
‘skills and knowledge are unique? Rather than try to establish profes-

sional boundaries, shouldn't our stanCe foster interdisciplinary
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croration and Bdwationhi resource development? Isn't this politi~ M

ly the only viable alternative? And isn't such sharing the essencé.
of education? L

. 4. Massive social forces are ’convergi_n}\to create enormous pres-

sures for changs in medical care. The decrea;e in infectious diseases
and the increased prevalence‘pf the ;chronic diseases, concomitant with
changes in the age structure of the population, have altered needs and

. demands for medical care, as wellaéé ﬁattérns of health care delivery.
The technological explosion has expanded greatly the repertoire of'
medical inierventions, leading to increaseq medical qucializatién,.the.
mushrooming development of new health professionals, the.uncontrolled
growtwof f.he hflth cere industr;, maldistribution of resources, and
escalating health care costs. Business and indus y, pressured by
worker il}riess, rising insurance Q'i:s, an&%ied profit margins, are
organizing their own health programs and renego®ating relationships

_with,pedigal care institutions. At .the same time, the women's movement
and increased consumer aqtention to.equél access, quality care,- and

L s

informed consent have thrust decisions about medical care into the (
political arena, as well as the legal/juddeial system. Society's
ef‘forts.to cope with these problems have resulted in a 'lab\yrinth of
regulations, new forms of health care organization, and new ‘financing
mechanisms. None of these "solutions" has yet acr'mi’eved notable success,
but all have contributed to the intensity ‘and turmoil of change.
! - /
Hospitals aﬁd other medic;al care facilities thereford are caught in
an-enormous eknomi&and ;:olitical struggle involvgg many sectors of
society. The stakes .are.high and vested interest-s‘ are strong. Ode
reault of particular relevance to the development and implementation of
~staMdards for health education specialists has beefl the Qeciaratibn of a
moratorium on the licensing of nontraditional heal'th workers. 1s cre-
dentialing of health educators in ;nedicai care &lee in this maelstrom
of events? pr can meaningful standards of professional practice be set
when there is so much instability in the system? Will r;ledical care
institutions tolerate o~nly the performance of those educational func-
tions that preserve the status £|uo? “And is "playing it safe" to protect

e
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the availability of jobs in medical care mere ihportant to health
educators than the challenge of applying education to help resolve

L. fundamental dlfflcme relationship between We and their

. . health care institutions?, ' C
'\.)' ‘ ’ ' - . .

. The complexity and magnitude of these issues indicate that achiev-
ing quallty health education practlce in medical care settlngs is a
formldeble task. Standards unquestlonably are needed when the well-
being 'of patlents--and sometimes even their lives--depend on educational . .
effeptlveness Also necessitating the development of meaningful guides
to professional practlce are expectations held by various powerful
segments of our society about the contributions health education can
make toward ellevidting major medical care problems and therdesire of
health educatiom specialists to.perform constructlvely in tHis 1mportant

arena of change. ' 7

. v - g It
‘ While the need for standards therefore is not di:puted, questions
arise sbout how standards best can be set. The delineation of a generic
health education role accompanied by related curpiculum development and
credentialing efforts represents one approach. Nevertheless, before
1nvest1ng substantial professional resources in this endeavor, potentlal ) !
payoffs must be carefully weighed against those likely to be attaiped v S

.o through alternative uses of limited time and energy. -

In our considered view, professional standards must be derived from
a thorough analysis of the educational needs of particular population
groups combined with an assessment of the opportunities, cogstraints,
and resources that shape health education pragtice-in particular insti- -
tutional contextsf The 1dent1f1cat10n of functions common to all health
educators working in all practice settings draws attentlon away fram-
oritical differences that cannot be ignored in determ1n1ng the nature of v
+quality health education performance. Diluted generalizations provide
little guidance either for practitioners or for institutions preparing
health educators to work in the real/world of people, problems, and -

organizations. . "~ -




’ . Approaching standard-setting through the definition ef a generic
health educator role also neglects rpalities of how standards become .
accebted and implemented. A close apprsisal of current accrediting
. mechanisms end tboee likely to be operative during fhe next decade
o offers little hope that standards for the professiqnal preparation of
health educ;t;S;
Prospects for enforcing health education standaids'in the field are o

can be applied effectively through this channel. .

14

likewige'extneMely dim except as inq}itubions and agenoies voluntarily

. set criteria for hiring and job performance. . ) e ’
 eaion ; :
. Health eddcation theory and practlcal experlence provmde ample

préEEIbb to'define theﬁr common functiens, the Role Delineation Projec
excludes organlzatlonal d30181on-makers and special 1nterest groups fr
active partlcisekeon in the standard-setting procese. Beth for this
4 . reason and because/e generlc role cannot reflect. adaptatlon to the
. unique concerns and cngracterlstlcs of specialized realms of practlce,
the standards developed by health edicators actlng ecumenlcaily wlth
each other, but in isolation from other sectors of society, are 11kely
to find minimal acceptance and probably considerable resistance among
those with standa:d-setting nowers in medical care.

- . ¢
»

¢

The Role Delinedtion Project f%éfs upon the pregise that the
defirition of common health education functions and a generic role will
* urify health educators working in schools with those working in other
~ institutions and Eommunities. Such unification, in turn, is considered~ ) "\
. 1mportant in 1ncreaslng 3001etal support for professional health educa-

tion preparation and practlce. In response to this argument, we

\
t

suggest, first, that societal support for any profession is merited and
won only to the extent that this profession demonstrates particular
gbilities to impact on significant societal problems. Second, while we

m— en— s -

agree that professional unification is important in obtaining greater

.

~ societal support, we point out that role delineation ie on1y~one

-
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. approach through which unificatibn can be accomplished, As indicated
previously, the definition of a generic role directs attention.g!gz from
the, critical health problems that should be the focus of professional

. health education practice, bec 2\3 these problems differ in different P
prpctice settings. Moreover, role delineation Jeads health educators to
devotd.their time and energy to” internal professional concerns at the
“expense of their active involvement on the front lines of sttack against
society's ills. Neither .society's problems nor organized efforts to
control them will wait unchanged whiie heslth educators encapsulate

themselées in a professional vacuum to define their common role.
L] . )

0

. - These cqn31derat10ns lead us to conclude thst our profe331onal
1dent1ty will best, be forged and our professional prattice. advanced as
" we consolidate our resources to confront the major health problems 7 “
plaguing society today and emerging to plague us tomorrow. Our roles
}i will necessarily vary as ne work from different bases to address
different health needs in different population groups. Our unity
therefore will not be found in role performance, but rather in~eur
comblned efforts to address massive social tasks, our philosophy, our
values, and our commitment to achieving s healthier socie®y through

education. Med1081 care is one cruclble in which socletal change is

occ€urring and in which we must get on w1th the JOb ‘a8 part of a larger
gystems approach. ’ . R =

——
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'y Credentialing: Implications for (Schodi) Health Education

. Marian V: Hamburg, Ed.D.
Professor and Chairperson, Department of Health_Educa
lﬂeuv\iorh;llnlvétlﬂty

My assigmment ‘is to present to you the concerns about credentialing
from the perepectlve of school health educators. For me, the hardest
part of thls task is to view health educatlon as separate programs for
dlfferent settings. I think of myself as a health eHucator--not a
school, communlty, or médical care educator. Nonefazless, for the

purposee of this panel,'I have trled to !‘mlt my Temarks to the special
concerns of health educators who Work in-achool settings.
'

It may well be that credentialing raises fewer concerns for the
)'brofeaclonal preparation of health educators in schools than it does for
the-professional preparation of health educators for work in other com-

munity settings, including medical care. This is because there is a
history of credent1a11ng for elémentary and secondary school teachera,
who constitute the great maJor1ty of, those intending to practice health
- education in a school settin§. The traditional credentialing includes
institutional accreditatior®} curriculum approval, program registration,
ana the t;a?nsing and -cer fication of gradaates.

For example,‘the institution providing the professional preparation\i>

may be accredited by the National Council for the Accreditation of

+ Teacher Education (NCATE).

.

The Health Education curriculum itself may be reviewed and apprg¥ed

” by a State education authority. Traditionally, programs must be

registered with the State education al.fthority.

-

The successful graduates of such pragraﬁb are eligible for
litenging as teachers and also for certificationes health education

specialists, in states where such certification exists.

11a\,\ .
' ; . i , )
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- Though there may be weaknesses in the proces;ee for detemmining the
/(’ extent to which gtqnderde have been !rt there is no lack of.creden- 8
¢ tialing. There are nonetheleea some real concerns re1at1ng to creden-
tialing fos health educet%gn programs leading to professional practice
« in school settinga. I will addrees myself ‘to-three of these.

.

(23

1. The lack of uniform national credentialing for hee'lth.
education. '

Ipe'type of ‘accreditation provided by NCkTE ié' institutional in nature.

A participating university or college is-reviewed and rated 'in terms. of g
schoolwide standards and may receive institutional accreditation. How- -

ever, there are no standards 8p801fic to health educet1on. Professional

preparation programs in health education may rece1ve a cursory or a

y ‘ careful review by site visitors who may have min1me1 or extensive
knowledge of the field. Accreditation by NCATE is therefore not evi-
dence of an institution's meeting of standards that are specific to the
field of health education. (This situation is similer.to the school-
wide, rather than'erogrammatic, reviews of schools of public health by

.. the cmr?zl on Edycation for Public Health.)

There is ‘a lack of uniformity in the way school health educators
are prepared acroeg,tﬁ;/counfry. Uﬁiversitres develop their own |
programs, which differ cons1deraq3y. This same lack of uniformity
apblies to the standarde and approval procedures applied by State
education authorities, who have the legal responsibility for educatiop/
. Bocluse the authority lies with State and not with Federal Government,

there could be 50 different curricula for preparing school personnel fog

fealttffducation functions. - I{ .

In fact, the ‘wide variations of Sﬁhte“requirements for professionef
programs have resulted in differences in range and depth of subjects
studied, duration of the curriculum, nature and amount of field work,
minimum competency, expectations, and the quelifications o6f faculty
. leadership. No only do the existing standards vary, but so does the
nonitdring procesa. Standarde on paper are not necesserily those in

v
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practice. Professional preparation of echool health educators in the
United States is not one, but Eén

1tee1f 8 weakness, bhere is concern that health edication:leaders have

y. thlngs. The ugh varlatlon is not in

the ekllls and knowledge to make maximum contribution to the education
of the ultimate cdneumege:‘ children and youth 'in schools and their

families. At least minimum etandards‘;hould exist in all states. And
health educators should be able to have credentlale that will enable
/553552; practlce in any of the states of the nation, a situation that

does not exist at presenta 2t

‘
2. The lack of unlformlty in the baelc professlonalgpreparat;on of

entrylevel health educators, reg rdlese of the settings in

.

. which thej are preparmg% work. .

_
At present there is a prollferatlon of institutions of higher education
providing entry-level (whatever that is) preparation of health educa- R
tors. burrehtly, approximately 108 institutions. offer baccalaureate

, preparation, and approx1mately 80 offer Meeter 8 programs. Tradi-
tlonally, students preparing for teachlng or other educatlonal work in
school settings have studied in sohools or colleges of education.

Those preparing for health education in non-school eettlngs have
studled in schools of public health. Often there.is little communica-
tion or collaboration among these units), el%n where they exist on the
same campus, - And : although there has been a growiqg agreement within
the profession that there is a common core of knowledge and skills ’
needed by any kind of health edcuator, the preparation contirues to be
separated, for the most part. This haa created some obvious probleme.

