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Health Communities Contribute to building
Healthy Families

Amway Corporation’

Abstract

Thanks to continuous socio-economic development, people are paying increasing
attention to their own health. Health literacy constitutes the first crucial line of
defense in safeguarding people’s health. As the concept of health literacy deepens,
it is increasingly important to improve the public’s health literacy level. The family
as a key driver for health promotion is playing an even more important role.
Therefore, in 2025, we upgraded our practical focus from “broad community
connection” to “targeted family intervention.” In so doing, we proposed and
validated the model of Community Health Officers (CHOs), cultivated in holistic
health communities, guiding family members to improve their health literacy. In
such model, a key role is cultivated within the family that possesses basic health
knowledge, the ability to organize actions, and the skills to communicate and
mobilize others. Thus, a transmission chain is formed where “the community
empowers individuals, and individuals drive families.” In the process, health
literacy improvement is happening in countless families; short-term participation in
health enhancement activities is transitioned to the cultivation of long-term healthy

lifestyles. Research results demonstrate that such model is entirely feasible.

! The views expressed in this report are those of the enterprise research and do not represent the official
stance or opinions of the forum host and organiser.
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From “community connection” to “family
cultivation”

1. Policy Background: Health literacy improvement has moved
from advocacy to implementation, entering a new phase.

As the strategy for high-quality population development and the Healthy China
initiative continue to advance, improving national health literacy is no longer a
singular concept of health education. It has become a foundational and
comprehensive issue encompassing multiple dimensions, including chronic disease
prevention and control, the transformation of residents’ lifestyles, the resilience of
the public health system, and social governance capacity. As per the report to the
20™ National Congress of the Communist Party of China, we should advance the
Healthy China Initiative, and people’s health is a key indicator of a nation’s
prosperity and a country’s strength. Therefore, ensuring people’s health must be a
priority strategy and health promotion policies must be improved. From an
international perspective, in 2025, the United Nations reviewed and adopted a draft
resolution entitled “Political Declaration of the Fourth High-level Meeting of the
General Assembly on the Prevention and Control of Non-communicable Diseases
and the Promotion of Mental Health and Well-being.” The declaration proposed
integrated management of chronic diseases and mental health, a world first. More
specifically, the declaration called for reducing the number of global tobacco users
by 150 million, ensuring 150 million people with hypertension to have effective
blood pressure control, and providing accessible mental health services to 150
million individuals by 2030. The WHO’s Fourteenth General Programme of Work
(GPW 14) for 2025-2028 outlines the top-level roadmap for global health
management, which includes strengthening Primary Health Care (PHC) and
Universal Health Coverage (UHC). The WHO’s Global Action Plan for the
Prevention and Control of Noncommunicable Diseases 2023-2030 highlights
measures such as salt reduction, sugar reduction, tobacco control, alcohol
restriction, universal screening, and community-level chronic disease management.

These efforts aim to reduce mortality rates from cardiovascular diseases, cancer,
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diabetes, and chronic respiratory diseases, while also improving mental health
outcomes. Both the EU’s Health Union Strategy (2020-2025) and the Pan
American Health Organization (PAHO) Health Agenda for the Americas 2030
integrate chronic disease prevention and control, mental health, and other aspects

into a unified approach to health management.

Meanwhile, the family is identified as a key unit for health promotion. As the basic
unit of society, the family provides the crucial environment for individual physical
and mental development, serving as the link connecting individuals with the
broader community. Family members can support each other at every stage of life
in ways that other social subsystems cannot, which is why the family has an
unparalleled influence in health promotion.! Studies indicate that the economic
value generated by families providing care for members with chronic illnesses,
disabilities, or frailty is two to six times greater than the contribution of the
healthcare system.? Therefore, a growing number of scholars are calling for health
promotion and disease care to be centered around the family.® The so-called
“family health” refers to “a resource at the family unit level that is developed from
the intersection of each family member’s health, abilities, behaviors, and
personality, the interactions among members, as well as the family’s physical,
social, emotional, economic, and medical resources.” * Family health is not the
simple sum of individual health, but rather it encompasses both the internal
interactions of behaviors and thoughts among family members, and the exchanges
with external environmental support. It involves both the sharing of resources
within the family and the acquisition of external resources.® The Notice on
Comprehensively Advancing the Construction of Healthy Families, issued by the
General Affairs Office of China’s National Health Commission, proposes to
leverage the key role of healthy families in advancing the Healthy China initiative,
deepening the patriotic health campaign, and promoting high-quality population
development. It also calls for promoting family health and adopting effective

