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Foreword

xvii

If a second edition of a college textbook signals its survival and utility in the
classroom, a third edition marks the true measure of its success. Textbook
authors often receive a second chance from their publishers on the grounds
that they may have missed the mark with a first edition, but, if the second
edition’s revisions fail to capture or maintain a defensible share of the “mar-
ket” (as measured by professors’ decisions to adopt the book), it is toast. In
the case of a book on health education methods and strategies, authors have
the added burden of convincing the most critical audience of adopters: pro-
fessors whose main expertise lies in the very subject of the book, both in con-
tent knowledge and professional preparation and practice.

With Health Education: Creating Strategies for School and Community
Health, Glen Gilbert, Robin Sawyer, and Beth McNeill have not only sur-
vived these rigors of natural selection, but they have proved to be among the
fittest chroniclers of the growing science and technological sophistication of
health education methods and strategies for school and community health. 
I am impressed with their commitment to the concept that best practices in
health education are best processes. They inherently apply the diagnostic ap-
proach that recognizes no inherent superiority in specific methods but rec-
ognizes the need to match the features of methods and strategies with the
audience, purpose, and conditions of the educational application. They take
this a step further in their position that a good strategy—created with good
methods arrayed in a good plan—is only as good, ultimately, as its effective
delivery. It is the “doing” of education, they argue, that makes a good educa-
tional diagnosis and a good educational plan good health education. They
seek not only to inform students who take a course in this subject area but to
inspire them by example from the pages of this book.

Lawrence W. Green, DrPH
Professor, Department of Epidemiology and Biostatistics

School of Medicine
University of California at San Francisco

Former Director, Office of Health Information and Health Promotion 
U.S. Department of Health and Human Services
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Preface

xix

The philosophy presented in Health Education: Creating Strategies for
School and Community Health, Third Edition, is based in the premise that
the core of health education is the process of health education. There are
many tools for health educators, such as epidemiology, statistics, and pro-
gram planning, but what is truly unique about a health educator is the focus
on “doing.” To be an effective health educator, you must be skilled in con-
ducting health education. As educators we may have access to the best
knowledge available, but unless we are skilled and effective deliverers of this
information, the usefulness of our work is clearly compromised.

This text is dedicated to the proposition that we must be good at the do-
ing. Further, it is our belief that health educators need a more systematic ap-
proach to the selection of methods of intervention. This text assists health
educators in reducing the possibility of a poor performance by encouraging
the systematic development of sound, effective, and appropriate presenta-
tion methods.

Health Education: Creating Strategies for School and Community Health,
Third Edition, is designed for any health educator or would-be health edu-
cator who wishes to become proficient in conducting health education pro-
grams. We strongly believe that the skills necessary to successfully plan for
and deliver effective health education programs are fundamentally the same
regardless of where they are practiced—in classroom, workplace, hospital,
or community settings. The principles of sound methodology remain con-
stant; therefore, this text is designed for multiple settings. It addresses the
needs of the so-called “generic” health educator and provides the tools nec-
essary for making appropriate programming decisions based on the needs of
the clients and the educational settings.

A variety of learning aids are incorporated into this text. Each chapter
contains health educator competencies, learning objectives, case studies
(with new objectives and questions to consider), exercises, and a summary.
Also included in this text are a glossary, a professional resource list, and up-
to-date references.

This Third Edition demonstrates the evolving state of health education.
Additions have been made to develop the reader’s skills in writing measur-
able performance indicators. The unique qualities of adult learners are dis-
cussed, and tips to enhance the implementation of the various methods are
offered. Included are updates on the use of technology in health education
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xx Preface

classrooms as well as an expansion of the content on health literacy. All
chapters have been updated and include Internet references, allowing in-
structors and students to easily access current information.

Using the Jones and Bartlett website (http://healtheducation.jbpub.com/
strategies) will increase the rewards for using this text. On the website, in-
structors will find PowerPoint presentations, test questions, teaching tips,
and worksheets.

Responding to user requests, Objectives and Questions to Consider have
been added to the case studies. Responses to each case study are located at the
end of each chapter, appearing under “Case Studies Revisited.” This affords
the reader the opportunity to critically consider the case at hand before read-
ing the authors’ responses. This edition continues to feature the “Noteworthy”
section, which includes relevant stories related to the chapter content.

We know that a good text must fulfill the user’s needs. We constantly seek
to improve Health Education: Creating Strategies for School and Commu-
nity Health, and we look forward to hearing from students, instructors, and
professionals who may have a comment, an idea, or a suggestion.
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Introduction

1
C H A P T E R

1

• Pat is conducting a mandatory inservice on HIV prevention for new cor-
rection personnel at the local jail.

• Michael is conducting a five-part workshop on health and safety for 45
physical plant employees at a local factory.

• Maria is performing a one-time presentation on the pap and pelvic exam-
ination for a group of 15 Hispanic women in a local community center.

• Natalie is conducting an individual birth control session for a sophomore
student at a university health center.

• William is teaching a 10-part unit on family life to a class of 25 ninth-
grade high school students.

• Tanya is performing a patient education session for two hypertensive 
middle-aged males at a local hospital.

• Peter is working with the residents of an assisted living community to im-
plement an intervention designed to keep seniors physically active.

• Dwayne is lecturing to 500 college students about sexually transmitted in-
fections and safer sex, as part of a series on contemporary sexual issues.

• James is podcasting a presentation on breast self-examination that can be
downloaded directly via the Internet.

• Delores is speaking to a congressional panel on the importance of com-
prehensive health education.

Although these health educators are dealing with very different audiences—
from very large groups to individuals, from high school students to elected na-
tional officials, from young to old, from the workplace to the school, from the
community to the House of Representatives—they all share one crucial factor
that will invariably determine success or failure . . . how well they actually
educate. The philosophy presented in this text is based on the premise that
the core of health education is the health education process, composed of
factual information, effective delivery, and motivational impact. This means
that what is most important is how well and effectively we perform the func-
tion of educating people and motivating them to make good health decisions.

There are many tools available to health educators, such as epidemiology,
statistics, and program planning, but the essence of being a health educator is
the actual “doing” of health education—that is, the conveyance of clear, ap-
propriate health information. As educators we may have access to the best
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2 Introduction

knowledge available, but unless we are skilled and effective deliverers of this
information, the usefulness of our work is clearly compromised. Anyone who
has sat through a poorly prepared, often boring and uninspired presentation
or class should question the thought processes that resulted in such a negative
experience. Health educators, therefore, need a systematic approach to the
selection of educational interventions.

This text is intended to assist the health educator or would-be health ed-
ucator in developing sound, effective, and appropriate presentation methods
to create learning experiences that facilitate voluntary changes leading to
health-enhancing behaviors. It is founded on the proposition that we must
be good at the doing . . . the health education. Our goal is to favorably in-
fluence the health decision making of our clients. Further, it is our belief
that health educators need a systematic approach to the selection of meth-
ods of intervention. 

The authors of this text strongly believe that the skills necessary to plan for,
and deliver, effective health education programs are fundamentally the
same, regardless of where they are practiced—in a classroom, workplace,
Internet/online, hospital, or community setting, as shown in Figure 1-1. The
fundamental duties of health educators, regardless of setting include:

• Assessment of target population needs
• Planning for intervention strategies 
• Implementation of interventions
• Evaluation of success

Our goal is to favorably
influence the voluntary
health decision making
of our clients.

Figure 1-1
Health Educator Duties
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Chapter 1 Introduction 3

These are basic components that can be used in any setting. Consequently,
this text is designed for multiple settings and will address the needs of the so-
called “generic” health educator. 

This generic health educator concept has important ramifications for the
training of health educators because it puts more emphasis on the acquisi-
tion of skills than on health content. Health educators practice in a variety of
settings, including school health education, community health education,
worksite health education, and patient health education, and it is clear that
some skills would be used more in some settings than in others; yet the basic
tools are generic to all settings. Health educators need to acquire these basic
skills. It is ludicrous, for example, for an individual to believe he or she can
function well as a health educator without training in educational princi-
ples. This text is organized and presented to facilitate the acquisition of
many of these basic skills.

Process of Health Education

It is important to remember that health education is, as the name implies,
education about health. Health education has its roots in education and
public health. It draws on many disciplines including psychology, sociology,
education, public health, and epidemiology. It is a unique discipline in
many ways. One of the challenges for the health educator is that although
the principal tool is education, the sought after outcomes are often behav-
ioral adaptations. Other disciplines in education focus almost exclusively on
knowledge, which is a critical component of health education. Knowledge
alone is unlikely to be robust enough to cause behavior change.  The com-
plexity of human behavior requires that approaches to health education tar-
get three key influences for behavior change:

• Knowledge about the behavior
• Attitudes associated with the behavior
• Skills necessary to enable behavioral adaptation

Health education strives to provide knowledge as well as the requisite skills
necessary to apply that knowledge—while developing appropriate attitudes—
to result in healthy behavior choices or behavior changes as needed (see
Figure 1-2). Failure to address these three components will likely result in
marginal outcomes.  Health education is called upon to lower cholesterol,
alter drug-taking behavior, and improve fitness—to name a few of the many
complicated expectations. The dissemination of knowledge alone, clearly,
would not be sufficient to accomplish such lofty goals.

To effectively accomplish the process of health education, health educa-
tors must learn to set meaningful, appropriate, and achievable goals and ob-
jectives. After setting clear, high-quality objectives, the health educator must
seek to meet those objectives through appropriate ethical methods.

Remember always to be
grateful for the millions
of people everywhere
whose despicable habits
make health education
necessary.
—Mohan Singh
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4 History of Health Education

History of Health Education

Health education has been offered in some form since the beginning of
time. Humanity has always sought to lead a longer and healthier life.
Means’s classic text A History of Health Education in the United States re-
views early health education activities in the United States. It is interesting
to note Harvard College required hygiene in 1818 of all seniors (Means,
1962, p. 36). The American Public Health Association was formed in 1872,
and the National Education Association started a Department of Child
Safety in 1894 (Means, pp. 46–48). The American School Health Associa-
tion was formed in 1927 as the American Association of School Physicians.
The American Association for Health Education began as the American As-
sociation for Health and Physical Education in 1937, which is now part of
the American Alliance for Health, Physical Education, Recreation and
Dance (AAHPERD). 