® A lack of unifprm standards, un}formly.epplied;

N

® A lack of appreciation of the health education profession as a
single profession, not several; -

e The limitation of communieation and collaboration among the
different health education specialists during their training for
a field that requires cooperative efforts;

e The misunderstanding on the part of the public, including
employers, of what health educators are prepared to do.
3
116 -




The often competing professioni; preparation programs, brofossionai
‘health'educétion o:gaﬁiiétiqn§,~anq‘evan govefﬁ;;;t departments and
bureaus have contributed to the ldck-of professional growth of the
field. There is no single Joice for the" field, and there needs to -be.’
: Because'schbols are part of the community, and school personnel
ﬁ%ually view themselves as school/community prof;ssionals, it hag been a
natural occurrence for health educators prepared primarily fo;/;eaching
positions to move into community (non-school-centered) health edugation
jobs, either out of choice or out of a lack of teaching opportunities.
Since there is no license or other spegial credential needed, this has
been an easy trensition. On the other hand, the movement by community

health educators into school positions, especially teaching, is nq§ as
easy because there are licensing and sometimes certification

requirements., ]
< /—T\
3. The need for one basic curriculum to meet the entry-level
credentials for ®chool/community heal}h educators. =

1

For the professional preparation faculty, the challenge is to provide an
entry-level curriculum that prepares students for more than one settiﬁb.
A few such curricula exist. Alsc, some institutions encoursge the
individual tailoring of ‘professional preparationrpiograms to permit
_students simultaneously to earh the community public health education

- credential and to fulfill qualifications for teaching health education.
As the need for trained health educators ig medical care settings A
expands and the standards for such speciqlization are defined and

applied, there will be furGher concerns about proliferation of training.
€

i -

Concluding comments:

In a very practical sense, my everyday on-the-job concerns about
professional preparation of schooi health educators and commugtty health

educators, as well- as several kinds of specialist (sex educatdes,




alcohol specialists, env1ronmentallsts), force mé -to ‘deal with such
issues as:
v . r > -

a. Explaining to administrators what health eduation is (and is
-+ not) and why they should support morally and financially the
several curricula, the requirsq State approvals, and several
accreditation piﬁaeeggs. . .

o

b.- Dealing with several different accreditation groups; providing
the faculty time for self-study, site 'visits, and follow-up,
the extra secretarial time and patience; budgeting for ever-
increasing annual fees pnd the special tosts of the review
process; and when it is-all over, wondering whether accredita-
tion is worth the effort.

c. Advising health. education students and potentigl studerits &bout

their choice of university, their chdice of spe€ialization, and
. their probability of empleyment in the area or areas they

choose. Explaining accreditation and certlflcstion snd their
relationship to employment. LI

d. Teaching about the profession to students in training; inter.
preting the credentialing situation; and encouraging acceptance
of the need for uniform standards, uniformly applied by quali-

» © fied professionals. Encouraging a broad view of the field.

e. Determining in which professional health gducation organization
to be most active during a given year; pdﬁing the dues of too
many; and wishing our profession had a single "voice.”

f.. Intepreting the field to outgiders. Even health-related pro-

‘fessionals do not understand what it is and what health
v educators do.

g. Searching, @s .an individual professional shd as a member of a
health education faculty, for a solution to the problem of
defining across-the-board standards that will make it possible
for health educators to be able to fulfill the potential of
helping people at any age--in any setting--live healthier
lives.

’

~
~

Will credentialing make a difference? Will it really have a
. E
positive effect on the achievement of our nation's health goals? Will

it protect the public?-That, of course, must be the ultapete concern.

-
[N
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Credentialing: Implications for Institutions and Proar_alpa. \

o Lee Holder, Ph.D. -
Dean, College of Community and Allied Health Profecslons
The University of Tennessee Center for the Health Sciences

. N

Background and Definitigns .i.
‘ ~ .

+  Most people agree that personnel credentialing has a basic purpose

of consumer protection. By licensing, certifying, or registering \
personnel, the public can recognize practitioners who have met certain
educational and professional standards and are presumed ¥o be competent
to deliver services. According to ‘the Nqtional Commission for Health
Certifying Agencies (NCHCA), more then’;OO health fields are regulated
or seeking regulation by some sort of credentialing mechanism.{1)

If we afe to consider credeﬁtialing and its impact on educational
institutions and programs, we. must consider it in relation to a number
of quality control mechanisms that together, make a significant impact.
Four basic categories of act1v1ty dbsigned to insure quality of
educational programs,and professional practice are:

-

® Accreditation of educational programs

° Credentiéling of personnel--through licensure, .
certification, or regisgfation

- , R F 4

e Peer review of performance

e Continuing education.
\

1. First, let ug look st accreditation. Accredit¥tion is "the’
processsby which an/agency or organization evaluates and fecognizes a
program of~study

[ 4

an }nstftutioﬁ as meeting certain predetermined

standards....Agcfeditation is usually given by a.private organizat;?n
created for t purpose of assuring the public 6f the quality of the
accredited (such as the Joint Commission on Accreditation of -

Hospitals)...."(2)

.

119

\ . 122




The impact of accreditation on educational programh f;'ﬁuite
direct. Accreditation provides peer review of and influence on what
should be in the program--its curriculum content and sequence,
Qualification of.faculty, availability "‘of facilities and resources,
educational support services, and the like. - For each program !
"essentials" (or minimum standards)™are. developed; fa?ulty assess their

own programs in light of the essentials, using a eelf—etudy&proceee;

.peers from similar progrems-and institutions conduct site visits and

-

qyaluatiéﬁe, based on standards contained in the essentials. Graduation
from an accredited educational prog}am is normally a prerequisite for
eligibility to take a credentialing exam and thereby enter into
practice. - ‘

'2. Credentialing of personnel is "the recogniﬁion of professional
or techniéal competence. The credentialing process may include "
registration, certification, 1iceﬁeure, professional association
menbd%ehip or the award of a deéfee in the field....Credentialing also
determines the quality of personnel by providing standards for evalu-
ating competéhce, and defining the scope and functiond in how personnel
may be used."(3) -

a. Licensure is "permission granted to an individual or
organization by competent authority, usually public, to engage in the -
practice, occu;at;on of activity otherwise unlgwful..s."kb), Cicensing
is the most restrictive form of occupational regulation because it
prohibits anyone from engaging in activities covered by the scope of
practice without permission from a government agency. There are a
number éf health occupatibne and,profegsions covered by licensing laws -
in one or more states--including audiologists/speech pathologists,
chiropractors, clinical laboratory personnel, denta} hygienists,
dentists, dietitians, emergency medical technicians, medical tech- .

nologists, lic practical nurses, registered professional nurses,

nuroind home administrators, occupational therapists, optometrists,

pharmacistfs, physical therapists, physicians, psychologists, radiologic
technologists, reapirag‘y therapists, aanitar}oﬂ',"aocial workerh\,

-

oy
.

veterinar y and’' others. N
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b. Certification is"the process by which a governmental or

nongovernmental agency or association evaluates and recognizes an
individual, institution,.or educational program as meeting predetermined
stendards. Essentially it is synonymous with accreditation, except that-
certification is usyally applied to individuals and accréditation to
. institutions. Certification programs ate generally nongovernmental and
do not :exclyde the uncertified from practice, as do licensure pro-
grams...."(5) $himberg, in a recent paper on "National Developments in
Health Occupations.Credentialin »" explains both governmental and volun-
T tary certification prdeeeees. He points out, "For example, in many .
' states anyone may practice accounting, but only those who have met State
atandards may call theﬁ?elvig 'Certified Public Accountants.' Unlike

1icen91ng, the law does not“prohibit non-certified ind1v1duals from
engaging in apec1f1ed activities; however, it does prohibit them from
using a given title or from holding themselves out to the public as
being 'certified.'"(6)
. 3 . ) ’ ~\_.——f? ,
Qne interpretation of the difference between licensure and certifi-
cation is ‘that licensing is concerned primarily with safe/unsafe prec-
tices, whereas certification deals with differentiating the excéllent
from the gcod. In vcluntary, i e., nongovernmental, certification, many
professional and trade groups grant recognition to individuals who have
attained certain entry levels or are qualified in special areas of prac-'
-7 tice or have superior competence in given occupations. ~ Shimberg pq1nt§
out that while all physicians must be licensed by the State before they
can practice, those who meet standards set by nongovermmental certifica-
" tion agericies may be recognized for their competence in vagious fields
of specialization. Hence, VBthﬂa specialties of medicine have tpeir
speCialty boards, uhich voluntarily certify phy8101ans who pass examina-
tions and meet other requirements. At present there are 23 medidha
_apecialty boards, none of which are based on any law. They represeit ‘a
voluntary effort on the part of occupdtional grpups grant\recognition
to those who have achieved a required degree of knowfgdge'and skill in a

given field.(7) N
- o - -,
. , . *\ ‘y, o *
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c. The fnird form of cred ntialing‘is registration. It isa

" "the process by which qualified 1nd1v1dua18 are listed on an official

roster maintained by a governmental or nongovernmental agency.

Standards for registration may includé such things as successful .
completion of.a written examination glven by - “the registry, membersh;p in

. the professional association malntalnnng the<registry, and education and
ekperience such as graduation from an approved program o equivalent
experiente...."(8) Registration is us;d in gituations nEEXE/the threat ,

to public health safety or welfare is minimal. Itishould be noted that
althaugh some disciplines are called "reglaté;ed " ag in Reglstered

Nurse, they are, in, fact, licensed. . - .

Any group can set up a 6éntification process and set standards in
the non-governmental sector. In fact there--ere so many certlfying !
bod1es-1n the health care occupations and prefessions that recently
(1976) the National Commission for Health Certifying Agencies (NCHCA)
was organized teo develop standards for Eecogoition of h;alth certifying -
agencies--in other words,\to "accredit" the certifying agencies.
According to the NCHCA, there are more than 100 health, certifying
agencies. Currently, approximately 45 diffefent occupations in the ' {

health field are regulated, 14 of them in all states.(9)

’
. .

3. Peer review is a third quality assurance mechanism, pri- S
marily utilized in the medical sector at the.bresent time. Public Law

92-603 authorized development of Professional Standards Review Organi-

zations (§SRO) primariiy for reviewing utilization of certain government
medical care programs such as Medicare, Meditaid, and child health
services, At present, peer review of profeséional per formance is not |
widely utidized by allied health disciplines?but is being studied for
applicability as a qualitj controf nechanism:fo:,future utiiizat;on.

v
'

4, The fourth quality assurance mechanism is coniinuigg
education, Continuing education is often tiéd in with continueq certi-
fication to assure additional study toward updatxng competence and prq;

ficiency. Many of our professional disciplimes ére beginning to mandate

continuing educatjon for continued redognition and recertification.
. g ¢



‘ Several groups, such as medical recor‘ adainistra’tors and dietltians, )

e )
nandate spec1flc clock-hour requirements of continuing eduecation over a
period of time. Failure to maintain these requirements results in Insa

-

of certification.
/

Unfortunately, the groups n’pdatlng continuing education often
cannot specify cont1nu1ng_educst10n for what. Ideally, one should know
the level of knowledge, skills, and behavtors demanded by advancing
technologieg'and practice and should base Eontinuing education (or any
other learning mechanism) on making up the difference between the "is"
and the "ought." ‘Until we tie continuing education with specific
knowledge and skills required of the professipn, we are likely to be —
Spfhning our wheels in that continuing education offerings may not be

.related to spe01f1c advanced knowledge, skllls{ and competencies

required. What good, for exsgple, is a continuing educationtcourse'in
Financial Management for the physlc1an7 It may be good for him or her

_as an individual but does not extend his 'or her skills as a.

practitioper. ° .

But the fact that our state of the art in coninuing education is
imperfect\shoulﬁ not negate our recognition of continuing eduqation as
an attempt at quality control and contlinued competence.

Processes -and 1ssues

. : )
Let us gbo back and examine the process of developing credentialing

standards and procedures. First, we must_start with a baseline of
knowledge skills, and behaviors or conpetenglesunecessary in order to
practice the discipline (i.e., minimum standards for getting the job
done effectively). Second, these standards mu;t be translated into
reliable and valid tests that can evaluate the extent to whish the
individual measures up to these standards. Third, a system should be
developed of recognition of the individual who meas:resfup to the
standards of excellence of the discipline. -

=

There are several issues in credentialing. One of the weaknesses

of voluntary certification is the absence ?F standards. Any group

<
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‘wishing to establish its own certifying agency is free to do so. Often

in the past, as a group move tpwﬁrd professionalism, it would organize

a national association, which would then set up en acereditation organi-

zation for prbgraﬁ accreditation and a’'credentialing organizatien for -
____individyal recognition. Usually these organizdtions'would be part of,
or closely related to,"'the professipnal association, a sitgétion leading
to claims of conflict of interest. For example, until a few years ago
v " the’ American Speech, Language, and Hearing Association mandated member-
ship in their professional organization as a precondition'for eligi-
bility. to sit for the certifying exam. This was ultinstely challenged
in court7/and the court ruled against the Assoc1at10n, so that member-
ship in the Association is no longer related to the certlflcatlon
process.

Recently the Federal Trade Commission (FTC) and others have been
accusing some of the health professions of being 8d self-interested that
' théi‘hre fostering restraint of trade. We realize the same mechanisms
tHat are designed to assure quality of care can also be used to control

nombers of people in the professlon, restrict comp9¥1t10n, and have
:certaln economic spin-offs. Recently FTC challenged the dental profes-
sion about whether or not dentists are restricting trade in controlling
the practice of dental hygienists through dental practice acts in each
.state. This issue, therefore, involves the legitimﬁéy and the public
interest of the credentialing agéhcy; Is it in the publie interest to
have a special interest group be its own judge and jury? Generally the
professions say "yes" because they believe that nobody else is éapable -
of judging their competence. Others, however, are focusing on alleged
confljict of interest. ‘ V
A ] -
Another issue relates to prerequisites for taking credentialing
. examinstions. Eligibility to take credentialing examinations in most
health professions normally excludes those who did not graduatgq from .
- programs accredited by ‘the recognized national accrediting agency. This
raises the issue éﬁout learning that takes place in nontraditional
settings--on the job, se)f-learning, military programs that do not meet

-
4 /
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civilian accrsdiqstipn standards, and the like. In addition, there are

conflicts among orgsnitations about claims to accredit programs, as has
been exhibited by\ths dpnflict between the~American Physical Therapy -
Associstion and ths Comnittse on Allied Health Eveluation and Accredita-
tion (CAHEA). Botm organizations seek to be the recognized national
accrediting body. Consequently, some of us have physical therapy educa-
tignal programs accredited by both groups, pending resolution -of the
conflict. — o,

Implications for Programs

.