measures to advance the healthy family initiative.
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Against the above-said macro backdrop, the connotation of health literacy
improvement is undergoing a transformation: shifting from past emphasis on
“health knowledge popularization” to a focus on ‘“health capacity building”;
moving from “individual awareness” to “behavior formation and skill acquisition”;
and transitioning from “point-based interventions” to “systemic support.” In reality,
while health information channels are expanding, the simultaneous increase in
information overload, health misinformation, and commercialized content has
created a widespread dilemma where people are “exposed to much, retain little, and
act on even less.” Meanwhile, the rising burden of chronic diseases coupled with
the accelerated population aging process means that the core of health management
is no longer a one-time science popularization activity, but rather the long-term
management capacity integrated into daily life, involving a combination of
actionable, transferable, and sustainable skills such as balanced nutrition, regular
exercise, healthy sleep patterns, emotional regulation, chronic disease risk

identification, and emergency first aid.

In sum, enhancing health literacy requires a comprehensive platform that integrates
“the supply of authoritative content, sustained behavioral support, and stable
contextual engagement.” Relying solely on one-time communication or isolated
training sessions makes it difficult to achieve long-term behavioral change.
Depending only on individual self-discipline is also insufficient to counteract the
inertia, stress, and time costs inherent in daily life. The “last mile” of the Healthy

China initiative must ultimately lead to the fabric of everyday life itself.

2. Research and Practice: Organically Replicating the Successful
Experience of the Holistic Health Community in Promoting
Healthy Families

Recent years have seen rapid development of holistic health communities, which
has helped drive notable success in health mobilization, knowledge dissemination,
and awareness enhancement while encouraging tangible health actions. Effective

practices—such as peer support, companionship, mutual supervision, and the
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sustained motivation fostered within the community atmosphere—have
successfully lowered the barriers to taking health actions and bridged the gap

between knowing and doing.

Families constitute a form of community. Given general community formations,
family members, as part of community formation, have a deeper understanding of
each other, find it easier to act in unison, communicate more intimately, and are
more readily able to motivate each other to cultivate healthy lifestyles. Therefore,
the mature operational experience of building holistic health communities can be
organically replicated in promoting healthy families. By leveraging the family as a
core setting with higher frequency interaction, greater stability, and stronger

internal motivation, health literacy can be effectively promoted in everyday life.

In such process, the role of “the Family Chief Health Officer” becomes particularly
important. This Family Chief Health Officer effectively brings the health
knowledge learned, the communication experience accumulated, and the daily
insights shared within the community back to the family, motivating every family
member to put health into practice. When everyone takes that small step towards

better health, the Healthy China initiative will make a giant leap forward.

3. Scenario Upgrade: Why the Last Mile Must Lead to the Family

The family represents the basic functional unit of society. It also provides the real
scenario where health behaviors most frequently occur. Dietary patterns, daily
routines, exercise habits, emotional communication, chronic disease management,
and caregiving decisions largely take place in the family. Compared to general

communities, families possess at least three irreplaceable advantages:

1. High frequency: Three meals a day, sleep schedules, and other daily activities
naturally occur within the family. Therefore, health interventions can be more easily

integrated into everyday family life.
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2. Stability: The long-term companionship among family members creates
sustained influence and natural supervision, making it easier to form a closed loop

of action involving “reminders, execution, and feedback.”

3. Diffusion: The family naturally provides mechanisms for role differentiation and
intergenerational transmission. A change in one person can lead to simultaneous
adjustments among those living together, enabling low-cost diffusion “from an
individual to the whole group.”

Therefore, in 2025, we shifted our practical focus from “social community
connection” to “targeted family intervention,” proposing and validating the concept
of the “Family Chief Health Officer (CHO),” whereby a key figure within the
family is cultivated who possesses basic health knowledge, organizational skills for
action, and the ability to communicate and mobilize others, and a transmission
chain of “community empowering the individual, the individual motivating the
family” is formed. In so doing, health literacy enhancement is happening not only
in front of the screen, but it is taking root in the family setting, and short-term

participation in health activities is evolving into long-term health habit formation.

4. Research Design & Implementation: A Digital Intervention Loop
Is Constructed

4.1 Overall Approach: Realizing the Transition from Individual
Empowerment to Family Diffusion through the “1+N” Model
Our project is implemented backed by the “We Action” WeChat mini-program,
whereby a transmission structure of “Community — Family Chief Health Officer
— Family Members” is established on the basis of digital content provision and
task-based mechanisms, forming a “1+N” closed-loop intervention model. 1 refers
to the Family Chief Health Officer. First, the health community provides him or her
with systematic training and task check-ins to enhance his or her health literacy and
capacity for organizing family health activities. N refers to family members. Back
home, the Family Chief Health Officer mobilizes family members, encouraging

them to take part in health actions and assessments.
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The key of such model lies not in simply expanding coverage, but in transforming
health actions “individual efforts” into “family collaboration” and turning the
process of gaining health knowledge from mere learning by an individual into using
the knowledge together, all through role assignment and integration into the family
context. The health community provides authoritative content and sustained
motivation, while the family offers a high-frequency context and stable supervision.