Education about health became more common in the 1800s and early
1900s with numerous reports and advocates. Some noted advocates included
Horace Mann, Thomas Denison Wood, the American Academy of Medi-
cine, the Metropolitan Life Insurance Company, the U.S. Public Health
Service, and the U.S. Office of Education. The first reported academic de-
partment of health education was located at Georgia State College for
Women around 1917. The first known recipient of a health education degree
was Cecile Oertel Humphrey, who, after additional course work at Harvard

Figure 1-2
Triangle of Influences
on Behavior Change
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Chapter 1 Introduction 5

during the summers of his program at Georgia State College, received a
bachelor of science in health education. A thesis was required, and his was
entitled “The Inferiority Complex—Its Relation to Mental Hygiene.” No re-
port is available on what has become of Mr. Humphrey (Means, 1962, 
p. 144). Teachers College, Columbia University, began an undergraduate
degree in 1920 and was one of the early granters of graduate degrees in
health education.

Health education has functioned as a separate discipline for approxi-
mately the last 30 to 60 years. As a relatively new discipline, it has always
struggled for a strong sense of identity. One illustration of this is the large
number of health education professional organizations, each with overlap-
ping goals. Another is the odd fact that health education degrees are some-
times offered at higher-education institutions with few or, in some extreme
cases, no health educators on the faculty. Despite these problems, health ed-
ucation continues to evolve into an important discipline with a unique ori-
entation to addressing the health education needs of the world.

The demand for health educators is presently on the rise. The U.S. De-
partment of Labor Statistics predicts an employment market growth of 26%
over the next decade (Bureau of Labor Statistics, 2008). This is considered
to be much faster than the average for all other occupations (Bureau of
Labor Statistics). According to the National Employment Matrix, in the
year 2006 there were approximately 62,000 health educators employed in
the United States. The Bureau of Labor Statistics predicts that that number
will increase to 78,000 by the year 2016. Much of this growth is attributed
to the rising cost of health care. Insurance companies and governmental
agencies are recognizing the cost-effectiveness of preventive health mea-
sures. Thus, these agencies are embracing the important contributions of
the health educator in prevention efforts. 

Throughout the history of health education, numerous agencies have
recognized its potential to address health problems. Federal agencies have
supported many studies and projects designed to improve the quality and
impact of health education. An important effort was the Role Delineation
Project begun in 1978 (funded by the then U.S. Bureau of Health Man-
power and carried out by the National Center for Health Education), which
examined the role of the entry-level health educator and generated a defined
role. This defined role was based on surveys of practicing health educators in
1978. The end product was a defined role for the entry-level health educa-
tor. Although obviously in need of continual updating, the definition of the
role was a significant step in the evolution of health education as a disci-
pline. An important finding suggested that the health educator’s role was es-
sentially the same regardless of the health education setting. The result was
the definition of the generic health educator, a concept very important for
the training of health educators. It states that health educators should all
possess certain common skills. These skills were later more fully defined as
competencies for entry-level health educators by a panel of experts meeting at
Ball State University. Still later these competencies became the basis for a
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6 Format of the Text

test by the National Commission for Health Education Credentialing
(NCHEC) to certify health education specialists. The competencies are also
used by the National Council for the Accreditation of Teacher Education
(NCATE) as part of the teacher-training accreditation review process. 

Advancements in computers and telecommunications have significantly
accelerated the evolution of the health education profession. Searching for
health information is one of the most common reasons consumers use the
Internet (Greenberg, D’Andrea, & Lorence, 2003). Not long ago, searching
for information about any subject usually involved a trip to a local library
and a walk through the dusty stacks of books, hoping that the volume in
question had not already been borrowed by another inquisitive patron. Al-
though libraries today still fulfill an important role as providers of the
printed word, these institutions have altered their services to include direct
access to data via the Internet. Today, most librarians are Internet experts.

Today, health educators have immediate access to data. National data-
bases such as the Youth Risk Behavior Surveillance System (YRBSS) and
the Morbidity and Mortality Weekly Report (MMWR) are just a click of the
mouse away. Professionals, as well as lay persons, have instant access to the
most current information available at the Centers for Disease Control and
Prevention (CDC) or the National Institutes of Health (NIH). Additionally,
the ability to collaborate and share information with others has been en-
hanced via the use of podcasting, video streaming, blogs, and bulletin
boards. The information age has assisted in the evolution of the health ed-
ucation process.

Goals of the Text

After reading and synthesizing this text, the health educator will be able to:

• Plan properly for health education instruction.
• Develop quality lesson/presentation plans and unit plans.
• Plan for the special needs of target populations.
• Select appropriate methods through a systematic approach.
• Use methods of intervention properly.
• Utilize methods to promote health literacy.
• Identify appropriate strategies for the marketing of health promotion.

Format of the Text

Each chapter begins with a listing of the generic entry-level and/or 
Advanced 1 or 2 competencies developed for the National Task Force on the
Preparation and Practice of Health Educators, Inc. A complete listing of the
competencies can be found in the appendix.

Competencies
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Chapter 1 Introduction 7

The entry-level health education competencies were first developed
during the early 1980s and were published in 1985. Over the last few years,
health education professionals have worked to reverify them through the
Competencies Update Project (CUP), initiated in 1998 by the National
Commission for Health Education Credentialing (NCHEC). This project
examined how other professions distinguished themselves among levels of
practice and attempted to identify current specifications of entry-level
competencies.

The CUP model outlines distinct sets of competencies and subcompe-
tencies for each of the three levels of practice (National Commission for
Health Education Credentialing [NCHEC], Society for Public Health Ed-
ucation [SOPHE], & American Association fo Health Education [AAHE],
2006). The levels of practice are designated as:

• Entry: Baccalaureate/master’s, less than 5 years’ experience
• Advanced 1: Baccalaureate/master’s, more than 5 years’ experience
• Advanced 2: Doctorate and 5+ years’ experience 

The competencies and subcompetencies are aligned with the major cate-
gories of performance expectations of a proficient health education practi-
tioner (SOPHE & AAHE, 1997).

Each chapter begins with the relevant entry-level competencies and sub-
competencies and any appropriate new Advanced 1, 2 competencies. In
some instances the entry-level and Advanced 1, 2 competencies are the
same, and in these cases this similarity is noted.

A complete listing of the entry-level competencies and subcompetencies
and Advanced 1 and 2 competencies can be found in the appendix.

Each chapter also begins with a graphic (Figure 1-3) that illustrates the com-
ponents of proper method selection addressed in the chapter. As the caption
explains, the heavy-bordered boxes identify the components addressed in
this text. One or more of these boxes will be shaded to indicate the subject or
subjects of a chapter.

Methodologies

Use of
Competencies 

in the Text

Needs
Assessment
Problem 
Diagnosis

Determine
Health
Education
Appropriate

Issues 
and Risk
Factors
to Be
Addressed

Setting
Goals and 
Objectives

Intervention/
Method
Selection

Intervention/
Use of
Method(s)

Evaluation Revision

Figure 1-3 Method Selection in Health Education
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8 Method Selection Components

Method Selection Components

Many public health and health education texts deal with program planning
and evaluation. This text focuses on the conducting of health education—
the pedagogy. Pedagogy is the art or profession of teaching. Pedagogy is what
health education practice is about and is best accomplished by ensuring that
the seven following components are applied.

1. Needs assessment and problem diagnosis. This text begins with the
assumption that some type of needs assessment has been done, and it has
been determined that health education is a viable alternative.

2. Determination of whether health education is the appropriate inter-
vention. This text also begins with the assumption that it has been determined
that health education is the appropriate intervention. Health education can
be very complicated, expensive, and difficult, so this is an important as-
sumption. Often other methods of health promotion may be more appropri-
ate. Altering the environment, for example, might make better use of re-
sources. If students are eating unhealthy lunches, it may be easier to ensure
that they eat lunch at school where they will be offered only healthy choices.
Such tactics can lead to much better behavior at relatively low cost. How-
ever, the long-term behavior may not be altered with only a change in the
physical environment.

3. Issues and risk factors to be addressed. This text will consider some
of the issues and risk factors to be taken into account when making deci-
sions. See Chapters 2, 3, 9, and 10.

4. Setting goals and objectives. Goals and objectives are an important
component of pedagogy and are addressed in Chapters 2 and 3.

5. Intervention/method selection. Selection of the appropriate inter-
vention or method for health education is the major issue addressed in this
text. See Chapters 4 through 10 and the appendix.

6. Evaluation. The issue of evaluation is so major that it cannot be suffi-
ciently addressed in this text. The importance of this area cannot be overesti-
mated. Entire books and courses are dedicated to evaluation, as is fitting for
such important and lengthy material. Therefore, although there are many
references to evaluation here, no chapter is dedicated to the issue. Instead,
the reader is referred to books that can treat the subject in detail.

7. Revision. Good, practical evaluation will lead to revision of any inter-
vention. Revision is an important tool that should be part of any program.
However, because it should be based on evaluation, revision is not addressed
in this text.

Each chapter states the objectives to be achieved by the reader.

Case studies are used throughout the text and are revisited at the end of each
chapter.

Case studies will provide opportunities to apply the principles found in
each chapter to specific situations. A discussion of each case study can be

Objectives

Case Studies
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Chapter 1 Introduction 9

found at the end of each chapter (under “Case Studies Revisited”). Following
is an example of such a case study and its evaluation.

Objective: While reviewing the case study, the reader will identify multiple fac-
tors that contributed to the results of the intervention described. 

The government authorizes $6 million to evaluate a large clinical trial
aimed at influencing the health behaviors of Americans. A group of volun-
teers provides pamphlets and educational counseling at a large shopping
mall, and each volunteer spends about an hour with over 5,000 people. The
research design for evaluating the program is solid. Proper comparison
groups are in place, and the instrumentation for assessing change is of high
quality. We know what the behaviors, attitudes, and knowledge were before,
during, and after the intervention (treatment), and we are certain threats to
internal and external validity of the study have been controlled. The out-
come measures are well matched with the objectives of the health education
program. According to all measures, however, the intervention does not
change anything.

There are, of course, many possibilities for the no-change results, but here
are three questions that we want you to consider in particular:

1. Were the methods selected for the intervention appropriate and properly
implemented?

2. Was adequate time provided for the intervention to achieve the objectives?
3. Were the people conducting the intervention properly trained? Were

they in fact health educators?

Also note the following points:

• Although we do not have the objectives before us, it seems clear that few
behavioral objectives could be reached by an intervention consisting
solely of pamphlets and educational counseling by volunteers.

• An hour is not enough time to change most behaviors unless you have a
very highly motivated clientele.

• Volunteers can play important and sometimes powerful roles but do not
qualify as health educators.