What does all this have to do with implications of credentialing
for institutions and programs? Credentialing has a direct impact on
practitioners and the occupations or professions in that it 1nf1uenqes
their ability to practice as individuals. 'Educational institutions
Jjudge programs to a certain extent on how well their graduates perform
on the credentialing examinations.. We ¢®h compare our performance with’
other, similar schools and programs in terms of the pércentage of
candidates passing on the first attempt or on examination scores.
Usually, if a gra&uate fails, we can .4dentify areas of weakness and
examine our curricula and instruction in thgse areas. Indeed, one of
our own college objectives is that all our graduates pass the particular
credentialing exams on the firat attempt. .A second objective is that

. our graduates will exceed nstionai and regional sver;ges on credential-

ing examinations.

Py A
Feedback fiof credentisling examination “results represents one kind

of external evaluation. It lets us know how our students perform as
' conpared with students from other programs. Whereas accreditation
provides p;pspective evaluation focusing on process, credentialing

examination results provide retrospective feedback on the product.

My major 6bservation however, is that one must consider accredita-
tion, certification, and other quality assurance mechanisms together., -
They influence one another- hence, they influence educationsl programs
collectively. I would like to mentiom, however, that accrediting.and
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credentialing stahdards represent minimum acceptable sta ds;

educational programs strive to achieve much more than minimums.

.~
- .
LY

Health sciences may be-unique in the rapidity of technical change -
and 1ts=fmpact on manpower requirements and needs. For each new tech- .
nique comes a ‘new specialty--for example, with rapid developments in
ultrasound, we how have a relatively new d1sclp11ne called "diagnostic
medical sonography.” The,n;w group is working with the Conmittee on
Allied Healthﬁ;vﬁ!ﬁation‘and Accreditation (CAHEA) to develop essentials

for accrediti é programs. With that "as a newly recognized discipline

.and with "egsentials" for accreditation, credentialing procedures will

follpw for individual recognition. All these events will influence gthe

eventual curriculum design of programs to prepare the sonographers.

)
! %

- -

Implications for Health Education

{77now does health educaf!on f1t 1nto this kind of schema'7 Assuming
you want to recognize those health educators who are appropriatedy
prepared and meet certain standards of excellence, then you may wish to
develop a credentialing process. With the current state of the art, 1

argue against licensure as a form of credentialiné for health
%tors. I would recommend that you avoid the restrictions of

.licensurelin that licensure would exclude thgee who are not licensed

from practicing the discipline--and that would be quite impossible if
we tried to exclude the many people who are working in some aspect of

health education. 1 would argue for a voluntary system of certification

for health educators--recognizing those who meet certain defineo educa-,
tional standards, knowledge, skills, and competencies--but not pre-
cluding others from practicing (see the analogy to Cert1f1ed Publlc
Accountants, mentioned prev1ously) Such a system would gu1de potent1al
employers to choose preferent1ally one who is recognlzed by the K
profess10nal "gsealof approval "

The National Center for Health Education; through its Role
Dallneatlon Project, has madé a good start by identifying the skills,

knouledgea, and behav1ors expected of a health educator.: This could be

- - bad

-
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the framework f;éhagtting the standarda that .stress excellence /and
developin¥ the
excellence via the cettifigation process.

3

sures to evaluate those wishing to demonstrate their .

Failure to meet standards would not necessarily deprive individuals
of the opportunity to work -but it gight prevent such’ 1§§1v1duals from
getting the besgt Jobs. Th1s, then, would prbv1de an incentive for
pract1tioners to seek add1tiona1 educat1od training, or exper1ence in
order to meet the group's certification requirements. It also would '
help employers to evaluate an applicant's gredentials. There are
poasxble future implications toward arguing. for th1rd-party payhment for
serv1ces rendered--assur1ng the third-party payer-that a qualified
individual (r.e., cert f1ed)~rendereq the'serv1ces. .
As poirged out in-the National Commission for Health Certifying
'Agency repo the challenge will be to design apprbpriate test instru-
menta that effectively measure skills, knowledge, and professional
attributes deemed esgsential for competenf practice. In some creden-
tial1ng exams, individuals have challenged the va11d1ty of tests on the
basis of a lack of job relatedness.(10) There is another problem in
defi?ing the domains of the subject to be asaessed>in implementing

" . appropriate, test mechanisms.
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Usually, crgdentialing exams are written (paper and pencil) to
reflect measures or levels of academ1c performance, and usually, these
ewams are process-orie:tbd rather” than outcome-oriented and normally do
not measuré‘tugp:ettributes as interpersonal effectiveness or motivation.

-

‘praetical examinations are given; an eiample is

entistry, where the graduhtes perform clinical
proctedures and are evaluated by experts. The problem with practical

' exaiinations is that of cost and difficulty in administering the
exeminations. © - ) ) . L -

. - .

° A - .
. Needipd also are equivalency and prof1ciency examinations that

v

measure the ab1l1ty ¥ do the job (profic1ency) and measure learning )

N~ A
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" t _hps emanated from nonformal educational programe (equivalency)‘
i exaniple of thevneed for this is placing graduates of military educa- -~
tional*progr‘/gfiﬁto civilian programs or testing them for certification

in the c1viIian sector. '

« 4

il

There are two kinds of system for evaluating examination results:
norm-referenced and criterion-referenced examinations. The norm-

4 referenced examinations identify the relative standing of all people
taking the examination--in other words, grading is on the curve, with
the pass/fail threshold usually being one standard deviation below the
mean. -In noﬂhqreferenced examinations, you are assuring that there will

be failures--i.e., below one standard deviation. ‘;. »

A3
-

Many of the health fields are now convertfng to criterion-
eferenced examinations, which grade accordiqg to a certein score.
,’—\~j§;;38 examinations require well-defined domains and criteria for pass
or fail. -F%?st, one must define the abilities, knowledge, skills, and
‘other gtfxiﬁutes; and performance standards must be set. Pasg/fail
soores n' be set. Some disciplines may set their scores J:alis-

tically high or ‘low--it is possible for all to pass or none, at all. It

—_— is h@lﬁ?ul to engage the assistance of psychometrists, who are skilled

at test construction. and evaluation.

'e ¥ ’ ~
. Criterion-referenced examinations can be developed by a panel of
experts to outline essential competencies in the particular discipline,
‘or one can start from a basis of task‘analys1s--mak1ng observations
regarding actual job performance in order to identify the essential

elements of the digcipline. -

-
L4

Another thing to consider is whether the standard for pass/fail
should be based on the éntire test or whether the test should be divided
and graded in subparts, each with a pass/fail cutoff point. For
example, our physical therahy examinations have three pérts, each with
a pass/fail mark; hénce, a graduate may fail dhe of the {hnen parts but

will not have to take the entire examination over. This system also
1 ! . '
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provides feedback for the eduemtional program-in terms of areas of
,strength and weakness in the curriculum.

L

‘Scope of Practice/Role Delineations

. ! '

One of the maJor purposes and effecta of credentialing, ss pointed
out in the NCHCA report is to delineate the scope of practice of each ,
regulated profession.(11) Typically, this occurs through licensing
statutes and voluntary certificstion procedures. The delineation of
scopea of practice is becoming increasingly important (role delinea-
tions) with the proliferation of professions and specialization within

ofessions. As chanoes in health care delivery systems mandate changes

ope of practicosﬁismehstatutory definitions become outdated or are

inflexible or oppressive. Very often these definitions and scopes of

overlap one another. For example, the NCHCA report snalyzes

Summary
—A
Four mechanisms can be identified that are designed for sssufing
quality and competence of personnel, hence, consumer protection., They
sre: accreditation of educational programs, credentialing personnel,
‘ peer review of performance, and programs of continuing education.

i

I would like to recommend that health educators start from the
results of your Role Delineation Project, in which the scope of prsctice
is quite well defined. Among credentialing mechanisms, I would recom-

hat you opt foraa voluntary certification process thst will
recognize thoae with the educational backgraunds, knowledge, skills, snd
behaviors required fqr ethical health education practice. Next, utilize
experienced psychometricians for sssistance in the construction and
validation of appropriatercredentialing examinations. Organize a group
to implement the certification process, and link up with the National
Commission for Health Certifying Agencies for assistance in developing

N

[

guidelines and procedures. .
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Options and Opportunities: Recommendations for Future Action
.- " -Scott K. Simonds, Dr.P.H. :
Department of Health Behavior and Health Education
School of Public Health, University of Michigan

4

N
\

Introduction \

The original planning for this eQent indic:thd_that’at thié point

“in the conference, we would need a transition--something that would move
_ys from deliberation to action; s&meth1ng that would ‘move us from

problems to developing specific steps to solve problema, someth1ng that
would help us move from poss1bly vague anxieties about cipdent1allng to
perhaps more speclfic ahxieties that can be addressed and dealt with;
something that would open up the future to opportunities rather than
narrow it down to limited alternatives; something that would hove those
of us who might be reluctant to take the next steps so that we will be
willing to venture into the uncharted future and to become somewhat more
crusaders for credentialing; sohgthing that would light‘us on fire, to
help us "get our act together" as faculty members in institutions that
have as their goal the preparatibn“of the finest possible heélth educa-
tors we can prepare. This transition will hopefdlly move us in some of
these directions, although it is possible I have "cenceled myself out"

by trying achieve too many objectives in such a shart time. It appeared
to us in the planning stages that the task for this session would be to °

both "calm the troops" and'"incite them to riot," depending on how the
conference was progressing; to both encourage specificity if we were

-Q7tting too vague and encourage generality if we 'were getting down too

far to the "nitty gritty"; and to encourage visiog if we were looking
only toward tomorrow, but to encouragé short-term concerns if we'here

Bostponing action by looking too far into the future.

The title of, this part of the conference program, "Options and

. Opfortunities: Recommendations for Future Action," is meant to imply a

number of things: (1) First, it }s‘meant to suggest that we do indeed

~—
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have options for the future--we have options to reject or to support the
Role Delineation Project now or in its later stages; we have options as
‘individaal facu;;y members, as faculty members acting jointly w;th our
academic colleagues, and as individuals who.are members also of profes-
sionsl organizations and other'groupe. (2) Second, the title is meant
to imply that there are indeed opportuniiies--opportunitiea to improve
the status of the profession, oppo:tuﬁitiba for our graduates to achieve
national health goals, Bpportunities,‘if you will, to continue our
"becdhing,” as Gordon Allport would have called it--"becoming” as s
profession. These opportunities may have always been, around, but now

" we have the stimulation of the Role Delineation Préject to help us.

(3) Third, the title is meant to imply that recommendationa‘gre sought,
sought by the Task Force guiding the project and sought by the agencies .
that have'agsiated in its implementation. But beyond these concerned
'Q;oubs, in truth, we, as representatives of academic prggréms, may also
'be seeking recommendstions. Because we have not had an effective way of
dealing collectively with the problems of credentisling as -educstional
inatitutions, we must sometimes desl with intefmediarig;_and use less
direct ways of plsnning how to proceed ss educational institutions.
(8) Leat, the title is meant-to suggest the need for future-oriented
recommendations. As in all ventures of this kind, it is probable that
esch of us would have had suggestions for alternative ways of listing
responsibilities, functions, skills, and knowledge. Some of us may have
had input into the project; others may not. In any case, we cannot go
back. It is time to go forward; and we are .looking forward to hearing
future-oriented recommendations in the next group discussions, based on
your view of the overall project and the steps planned.

. - )

As we spproach the task of making recommendations, it seemed to the
planning committee that we needed a focal point for the recommendations.
Rether than make recommendations to many different individuals, groups,
or organizations, we thought it more effective to deal directly with the
groub most involved to dste. We are requesting, therefore, thst the
recommendations be formulated in such a way that they can be actions the

" National Tesk Force chn tske. This procedure is not designed to prevent

you from making recomendations to other groups, for it is possible to
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suggeat that the National rTu’k force either initi(ate ection or implement
action. But by having the members of this group as the focal point, we
.ra" assured that there is a responsible group present that can, at a
minimum, take the ‘firat steps to get things moving, even if another
group or groups are to be involved subsequently. '

As we think about recommendations to the National Task Force, it is
possible to see the Task Force as an action group (taking action on the
.recommendations thqt may fit as a part of their current charge); as a
stimulator (encoureging other groups with c.harges or available oppor-
tunities that would indicate i:hoy could move more_ appropriately or ‘
effectively on given issues); or as a clearinghouse (moving communica-
tions as needed among the different groups).

. _— &
Contextual Framework for Recq’nndatione

Our epproach to na'king recommendations will be dependent upon 80
many things--our agreement or disagreement with what has been done; our
understanding of what lies shead; our views of the so-called generic
health educator; and our views of a host of other things that are
included on the flow chart ;Iescr.ibing the several major steps involved
in the Role Delineation Project. .

- Further, our discussions and recommendations are not'taking place
in a vacuum;, and all of you can think of some of the forces at work,
both positive and'negative. .

)

I would like to suggest, however, a few contextual issues that have
partic¢glar relevance to those of us from education institutions. Let me
Just mention a few.