The combination of the two forms a sustainable mechanism for behavioral change.

4.2 Implementation Path: Two-Phase Intervention, Sustained Assessments,
Traceable Progress

The project implementation takes place in two phases (see Figure 1). Phase I:

Empowerment (15 days) —Backed and led by the health community, a 15-day

systematic course learning and healthy lifestyle check-in program.

Phase II: Diffusion (21 days) —The Family Chief Health Officer leads family
members to take part in daily health actions and implement the daily check-in

program.

Our research and design focus not only on the physical and mental well-being of
all participants but also on broader aspects of healthy family development, such as
family values, civility, low-carbon lifestyles, and close-knit interactions. A healthy
family is measured on health, green, closeness, and civility. The overall assessment

result arrives following evaluating these four dimensions.
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Intervention Design

The holistic health community helps cultivate the Family Chief Health Officer, who in turn leads in building a healthy family.

" Building a holistic health community Building a healthy family

\. Healthy lifestyle cultivated
Building a holistic .~
health community Family-based
@ health activities
CHO training g 316 healthy families take place
and certification 520 CHOs @v@ y
cultivated - recognized in 21 days
Community activities @ in 15— i Ee
L .1_ Health literacy quiz

@ Health literacy quiz

[
Lifestyle check~—in program ~\_

. "
- Callon famll_y_members
to participate

Figure 1 Research and Intervention Design

4.3 Samples: Dual-Population Sample of CHOs and Family Members

Conducted primarily via the “We Take Action” WeChat mini-program through
questionnaires shared by users, this survey ran from May to December 2025 over a
period of seven months. Altogether 3,615 volunteers took part in the survey,
including 2,706 community members (CHO applicants) and 909 family members.
In the process, 520 CHOs were certified, and 316 healthy families recognized.

From a demographic perspective, the CHO group exhibits distinct characteristics:
females account for 77.1%, and the 51-60 age group is the largest (33.3%). The
CHO group often assumes the roles of “caregivers” and “organizers” within the
family, possessing strong motivation for health management and relatively stable
time commitment. They serve as the key “hub population” driving the
implementation of family health actions. Driven by them, the family member
sample demonstrates broader gender and age coverage, with more males (37.6%)
and relatively younger individuals being integrated into the practice chain. This

reflects the practical feasibility of “diffusion driven by core family members.”
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5. Key Findings: From “Individual Enhancement” to “Family
Diffusion”

5.1 Transformation of the CHO role: from caretaker to health manager

The key to the role of the CHO lies not in allowing the CHO to learn more, but in
encouraging the CHO to play a more distinct role in the family as the health leader.
Through systemic empowerment and honor incentives, the CHO mobilizes family
health actions in a way that makes such actions institutionalized and sustained.

Statistics show that the transformation of the CHO role creates tangible effects.

Firstly, the CHO enjoys an even bigger influence in the family (see Figure 2). 42.7%
of CHOs report they “obviously have more say in the family, and enjoy complete
trust among family members in all aspects.” Such percentage represents a 7.2%
increase over before the intervention. Such change suggests that, when there is a
recognized “health information screener” and “action organizer” within the family,
it becomes easier to achieve consensus in family health decisions, and health actions

are more likely to receive cooperation and support.

Secondly, significant changes occur in the frequency of organizing family activities
as well as the frequency of communication among family members. 59.5% families
report “close relations and frequent exchange,” a significant increase from 39.7%
over before the intervention. Also, the proportion of respondents who “often
organize family activities” increases from 30.6% to 44.9%, suggesting health
actions are more easily transformed from “occasional participation” into “stable
routines” thanks to continuous tasks and the community atmosphere. Meanwhile,
motivation for participation in health actions tends to focus on such social factors
as “helping the whole family cultivate habits” and “‘exchange with peers for support,”
which suggests health actions are no longer isolated individual tasks, but they have

become family goals that can be shared and achieved together.
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Figure 2 The Enhancement of CHO’s Family Influence

More importantly, the enhanced CHO role provides enhanced organizational
capacity at the family level. They are more willing to initiate health discussions,
design joint tasks, and establish reminder mechanisms within the family. In the
qualitative research, we have identified a typical chain: health knowledge is first
transformed into actionable “family rules” (e.g., controlling salt and oil intake,
scheduling fixed exercise times), and then these rules are turned into sustainable
“family habits” (e.g., cooking together, taking a walk after meals). This chain
elevates health literacy from the level of “cognition” to the level of “family
institution,” resulting in greater sustainability and stability.