This only moderately exaggerated example shows why health educators
must work to improve the art and science of health education. Becoming a
high-quality health educator requires hard work and dedication. A top-
quality health educator is always working to develop communication skills,
increase current knowledge of the subject matter, and remain a motivator. It
is hoped that this text will provide some of the tools needed to accomplish
the goals and objectives of health educators.

Example of Case
Study Revisited

Example of 
Case Study
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10 Exercises

Each chapter ends with a summary, a series of exercises, and a list of 
references and resources.

A glossary can be found at the end of the text.

Scattered throughout the text are health education proverbs from “Mohan
Singh,” the pseudonym of Horace G. “Hod” Ogden. Before his death in
1998, Mohan Singh directed many programs for the institution now known
as the Centers for Disease Control and Prevention (CDC) during his more
than 20 years with the U.S. Public Health Service. He always felt it was im-
portant to keep life in perspective and that having a good laugh was one way
to do that. We are certain he must be laughing about the continuing life of
his sayings, often constructed on napkins in Atlanta and D.C. beverage
houses. We are pleased to continue spreading these timeless messages for
health educators willing to listen.

Summary, Practice
Exercises, and 

References

Glossary

Proverbs

S U M M A RY

1. A major goal of the text is a systematic ap-
proach to the selection of methods of interven-
tion.
2. Education about health has been part of
general education since antiquity. Health edu-
cation as a formal discipline, however, is rela-
tively new.

3. Successful health education interventions
and presentations require the development of
realistic and meaningful goals and objectives.
4. The basic skills required for effective health
education, be it community, worksite, health
care, governmental agency, or school, are es-
sentially the same.

E X E R C I S E S

1. Health educators perform an array of tasks
in several diverse settings. Examine the follow-
ing job descriptions. In which setting (commu-
nity, worksite, health care facility, governmen-
tal agency, or school) do you believe these
activities are most likely to be performed?

a. The health educator asks a high-risk pa-
tient about medical procedures, opera-
tions, services, and therapeutic regimens to
create activities and incentives that will en-
courage him or her to take advantage of
available services. 

b. The health educator helps identify
needs, mobilize resources, and build coali-
tions to improve the health status of a target
area.
c. The health educator provides employee
counseling, education services, risk ap-
praisals, and health screenings in order to
comply with occupational health and
safety regulations. 
d. The health educator teaches health as a
subject while promoting and implementing
the coordinated school health programs.
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Chapter 1 Introduction 11

e. The health educator ensures that state
and federal mandated programs are imple-
mented while working closely with non-
profit organizations to secure resources,
such as grants.

2. Prioritize the three key influences for be-
havior change (knowledge, attitude, and skills)

according to your opinion of their impact and
importance.  
3. Justify why the term generic health educa-
tor is an appropriate descriptor of a profes-
sional health educator.
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Planning for Instruction

2
C H A P T E R

13

Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility I: Assess Individual and Community Needs for Health Education
Competency A: Assess existing health-related data.
Competency B: Collect health-related data.
Competency F: Infer needs for health education on the basis of obtained data.

Responsibility II: Plan Health Education Strategies, Interventions, and Programs
Competency B: Incorporate data analysis and principles of community organizations.
Competency C: Formulate appropriate and measurable program objectives.
Competency D: Develop a logical scope and sequence plan for health education practice.
Competency E: Design strategies, interventions, and programs consistent with specified

objectives.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate a plan of action.
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Note: The competencies listed above, which are addressed in this chapter, are considered
to be both entry-level and Advanced 1 competencies by the National Commission for
Health Education Credentialing, Inc. They are taken from A Framework for the Develop-
ment of Competency Based Curricula for Entry Level Health Educators by the National
Task Force for the Preparation and Practice of Health Education, 1985; A Competency-
Based Framework for Graduate Level Health Educators by the National Task Force for the
Preparation and Practice of Health Education, 1999; and A Competency-Based Frame-
work for Health Educators—The Competencies Update Project (CUP), 2006.
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14 Program Planning

After studying the chapter, the reader should be able to:

• Identify methods for analyzing needs of populations.
• Conduct an appropriate needs assessment for a given community setting.
• List the major considerations that should be made before selecting an ed-

ucational objective.
• Assess the role of goals and objectives in program planning and evaluation.
• Write behavioral objectives in the cognitive, affective, and psychomotor

domains for a given concept or contact area.
• List the most common mistakes in objective selection.
• Discuss ethical considerations in planning.

Program planning Performance indicators
Conducting a needs ABCD&E objectives

assessment Outcome objectives
Relationship of objectives and Writing goals and objectives

evaluation Selecting verbs
Selecting objectives Common mistakes
Objective domains Ethics as part of planning
Process objectives

Program Planning

Program planning begins with the identification of a “problem” that impacts
quality of life. A variety of planning models exist to help health educators sys-
tematically develop programs. Effective program development will classi-
cally include the following tasks:

1. Assessment of needs
2. Diagnosis of the problem(s)
3. Development of appropriate goals and objectives
4. Selection of methods to create an intervention 
5. Implementation of the intervention
6. Evaluation of program effectiveness
7. Revision of program as needed

Method selection is only one element of program planning. Program plan-
ning has issues that are beyond the scope of, and therefore not addressed by,
this text. Many other books are devoted to those issues. We begin with the as-
sumption that the “problem” has been identified and health education has
been determined to be part of the needed solution. This is, of course, a ma-
jor assumption. It is usually valid for school settings, where the curriculum
framework for health education is already in place, and for health educators

K E Y  I S S U E S

O B J E C T I V E S

59292_CH02_013_046.qxd  10/28/09  12:25 PM  Page 14



Chapter 2 Planning for Instruction 15

working for a categorical agency that has decided to focus on one or two el-
ements of health education. If the decision for health education has not
been made, then the reader should turn to planning models and conduct a
thorough diagnosis of the problem before turning to health education and
this text. Figure 2-1 shows the full range of method selection, with shaded
boxes indicating the subjects that are the focus of this text.

Needs Assessment

Although program goals and objectives are often set for the health educator by
some other group, a needs assessment (step one of Figure 2-1) is always appro-
priate. The needs assessment may be informal or formal. An informal needs as-
sessment may occur through frequent conversations and personal interactions
with colleagues and clients. Formal approaches systematically assess the quality
of life in an effort to identify differences between what currently exists and what
may be a more desirable state (Bartholomew, Parcel, Kok, & Gottlieb, 2001).

Outside agencies will often develop excellent objectives, but may still fail
to account for special characteristics found at the local level. The needs as-
sessment, as the term implies, seeks to determine the needs of the targeted
population. Before health educators set out to do something, it is important
for them to know how this target population perceives its needs.1 When as-
sessing needs, the literature is always a good place to start. Conducting a
literature review of current periodicals helps to establish a sound foundation
for the proposed intervention while identifying common themes to be ad-
dressed as part of the goals and objectives of the program. When goals and

Figure 2-1
Method Selection in
Health Education

1Green and Kreuter use the term diagnosis to describe this phase of health promotion planning.
They describe this phase in detail in their classic text Health Promotion and Planning: An Edu-
cational and Environmental Approach. It is also sometimes referred to as reconnaissance.
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16 Needs Assessment

objectives are established for health educators, it reduces the complexity of
their needs assessment, but they should still play a significant role in objec-
tive establishment, by interpretation if not by setting the objectives directly.

Generally, the better we know the target population, the more we should
be able to accomplish. The amount of time and resources we devote to the
needs assessment will depend on issues such as the duration, priority, and
prior work experience with the group. If we have worked with the group re-
cently, we may need to spend little time, but if this is a new group, it may re-
quire considerable time and effort.

Obtaining information about a target population’s perceived need can
come from multiple sources. Social indicators, found in public records like
census or welfare reports, are useful for providing descriptive statistics that
help to estimate population needs (Langmeyer, 1993). Surveys and question-
naires allow the health educator to collect information for a large sample of
the target population. Additionally, selected community leader and agency
representatives are often considered a valuable source of information.
These key informants are often surveyed to help identify specific needs that
might go undetected when attempting to correlate statistical data. A simple
needs assessment survey is depicted in Figure 2-2. Community forums, similar

Please answer the following questions as completely and honestly as you can. The
information collected will be used in determining the content of the health education
workshop.

1. What do you hope to get from this workshop/class?

2. Why are you here?

3. What is one thing you hope will be covered?

4. What is one issue that has been covered too much and would be a waste of time for 
this wokshop?

Other comments:

WORKSHOP NEEDS ASSESSMENT

Figure 2-2
Simple Needs
Assessment Survey
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Chapter 2 Planning for Instruction 17

to open town meetings, seek input from community members, allowing the
health educator to gain perspective on whether the community will support
a given program (Langmeyer, 1993). Focus groups aid the health educator
by providing opinions of the potential recipients of the intended interven-
tion. Each of these techniques empowers the health educator to develop
tailored interventions that meet the needs of the target population.

Objective: While reviewing the case study, the reader will evaluate the fea-
sibility of the drug education program described in relationship to its abil-
ity to achieve the desired outcome.

Pat has set the elimination of drug use by all adolescents in her community
as her objective for a community-wide drug education program. She plans
to work cooperatively with several local agencies including the schools and
later to apply for federal funding to support the program. Following two
years of this approach, she gets a small local grant to evaluate her program.
Preliminary reports show that drugs are used by about 15% of adolescents
in the community. (See Case Studies Revisited page 44.)

Questions to consider:

1. What are potential problems related to Pat’s objective?
2. How might a needs assessment have better facilitated the plan for Pat’s

program?

Target Population

To develop an accurate picture of the target population, two types of infor-
mation should be obtained by the health educator: demographics and
statistics. 

Demographics include information about age, ethnicity, gender, and other
characteristics that describe a population. Discovering the target audience’s
developmental characteristics, knowledge levels, attitudes, health skills,
and interests will likely impact the program objectives and method selec-
tion. If we are working with young people, we may turn to information on
the developmental characteristics of this age group. Surveys may exist that
will tell us something about the knowledge or interests of this age group. If
such surveys do not exist, we may be able to conduct such surveys. This
data collection, sometimes referred to as baseline data, provides informa-
tion that helps us determine how to conduct our program and serves as a
basis of comparison. Any major program must include such baseline data,
because there will always be interest in what benefits have been accrued for
the dollars invested. 

Demographics

Case Study: Pat
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18 Target Population

Statistics, obtained from both qualitative and quantitative methods of
data collection, render useful information. Qualitative methods allow the
target population an opportunity to express their thoughts, feelings,
ideals, and beliefs (U.S. Department of Health and Human Services,
2000). These methods aid the health educator in identifying problems,
barriers, or gaps that may not be recognized by an outsider. Quantitative
methods render numerical representations of statistical information and
provide a general perspective of an identified phenomenon. Table 2-1
categorizes a few of the methods commonly used to conduct an assess-
ment of needs.