]

The Time Line

For nnyﬁf us, there is a need to place the credentialing process
on 8 flow chert and on a realistic time line in order to see what
"crunch™ or "crunches" may be ahead in terms of alloc}ating per n'al,
organizationql, and financial resources. It would not be at aﬁ unreal-
istic, in my view, to see a decade or more required from- beginning to
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end of the two major lines of development in Alan Henderson's flow
chart, ending in the final "arrival™ of the first credentle1ed entry-
level health edus,tore. +

. 9

Some of us may be looking forward to retirement, so we do not have

to worry. Others of us may decide to take early retirement to avoid '
facing the problems. Still others of us are going to have to cope with
the problees, and I'hope there are going to be enough young fagulty in
strong |rograms to,i:erry the academn: par¥ of this projected load.:

If one accepts the frequently heard _proposition that the half-life
of a profe‘%ional curriculum is five years, we can see that during the
development of this project, if this all happens within ten years, we
will have only‘one quarter of our current knowledge base intact by the
end. This fact alone would require, therefore, an enormous amount of
networking and, communication among the parties 1nvolved, particularly .
the educational institutions, to keep ud;F
and to keep us all current.

all moving somewhat together

"Freezing" or "Unfreezing"

4
»

Another sort of situation that may be oonfronting some of us is 8
concern that evolves not only from the curriculum half-life problem but
also from the'problea of changing roles and proctices. The statement
that has evolved from the Role Delineation Project to date probably

would not haye been the same if it had been developed ten years ago.
‘Likely it would not turn out to be the same if the statement were to be

completed ten years hence. Therefore, a question arises about building
changes into the plan, thereby assuring the profession that it still is
open-ended, growing, expanding, and being increasingly creative. In
this light, therefore, some of us may be wondering whether we are going
into a stage that Lewin called "freezing" or whether we are truly moving
into an "unfreezing"-stage.’ Whether you believe we are moving into

one or the other as a consequence of the work on credentialing will
partially determine how you approach thefrecommendationa for action.
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’///_ Perhaps some may see us "freezing" the profession--by seemingly
_closing off wptions for expansion, broadening, or altering roles and
rooponsibllitiea and by making what seems to a hard and fast
statement at this tina On ‘the other hand, pziha
"unfteezing,” by bresking deyn speciaslities, by developing a generid™®
_view of thg Qrofeoaion,'and by continuing the creative interorganizs- % ~
tional dialogue that was begun in earnest with the Coalition of National
Health Education Dpémizationa. Perhaps we are "freezing” by put'tiﬁg in

ps some will see us,

place all the structural elements required for profeasional develop-
ment. On the other hand, perhaps we are "unfreazing" by getting -aome

of the_group; together-;like the academic programs--and helping them
increase their intercommunication and collaboration. ﬁhybe we are doingi_'
both simultaneously. You will have to decide from your own unique view
whether you see us moving one way or the other, the values that are
enhanced or lost as a result, and how these factora will gffect the

futuse.,

"Coaing of Age” end Accountability

°

I am not sure that if each of us could ﬁbve dreamed his or her
wildest dresm for the profession, "we- would have picked the gosl of
credentialed entry-level health educators as an end point. Rather,

I suspect we would have pleced emphasis on something like a health
educator in every health agency--like 8 chicken in every pbt--ass a goal.
Or perhaps we would have aaid we do not care about all the professional
paraphernalia; rather, we are concerned ‘about what happens tq people in
the conlunify or kids‘in the schools. Are they any better of f because
we as a proféasion are there? Or is our society any better becauae we
are there? Just # little better? Some of ua, then, may perceive the
orgahizptional steps in development of the profeaalon(aa irrelevant, or
at best, a neceaaary evil. ,

-In truth, I think most of us would wish for an idyllic world of
only moderate accountability. Unfortunately, that kind of world does
not exist and will not exist in the future.




-
’
rd

Whether we like it or not, we must respondf:to outside societal
pressures, and accountability, quality control, ‘and self-regulation are
part of the demands placed on us as the price of "coming of age" aa a
profession.

Appropriate Academic Concerns g

<

- Anojbes contextual issue I would like te raise is the relationship
of academicians to the'credenthiing process‘. In a majg} document pre-
pared for the National Forum on Accreditation of Allied Health’ Education
ebout a year ago, John Schermerhorn found most éducatora feel atrongly

. that the educational inatitution i#not the proper arena for the upgrad-

ing (;f profesaional practice. Rather, it is th:e responaibility of the
professional society and its membership. The educational institution,
then, must be responsive, within its capabiliti;s, to thf neeq.a of the
not be forced, -
by any means;“to take poaitions in support of any one group at the
expense of othera. I found t;his a perplexing statement, since those of .
us who teach practiti-one_rs have ‘ourselves been intimately linked with
practice at one time or another in our lives, ;t\d most of us belong to

professionals, the employers, and the public; and it mua

the same professional organizations as practitionera do--indeed, we are
often the same group. What makes us different fas agcademiciana in
regsponse to'i'ssuea of credentialing? '

L]
¢

Shoueﬁ we respond at all to role delineatfon, role specification,
and all the res'f:, or should we simply wait until the profession tella
us what it intenda to do, and then respond within the limits of our
ecademic ‘world? Our being here would suggest we see a more active role
for ourselves. Up to this point, however, we have not had an organized
way to respond as academic institutions. Sowe of us have participated
through representation on the various comittee? and task forces in the
whole development of the project, but -as someone in the Toweon State
meeting said in December last year, "There is a definite overrepresenta-
tien of scademicians in the Role Delineation Project.” 1s it time to
rethink this iss we should be reaponsfve' to.the needs of profes-

.sionals, employers sand the public -without supporting any group, and yet

we are 80 identified with professionals because we are they, and they
» .
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.are we, how can we be responsible to the needs of emplpyers and the

/

public as effectively? As most of us know, credentialing has been
criticized by many as being protective of the profession instead of the -
public. Will we contribute to that professional protection at the

expense of our other responsibilities? Some hard thinking on the <
responsibilities of academic institutions and their faculties is needed

on this point.

Some Emerging Process lssues 4

It has seemed to me, as I listened iﬁhour own group discussion, and ~/

as I had a chance,to talk with participants and faculty, that a number_ Y
of what I have called "procesa issues" relating to our cons1derat1on of
recomsendations have arisen. Let me list just a few--clarlty, anxiety,

diversity, and solidarity--and deal with each briefly.
. 3 .

Clarity - clarity of where we want to go. We were challenged, I
believe, by Salman when he asked us, "Where is it ydu really wani-te~
go?" This question asks us, then, to decide where we want to be as a

profession, -say,.in 1990. Mow healthy (as a pr'ofassion) do wg want to

be in 1990, if I can use an analogy from the document Healthy People?
Do we want more programs to prepare health educators? Do we want better

programs preparing health educators? Do we want more capable gtaduates?
More political clout? More access to resources? Do we want to make a
contribution to achieving the health Objectives for the Nation? Or do
we want to achieve greater coherence in our jofnt missions? We h )
beeh encouraged, also by Salman, to "avoid mixing the }deal w&?ﬁzz::
actual.” How then do we handle short-term and long-term goals--the
here-today reality with the tomorrow ideal? Helen Cleary mentioned how
important it is for us to~dafine°action steps for the here and now--
like, "What do we do when we go back home to help in the Role Delinea-
tion Project or Role Verification stage of that project?" We all know,

however, that what we do next must also beBeen within the framework of
where we want to be "in the long haul." X
/
Anxisty - I am aware, as most of you are as well, that while we
have been working together, a nuéber of peqpfe have admitted that they

-.
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were more than a little concernedlbout this entire development. Some
participants may have been threatehed by the credeﬂfialing process, and
some have openly admitted it. Someone said to me, "I am frustrated by
this méeting, but I am feeling better nom because I can now at least
understand the jargon about credentialing." Someone else gsaid, "I do
not know yet what I think in order  -to make recommendations, because I am
still confused and do not have enough data about what the future holds

for me and my institution if credentialing emerges as an important

‘force. The full consequences or the relative costs of taking one or

another step next are not clear, and I am anxious about committing
myself'to a specific recommendation right now."

-

I also sensed that some participants may be wondering whether their;

programs and/or their specific jobs may be in jeopardy. Perhaps they
are feeling, "Suppose someone decides I am not needed, that my program
is not needed, or is not adequate?" These anxieties are real, and I
think we must acknowledge them in order to work effectively together.
People have been confused by all the jargon “involved in credentialing;
people have been placed in ambiguous situations because the outcomes in

the future of the decisions made today are not all that clear; people

“have been honestly threatened by the possibility that.some inew standards

and criteria for assessing their programs will emerge, and hence, they
themselves may be rated "below standard." These ratings may carry with
them the apparent judgment that the program should be abolished if there
are insufficignt resources to upgrade it to meet standards. These
feelings will not disappear readily. We should acknowledge that they

exist and try to deal with them openly. * s

Dlversitz - Those of you who remember Dorothy Nyswander's magntf—
icent article on the "open soc&atz? will recall she stated that one of

- the major requirements for an "open society" was the support for diver-

gity in the population. I hopg, as we move towards some commonalities
in qgr concerns for a generic health educator, we will consider the

possibility that -we may be moving ourselves toward a "closed socjety"--
meaning a closed professional society. Yet we have people in our midst

who are marching to the beat of a different drummer, and there may be a
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-institutions. We all have recognized the need to speak with a more

temptation to throw them out or at least avoid them or ignore them. To
me, this wouid be an absolute disaster for the profession. Without
constant criticism from individuals inside and™outside the prof3991on,
it will not be-possible for us to grow. I hope we will always\ﬁﬁve .
individuals who can play the role of "Her Majesty's Loyal Opposition" .

. to remind us of the need for change -and the need to look at ourselves

critically. Ne are fortudbte that seme of those individyals agg here at -
this meeting. - i

Solldarity - Even the word "solidarity" has a special ring these
days. It was clear from the presentation of Ray Carlaw that we need
more solidarity; it was clear when Marian Hamburg told us that we d1d
not speak with a single v01ce as a profe881on' but it was also clear in
several of the discussion groups that we were, indeed, a "family" of
united voice., Jhe Coslition of Natlonal Health Education Organizations,

which some of us helped to start in the early 1970s in response to the

"President's Committee on Health Education, has played a significant role

in bringing the different factions of the profession into a more

collaborative arrangement and in increasing the communicstion among

- groups with some divergent, 1nterests. I think, however, most of us

recognize that the Coalltlon was just a first step, and that much more
collaboration and eventually unification will have to occur.

Some of us have thought, too, about the need for more leidarity
among the university programs themselves, for we have not had a unified

way to respond to credentialing or, for~that matter, a unified way to

respond to anything. Shoudd there be an association of university
programs in heglth education? Should we have some regional networks of
university progfams? Should there be an organizét{onalearrangement that
brings. us together to talk about mutual problems, other than our chance
meetings at profe;sional conferences and conventions? What will the °
advantages and disadvantaées be of some more organized arrangement among
us? These and a host of\other questions emerge as we consider our own
sol?darity. \
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Achieving Health OBjectives for the Nation

¢

A major challenge for us here: has been to review the nat1onal
™ h®alth goals and to determine where -we fit as academicians, and as health
educators in working towards those goals. We have discussed in our
small group meetlngs how we would attempt to articulate credentlallng
goals with natipnal health goals, and I think most ¢f us recognlze there

- is enough in the document Objectives For The Nation to keep us meeting

. and working for ;ears. We do not have time, however, just to talk about
tbem{ we must act soon. The groups will 11kely find many areas here
that lend themselves to recommendations. Certainly, many of us see ways
to incgrporate components of that document into our teaching programs.
Certainly, every student, graduating from our programs should be familiar
with the contents of the document. Cert;inly, we must demonstrate
within a reasonable time how we can contribute to achieving national
health goals; There are many specific sugdestions in the docuﬁent for
redearch, documentation, and program development. . The document, how-
ever, has not been written for our benefit as health educators--it is &
"mandate", for the public health ﬁovement, and each health discipline
will attempt to chart out specific areas for itself. What, then, will

be the areas we concentrate on and how should we begin?

Looking Toward the Future ' .

~

While it is probable that much of our focus has been on the
doéumqn;, in truth, it is time to think beyond”the Role Delineation-
documen%“nnd the Role Verification stage as well. No matter how it
comes out, there will be opportunities for change. More impo}tant, in
my view, arg the stages that follow and the tremendous amoqpt,of work
that must go into them. If you follow, on the flow chart, only the
early stages forward of credentialing, you can see that indeed, the

major work lies ahead.

” » -

As you move to Phase III, for examplg, and note that an éducational
resource document is to be prepared, it is clear that this document
begins to set the standards for preparation, particularly the curriculum
requirements in our institutions. -Ef the document is not to be endorsed

. by the various professiondl organizations listed, i.e., AAHE, ACHA,




APHA, ASHA, SOPHE;SSDHPER, and STDPHE, what role will the institutions
Jof higher 1earﬁing play in the development of fhese standards? Do we
wlsh to speak wltp one v01ce7 W1€h several v01cesﬁ' Do we ally our-
selves w1th one; ‘or nvorf professmnal organizatiohs and 1ef‘ them speak

for u¥, or will we speak for ourselves as 3cademicians?