5.2 Diffusion Effect in the Family: Better Health Literacy, Low-Cost

Expansion over a Whole Area from One Point

This research has validated the diffusion mechanism where one person
empowered by the community can mobilize the whole family. When the core role
in a family is empowered, knowledge and behavioral changes among family
members can occur more rapidly, leading to a considerable degree of

improvement within a short period.

1. Following community intervention, the CHO reports significant gains in several
areas: helping the whole family cultivate healthy lifestyles (84.4%), learning health
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knowledge/skills (82.5%), helping the whole family improve their health status
(79.1%), making friends and socializing (69.6%), maintaining mental balance
(58.9%), planning family health-related consumption (32.5%), and saving on
medical expenses (11.9%).

CHOs gain multi-faceted benefits in community

Helping myself
and my whole family
ultivate healthy lifestyle:
and habits

Learning new
health knowledge or skills

Figure 3 Multi Benefits Gained by CHOs in Communities
2. Led by the CHO, health literacy of family members has significantly improved,

with the pass rate on assessment questions rising from 38.7% to 77.2%. Self-rated
family health status has also markedly increased (see Figure 4) . Following
community interventions, the proportion of CHOs rating their own health as “good”
or above has risen by 26.5% (from 71.5% to 98%). Driven by the CHOs, the
proportion of other family members rating their health as “good” or above has
increased by 8.6% (from 80.9% to 89.5%).

Figure 4 Overall Improvement in Family Member Health Status
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3. Family healthy lifestyles have significantly improved (see Figure 5). Nearly 70%
of participants report improvements in the following areas: diets acceptable in
oil/sugar/salt (79.6% of people improved), regular meals (74.4% ), sufficient
outdoor activities (68.8%). In addition, improvements are also seen, to varying
degrees, in areas such as acceptable alcohol consumption (45.5%), less smoking

(44.7%), and indoor environmental improvements (35%).

The improvement rate of family daily lifestyles

. o a¥ ) " . 2 excessive L
ouldoor diets high in oiV/ staying up inharmonious family alcohol oralleye indoor

activities sugar/salt late atmosphere consumption health encironmental

Figure 5 Improvements in Daily Family Lifestyles

irregular insufficient

meals

4. Family health concerns have been significantly alleviated. 86.8% of family
members report sustained improvements in health awareness and concepts. Notable
enhancements have been seen in dietary habits (76.7%), consistent exercise (66%),
and immunity (50.3%). Weight management issues have been improved for 44%

of respondents, while 35.8% have seen improvements in emotional well-being.
5.3 Marginal value of promoting healthy families

1. Qualitative observations show, for example, that individual dietary changes are
often easily derailed by social pressures, emotional states, or time constraints.
However, when adjustments are made collectively as a family—such as jointly
reducing heavy oil and salt or preparing meals together— “healthy choices” become

the family’s default option, thereby reducing the psychological cost of repeated
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decision-making. Similarly, joint activities like exercising together or taking a walk
after dinner significantly increase the likelihood of adherence. Furthermore,
framing these as family tasks transforms exercise from a behavior requiring
willpower into an integral part of “family interaction,” which holds immense value
for family building.

2. Statistics suggest initial success in building green families. More families are
adopting environmentally friendly lifestyles (see Figure 6). The proportion of
families reporting adherence to “using low-energy/low-emission” practices has
increased by 14.3%. Increases have also been seen in families adopting “green
commuting” (8.2%) and “water and electricity conservation” (8.6%). Practices such

2 <6

as “waste sorting,” “reducing single-use items,” and “recycling waste materials”

also show varying degrees of increase.

Low-carbon lifestyles improvement within families

Use of Use of Green mobility Water/electricity Less use of Waste Recycling
low-energy energy-saving saving consumables classification

consumption electronic
products devices/EVs

Figure 6 Improvements in Low-Carbon and Civilized Family Lifestyles
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6. Mechanism Formation: Community x Family bidirectional
empowerment closed loop

The CHO model validated in this research, in essence, represents a dual-wheel
driven mechanism, whereby the community provides contents and incentives as
momentum and the family provides the setting and companionship as kinetic
energy. Community and family complement each other to provide a closed loop for
health literacy improvement.