We should consider what statistical information may be available. Inter-
national, national, regional, or local reports can provide vital information on
needs. Such reports can also be used to demonstrate the importance of a
topic. When they do not, it may be important to conduct our own needs as-
sessment specific to our target population. Collecting such information also
demonstrates an interest in tailoring the program to the needs of the local
target group and may serve as part of the intervention program by pointing
out individual needs. Identification of personal needs often leads to some at-
tempt at behavior change. People who know they are at higher than average
risk for some loss of health will sometimes try to reduce that risk. How seri-
ous they perceive the risk to be will often determine how they respond. Such
information is often very important in selling the program to funding agen-
cies, gathering local support, and encouraging participants to cooperate in
the program.

It is important that health educators assess this demographic and statisti-
cal information to minimize unneeded work while taking into account the
desires of the target group. Conducting a needs assessment puts a group on
notice that you recognize its importance and value its opinions. These are
necessary ingredients for success.

Statistics

Statistics

Qualitative Methods Quantitative Methods

• Public forums • National or regional vital statistics
• Key informants • National or regional health surveys 
• Informal interviews • Questionnaires
• Focus groups • State reports on health status 

• School- or community-based surveys 
• Self-constructed surveys

Table 2-1 Assessment Tools by Category

59292_CH02_013_046.qxd  10/28/09  12:25 PM  Page 18



Chapter 2 Planning for Instruction 19

Focus Groups

There are a number of ways to design and use focus groups as a needs 
assessment and planning tool. Basically a representative group of the target
population (5 to 10 people) or a very similar group is assembled for a fo-
cused discussion. Sometimes incentives may be necessary to secure partici-
pation and meetings are often taped for later transcription. Prior to the
meeting, questions are developed to gather the sought after information,
typically including the demographics, beliefs, and health practices of the
community, as well as the names of respected leaders. The focus group
leader is responsible for ensuring that useful information is collected
through both preassembled questions and careful follow-up of cues from
the comments of the group. Often unanticipated information is collected
that can alter the methods selected for the intervention.

A professional focus group facilitator can be employed, or a member of
the planning team may become a good facilitator with practice. 

The following are questions that encourage participants to respond by
providing an opinion:

• What do you think about . . . ?
• How do you feel when . . . ?
• Think back to a time when you . . . 
• What might influence you to . . . ?

He who lives by 
bread alone needs 
sex education.
—Mohan Singh

Focus groups are a
useful needs assessment
and planning tool. The
organizer should
concentrate on creating
the right mix of people.
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Focus group sessions last about an hour and address only five to six pre-
assembled questions. Participants are seated in a manner to easily facilitate
discussion, allowing the health educator to fade away from the group as par-
ticipants share their thoughts (Krueger, 2003). The health educator should
act as a neutral guide, posing questions and prodding to get a full response.
Most good community health educators do at least a very brief version of a
focus group before starting any program in a community.

The Goal–Objectives–Performance Indicators 
Link for Evaluation

You may have heard the statement, “If you do not know where you want to
go it is usually impossible to get there.” These words of wisdom apply well to
all health education endeavors. We often see health educators trying to get
somewhere without being clear about where that somewhere might be.
Even more interesting, we often see them trying to evaluate what they have
done while trying to get there. Obviously, this is not a prudent practice.
Health educators must know clearly where they want to go. 

Goals, objectives, and performance indicators function very much like the
elements of an archer and his or her target in that they clarify the purpose of
the health education intervention. Goals, like the target, are broad statements
of direction used to specify the overall intent of a program. Goals reflect the
desired outcome but do not clarify indicators to measure success. Objectives
are derived from goals. Like the rings of the archer’s target, the objectives de-
fine areas to address in the accomplishment of the goal. An objective is a pre-
cise statement of intended outcome declared in measurable terms. Objectives
are more accurate assessment tools because they tell what needs are specifi-
cally addressed (Palomba & Banta, 1999). Objectives have the inherent qual-
ity of exercising a directive influence. An objective, taken together with its
performance indicator, is outcome-oriented, stated in measurable terms, and
focused on a single outcome (Palomba & Banta). A performance indicator
describes activities that provide information about acceptable progress toward
the stated objective. A performance indicator acts as a quantifiable or qualita-
tive measure of the accomplishment of the objective (Palomba & Banta). The
performance indicators, like the archer’s arrows, are used to “hit” the objec-
tives, and the precision of their landing is an indication of success. Figure 2-3
graphically depicts this relationship. Taken together, an objective and its per-
formance indicator should allow all to evaluate what is being changed, by
whom, and by how much. Table 2-2 provides a simplified sample of a medical
facility’s goal, objectives, and performance indicators. These examples are part
of a larger strategic plan to improve hospital services.

Clearly, the performance indicators support the objectives, which pro-
mote accomplishment of the hospital’s stated goal. Establishing measurable
goals and targets is not only vital for evaluation, but also essential for good
planning in selecting an intervention.

Alice asked, “Would you
tell me please, which way
I ought to walk from
here?”

“That depends a good
deal on where you want
to get to,” said the Cat.

“I don’t much care
where,” said Alice.

“Then it doesn’t matter
which way you walk,”
said the Cat.

“—so long as I get some-
where,” Alice added as
an explanation.

“Oh, you’re sure to do
that,” said the Cat, “if
you only walk long
enough!”
—Lewis Carroll,
Alice in Wonderland and
Through the Looking
Glass
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Figure 2-3
Relationships Among
Goals, Objectives, and
Performance Indicators

Table 2-2 Examples of Goals, Objectives, and Performance Indicators

Goal
Enhance Patient Education and Staff Training

Objective 1: 
Provide ongoing staff development across all dis-
ciplines that respond to staff-identified training
needs and requirements.

Performance Indicators: 
a. Plan and conduct continuous medical educa-
tion (CME) sessions, offering at least 9 credit
hours/year.

b. Plan and conduct skills training seminars in
basic life support (BLS), cardiopulmonary resusci-
tation (CPR), and advanced cardiac life support
(ACLS) at least twice a year.

c. Enhance staff development either by providing
it onsite or by sending candidates to outside
training facilities.

Objective 2: 
Develop and implement an ongoing patient edu-
cation program by 2010 according to identified
opportunities for education, health promotion,
and disease prevention.

Performance Indicators: 
a. Monitor the use of the website with the appro-
priate information targeting a 20% increase in
use.

b. Increase the use of mass media (TV, news-
paper) by 10% to promote hospital programs/
services.

c. Host monthly public health care lectures or
seminars.
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22 The Goal–Objectives–Performance Indicators Link for Evaluation

There are clear links among goals, objectives, performance indicators,
method/intervention selection, and evaluation.

Let us examine some examples (with discussion) of how inappropriate
conclusions can be reached when we have no clear-cut targets.

1. “My program went well because we distributed 750 pamphlets on drug
abuse.”

If the program objective was to distribute pamphlets, then the objec-
tive was met, but it was a very poor objective. Distribution numbers or
numbers of people that visit a booth in a shopping mall are examples of
very limited measures that tell us nothing about changes in knowledge,
attitudes, or behaviors.

2. “My program went well because the 40 people attending the lecture on
drug abuse seemed very interested and asked many questions.”

Looking interested tells us nothing about what is being learned. It
does tell us something about the methods employed (process evaluation).
It may indicate that people find the topic or method of presentation in-
teresting, but it tells us nothing about what has been learned.

3. “My program went well because, after the five antidrug television spots
were aired, the state drug use numbers went down.”

Although this is a positive trend, it does not tell us if that trend is re-
lated to our program. It may have nothing to do with our activities, and it
would be inappropriate for us to assume so without further information.

4. “My program went poorly because, after our intensive intervention with
all county high school students, the state drug use numbers went up.”

Again, we do not know if this trend had any connection to our pro-
gram. The number for our students might be much better due to our pro-
gram, but without clear objectives we cannot adequately measure our
outcomes.

5. “My STI prevention program went poorly because, after our intensive in-
tervention throughout the county, our STI statistics showed an increase.”

Again, we do not know if this trend had any connection to our pro-
gram. The statistics for STIs commonly go up for a period of time follow-
ing an intensive campaign because people seek treatment. If we set ob-
jectives to lower incidence rates in a short period of time, we would be
setting up our program for failure.

It is difficult to evaluate these statements without knowing the objectives,
but all suggest that the evaluation measures have not been well thought out.

Establishing well-planned targets allows the evaluation process to occur
as a natural by-product of the implementation process. If the performance
indicators are met, this should naturally meet the objectives and in turn help
to meet the goal. Poorly defined targets will result in the inability to appro-
priately evaluate program effectiveness.
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Objective: While reviewing the case study, the reader will identify two fun-
damental errors Jerry committed in planning and will describe the impact
of these errors on his ability to justify the program.

Jerry was extremely enthusiastic about beginning a sex education program
in his high school. The principal had been skeptical about the potential
controversy and had put Jerry off for 2 years. Finally, the principal gave
Jerry the administrative and financial support to begin a program, provided
he furnish the principal with a course outline and specific objectives. In his
haste to consummate the agreement, Jerry quickly prepared an outline, in-
cluding objectives that promised a substantial decrease in unintended
pregnancy and sexually transmitted infection rates. One year later, with
budget reductions looming, Jerry is asked to justify the continued support
of his sex education program. Much to Jerry’s chagrin, the principal points
to a higher number of pregnancies than last year, and no available data
whatsoever of any sexually transmitted infection rates. What fundamental
errors did Jerry make? (See Case Studies Revisited page 45.)

Questions to consider:

1. What fundamental errors did Jerry make?
2. How might his poor selection of objectives do irreparable damage to a

program that is already under a watchful eye?

Writing General Goals

Different authors and authorities use a variety of terms and definitions re-
garding goals and objectives. We will use the term goal to mean a broad
statement of direction used to present the overall intent of a program or
course. As shown in Figure 2-4, a goal functions to direct the focus of the
health intervention. A goal does not need to be stated in measurable terms,
since it is a broad statement. Objectives should always be stated in measur-
able terms and should complement and more fully explain the intent of a
goal. A goal gives us a general sense of the intent of the program or class.

Some goals might include the following:

1. Participants will be able to recognize healthy meals.
2. Promote awareness of nonprescription drug use.
3. Participants will develop good parenting skills.
4. Know risk factors associated with unwanted pregnancy.
5. Students will understand the digestion process.
6. Participants will show appreciation for the environment.