[}
a

If on one hand, we, de01de to stay out of the fracas, because we

be actlng as Judge and Jury, what do we do when the standards for

for VOluﬁtary adoption. Is that the step we want to take? Or do we
' wani to-encourage accreditation, especially when we recognize all the
- forces operatlﬁa‘]@éiﬂet individual pfbgram accreditatioh? Administra-
tors and *abultles in polleges and lnlversltles are increasingly annoyed
~w1th accred1tatlpn procedures, expense, and logistical prob¥ems, with
_ very few perceived beneffsi\ - ) ' ’
It appeared to me, es.I istened to our spepkers and as 1 have had
'ﬁreéﬂ the literdturd on professional competency, that we are
‘going to be 1 creasingly pressu d to prepare health educatars in
competigpy-based programs. The Federal-Government is not prov1d1ng its
largesse because it is intrigued with. the peculiarities of prufEsslons
grappling with this part of the accountablllty question. It’has. an
insegxpent_in assuring that\duaIify Rhealth personnel are prepared, that
there are objective ways to assess those personnel, that entrance and
exit ‘competencies are assessed and that cont1n01ng competente, is main- =
ta@‘ed. If the professional groups approve of standards, the competence
leading to those standards will turn out to be our responsibility.
.. ) ‘ '% o
As one follows the development of competency-based programs, one <
finds eventually'the~profession is asked to explain why the competency
is listed anyway. While it may be accepted be‘cause it ‘was vegf'ied by
fbractitioners,‘someone is going te ask,~f0£ it has been asked of all
professions, "How do you know, when th#s function is perfaormed,.what
the reIatidhship is beEyeen the competency and the performahce?"
importapt, they wil} ask, "How do you know that’tq’,performaﬁcefof this

activity leads télg of. the several outcomes?" Givgn questibns like
: al\ ° ’ .
¢ - ‘ ve \.
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thege, who, then, will gyovide the basis for the testingaand..nea"su;ing
of the validity of competence statements? It would not surprise me -if
we as academicians will be expected to play a major role. Some ques-g-

. tions to ask ourselves are, "How ready are we to develop and teach
competency-based programs for preparationt of health educators?" "How
able will we be to‘measure those compefencies on exit from the pnpg;am,
and on admission té the program?" "How do we know the program .makes any
difference?" dand "How do we know that performange on the ;ob at a gom-

. petent level is related to successful outcome I can assure you that
we will be in very good company, for no other Profession has yet vali- -
dated its performance in relation t& ‘outcomes. Surely that is no L

regson, though, for us to wait for someone else to do it first.

Further down the\roed\@ay come "National Health Education Boards,"

in which we' will all have a chance to see how our graduates do,

.
éspecially in comparison with one aSJther. The{l;wezwil"e asked, "Why

do these differences occur?" and "Is\the performance of the student on

" the 'Boards' related.to how well he/she actually does on the job?"

»
-

As 1 look gt the opportunities and options along the way, it appears
to me that.we can get actively involved, stand by in a "holding pattern,"
or ignore it all. What is urgent; however, is the need to consider the
arrangements by which the écademic programs ifl relate to each other
during these nej;/féw years, as competenc}-ggsed‘brograms are required.

N\/ t
- ) P ! . .
Young Faculty and The Future ‘ ,

o

I have been very much impressed with the numbers:ﬁf young faculty
mbers who have been able to attend this meeting. Those of us who are
K now into or close to the senior citizen ranks in health education are
- grate?ul for the gﬁnﬁributions these younger faculty members e mad.

i ‘ere. It may appear to some that the "old-timers" hold the power

‘ . the younger facdlty must,defer Qo them. In truth, the future
belongs moré to the yodhgef faculty members fhan to the "old duffers,"
ol it is the“ob of all of us in academic institption; to provide
effective ways for young faculty mgmbers to help chart the future of
professional preparation in health education. I would want to see as

/
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many assistant professors and associate professors as possible on the

various committees planning our future.

| .

Some Areas to Consider for Recommendations ~

-

As I have listened here to what everyone has said, it seemed to me
we would have suggestions aqg recommendations in a number of areas, for
-example:
' ) .

» (1) Those that relate to the present Role Delineation document ¢
‘1tself, its formulation, and its wording, particularly as
it is related to the next step in the Role Delineation
Project.
'(2) Those that relate to the stated specific next steps in.
Role Verification, and that involve consideration of
additional steps, or alternative steps that someone may
consider more effective or more useful to the extent that
they sre possible within the framework of the conference.

(3) Those that relste to the entire Role Delinestion Project
and all its planned steps, not just individual steps but,
rsther, the whole process--its time constraints, its mech-
snisms to accomplish certain-objectives, or its resources.

(4) Those that relate to our roles ss academic 1nst1tut1ons
and as individuals or collective faculty members in those
institutions, concerned with the preparation of health
educators not only in relation to the next steps but, mare

; important, to the long-term implications. -

(5) Those that relste to the large issues in credentialihg
that need to be considered at some point in time snd to
which many of us individually snd collectively, ag either
acsdemicians or professional health educators, have to
respond in the future.

o,

About esch of these categories, it seemed to me, the National Task
» K N

force wantg to hear from, us.
o . |

We have come a very long way in this conference in a very short
e time. The time has been right for our meeting together; the conference
. ‘arrangements have been superb for our making the mosE\qf our time
together; and the group assembled has a wealth of knowledge and sk111 in
the major top1cs being d1scussed. Let us now see how we can put this

all together in spec1f1c action recommendations.
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Natchitoches, Louisiana 71457
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Dr. Keith A. Howell

Departmeny of Health Education
Northeastarn University

360 Huntington Avenue

Boston, Massathusetts 02115

Reuben Hubbard, M.S., M!P.H.
Department of Health Education
School of Health Py
Loma Linda University N
.annkttnda“‘CEIIfBrﬁI”A 92350 *

-Or. Robert Hurley

Chairmen, Health Education
Texas AXM Uhlver81ty
Department of Health Education
" . and Physical Education
College Station, Texas 77840

&
W. Thomas Hurt
Professor and Coordinator of Health
Science
Health Sciepc® Program Area
Box 20, Godwin Hall
James Madison University

Harr;zgﬂbung, V1rgln1a 22807
Dr. Dorothy A. Huskey -
Professor
Health Education
Sam Houston State Un1vers1ty
Box 2065
Huntsv111e, Texas 77341
.
Gerald C. Hyner, Ph.D.
Assistant Professor
Department of  Community Health
Professions
0ld Dominion University .
56100 Monroe Place
Norfolk, Virginia 23508
Or. Nicholas K. lammarino
Department of Health and Physical
Edycation
Rice University
Houston, Texas 77001 ' .

=

Brenda C. Johnson )

Assistant Professor .

Health and Physical Education
Department

Gustavus Adolphus College

St. Peter, Minnesota 56082

»
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Dr: Geraldine Johnson

Assistant Professor

School of Health, Physical Education
and Recreation

The University of Nebraska-Llncoln

225 Coliseum

Lincoln, Nebraska 68588

‘Bert Jones . , T

Professor

Department of Social Services and
Health Behavior

School of Public Health

University of Oklahoma Health
Sciences Center

P.0. Box 2690}

Oklahoma City, Oklahoma ‘73190

Herb Jones

Professgr : -

Department of Physiology and Health
Sciences

" Ball State University

2000 University Avenue
Muncie, Indiana 47306

Or. J. Dennis Kamholtz

Assistant Professor

Health Education Department .

Public Service Division '
University of Maine at Farmlngton .
100 Main Street

Farmwton, Maine 04938

William M. Kane, Ph.D.
Executive Director

-

~ American Alliance for”ﬁEélth, F"ys1cal
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Bducation, Recreation and- Dance
1900 Association Drive
Reston, Virginia 22152

Robert Kapl

Professor and Chairman-
Division of Health Education
The Ohio State Un1vers1ty
1760 Neil Avenue

Columbus, Ohio 43210

Robert R. Keister - -
Agssistant Professor of Health Education

Health Education Program
Winona State University

Winona, Minnesota 55987
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~“Charles F. Kegley, Ph.D.

Chairman
. Department of Health and Safety
Educétion
Kent State University fe

210 Franklin Hell
Kent, Ohio 44242

.Laura C. Keranen
University of California at Berkeley
9chool of Public Health
Graduate Program in Health Educatlon
Berkeley, California 94720

r

_Ernest C. Kershaw

Professor

* Department of Health, Physical

= Education and Recreation

Texas Southern University \
3201 Wheeler Avenue ‘
Houston, Texas 77004

William H. King
Professor and Director
Health and Safety Education Program
University of Arizona
1435 Rorth Fremont

_Tucson, Arizona 85719
Robert H. Kirk .
Professor and Chairman
Division of Health and Safety
The University -of Tennessee
1914 Andy Holt Avenue
Knoxville, Tennessee 37916

Paul Knipping

Department of Health, Physical
Education and Recreation

Texas Tech Unlver31ty

Box 4070

Lubbock, Texas 79409

Marshall W. Kreuter, Ph.D. .

Universify of Utah ;B

Division of Health Science, College
of Health

Salt Lake City, Utah 84112
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Richard S. Kurz, Ph.D.
Director

Graduate Prbgram in Community Health

St. Louis Unjversity

1438 S. Grand Boulevard

St. Louis, Missouri 63104

‘ .

Gerald F. Lafferty e |

Chariman, Health Educa¥

Department of Health Education
and Safety e

>~

College of Physical Education, Health

and Recreation
University of Florida
Gainesville, Florida 32601
Jane W. Lammers, Ed.D.
Assistant Professor ’
Department of Health Education
University of Central Arkansas
P.0. Box 1776 .
Conway, Arkansas 72032

Elizabeth A. Lee )

Senior Staff Specialist
Center for Health Promotion
American Hospital Association
840 North Lake Shore Drive
Chicago, Illinois 60611

Dr. Lowell S. Levin

Yale School of Medicine

Department of Epidemiology and
Public Health

60 College

New Haven, Connecticut 06519 °

‘Dr. Frank K. Lightfoot

University of Montevallo
Myrick Hall
Moritevallo, Alabama 35115

Janice Litwack

Assistant Professor

Department of Health and Safety
Education

Kent State University

210 Franklin Hall

Kent, Ohio 44242
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- Assistant Professor
" Health and” Physical Education
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Dr. William Livingood
Professor of Health E
Health Department

East Stroudsburg State College
East Stroudsburg, Pennsylvanla

cation

Dr. Karen M. L tzen

College of Health Professions
Department of Heaggh ’
Weed Hall

University of Lowell

One University Avenue .
Lowell, Massachusetts 01854

Lillie R. Lynch, Ph.D.

_Professor

Department of Health Scie
Community, Health Educ
Jersey City State College
2039 Kennedy Boulevard

. Jersey City, New Jersey 07305

Elizabeth J. MacDonald
Chairperson

Department of Health Education’
Hood House *

University qf New Hampshire
Durham, New Hampshire 03824
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David M. Macrina ~7" .

Instructor o ~
Health and'Safety Educatlon
Un1verahty of Illinois

120 Huff Hall

" CHampaign, Illinois &1820-

dudith Maffett

’

Department
University of Akron
Memorial Hgll ($10F)
Akron, Ohio 44325

Bobby C. “Martin °

Assistant Professor of Health
Education

hysical Education, Health
and Recreation 9

Hgmpton Institute

P.0. Box 6013 .

- Hampton, virdinia 23668

* Auburn, AlabaMa. 36830

o

~ Phillip J. Marty, Ph.D..

Assistant Professor o ‘
Health Education, Physical
Educatlon and Recreat-ion

228 30 foreon Street
Duluth Minnesota 55812

«Dr. Betty Mathews -
Professor and Director of Health
Education
Department of K1q681ology
University of Washington
DX-10 .
Seattle, Washington 98195 ’

N

Dr. Richard K, Means

Professor and Director of
Education -

Department of Health, Phy

" Educatigp and Recreatlon

Auburn University

School .of Education

Haley Center %084 .
T~
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Edward F. Meehan
h Education Coordinator,

Bureau of Maternal and Child Health
Alabama State.Health Department
BMCH/FP *’3
Statg Office 8u11d1ng .
Montgomery, Alabaqa 36130 b

Dr. Don Merki

- Professor

‘ Health Education : . e
Texas Woman's University :
Box 23717, TWU Station
Denton, ‘Texas 76204
Robert S. Merolla
Department of Health and Safety

Education,
School of Health, Phyalcal

Education and Recreation )
Indiana University T8
B]‘oomingtoq, Indigna 47405
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r} Joseph T. Miller !
Asshciate Professqr and Coordinator,

agth S
partne t

-

th and Physical

Educa ‘ : .
Austin Univeraity !
Clarksv nessee 3704
Davis Mills, M.P.H. '

Director

Program in Health Education
University of Mlnnesota

Box 197

1360 Mayo Memorial Building
Minneapolis, Minnesota 55455
Sandra E. Mimms

Instructor

.Department of Health Education
P.0. Box 18017

Jdackson State University
Jackson, Mississippi 39217

Stanley H. Mitchell '

Scottish Health Education Group v

Health Education Centre o I

Z1 Landsdowne Crescent™

Edinburgh EH12 S5EH

Scotland

‘Patrick B. Moffit

Agsistant Professor of ﬁéalth
Education

School of Health, Physical Education
and Recreation

University of Northern Iowa -

West-Gym, UNI

Cedar Falls, Iowa 50613 ;(

Mary V. Montgomery

Associate Professor and Coordinator
of Health Education

Health, Physical. Educatlon and

Recreatlon .
Moorhead State Un1ver31ty
Nemzell Hall
Moorhead, Minnesota 56560
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Wlen, br.P.H. -
- ‘ saa[;h Fellow

® 0ffice of Health Information, Health

Promotion, and Physical fitness and
Sports Medicine )

U.S. Department of Health and Human
Services

200 Independence Avenue, S.W.

Washington, D.C. 20201

Deborah V. McIntoshy-M.P.H.