6.1 Community momentum to address the external constraints of “authority
— system — persistence”

The community addresses three typical pain points in family health management:

1) Lack of authoritative sources: Families often face a trust dilemma where
“no one listens to anyone, only experts are trusted.” The community provides a
“credible endorsement” through expert content and a unified curriculum system,
making it easier for the CHO to establish legitimacy for health guidance within
the family.

2) Lack of systematic learning: Fragmented information is difficult to form into
a coherent system. The community organizes health knowledge into a learnable,
reviewable, and testable structure through modular courses and assessment

questions, lowering the barrier to learning.

3) Difficulty in persistence: The community lowers the cost of initiating action
through peer atmosphere, task check-ins, phased incentives, and an honor system,
while combating burnout through continuous feedback.
6.2 Family Kkinetic energy to address the internal “implementation-
supervision-diffusion” mechanisms
While the community provides external support, the family offers the internal

structure. The family setting provides the following key advantages:

1) High-frequency implementation: Health knowledge can be translated into
action more quickly within the family, particularly evident in high-frequency

behaviors such as diet, daily routine, and exercise.
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2) Intimate supervision: Reminders among family members have lower costs
and higher reach; meanwhile, living together creates natural constraints, reducing

the leeway for “letting it slide today.”

3) Role empowerment and diffusion: The CHO, through role confirmation and
capacity building, motivates family members to participate in health actions, thus
forming a self-organizing network within the family and achieving low-cost

diffusion.

7. Recommendations and Outlook: Transform “feasible pathways”
into “replicable solutions”

7.1 Using the family as a basic unit, build a multi-level health promotion
network from top down, backed by normalized mechanisms of
“community support plus family integration”

1) The community provides the hub: Backed by community health service
centers, primary healthcare institutions, neighborhood committees, etc., families
are mobilized to participate in health promotion activities, shifting the focus of

health education from “individual-oriented” to “family-oriented.”

2) The community plays the carrier role: Thematic communities covering
different population groups and various health goals (such as weight
management, exercise habits, chronic disease self-management, first aid science
popularization, etc.) are developed, thus promoting the integration of “health

science popularization” with “behavioral practice.”

3) Key roles are starting points: A stable health organizer is encouraged within
the family, responsible for functions such as screening health information,
organizing family health actions, and providing intra-family supervision and
reminders, thereby achieving the goal of “one person motivating the whole

family.”

4) Incentive mechanisms help enhance sustainability: Explore how to link up

the completion of health tasks, participation in community activities, volunteer
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services, and community points mechanisms, so as to better motivate long-term
participation through role modeling and positive incentives.

7.2 Focus on health behaviors and key skill development, while emphasizing
systematic improvement of chronic disease prevention and control, first
aid capabilities, and health information literacy

1) Literacy on chronic disease prevention and control: From general

knowledge to actionable pathways.

Focusing on high-risk identification, key risk factors, home monitoring, and
medical consultation thresholds, develop understandable and actionable
pathways for family chronic disease management. Encourage the formation of
self-management groups or family support groups for chronic disease patients to
promote the long-term habituation of behaviors such as regular diet, exercise,

and monitoring.
2) Key first aid skills: From awareness to action plans.

Integrate first aid knowledge and key procedures into routine community health
education, promote a retraining mechanism of “learning — testing — reviewing
— retesting,” and enhance the capacity for self-rescue and mutual aid within

families during emergencies.
3) Health literacy: From information acquisition to discernment ability.

In an environment of highly complex health information, education on
“identification and judgment” abilities should be strengthened. This will enhance
the public’s ability to recognize authoritative sources, distinguish between
rumors and marketing information, and reduce risks associated with incorrect

health decisions.
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7.3 Strengthen cross-sector collaboration and digital empowerment, build
authoritative health knowledge and service systems, and improve the
efficiency and equity of outreach.

1) Build an authoritative health knowledge supply system:

Integrate resources from health commission agencies, disease control institutions,
hospitals, and professional societies to form a unified core health knowledge base
and standardized material packages, thus ensuring content is authoritative,

consistent in messaging, and reusable.
2) Promote the popularization of digital tools:

While ensuring compliance, encourage the development and promotion of digital
health education tools (such as mini-programs and apps) for habit formation, with

an eye on minimizing barriers for older users.

3) Strengthen platform collaboration and standardize short video science
popularization:

Cooperate with media and platforms to promote authoritative health knowledge
products, strengthen the regulation, guidance, and rumor debunking of health

information content, and improve the accessibility of authoritative information.
4) Promote tiered services and enhance coverage of key populations:

Provide tiered content and task packages to different population groups (such as
families at high risk for chronic diseases, older adults, and children), so as to
address inefficiency as a result of the one-size-fits-all approach, while improving

the precision and equity of health education.
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