Case Study: Jerry

Goal: A broad statement
of direction used to pre-
sent the overall intent of
a program or course.
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24 Narrowing Goals to Measurable Objectives

Healthy People 2010 defines two overarching goals for the nation:

Goal 1: Increase quality of years of healthy life
Goal 2: Eliminate health disparities

These two goals are targeted by 28 focus areas each containing more pre-
cise goals and objectives to support the goals. A few examples are provided in
Table 2-3.

Since these are national goals they have been written so that they are mea-
surable. As explained earlier, this is not always the case with goals. Most are
written as broad statements and are not measurable.

Narrowing Goals to Measurable Objectives

Goals provide a sense of where we want to go, but they usually do not pro-
vide clear, precise statements of our destination. We must break these broad
statements into measurable objectives. One method for doing this is to use a
worksheet to guide us to our objectives. After examining our problem, we set
general goals. Next we break the problem down as far as we can go. We state
our objectives as clearly and precisely as we can. See Figure 2-5 for a sample
program planning worksheet.

Goals for Healthy
People

Figure 2-4
Targeting the Goal
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Table 2-3 Samples of Healthy People 2010 Goals 

Overarching Goals of Healthy People 2010
Goal 1: Increase Quality of Years of Healthy Life

Goal 2: Eliminate Health Disparities

Focus Area: Maternal, Infant and Child Health

Goal

16-1 Reduce fetal and infant deaths

16-6 Increase the proportion of pregnant women
who receive early and adequate prenatal care.

Objectives

16-1a To reduce the number of fetal deaths at 20
or more weeks of gestation from 6.8 to 4.1 per
1000 live births plus fetal deaths by 2010.

16-1b To reduce fetal and infant deaths during
prenatal period (28 weeks of gestation to 7 days
or more after birth) from 7.5 to 4.5 per 1000 live
births plus fetal deaths by 2010.

16-6a To increase maternal care beginning in
first trimester of pregnancy from 83% to 90% of
live births by 2010.

16-6b To increase early and adequate prenatal
care from 74% to 90% of live births by 2010.

Focus Area: Immunization and Infectious Diseases

Goal

14-25 Increase the proportion of providers who
have measured the vaccination coverage levels
among children in their practice population
within the past 2 years.

14-27 Increase routine vaccination coverage
levels for adolescents.

Objectives

14-25a To increase the number of public health
providers measuring vaccination levels from 66%
to 90% by 2010.

14-25b To increase the number of private health
providers measuring vaccination levels from 6%
to 90% by 2010.

14-27a To increase vaccination coverage levels for
adolescents aged 13 to 15 years having 3 or more
doses of hepatitis B from 48% to 90% by 2010.

14-27b To increase vaccination coverage levels
for adolescents aged 13 to 15 years having 2 or
more doses of measles, mumps, rubella (MMR)
from 89% to 90% by 2010.

14-27c To decrease vaccination coverage levels
for adolescents aged 13 to 15 years having 1 or
more doses of tetanus-diphtheria booster from
93% to 90% by 2010.

Source: Partners in Information Access for the Public Workforce, 2007.
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Why Use Objectives?

Objectives serve many useful functions. They provide the health educator
with a clear notion of what is to be accomplished. Consequently, it becomes
much easier to select methods and to focus all efforts. This focus is vital if we
are to develop comprehensive, coordinated approaches to influencing health
behaviors. As mentioned in Chapter 1, behavior change is a function of the
knowledge, skills, and attitudes of a target audience. Therefore, when writing
objectives, it is important to begin with the question: What is the target? (See
Figure 2-6.) Then we must define the target as specifically as we can.

Objectives make evaluation efforts possible. Without objectives, it is im-
possible to measure the achievement of change in knowledge, attitudes, or
behavior. You cannot evaluate any type of change unless you first clearly and
precisely state exactly what you intend to change.

Objectives, moreover, make it easier to convey our instructional intent to
others. Learners in any setting do better when it is clear what is to be
learned. This is true of participants in workshops as well as students in more
formal educational settings. Plus, reviewing well-stated objectives allows
learners to assess if a program is the correct program for them.

1. What needs to be done? List issue(s) or program(s):

2. State the general goal:

3. State the objective(s) to be evaluated as clearly as you can:

4. Can these objectives be broken down further? Break them down to the smallest unit. 
    It must be clear what specifically you hope to see documented or changed:  
    knowledge, attitudes, or a behavior.

5. Can each objective be evaluated? If not, restate it.

SAMPLE PROGRAM PLANNING WORKSHEET

Figure 2-5
Program Planning
Worksheet for Narrow-
ing Goals to Objectives

59292_CH02_013_046.qxd  10/28/09  12:25 PM  Page 26



Chapter 2 Planning for Instruction 27

Issues in Setting Objectives and Selecting 
Interventions/Methods

Some issues to be considered in setting objectives and selecting interven-
tions or methods are as follows:

1. Maturity level of the learner
2. Content to be covered
3. Environment
4. Materials and equipment available
5. Time allotment
6. Group size
7. Time of day

When we set our objectives it is important to make them as realistic as
possible given our resources. Of course, our objectives are often set by some-
one else, but the principles are the same. What can we accomplish in the
time available with the resources at our disposal?

We must take into account the maturity level of the learner. Is the infor-
mation pitched at the correct level for the learner? If it is too high, com-
prehension will be a problem; if it is too low, boredom and distraction 

Figure 2-6
Finding the Target
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28 Issues in Setting Objectives and Selecting Interventions/Methods

will occur. Are the selected activities sufficiently varied to stimulate audi-
ence attention? This is an important concern when working with young
people.

What type of content do you intend to cover? Large amounts of complex,
didactic information may need to be broken down into smaller more under-
standable units, again depending on the level of the learner. Varying strate-
gies might also alleviate the boredom factor and result in more effective
learning.

What is the physical environment like? Can you, for example, lay out
four “Annie” CPR mannequins on the floor of a very confined space to con-
duct important certification classes? Can you successfully perform group
facilitation that might include sensitive issues in a space with little privacy?
The available environment cannot be underestimated when considering
objectives.

Can you obtain the materials and equipment you would like to include in
a program? For example, is a certain video you would like to use available or
affordable? Do you have access to a projector or DVD player? Before you in-
clude activities in program outlines and strategy selection, check to make
sure that the resources are available. How much time do you have with spe-
cific groups, and how often will you meet? Is it worth spending 20 minutes
incorporating an icebreaker exercise with a group that will only meet one
time for 2 hours? The answer to this question depends on the specific objec-
tives that you construct. Should you construct objectives that include be-
havior change when you will only meet with a group for a total of 2 hours?
You must be realistic about which activities can be utilized and what objec-
tives can be achieved within certain time constraints.

The success of your 
presentation depends 
on the correct environ-
ment and access to 
appropriate presentation
tools.
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Group size will certainly drive your method selection. Presenting to a
large group of 250 individuals will definitely require a different strategy than
group process for a small number of people. Consider what might be the
most effective ways to communicate with individuals and groups when con-
sidering group size.

Anyone who has had early morning classes or dozed during an after-
lunch or dinner speech will appreciate the importance of time of day. 
Will you need to wake up the group, quiet them down, struggle to keep
their interest, or what? Early morning or post-lunch groups might require 
a wake-up activity, so always consider this issue when developing strategy 
selection.

Often we must also determine if we can hope to achieve and perhaps
measure outcome/impact objectives, or if we should focus on process objec-
tives. Time and resources permitting, we should consider both.

Process Objectives

A process objective is concerned with what we hope to do along the path to
our outcome objectives. This includes a look at how well we are imple-
menting our methods. Are we maintaining interest, and are we providing
high-quality information? Most curriculum packages are not implemented
as designed. Often when programs are evaluated, the outcome of the evalu-
ation is based on the faulty assumption that all users implement the program
in the same way. Whether we are totally successful, partially successful, or
unsuccessful, we must have a clear picture of what was done and not just what
we hoped would be done in order to evaluate our results. Often programs
are deemed ineffective when in fact the program was not implemented or
only a few activities or methods from that program were actually used. This
refers to program fidelity. How faithful to the planned program were the
health educators? A lack of fidelity points to the need for training and mar-
keting the total program to the intended user.

Some process objectives might address the following areas of concern:

• Getting people to participate
• Recognition of need
• Quality of workshop presentations
• Needs assessment
• Peer review
• Fidelity
• Self-assessment
• Changes in policy statements
• Quality control standards
• Participant satisfaction
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Writing Outcome/Impact Objectives

Outcome/impact objectives are concerned with what we are seeking to
change in knowledge, attitudes, skills, and, consequently, behaviors. How
will the participants be different as a result of our educational intervention?
These outcomes can be assessed after a short-duration program or long-term
program. Obviously, what we can expect must be based on the contact time,
motivation, and intensity of our program. For a short-term program it may be
realistic to expect gains in knowledge or skills but not attitude or behavior
change.

Some outcome/impact objectives might address the following areas of
concern:

• Changes in knowledge
• Changes in attitudes
• Changes in skills
• Changes in behavior
• Cost effectiveness

Writing Self-Contained Outcome/Impact Objectives

Objectives must be much more specific than goals. They must be measurable
and clearly indicate what will be different after implementation of 
the health education program. There are many educational experts knowl-
edgeable in the writing of educational objectives. Most health agencies 
and organizations will have their own method for stating objectives. Most
such methods will be far less specific than what is recommended here 
and therefore easier to write. We have taken the components from other 
systems and have constructed a system called self-contained objectives. That
means, of course, that all the elements are contained within the objective
statement. The objective can “stand on its own” and make sense. Each 
objective makes clear what is expected, according to what source of in-
formation, and is stated in such a way that the achievement is measurable.
The authors present this method first because it is a format that forces 
the user to examine important issues in the object process. Most agencies use
some abbreviated version of this format. Objectives need not always 
be measured, but they must be measurable. In the real world there are not al-
ways sufficient funds, time, personnel, or the need to measure all objectives,
but if measurement is not possible, then the objective is not clearly stated.

Self-contained or behavioral objectives designate the specific behaviors the
target audience must demonstrate to indicate learning has occurred. Poorly
written and, consequently, immeasurable objectives frequently suffer from a
few basic errors. These common mistakes are listed here. Additionally, the

Correcting Errors

Beware, lest the fragile
lotus of health education
be trampled by the ele-
phants of reality.
—Mohan Singh

59292_CH02_013_046.qxd  10/28/09  12:25 PM  Page 30



Chapter 2 Planning for Instruction 31

authors have included an example that demonstrates the concept followed
by clarifying commentary and a corrected alternative.