Project Associate

oject.

ational Center for Health Education
Sutter Street, Fourth Floer
rancisco, California 94108

and Professor
iences Division

‘Columbus Yollege

Columbus, Georgia 31993

-James F. McKenzie

Asgistant Professor and Chairman

Health Education Division

School of Health, Physical Education
_and Recreation

Bowling Green State university

204 HPER Eppler North

Bowling Green, Chio 43403

Judith Mclaughlin, Ph.D.

Assistant Professor )
Department of Yealth Education ¢
University of Oegorgia )

Stegeman Hsll
Athens, Georgia L95602

Joan D. McMshon |

Health Science Department “
Towson State University

Burdick Hall

Towson, Maryland 21204 -

Jim McVvay

Directaor of Primary Prevention
Alabama Department of Public Health
State Office Building '
Montgomery, Alabama 36130

.
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~ Dr. Angeline Nazaretian

Associate Professor

Department of Health, Physical .

Education and Recreation
Athens State College
Athens, Alabama 35611

Dr. Walter Ney

Professor

Department of H.L.S.f.
Indiana State University
Terre Haute, Indiana 47809

Ann E. Nolte

Professor, Health Education
Department of Health Sciences
I11Thois State university

103 Moulton Hall

Normal, Illinois 61761

Dorothy Nowack, R.N

Associate Professor, Pub'l%ﬁbalth

Program Coordinator
School of Health Sciences
Department of Health
West Chester State College

West Cheaker, Pennsylvania
Horace G.™gden, M.S. )
Director

Center for Health Promotion and

Education
Centers for Disease Control

U.S. Department of Health and Human

Services
Atlanta, Georgia 30333

AN

Larry K. Olsen

Associate Professor and Chairman

Health Science

Arizona State Un1versity

P.E.B.E. 107

Tempe, Arizona 85281

Pr. Mitchell V. Owens

Professor and Actihg Chairman

School_of Public Health

University of Oklahoma

Health Sciences Center

P.0. Box 26901 .

Oklahoma City, Oklahoma 73190.
N

19380

Dr. Richard Papenfuss

Associate Professor '
Health Education Department
University of Wisconsin-La Crosse
Mitchell Hall

La Crosse, Wisconsin 54601

William G. Parkos

"# Associate Professor

Health and Safety Education Department
University of Northern Colorado
Greeley, Colorado 80639

Robert D. Patton, M.A., M.P.H., Ed.D.
Professor and Chairman

o  Health Education
East Tennessee State University
“w,, Box 22720A
Johnson City, Tennessee 37614
Janilce Pearce
Professor, Health Education
Department of Health, Physical
Education and Recreation
Utah State University
Logan, Utah 84322

kil

A-15

167

Dr. David W. Phelps

Department Head

Department of Health

Waldo Hall, Room 321 v

Oregon State University -
Cﬁ;}ﬂllis, Oregon 97331 '

Dr. Marion B. Pollock
Professor

Health Science °

California State Un1vers1ty
Long Beach, California 90804

Velma W. Pressly

Assistant Professor

Health and Safety
University of [ennessee
1914 Andy Holt Avenue
Knoxville, Tennessee 37914
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- Louis A, Quatrano, Ph.D.: : Dr. Richard S. Riggs
Educational Specialist o - Assistant Professor
U.S. Department of Health and - Department of Health, Physical
Human Services Education &nd Recreation
! Division of Associated Health ' University of Houston-Central
' Professions . . . " 123 Meléher Building
Bureau of Health Profession3 Houston, Texasr 77004
3700 East-West Highway
Hyattsville, Maryldand 20782 - *Judy D. Ritter
. ' . Alabama State Department of
Pr. Phyllis A. Reed : Education )
Department of Health Education 11\@Coliseum Bouleverd
""Russell Sage College Montgomery, Alabama 36193

Trdy, New York 12180 )
. . . Ellen Rpberts

Dr. Peter Reichle ' University of Alabama in Birmingham
Associate Professor, Health ' . University Station :
Coordinator ; Birmingham, Alabama 35294
Department 'of Health, Physical .
Education and Recreation Dr. James Robinson ;-
Appalachian State University .~ School of Communications and
Boone, North Carolina 28608 . Proressional Studies
— : -California State University,
Sue Rexroat . Northridge '
National Conference Planning . . Northridge, California 91330
Committee Member \
" Unit District £185 . Dr. Mabel €. Robinson
Macomb Senior High Schog ’ Assistant Dean and Professor
South Johnson Road School of Education ‘
Macomb, Illinois 61458 . University of Alabamagin Birmingham
: University Station
N Ropn L. Rhodes, Ph.D. . Birmingham, Alabama 35294
Chairman - ' ) : .
Department of Health Sciences . Thomas C. Robinson, Ph.D.
_Brigham Young University Associate Dean —
213 RB . . Administration
"Provo, Utah 84602 + - College of Allied Health Professions
ol : University of Kentucky Medlcal Center
Ruth F, Richards Annex 2, Room 222 )
Lecturer and Field JProgram . Lexlngton, Kentucky 40536
Director ) -
Division of BSHE . Dr. Helen S. Ross .
School of Public, Health . .Director
University of California Division of Health Professions
Los Angeles, California 90024 « . San Jose State University
~ ’ 125 South Seventh Street, MH 431
Jack J. Richardson . San Jose, California 95192
Professor and Chairman - -
Health Education " . ’

Eastern. Illinois University
Charlestog;g}llinois 61920

- ' - & -l




Or. Kenneth C. Runquist

Professor

Health, Phyalcal Education and
Recreation '

Trenton State College

P.0. Box 940

Trenton, New Jersey 08625

Richard W. St. Pierre

Chairman ’

Health Education £ /’
Pennsylvania State Univeraity

190 White Building

Univeraity Park, Pennsylvania 16802

Raymond D. Salman
Director of Professional Licenalng
New York State Education Department
The University of the State of

New York Cultural Education Center
Albany, New York 12230

Orville L. Sauder

Director of Health Education
Peoria City/County Health Depatment
2116 North Sheridan Road

Peoria, Illinois 61604

Or. John B. Savage

.Head

Health Science

New Mexico State University
Box 3HLS

Las Cruces, New Mexico 88003

Fred Scaffidi

Instructor

HPELS .
Unlvegglty of South Alabama °
Room 1018

Mobile, Alabama 36688 -

Margaret J. Scarborough
Coordinator

Continuing Health Education
New Mexico State University
Box 3CHE - -
Las Cruces, New Mexico 88003

L

Dr. Warren E. Schaller F

Professor and Chair

Department of Physiology and ~
Health Science 5'

Ball State University

2000 University Avenue

Muncie, Indiana 47306

William C. Sechrist
Associate Professor

Health Education

State University of New York
College of Cortland

Moffett Center

Cortland, New York 13045

[ 3

Roger W. Seehafer

Chairman

Health and Safety Education
Purdue University

106 Lambert

_West Lafayette, Indlana 47906

" John R. Seffrin, Ph.D.

Chairman

Health and Safety Educatlon
Indiana University

HPER School 116
Bloomington, Indiana 47405

Roger Shipley, Ed.D.
Assistant Professor

Health and Safety Studies
California State University
5151 State University Drive

_Los Angeles, California 90032

Kenneth J. Simon

Associate Professor

Health £ducation

West Virginia University

College of Human Reources and Education
Morgantown, West Virginia 26505

Scott K. Simonds, Dr.P.H.

Professor

Department of Health Behavior
and Health Education

School of Public Health

" University of Michigan
Ann Arbor Michlgan 48109
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Anna W. Skiff .
Acting Staff Chief
Health Education
Divison of Hoapitals and Clin1cs,
BMS, HSA
* U.S. Department’ 6f Health and Human
Services
USPHS Hospital
~Vanderbilt Avenue
Staten Island, New York 10304

Elena M. Sliepcevich

Professor

Department of Health Edwcation 4nd
School of Medicine N\

Southern Illinois Universi i,\\

Lingle Hall N y

Carbondele, Illinois 62901 \_ ~

Margaret Smith
Inatructor '
Department of Health
Oregon State University
Waldo Hall, Room 321 '
Corvallia, Oregon 97331

Marian K. Solleder
Profesaor of Health Education and
Acting Asaistant Dean ’
School of Health, Phyaical Education,
Recreation and Dance
The University of North Carolina
at Greensboro ‘
Greensboro, North Carolina 27412

"Dr. Richard D. Spear

Profeasor and Chairmah
Department of Health :and Safety
Indiana State vers1ty

Tefre -Haute, Indiana §7809

Wendy D. Squyrea, Ph.D.

Regional Director

Patient Education and Health Promotion
Northern California Region
Kaiser-Permanente Medical Care Progran
3451 Piedmont Avenue

Oakland, California 94611

Allan Steckler

Deputy Chairman

Department of Health Education _ -
School of Public Health -
Univeraity of North Carolina

‘Chapel Hill, North Carolina 27514

Dr. Glenn W. Steinhauaen
Assistant Profeasor of Health Education

~School of Health, Physical Education

and Recreation
The Univeraity of Nebraska at Omaha
1156 North 108th Plaza
Omaha, Nebraska 68154

Guy W. Steuart

Profeasor and Chairman

Department of Health Education
School of Public Health

Univeraity of North Carolina
Chapel Hill, North Carolina 27514

Stephen H. Stewart, Dr.P.H. -
Aaaiatant Profeasor

Health Science Program Area

Jamea Madison University

Box 2B, Godwin Hall

Harrisonburg, ¥irginia 22807

Linda Burhans Stipanov, Dr.P.H.
Associate Profeaaor

Health Science

California State University
1250 Bellflower Boulevard

Long Beach, California 90840

Donald B. Stone

Profeasor and Department Head v

Department of Health and Safety
Education )

University of Illi

121 Huff

Champaign, Illinois 61820

-»

Maureen E. Sulliva

Health Manpower Edycationa

U.S. Department of Health
Servicea

Specialist
Human e

" Diviaion of Associated Health

Profesaiona ,
Bureau of Health Profegsians
3700 taat-West Highway ’
Hyattaville, Maryland 20782




Or. Mery Sutherland
Associste Professor
Department of Human Services
Florida State University

215 Stone Building :
Tallahassee, Florida 32306

Debra Leigh Sutton, B.S.

Graduate Assistant !

Department oL‘Phyaiology and Health
Science .

Ball Stete University

2000 University Avenue

Muncie, Indiana 47306

Robert J. Synovitz

Professor and Chairman
Department of Health Sciences
Western Illinois University
Macomb, Illinois 61455

William Taraschke
Assistgnt Professor
Health and Physical Education Division
. Chadron State College .

Cbadrpn, Nebraska 69337

Dr. Alyson Taub

Associate Professor of Health Education
New York University

South Building, Fifth Floor

New York, New York 41003;

Patricia Taylor
Assistant Professor
1th and Physical Education
partment
iversity of Akron
Memorial Hall (110F)
Akron, Ohio 44325

-~

Sue Tinsley

~

Leonard E. Tritsch
Specialist, Health Education
Basic Education
Oregon Department of Education
700 Pringle Parkway, Southeast -
Salem, Oregon 97310
Dr. Miriam L. Tuck
Chairperson
Department of Health Education
Russell Sage College
Troy, New York 12180

-

Charles O Ulrich

Associate Professor
Department of Health Sciences
Western Illinois University
Macomb, Illinois 61455

Dr. Carol S. Underwood

Chairperson

Health Department

East Stroudsburg State College

Human Services Building

East Stroudsburg, Pennsylvania 18301

C. H. Veenker
Professor .

. Health and Safety Education /

Purdue University
106 Lambert

West Lafayette, Indiana 47906 -

Elaine M. Vitello

Asgistant Professor

Department of Health Education

Southern IllinoienUniversity at
Carbondale

Carbondale, Illinois 62901

Virginia Li Wang, M.P.H., Ph.D.
Associate Professor and Acting Head

Instructor of Health Educatfon N— Division of Health Education
Department of Health and Physical The Johns Hopkins University
Education i School of Hygiene and Public Health
Stephen FX Austin State University 615 North Wolfe Street /
Box 13016, SFA Baltimore, Maryland 21205
Ndcogdoches, Texas 75962 '
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Beverly Ware, Dr.P.H.

Corporate Health Education Prograns
Coordinator

Employee Health Services

Ford Motor Company

900 Parkland Towers West

Dearborn, Michigan 48106

Antoinette Watson, M.P.H. -
Woman Health Education Coordinator
Project HELP

University of Alabama in Birmingham
Box 99, Tidwell Hall

University Station .

Birmingham, Alabama 35294

Roger B. Weller

. Associate Professor

Department of Health Sciences
Illinois State University

103 Moulton Hall

Normal, Illinois 6;961

Dr. Raymond Carl Westerfield
Chairman, Health Education
College of Education
Uniyersity of Alabama

Room 106, Graves Hall

P.0. Box Q '
B1rn1ngham Alsbama 3529&

Barbara B. Wilka, Ed.D.

- Assistant Professor

Department of Health and Safety
University of Georgia

Stegeman Hall

Athens, Georgia 30602

Carl E. Willgoose

. Profeasor and Coordinatog
Health Education Program
Boston University

232 Bay State Road

Boston, Masaachysetta 02215

I. Clay Hil?ima
Associate Profeasor
Division of Health Educatfon
Bowling Green State University
204 HPER Eppler North . .
Bowling Green, Ohio ‘43403
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P. Bassey Williams, Ph.D.
Assistant Professor

- Community Health

]
A-20

172

Health Science Division
Columbus College
Columbus, Georgia 31993

Serella H. Williams

Assistant Professor of Health
Education .

Health, Physical Education and
Recreatipn

Hampton Institute

P.0. Box 6513

Hampton, Virginia 23668

Richard A. Windsor, M.P.H., Ph.D.

Associate Professor and Director

Division of Health Education-Health
Behav for )

Department of Public Health

_University of Alabama Medical Center

Birmingham, Alabama 35294

Dr. Joan M. Wolle

Health Education Center .

Maryland State Department of Health
and Mental Hygiene

201 West Preston Street

Baltimore, Maryland 21201

Nelson F. Wood

Associate Professor and Chas:man

Health and fhysical Educati
Departmght

Rhode Islgnd College\éﬁ

600 Mount asant Av

Pr01dencehJPhode Island 02908

Kate Wrighy-Rodgers

Assistant Professor

Graduate Program in Community Health
St. Louis University

1438 South Grand Boulevard

St. Louis, Missouri 63104

Caroline Yelding-Howard

Head

Department of Health Education
Jackson State University

P.0. Box 18017

Jsckson, Mississippi 39217
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Loy W. Young

Professor

Department of Health Science
Menkato State University
Box 50 .

Mankato, Minnesota . 56001

Rebecca A. Young

Instructor

Femily and Community Medicine
University of Missouri-Columbia
UMC Medical Center

TD 3 West, Room 125

Columbiy, Missouri 65212

Sharon Lee Zajac -

Member of the National Conference
Planning Committee

18690 North Shore Road

Spring Lake, Michigah 49456

Dr. Vicepte Zapata

Asgistant Professor

Health and Safety

California 'State University,
Loa Angeles

5151 State University Drive

Loa Angeles, California 90032

Jane Zapka, Sc.D. he

Associate Professor

Divisipn 'of Public Health
University of Massachusetts

" Arnold House

Amherst, Massachusetts 01003+

Dr. Andrew J. Zeberl
Professor
Department of HLSF
Indiana State University
Terre Haute, Indiana 47809
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*Willis L. Zorn, Jr.

Associate Professor
Department of Health Sciences
Western Illinois University
Macomb, Illinois 61455
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RECOMMENDATIQ?S
WORKSHOP ON COMMONALITIES AND DIFFERENCES 3’

CONFERENCE ON THE .PREPARATION AND PRACTICE‘%F COMMUNITY
PATIENT AND SCHOOL HEALTH EDUCATORS

The participants presented fecommgndations for the future direction of
health education in relation to preparation and practice of the total field,
regardless of practice setting or speciality focus. These recommendations

' represent consensus on the part of the group and were viewed as positive action

oriented steps to achieving a unified aﬁg‘acceptable approach for &amining

the preparation and practice of Erofess nal health educators. ’
RECOMMENDATIONS
. That each member organization of the Coalition assume responsibility

for disseminating the proceedings of this Workshop. And that
each group identify the implications of this Workshop for its
own membership and explore the resources that it can commit to
achieving the necessary follow-up to thefzirkshop.

] That the Planning Commi;;;é/for this Workshop become a National
Task Force ¢n the Preparation and Practice of Health Educators.
And “that members of the Planning Committee continue to serve on -
the Task Force, subject to approval by the Organizations they
represent,

1] That the Task Force, including a representative from the Office
of Education, be charged with the respﬂhsibility for developing
a plan of action leading to a credentialing program within a
specific time frame for the total field of health.education.
" - Specifically, the Task Force will:
- serve as a liaison with health education organizations, and
with pertinent government offices, including the Bureau of
Health Manpower, and the Bureau of Health Education
- establish priorities.
- seek funding to éupport a.credentialing egfort

. That the plan of action deﬁeloped by the Task Force lead to:
[ 3

- a survéy of field practice including a synthesis of exist-

- ing research

a 3 concrete statement of the State-of the-Art of health
‘education
- ' -

e
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>, ' »
- an assessment of health educator competencies .

- development of performance criteria

)

- delineation of performance criteria e 7

JU— . \ A

- delineation of core curriculum requirements for both™
entry level and specialized health educators

»

That government programs and private agencies with health education:
components require staffing by qualified health educators.
N

: ’
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ROLE DELINEATION PROJECT FOR HEALTH EDUCATION
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National Center for Health Education
ROLE DELINEATION PROJECT FOR HEALTH EDUCATION

‘.
Relationship Between the Role Delineation and Credentialing Processes

. b~ -
Time
\ v . + . . \
Role Delineation Project . "Credentialing Health Educators
. Phase I: . Initial Role Specifi- ~
cation .
. Phase II: Role Verification and .
Refinement ' .

Phase III: Educational Resource — Standards for Preparation (en-
Document Preparation dorsed by AAHE, ACHA, APHA, ASHA,
SOPHE, SSDHPER, STDPHE)

Phase IV: Self-Assessment In-

struments for Practi- .

tioners Developed Voluntary iégption Accreditation
by Professicnal (e.g., CEPH,
Preparation Programs NCATE, North-

Central Associa-

Phase V: Development of Continu- " tion, State
ing Cempetency Materials Teacher Creden-
| | tialing Author-

. ities)
/].»

¢ . Adoption by
Professional Prepara-
v tion Programs

Examination Development Preparation of entry-level personnel

: to fulfill verified role
Proficiency Exam

© Pool of eligible entry-level health
educators

Examination
Adminis&ration

Credentialed Entry-Level
: Health Educators
D v . (l1icensed or certified)

1/31/80
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CHRONOLOGY OF EVENTS LEADING TO

National Conferénce for Institutions Preparing Health Educators
Role Delineation: Implications for Credentialing in Health Education

Birmingham; Alabama, february 5-7, 1981

-

- . \ v

Februafy Bethesda Conference om the Commonalitieg and Differences in.l
- 1978 ’ the Preparatjon and Practice of Health Educators.
. " ° ,’ ' ! .
March Formation of the National ,Task Force for the Professional
.1978 Preparation and Practice of Health Educators.
v- -
September Procurement of support including funds from the Bureau of Health
1978 ° Manpower (now called the Bureau of Health Professions) to the

National Center for Health Education fof the initial phase of
ctedential;ng::}nitial role specification. - . ‘

B Octobe}' Role Delineation Advisory Committee (RDAC) formed. :
1978 : . : . )
) - January ‘ _ Role Délineation Project Director hired. ’
1979 . , .
February Role Qelineation‘Working Committee (RDWC) formed.
1979 . - -
January ‘The final draft of tHe initia) role delineation completed.
-+ 1980 ’ . . N )
April Publication.of a final draft of the YInitial Role Delineation
1980 + £dr Health Education” by the U.S. Department of Health and
Human Services.
. May ,Cohtfabt for the second phase role verification and refinement‘
- 980, awarded to the National Center for Health Education.
. . .
. July Issué.of FOCAL POINTS on "Health Education and Credentialing:
1980 ., ‘' The Role Delineation Project" published by the Bureaun of Health

Education and the Office of Health Information, Health Promotion
and Physical Fitness and Sports Medicine..

*  Se ber ‘Role Verification$and‘Refinement Committee (RVRC) formed. Va
1980 ' ’ - - /
. Aug.-Sept. Planning meetings for the National Conference for institutions
1982 Preefping Health”Educators held.
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The National Conference for Institutions Prggar%gg;ﬁealth Educators

1 . - edp } * ' . \ )
} . ACCREDITATION: Who Does What? .
i . &S . [
- A “
" THE COUNCIL- ON POSTSECONDARY Y, ACCREDITATION \(cora)
e Dupont Circle, Northwest, Suite 760 ‘ ©
Wadhi n, DC 20036 .
i 202/452%1433 ) A
. Richard M.' Millard, President ’
(effective 2/1/81) i
iw. '« ..COPA was organized in‘January 1975, when the Federation of Regional
A Accrediting Commissions of Higher Education (FRACHE) and the National

Commission on Accrediting (qCA) merged. It is a non-profit corpo?ation.

- ...1ts major purpose is to support, coordinate, and improwe “z11 non-

| ) '1§overumenta1 accrediting activities conducted at  the post-secondary
evel in the United States. . . 4;>

) -

..The United States has developed a system of non-governmental evalugtion
called accreditation t ays a central role in evaluating and M#ttest-
ing to educational quahQ;;B} xgcrediting bodies, thereforqg are quasi-

- . public entities, with certain public responsibilities to t e many grQups
‘which interface with the educational community.

- ’
-

|
|
\
|
|
} r ...COPA recognizes 52 accrediting bodies... "in order to'coordinate and
i + improve non-govermmental accreditation.” .
L N . --There-are nine regional accrediting commissions’

' --There are four national institutional accrediting commisé!bns
\ ——There are 39 specialized (programmatic) accrediting agencies,
| some of which overlap
|
|
\
\
|
|
|
|
|

.+ .COPA is govirned by a Board of 38 members represdnting institutional
and specializéd accreditation, nation® associations of colleges and

‘ universities, and the public. Seven major imstitution-based associa- % .

tions are represented on the Board: The American <Council on Education,
.\U tKe American Association of Community apd Junior Colleges, the American.
Association of State Colleges and Universities, the Association of '
) American Colleges, the Association of American Universities, the
. "+ National Association of Independent Colleges agd Universities, and ‘
. ‘ " the National Association of State Universities and Land-Grant Colleges.
L S §
| . .COPA - derivea_its financial support from more than 4,000 accredited o
‘.. ‘., accreditation-seeking institutions threugh COPA-recognized accrediti
bodies. -

v
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, ..There are two COPA-recognized specialized accreditiAg agencies of
specific interest to health educators:

. R »
-

~-The Council on Education f!& Public Health - ‘
--The National Coﬁnzzzhior Accreditation of Teacher'Education

. .COPA publishes COPA: Balance Wheel for Accreditatdion, Organization,
Membership, and Publications List, annual; A Guide to Recognized
Accrediting_égencies annual; and Accredited Institutions of Postsecondaf§
Education, 1980; a quarterly newslettér, Accreditation; Project Reports
and Occasional Papers on topics of special interest.

4

|
l THE COUNGiL ON EDUCATION FOR PUBLIC HEALTH (CEPH) ) ///f
1015 Fifteenth Street, .Northwest, Suite 403 '

} _ Washington, DC 20005 . N,
'202/789-1050 ’ -

l Janet Strauss, Executive Director .

|

|

|

\

.+.CEPH 18 recognized by COPA and the U S. Department of Education to 5
accredit schools of public health and master's degree programs in
\ ‘community health e8ucation. It also has preaccreditation authorization
. for graduate programs in community'health/preventive medicine. ’

| . <CEPH assumed the accrediting activities of the American Publig Health
. . Association in 1974.

\ + ,

..CEPH is structured as an independent agency with corporate membership
held by the American Public Health Association (APHA) and the Association
of Sghools of Public Health (ASPH). A board of eight councilors,
including two -public representatives, are appointed by the corporate

. . members: three each by APHA and ASPH, with the two public members
jointly appointed. { ’ L,
N .Financial support coies from accredited schools and programs and those
a%rlying for accreditation

I, | 4
‘...CEPH publishers Maguals of Standards and the Accreditation Procgss nual .

’ N )
.

. . L - ’ T
THE NATIONAL COUNCIL FOR ACCREDITATION; QF TEACHER EDUCATION (NCATE) -
1919 Pennsylvania Avenue, N.W., Suitg/ 202 /K\\\.'
Washington, DC 20006
202/466-7496 '
M. M. (Lyn) Gubser, Director : e

.NCATE is recognized by COPA and the U.S. Departfgpt of Education to
. evaluate and accredit progr that prepare professienal educators for
' ) positions in K-12 schools for '1 grades and subjects. Included in ‘' |
. NCATﬂ.pccreditation are progr that prepare various school service
personnel. Basic and advanced ‘programs are reviewed.