Error One

The objective is too vast or complex, representing multiple objectives
(Smaldino, Lowther, & Russell, 2007).

Example 1: The participant will summarize each of the seven topics covered
in the weekend workshop, evaluate the effectiveness of each session, and of-
fer recommendations for improvement for next year’s session.

There are three very complex ideas being represented in example one. If the
participants are able to summarize the seven topics but cannot then offer
recommendations for improvement, has the objective been met? This ob-
jective is attempting to measure too many complex behaviors at one time.

Example 1 Corrected: Following session two of the weekend workshop, the
participant will list his or her top three concerns of the seven provided about
environmental pollutants on the evaluation form.

Error Two

The behavior of concern in the objective is not measurable (Smaldino et al.,
2007). This often occurs when the verb used to indicate behavior is not
clearly defined; it is commonly referred to as a “fuzzy” verb. 

Example 2: Following the demonstration, the learner will comprehend the
sequence of events in developing a 10-step, decision-making model. 

When measuring this objective, how will the health educator be certain that
the learner “comprehends”? What does it mean to “comprehend” in this sit-
uation? Other examples of verbs that do not lend themselves to being mea-
sured include “appreciates,” “understands,” and “values.” Although these
verbs may be appropriate for setting goals, they lack the precision necessary
to represent objectives. 

Example 2 Corrected: Following the demonstration, the learner will list in
order on the butcher paper provided the sequence of events to develop a 
10-step, decision-making model. 

Error Three

The objective describes instruction in place of what is to be learned
(Smaldino et al., 2007).

Example 3: The patient will use the diabetic supplies to assess his or her
glucose level after a fatty meal. 

The preceding objective describes the method to be implemented but does
not clarify what the learner should know, feel, or be able to do. Is the health
educator attempting to measure if the patient knows how to use the supplies,
how the patient feels about the glucose level, or if the patient is aware of
what type of information the diabetic supplies can provide? 
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Example 3 Corrected: Using the diabetic supplies provided, the patient
will accurately assess his or her blood glucose level by performing the finger-
prick method described in the pamphlet.

It is evident the health educator’s intent is to ensure the patient’s ability to
perform the skill being taught.  

Error Four

The objective has vague performance parameters. It does not clarify what
constitutes evidence of success (Smaldino et al., 2007).

Example 4: The student will record warning signs of cancer in his or her
journal after viewing the cancer video.

If the video discussed the seven warning signs of cancer using the CAUTION
model, it seems apparent that the objective intends to have the student list all
seven. Without specifying the expectation, however, the student could list
only two of the seven and, therefore, meet the requirements of the objective. 

Example 4 Corrected: Using the CAUTION acronym described in the can-
cer video, the student will record the seven warning signs of cancer on a
poster board.  

The inability to measure the attainment of objectives, because of these com-
mon blunders, handicaps the health educator’s ability to provide evidence of
program success.

Avoiding the previously discussed errors is fairly simple by following the ba-
sic ABCD formula for writing objectives (Heinich, Molenda, Russell, &
Smaldino, 1996). This method prescribes a step-by-step procedure for writ-
ing self-contained objectives, with each letter in the model representing an
aspect of the objective that should be included. Take this a step further by
using the ABCD&E formula.

A = Audience

Identifies who or what will perform the identified behavior:

• Learner
• Participant
• Parent 
• Student
• Patient 

B = Behavior

Uses an action verb describing what the audience is expected to do:

• The participant will be able to list seven common depressant drugs.
• The student will be able to match drugs with the appropriate classifica-

tion.

ABCD&E Formula
for Writing
Objectives
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• The participant will show a willingness to take personal action against
drug use in the neighborhood by volunteering.

• The participant will be able to demonstrate the mouth-to-mouth procedure.

C = Condition 

Describes the circumstances that enable the behavior to be performed. The
condition indicates what the audience will need or how they have been en-
abled to perform the behavior:

• Following the presentation, the participant will be able to list seven common
depressant drugs.

• The student will be able to match drugs with the appropriate classifica-
tion found in the course textbook.

• After participating in the discussion on community advocacy, the participant
will show a willingness to take personal action against drug use in the
neighborhood by volunteering to be part.

• The participant will be able to demonstrate the mouth-to-mouth proce-
dure for rescue breathing on the mannequin provided.

D = Degree 

Indicates the criteria that must be met in order to constitute success:

• Following the presentation, the participant will be able to list seven common
depressant drugs.

• The student will be able to match drugs with the appropriate classifica-
tion found in the course textbook with 80% accuracy.

• After participating in the discussion on community advocacy, the partici-
pant will show a willingness to take personal action against drug use in
the neighborhood by volunteering to be part of the neighborhood patrol
once a month.

• The participant will be able to demonstrate the mouth-to-mouth proce-
dure for rescue breathing on the mannequin provided according to the
American Red Cross guidelines with no errors.

Many educators, including the authors of this text, propose the addition of
the letter E to the model.

E = Evidence

Indicates the source of proof that the objective was met:

• Following the presentation, the participant will be able to list on the
butcher paper seven common depressant drugs.

• The student will be able to match drugs with the appropriate classifica-
tion, found in the course textbook, with 80% accuracy and record them on
the worksheet.
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• After participating in the discussion on community advocacy, the partici-
pant will show a willingness to take personal action against drug use in
the neighborhood by volunteering to be part of the neighborhood patrol
with a partner once a month.  

• The participant will be able to demonstrate, to the instructor, the mouth-
to-mouth procedure for rescue breathing on the mannequin provided ac-
cording to the American Red Cross guidelines with no errors. 

In each of the preceding objectives there is a clear indicator of a source the
health educator could assess to see if the objective has been satisfied. Al-
though the addition of the “E” element is not always necessary to have mea-
surability, its presence ensures a mechanism for evaluation.

The following are examples of self-contained objectives written using 
the ABCD&E method. Notice that, although all the components of the
ABCD&E method are present, they are not necessarily written in sequential
order. The order of the elements is not important, only that all the elements
are represented.  

1. Participants will be able to list and describe to their group members, the
four local agencies available to provide child abuse prevention support as
presented during the workshop.

2. In their post-workship evaluations, participants will report improved self-
efficacy in communication with family members according to the guide-
lines presented during the workshop.

3. Students will show a willingness to take personal action to improve the
environment by voluntarily participating in one of three community-
organized cleanups or by voluntarily taking personal action to reduce
waste in their community.

Table 2-4 outlines the ABCD&E components of the sample objectives. The
italicized words highlight the component represented.

An important consideration is the characteristics of the objectives we are
seeking to achieve. Most health education programs work in more than one
“domain” as defined in the classic, Taxonomy of Educational Objectives
(Krathwol et al., 1964). The three major domains are cognitive, affective,
and psychomotor. Cognitive refers to the recall and synthesis of information,
typically what is considered knowledge. Affective refers to the change of an
attitude. Psychomotor refers to the performance of a physical skill. Some-
times skills are also included as a domain of their own. Examples include re-
fusal skills or the ability to analyze the unscientific nature of appeals used in
health advertising.

There is disagreement as to the relationship of these domains and health
behavior. Knowledge, attitudes, physical performance, and skills all have im-
portant relationships, but they act in different ways at different times and

Sample Objectives

Educational
Domains
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Chapter 2 Planning for Instruction 35

with different people. Knowledge can change behavior at times and at other
times seems to have no relationship to behavior change. Most people, if they
know their partner is HIV positive, will take extra precautions or avoid sexual
contact altogether. However, although most of us know the relationship of
diet to heart disease and cancer, we will still elect to eat high-fat, low-fiber
foods on occasion. Several highly respected health educators, for example,
are overweight. What motivates one person may not motivate another. A
model or theory may never explain the behavior of some individuals. There-
fore, it is probably wise to use a variety of methods addressing as many do-
mains as practical. 

Other Objective-Writing Formats

There are many styles of writing objectives, and the health educator may be
forced to adapt to the style adopted by the agency or school. Self-contained
objectives are suitable for most purposes, and we recommend their use. Fur-
ther, once you can author self-contained objectives, it becomes relatively
easy to master other methods (see Figure 2-7). However, there are advan-
tages to other styles. Some formats make it easier to use objectives over and
over again with little change and may be used for different content areas.

Table 2-4 Outline of Self-Contained Objectives Using the ABCD&E Method

Breaking down the parts of the objective using the ABCD&E method

Audience Behavior Condition Degree Evidence

1 Participants

2 Parents

3 Students

will be able to list
and describe

will report

will show a will-
ingness to take
personal action 
to improve the 
environment by
(1) participating 
in (2)

as presented
during the
workshop

according to 
the guidelines 
presented in the
workshop

community-
organized 
clean-ups

the four local
agencies available
to provide child
abuse prevention
support

improved self-
efficacy in 
communication

Note: two degrees
1. voluntarily
2. one of three

to their group
members

in their post-
workshop 
evaluation

Could be assessed 
by checking to 
see if student 
volunteers
(evidence-
implied)
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A general instructional objective will function much like a goal, as de-
scribed previously in this chapter.

1. General instructional objectives (learning outcomes).
a. Write each objective as an intended learning outcome.
b. Use a verb that is general enough to encompass a domain of student

performance. Omit the lead-in phrase, “The student will be able
to. . . .” Use verbs such as knows, understands, applies.

c. Include only one learning outcome for each general objective.
d. Keep these objectives free of subject matter so that they can be used

with various units.
e. State each general objective so that it is definable by a set of specific

learning outcomes. (For short units, two to four general objectives will
usually suffice.)

2. Specific instructional objectives (learning outcomes).
a. Place the specific instructional objectives under the general learning

objectives. Be certain they are relevant to the general learning out-
come under which they are placed.

b. Use a verb to begin each specific learning outcome. This verb should
specify definite, observable student performance. Avoid using verbs
such as sees and realizes, which are vague and not observable.

c. Under each general learning outcome, list a representative sample of
specific learning outcomes to describe the performance of those stu-
dents who have achieved the objective. (It is impossible to list all
learning outcomes.)

3. When writing instructional objectives, the following outline may be used
as a template.

I. Content and population
A. General instructional objective (learning outcome)

Figure 2-7
Targeting Educational
Domains
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(1) Specific instructional objective (learning outcome)
(2) Specific instructional objective (learning outcome)
(3) Specific instructional objective (learning outcome)

Examples
1. Drugs (high school/college level).

A. Knows systems of classification.
(1) Lists various systems of classification.
(2) Explains the advantages and disadvantages of each

system.
(3) Designs an original system.