- .+ .NCATE applies standards it has developed to colleges and universities °
seeking to establish or maintain accreditation. 1In its 1979- -1980 1ist,
545 college and University ptograms at basic and advanced 1evels were

accredited A-37 ’
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.. .NCATE represents ten constituent ‘organizations: American Association
of Colleges for Teacher Education American Assdciation of School
Administrators, Council for Exceptional Children, Council of Chief
State Schooﬁ'officers Natiohal“Association 6f School Psychologists,
National Asaociatyon-of State Directors of Teacher Educatjon and
Certification, Natdonal Council of Teachers of Mathematics, National
Education Association (Instruction and Professional Development),
National School Boards Association, Student National Education Asso-
ciation. Representatives from these organizations make up the
Council, which governs NCATE. There are four associate organizational
members, in addition: American Personnel and Guidance Association,
‘Association for Educdtional Communications and Technology, Association
of Teacher Educators, and National Council for the Social Studies.

"...NCATE was initially recognized as an accrediting body in 1952.
.. .NCATE publishes Standards for the Accreditation of Teacher Education

1979, an Annual List of accredited programs, and NCATE UPDATE, a- -
quarterly newsletter..

L ] .
DEPARTMENT OF EDUCATION ' '
Of fice%of Postsecondary Education ) R
Bureau of Higher and Continuing Educatio
Division of Eligibility and Agency Evaluat
Washington, DC 29202
...While accreditation is a voluntlry, private effort; federal recognition
‘of an accrediting agency is a prerequisite to eligibility for fededal
financial assistance for idstitutions and ‘their studgnta/under select
federally gupported programs. The U.S. Department {f>Education is
responsible for recognizing accrediting agencies for the government's
purposes. ;

..."For purposes of determining eligibility for Federal/ assistance
pursuant to 20 U.S.C. 1141 (a) and other legislation, beginning with
the Veteran's Readjustment Assistance Act of 1952, the U.S. Commissioner
of Edycation (the Secretary of Education)...publishes a 1list of
nytionally recognized "accrediting agencies and associations which
he determines to be reliable authorities as to the quality of training
offered by educational institutions’ either in ‘a geographic area or in
a specialized field, and the general scopg of recognition granted to
the accredited bddies." .
The 1list is published in ihe Federal Register and as the Department of
Education's Nationally Recognized Accrediting Agencies and Associationms.

O
Compiled by Elena M. Sliepcevich Department of Health Education, Southern
I1linois University-Carbondale ‘and Alan C.' Henderson, Role
Delineation Project, National Center for Health Education

December 1980

/
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| . NATIONAL CENTER FOR HEALTH EDUCATION

Role Delineation Project

)

| . _ Definitions of Credentialing Mechaniggg:h-~‘k
} . 7

‘} . . °

f

|

=

Accreditation - The procdss ﬁy which an agency or organization
evaluates and recognizes an_institution or program of study as ]
meeting certain predetermined criteria or standards. y

.«

\ .
!

Licensure - The process.by which an agency of government grants
permisgion to persons to engage in a given profession or occupation
by certifying that those licenséd have attained the minimal degree’
of competency necessary to ensure that the public health, safety,
and welfare will be reasonably well protected.

4
¢

Certification orltegig;ration - The process by which a non-governmental
agency or association grants recognition to an individual who has met

certain predetermined qualifications specified by that agency or

assqciation. Such qualifications may include: (a) graduation from an

accredited or approved program; (b) acceptable performance on a(qualifying

examination or series of examination;. and/or (c) completion of a given

" amount of work experience.l/ T

. o A e————

.

“a

1/Taken from Report on Licensure and Related Health Personnel
Credentialing, June 19¥1. DHEW Publication No. (HSM) 72-11.
‘o ashington, DC: U.S. Govermment Printing Office. p:7.

\
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National Conference for Institutiéns Preparing Health Educators
T
Selected References on Credentialing —
Relevant to Health Education

"Accreditation of Gradudte Education.” A Joint Policy Statement by the—_
Council on Postsecondary Accreditation and the Council of
Graduate Schools in the United States. Washington, D.C.:
The Council on Postsecondary Accreditation, May 1978.

"AeOKEd{ted U.S. Schools of Public Health and Graduate-Pubiic Health '
Programs 1979-80," American Journal of Public Health. v. 70, no. 3,
March 1980,. p. 329.

Arnstein, George. "Two Cheers for Accreditation,".Phi Delta Kappan.
January 1979.

¢ Y
Assessing Nontraditionmal Education. Gordon J. Andrews, Director. Abridged

Sumary of the Project to Develop Evaluative Criteria and
Procedures for the Accreditation of Nontraditional Education.

. V. 1, September 1978. Washington, D.C.: Council of Postsecondary
Accreditation.

Astin, Alexander and Others. Evaluating Educational Quality: A Conference
Summary, Washington, D.C. Council on Postsecondary, Education, 1979.

"The Balance Wheel for Accreditation.” The Council on Postsecondary
Accreditation, One Dupont Circle, N.W., Suite 760, Washington, D.C.

20036, published annually. . ,

.Cohen,*Harris S. '"On Professional Power and Conflict of Interest: State

Licensing Boards on Trial," Journal of Health Politics, Policy and Law.
v. 5, n. 2, Summer 1980, pp. 291 308. A

Cohen, Harris S. "Public Versus Private Interest in Assuring Professional
Competence,' Family and Community Health. v. 2, n. 3, November 1979,
pp. 79-85. . *

"Commission Reports." "Newgletter of the National Commission for Health

Certifying Agencies, 1101 30th St., N.W., Washington, D.C. 20007.

Credentialing Health Manppwer July 1977. DHEW Publication No. (0S)

77-50057.

Credegg&g;ing,of Health Manpower and the Public Interest. Conference

Report. January 30-31, 1978, Arlington, Virginia. National Health . 3
Council, Inc., 1740 Broadway, New York New Yo%k 10019. o

_ "Debate Intemsifies over Federal Role in Accreditation.” The Chronicle of

Higher Education. May 21, 1979.

- Developments in Health Manpower Licensure: A Follow-Up to the 1971 Report

on Licensure and"Related Health Personnel C(edensgaling DHEW Publication
. (HRA) 74-2101 June 1973.
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i ' '
‘Finkin, Matthew W. "Federal Reliance on Educational Accreditation: The
Scope of Administrative Discretion.' Washington, D.€.: Council on °
Postgsecondary Accreditation, 1978.

Fox, John G. "Public and Private Credentialing in Conflict," Family and
Community Health. v. 2, n. 3, November 1979, pp. 87-97. )

Green, Lawrepce W. 'Suggestéd Procedures for ‘Moving From Programmatic
Accredithtion tqQ Peer Review Under Broader Institutional Accreditatign.
In "Health Education Manpower," Health Education Monogggphs. v. 47 n. 3,[
Fall 1976, pp. 278-284. *- - ’

~

Harcleroad, Fred. Voluntary Organizations in America and the Development of
Educational Accreditation. COPA Occasional Paper. Washington, D.C.:
. uncil on Postsecondary Education, 1980. - Co.

Harrls, John and Robert Casey. Accreditation and Accountability. COPA
Occasional Paper. Washington, D.C.: Council on Postsecondary Accredi-
tation, 1979. ) g

o

Hhtris, Sherry S., editor. Accredited Institutions of Postsecondary Education.
Washington, D.C.: American Council on Education, annual. .

"Health Education and Credentialing: = The Role Delineation Project," Focal
Points. Bureau of Health Education, Center for Disease Control,
Atlanta, Georgia, July 1980.

»

Holstrum, Engin I. "Professional Associatzgns View of Accreditation." A

background paper for the National Forém on Accreditation of Allied
Health Education, Cincinnati, Ohio, April 28- 30 1980. American
Society of Allied Health Professions.

Initial Role Delineation fdr Health Education: Final Report. DHHS Publication
No. (HRA) 80-44, April 1980.

Jordan, Thomas S. "An Examination of the Self Report Status and Effectiveness
) of Faculty Development Functions at Higher Educational Institutions
i within the United States.'" Center for Effective Learning, Cleveland
s State Dliversity, 1983 E. 24th Street, Cleveland, Ohio 44115.
k4
- Jung, Stephen M. Accreditation and Student Consumer Protection. COPA Occasional
Paper. Washington, D.C.: Council on Postsecondary Accr®ditation, 1979.

Kells, H. R. and Richard M. Parrish. Multiple Accreditation Relationships of
Postsecondary Institutions in the United States. Technical Report
] %; Washington, D.C.: Council on Postsecondary Accteditation, 1979.

4 P T
Kells, ‘R. and Mary Patricia Robertson. "Postsecondary Accreditation: A
Current Bibliography," The North Central Association Quarterly. v. 54,
n. 4, Spring 1980, pp. 411-426.

7’

Koski, Arthur.° A National Study of Administrative and Curricular Practices of
Departments .of Health, Health Education, and Health Science 1978. Depart-
ment of Health, Oregon State University, Corvallis, Oregon 97331.
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"NCATE Twenty-Sixth Annual List 1979-1980." National Council for Accreditation
of Teacher Education, 1919 Pennsylvania Avenue, N.¥W., Washingtop, D.C.
20006. P ,

. ot . +

National Commission of Allied Health Education. The Future of Allied Health

Education.” San Francisco: Jossey-Bass Puplishers, Inc., 1980.
o P— . Y

Office of Fducation. '"Nationally Recbgni:ed Accrediting Agencies, and .
Asgociations."” Federal. Register. v. 44, n. 14, "Friday, Janusry
3 19, 1979, pp. 4017-4020. .

Orlans, Harold and Others. Private Accreditation and Public Elipgibility.
v. 1 & 2. Washington, D.C.: Brookings Institution, 1974.

c\\Qgilahan, Counts. '"The Legal Implications of E€¢aluation and Accreditation,'-
Journal of Law and Education, .April 1978, pp. 193-238. -

Perspectives on Health Occupational Credentialing. A report of the National )
Commission for Health Certifying Agencies. DHHS Publication No. (HRA)

80-39, April 1980. ‘
Peterson, Dorothy G. Accrediting Standafds nd Guidelines: A Current Profile.
"Washington, D.C.: Council on Postsecondary Accreditation, 1979.

Peterson, Dorothy G. "Current Issues and Concerns in the Accreditation of
Allied Health Education as Identified by Accrediting Agencies.'" A
background paper for the National Forum on Accreditation of Allied
Health Education, Cincinnati, Ohio, April 28-30, 1980. American
;Sociéty of Allied Health Phofessions.

Peterson, Dorothy G., editor. A Guide to Reéognized Accrediting Agencies.
‘Washington, D.C.: Council on POstsecondary Accreditetion, 1980.

Pigge, Fred L. Opinions About Accreditatiop and Interagency tooperation, A
Nationwide Survey. Washington, D.C.: Council on Postsecondary
Accreditation,-1979. .

« * -

Preparation and Practice of .Community, Patient, and School Health Educators.
Proceedings of the Workshop on Commonalities and Differences. February
15-17, 1978. DHEW Publication No. (HRA) 78-71.

Procedures and Principles in the Recognition or Accreditation of Graduate
Education. Report No. 4 of the Project to Develop Evaluative
Criteria and Procedures for the Accreditation of. Nontraditional
Education. v. 3, September 1978. Washington, D.C.: Council on
Postsecondary Accreditation.- .

R or%.censure and Related Health Personnel Credentialing. June 1971.
; D blication No= (HSM) 72-11.. FaaN

Report to the Congress of the United States by the Comptroller General.
What Assurance Does the Office of Education's Eligibility Process
Provide? Washington, D.C.: Government Accounting Office, 1979.
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Schermerhorn, John W. "Allied Health Accreditation: Attitudes and

: Perceptions of Educational Institutions." A background paper for
the National Forum on Accreditation of Allied Health Education, -
Cincinnati, Ohio, April 28-30, 1980. American Society of Allied
Health Professions. . .

Selden, William K. and Harry V. Porter. t‘Ax:credit:at:ion: Its Purpoqeé and
Uses. COPA Occasional Paper. Washington, D.C.: Council on
Pogtsecondary Education, 1977. .

Sheps, Cecil G. (Chairman). Higher Edutation for Public Health A Report
of the Milbank Memorial Fund Commistion New York: Prodist, 1976.

'Sosdian, Caro? P. "External Degrees: Program and Student Characteristics.'
. Noel Vivaldi, Publications Management Division, National Institute of
Education, 1200 19th Street, N.W., Washington, D.C. 2Q208.

Sosdian, Carol P. and Laure M. Sharp. "Guide to Undergraduate Degree -
Programs in the United States." Publications Management Division,

National Institute of Education, 1200 19th Street, N.W., Washington,
D.C. 20208. ~

Yqung, Kenneth, editor. Understanding;AccreditationT San ‘Francisco:
Jossey-Bagss Publishers, Inc., in press.

»

M

Special Journal Issues: . .

"Certification and Accreditation in Teacher Education." Action in Teacher
Education: The Journal of the Association of Teacher Educators. v.'l,
n. 3-4, Spring/Summer 1979.

~
L4

™

"épecial Issue on.Accreditation," Journal of Teacher Education. v. 29, n. 1,

January/February 1978.

A

"Special Issue on Standard Settings," Journal of Educational Measurement.
v. 15, n. 4, Winter 1978.

Thraah Patricia A. (guest editor) "Accreditation, The Journal of El;her

* Education. wv. 50, n. 2, March/April 1979.
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