2. Stress control (high school/college level).
A. Understands breathing techniques.

(1) Discusses uses of these.
(2) Demonstrates them.
(3) Expresses willingness to use technique.

3. First aid—choking (junior high/elementary level).
A. Knows correct procedures.

(1) Explains when and when not to use the techniques.
(2) Recites the steps.
(3) Performs the procedures.

The outline format gives the health educator the ability to reuse objec-
tives and provides a strong foundation for writing more specific self-contained
objectives if needed.

Suggested Recipe for Writing Health Education
Outcome/Impact Objectives

1. Make a rough outline of what you hope to accomplish in the educational
setting. Jot down key elements of what you hope to achieve.

2. Try to state each specific item of information, feeling, and skill as a be-
havior objective.

3. Check your verb to see that it is specific (see Table 2-5).
4. Can you measure your objective? Remember that you do not have to fol-

low through on measuring each objective, but it must be possible to do
so, or it is not a true behavioral objective. Assessment of affective objec-
tives is controversial because many people do not believe they can be
measured. Generally, affective assessment is based on a measurable ac-
tion that a “reasonable person” would assume represents a held attitude
or feeling. 

5. Ask yourself if each objective is something the targeted population has
gained or could gain from your instruction. If the answer is no, it is not a
good objective.

6. Ask yourself the following: When participants finish with the lesson,
workshop, or unit, how will they feel or act? What new knowledge or
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38 Suggested Recipe for Writing Health Education Outcome/Impact Objectives

skills will they possess that were not present before this event? Have you
selected objectives appropriate to the needs and domains? For example:
A. Cognitive domain: What do I want the audience to know?

• Cognitive/know . . . recall of information
• Cognitive/know . . . synthesis of information 

B. Affective domain: What do I want the audience to feel or believe? 
• Objective . . . seeking willingness to take action
• Objective . . . reporting attitude change  

C. Psychomotor domain: What do I want the audience to be able to do?
• Perform a physical skill
• Perform an analytical skill, which requires physical action

7. When psychomotor objectives represent physical skills that can be per-
formed (e.g., mouth-to-mouth resuscitation), the focus of evaluation must
be the physical performance. Mouth-to-mouth resuscitation requires cog-
nition, but focus is on the performance of the skill. It is possible to have
psychomotor skill as part of the objective even though it is not the focus of
learning. A participant may be asked to visit an agency to discover the
services provided; however, merely visiting the agency is not the focus.
Visiting the agency is a condition required to help achieve the objective.
Conditional requirements are not truly classified as psychomotor skills be-
cause they function to describe what is necessary to achieve the objective.

Goals

Analyze Contemplate
Appreciate Comprehend
Conceptualize Know
Enjoy Be aware of
Perceive Understand
Consider Commit
Apply Plan

Objectives by Domain

Cognitive Affective Psychomotor

Arrange Show a willingness Construct
Design Choose Conduct
Itemize Agree to Demonstrate
Categorize Promote Act out
Classify Accept responsibility for Clean
Compute Volunteer Operate
Match Initiate Perform
Report Share Sort
Discuss Defend Disassemble
Identify Justify Install
List Express Repair

Table 2-5 Suggested Verbs for Health Education Goals and Objectives (by Domain)
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After writing your objectives, double-check each one with the following
questions:

1. Have you avoided “fuzzy” verbs? (See Table 2-5 for suggested verbs.)
2. Can you measure the outcome of your objective?
3. Is the standard by which achievement will be measured clearly stated?
4. Is each objective something that is really worth achieving?
5. Is there a sufficient number of objectives to cover your true intention of

instruction?
6. Are the three educational domains appropriately represented in respect

to achieving the desired outcomes?
7. Are you guilty of not stating your true intentions just because you find it

difficult?

Objective-Writing Exercises

Read the following scenarios, take a few moments to consider appropriate
outcomes for each situation, and then write down what you would consider to
be appropriate behavioral objectives. What are the most needed skills, beliefs,
or knowledge? Obviously, you will have to give some consideration to the ac-
tual content you would potentially cover in each situation and how you would
divide your time. Remember that you need to consider such basic principles
as size of group, setting, time, number of objectives, domain of objectives, and
so on.

1. You are a middle school health education teacher. You are about to teach
your first lesson on heart health to a class of 20 seventh-grade students of
mixed academic ability. This particular unit consists of five class periods,
and each period is 50 minutes long.

2. You are a community health educator facilitating a program on smoking
cessation for 10 middle-aged adults. The program consists of 10 two-
hour weekly workshops, and you are planning to conduct the first work-
shop.

3. You have been invited to a local high school to deliver a 1-hour informa-
tional presentation on AIDS to a special assembly consisting of 400
ninth-grade students.

4. You are teaching a 2-hour workshop on CPR to 15 grocery store em-
ployees in the employee lounge. Your goal is CPR certification of the 
group.

5. You are a middle school health education teacher beginning the third of
five 50-minute class periods on the topic of alcohol. For this period you
have decided that the goals should focus on attitudes about the negative
aspects of alcohol use. One strategy you have selected is the develop-
ment of posters by the students depicting alcohol messages. There are 30
students in the class.

59292_CH02_013_046.qxd  10/28/09  12:26 PM  Page 39



40 The National Health Objectives

6. You are a community health educator who has been asked to facilitate a
90-minute workshop for approximately 25 Hispanic women on the im-
portance of pelvic examinations. Levels of fluency in English are poor.

7. You are a college health educator who has been asked to conduct a 
1-hour workshop on safer sex for approximately 20 students in a co-ed
residence hall.

8. Two students in a campus residence hall have recently experienced date
rape. As the campus health educator you have been requested by that
residence hall’s resident assistant (RA) to conduct a 1-hour presentation
on date rape. The RA expects about 50 students to attend the presenta-
tion scheduled to be held in the first-floor lounge.

9. You have been facilitating a weekly 6-week course on childbirth. The
class meets for 90 minutes and consists of six couples in various stages of
pregnancy, from 36 to 41 weeks. This is the last of the six sessions, and
you are planning objectives that will allow you to wrap up the course.

10. You are a high school health educator teaching in a very progressive and
enlightened school district. You are teaching human sexuality and are
about to begin a 2-day, 50-minute-period unit on homosexuality. You
are planning objectives for this first class.

Beware of the following common mistakes in setting objectives:

1. Selecting an objective that is not achievable.
2. Using verbs that are not specific.
3. Selecting objectives that do not truly represent what you wish to achieve.
4. Selecting objectives that are not realistic given the resources available.
5. Stating an activity and not an objective.

The National Health Objectives

When the 1990 Health Objectives were released, they received little attention
outside the Public Health Service. They soon became an important force dri-
ving agendas and setting funding priorities for all sectors of government. Hav-
ing clear, specific objectives has forever changed the U.S. Public Health
Service. The process in setting the Year 2000 Objectives became much more
politicized because public and private groups were aware of their influence.
The objectives have become powerful tools in setting government and private
policy. The 2010 objectives have grown in number and complexity and have
been the subject of much debate. The U.S. Department of Health and Hu-
man Services released its framework for Healthy People 2020 in 2009 and
plans to launch the Healthy People 2020 goals, objectives, and action plans in
January 2010 (U.S. Department of Health and Human Services, 2008).

The U.S. Public Health Service Office of Disease Prevention and Health
Promotion was established as a coordinating and policy development unit of

Common Mistakes
in Objective

Selection
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the Office of the Assistant Secretary of Health. The unit was charged with
coordinating the development of the Surgeon General’s reports and the
health objectives for the nation. In 1979 the first Surgeon General’s report
on health promotion was released (“Healthy People: The Surgeon General’s
Report on Health Promotion and Disease Prevention”), which reviewed the
gains made in health promotion. In addition, the report established broad
national goals according to life stages and focused on reduction of mortality.

During the same period a process was put in place to develop national
health objectives. This took over a year, with first drafts developed by 167 in-
vited experts serving on panels centered around 15 subject areas held and
sponsored by the Centers for Disease Control and Prevention (CDC) in At-
lanta. Members were drawn from a variety of backgrounds. The purpose was
to develop national, not federal, objectives. It was felt that by establishing
clear targets, agencies would focus on meeting those objectives—a common
practice for business for many years but a new concept for much of govern-
ment. Available research was used to determine appropriate targets, and the
compilation of information pointed to the need for additional data (needs as-
sessment). A major effort was made, but the task became even more com-
plicated when the process was repeated for the year 2000 objectives. By this
time people knew that influential people, including virtually all federal fund-
ing sources, were paying careful attention to the objectives. As a result, ma-
jor lobbying efforts became part of the process of setting the objectives.

Some of the original drafts of the years 2000 and 2010 objectives differ
significantly from the final product. The Office of Disease Prevention and
Health Promotion and the CDC are to be commended for pulling together the
various factions and completing the target objectives. This is an important
example of what needs to be done for any health education program. Clear
objectives must be established at the outset if the project is to be successful
and to make measurement possible. The national health objectives have re-
sulted in significant changes in the way the U.S. government, and especially
the U.S. Public Health Service, does business.

Ethics as Part of Planning

Many ethical issues are involved in health education intervention. We
are attempting to change people in some way. Will these changes 
and methods of change be ethical? To ensure that the answer is yes, 
certain steps should be taken to protect people’s rights. Until recently,
the most widely adopted code of ethics was the Society for Public Health
Education (SOPHE) code. A brief version of the SOPHE code is given
in Figure 2-8. This code stated that a health educator should influence
people without coercion and that changes of behavior should be volun-
tary. A more recent code of ethics has been developed by the Coalition
of National Health Education Organizations and has superseded the
SOPHE code (see appendix).

59292_CH02_013_046.qxd  10/28/09  12:26 PM  Page 41



Human Subjects Review

When we design programs and select intervention methods, it is important
we keep ethical considerations in mind. For example, if we are conducting
any data collection, we must go through a formal review process to protect
the rights of human subjects in research. These institutional review boards
(IRBs) are a requirement for any programs that receive federal funding.
They are established by government, colleges, universities, and other agen-
cies to review ongoing research projects. They have formal guidelines to pro-
tect the rights of subjects, including the right to know what will happen, the
right to privacy, and the right to be free from harm.

Ethical Obligations to Employer

We are responsible to our employer, which means we are obligated to give
full effort to our job. If we have been hired to work a 40-hour week, we must
ethically devote 40 hours to the work as defined by our employer. It is not
ethical for us to define what our work is unless we are self-employed. If we
believe our employer is asking us to do something that is unethical, it is our
obligation to discuss it with him or her. If it is then clear we are being asked
to do something improper, we should report it to the next-higher authority,
resign, or do both. If we are asked to teach something we do not believe in
due to religious or other conflicts, we are obligated to discuss this with our

42 Ethical Obligations to Employer

To guide professional behaviors of its members toward highest standards, SOPHE adopted a 
Code of Ethics in 1976 and acknowledged the need for periodic review and improvement of 
the Code.

I will accurately represent my capability, 
education, training, and experience, and 
will act within the boundaries of my 
professional competence.

I will maintain my competence at the 
highest level through continuing study, 
training, and research.

I will report research findings and 
practice activities honestly and without 
distortion.

I will not discriminate because of race, 
color, national origin, religion, age, or 
socioeconomic status in rendering 
service, employing, training, or pro- 
moting others.

I value the privacy, dignity, and worth of 
the individual, and will use skills 
consistent with these values.

I will observe the principle of informed 
consent with respect to individuals and 
groups served.

I will support change by choice, not by 
coercion.

I will foster an educational environment 
that nurtures individual growth and 
development.

If I become aware of unethical practices, 
I am accountable for taking appropriate 
action concerning these practices.

•

•

•

•

•

•

•

•

•

Figure 2-8
SOPHE’s Code of
Ethics (Brief Edition)

Quality health 
education is not easy,
and it is not accidental.
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Nathaniel
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employer. Perhaps someone else can teach that topic or other accommodation
can be made, but it is not ethical for us unilaterally to change the curriculum
or lesson to fit our personal beliefs. We must work through channels to either
get it changed, teach it, or allow someone else to teach it.

We also have the obligation to keep up to date and to employ the best
methods. We often hear of the shortcomings of health education programs.
After reading this text, you will probably recognize that we do have the tools
to be successful, but many practitioners are not applying what we know. This
is an ethical issue. Quality health education is not easy, and it is not 
accidental—it takes hard, dedicated work.

Objective: While reviewing the case study, the reader will identify two or
more examples of ethical compromises committed by Nathaniel.

Nathaniel has been assigned to teach a personal health course at a local
community college. The outline calls for 2 days of coverage of HIV/AIDS
issues. Nathaniel is not very conversant in these issues, so he substitutes 
2 additional days in the nutrition area, which he enjoys. Several students
and student reporters go to the dean to urge the dean to be certain AIDS is
covered in personal health courses. The dean says that it is part of all per-
sonal health courses. Several students have just completed Nathaniel’s
course and state emphatically that it is not. The dean is very angry when she
discovers that Nathaniel has not covered the prescribed material. Can
Nathaniel defend his position? (See Case Studies Revisited page 45.)

Institutional review
boards use formal 
guidelines to monitor
ongoing research
projects that involve
human subjects.
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Questions to consider:

1. What alternative methods could Nathaniel have selected to ensure the
requirements of the syllabus were fulfilled?

2. Do you believe his actions are defendable? Explain.

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.

E X E R C I S E S

1. You have been asked to develop a sexuality
unit for ninth grade high school students. What
do you think would be appropriate goals for
such a unit? Also, write three sample objectives
you feel would be reasonable, being sure to in-
clude at least one from the affective domain.
2. Select a health topic and target population.
Now, in thinking of how to justify the develop-
ment of your program, list specific resources
or agencies from which you could obtain sup-
portive data. (These must be real sources.) You
will need to conduct some research and then
cite addresses or Internet information related
to the agencies or other sources you would
use to support your proposal.
3. What are the three major reasons for devel-
oping objectives?
4. Describe four important factors to consider
when developing objectives or selecting meth-
ods.
5. What are the major differences between
goals and objectives?
6. Describe how you could utilize national
health objectives like Healthy People 2010 or

2020 to develop your own local program ob-
jectives. Illustrate your answer by selecting
any specific health topic.
7. Identify the ABCD&E components of the
following objective samples.

a. Following session two of the weekend
workshop, the participant will list his or her
top three concerns about environmental pol-
lutants on the evaluation form.

b. Following the demonstration, the learner
will list in order on the butcher paper provided
the sequence of events to develop a 10-step
decision-making model.

c. Using the diabetic supplies provided,
the patient will acccurately assess his or her
blood glucose level by performing the finger-
prick method described in the pamphlet.

d. Using the CAUTION acronym described
in the cancer video, the student will record the
seven warning signs of cancer on a poster
board.

CA S E  S T U D I E S  R E V I S I T E D

Since Pat’s only stated objective was to end drug use, she has failed by her
own standards. Pat has not set realistic objectives in measurable terms for
her program, and because of this mistake the program was virtually certain
to fail. Further, Pat has not determined through a needs assessment what the

Case Study 
Revisited: Pat
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current status of the community is in terms of its needs and interests and the
prevalence of drug use. If, for example, Pat had discovered that drugs were
being used by 35% of adolescents in the community, she could structure her
objectives to reflect a modest but realistic behavior or attitude change. Pat
has failed to plan carefully for instruction. (See page 17.)

Through his haste and poorly conceived, unrealistic objectives, Jerry has
placed the entire sexuality program in jeopardy. He made the same two fun-
damental errors in planning as Pat did in the earlier case study. First, Jerry
did not conduct a thorough needs assessment before designing program goals
and objectives. If Jerry promises a reduction in sexually transmitted infec-
tions, he will need to obtain data as to their existing prevalence in order to
make a subsequent comparison. The likelihood of even being allowed to col-
lect such sensitive data in a public school is at best marginal. Second, in con-
structing his objectives Jerry was extremely unrealistic as to what any single
program could accomplish. Constructing program goals related to reducing
rates of unintended pregnancy and sexually transmitted infections would be
appropriate, but specific behavioral objectives that need to be measurable
should be much more modest and reasonable in scope. As discussed in
Chapter 10, setting such unattainable objectives in a controversial area such
as human sexuality can do irreparable and sometimes fatal damage to a pro-
gram that may be constantly under scrutiny. (See page 23.)

Nathaniel’s actions were poorly thought out and based on selfish motives. If
Nathaniel was supposed to teach to an already existing syllabus, then he
should have prepared sufficiently to be able to cover all topics. Alternately,
Nathaniel could have used a more knowledgeable guest speaker or col-
league to cover a particular topic. Nathaniel has certainly not helped him-
self professionally by angering his dean, and his actions would be difficult to
defend. (See page 43.)

Case Study 
Revisited: Nathaniel

Case Study 
Revisited: Jerry

S U M M A RY

Selecting or writing the appropriate educa-
tional goals and objectives is important for any
health education program.
1. The selection of an objective should al-
ways consider the resources available to
achieve that objective.
2. A needs assessment is an important step
before selecting or writing objectives or select-
ing methods.

3. Goals may be general, but objectives must
be specific and measurable.
4. In writing objectives, the educational pur-
poses (process or outcome) must be consid-
ered.
5. All domains should be considered if ade-
quate time and resources are available.
6. Methods should be selected with proper
ethics in mind.
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Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility I: Assess Individual and Community Needs for Health Education
Competency A: Assess existing health-related data.
Competency C: Distinguish between behaviors that foster or hinder well-being.
Competency D: Determine factors that influence learning.
Competency F: Infer needs for health education from obtained data.

Responsibility II: Plan Health Education Strategies, Interventions, and Programs
Competency D: Develop a logical scope and sequence plan for health education practice.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility IV: Conduct Evaluation and Research Related to Health Education
Competency A: Develop plans for evaluation and research.
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48 Objectives as Drivers of Selection

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency A: Analyze and respond to current and future needs in health education.

Note: The competencies listed on pages 47–48, which are addressed in this chapter, are
considered to be both entry-level and Advanced 1 competencies by the National Com-
mission for Health Education Credentialing, Inc. They are taken from A Framework for the
Development of Competency Based Curricula for Entry Level Health Educators by the
National Task Force for the Preparation and Practice of Health Education, 1985; A
Competency-based Framework for Graduate Level Health Educators by the National Task
Force for the Preparation and Practice of Health Education, 1999; and A Competency-
Based Framework for Health Educators—The Competencies Update Project (CUP), 2006.

After studying the chapter, the reader should be able to orally:

• List the major considerations in selecting an educational intervention/
method.

• Employ appropriate theories and models in method selection.
• Present a rationale for proper selection of a method.
• List the most common mistakes in method selection.
• Describe effective learning environments.

Objectives Resources/site/environment
Theories and models Characteristics of the
Educational principles educational provider
Adult learners Cultural appropriateness
Learning preferences Using a variety of methods
Characteristics of the learner Learning environments

and the community Seating arrangements
Group size Packaging the total
Contact time intervention strategy
Budget

Objectives as Drivers of Selection

Selecting the appropriate educational intervention is vital to achieving your
objectives. Therefore, the objectives should drive the selection of all educa-
tional interventions and methods. In other words, the methods selected must
be appropriate for the objectives sought. The previous chapter described the
components of setting goals and objectives. This chapter emphasizes the im-
portance of systematically identifying and reviewing objectives before select-
ing methods. Such a review is always the first step in selection. Interventions
and methods must be linked with the objectives they are likely to achieve. 

We use the term intervention to describe the total overall strategy to
achieve our objectives. A method refers to one component of the interven-
tion, such as an educational game or a health fair. Each is only one of

K E Y  I S S U E S

O B J E C T I V E S
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Chapter 3 Contextual Considerations for Behavior Change 49

perhaps many methods we could employ to achieve our objectives. All edu-
cators have the selection process in common, but the health educator must
also consider how the chosen strategies might influence clients’ attitudes that
influence health and directly influence health behaviors. Further, the health
educator must often work with very modest amounts of time and limited re-
sources. Given that health educators may be asked to help clients modify
complex and deeply rooted practices, selecting the correct methods is indeed
a challenge. Nevertheless, we do have an arsenal of methods and a knowl-
edge base to help us with these decisions. This chapter will review the con-
textual issues to be considered when selecting an intervention strategy
(method) and explore environments that best facilitate their delivery.

Health Education Theories and Models

In most health interventions, changing behavior is the goal; however, alter-
ing human behavior is extremely difficult, as anyone who has ever tried to
quit smoking or stop eating sweets can tell you. So, how does one go about
fostering behavior change? First, one must understand what types of things
help to start the behavior; why people continue with a behavior, even if they
know it is bad for them; and how unhealthy behaviors can be stopped or re-
placed with healthy ones. Theories have been developed to answer just such
questions. These behavior change theories link objectives and methods to
provide strategies for interventions. A theory serves to help explain why be-
havior occurs, what the determinants are that facilitate or hinder behavior,
and how the health educator might most effectively design an intervention
to promote what is desired (Glanz, Rimer, & Lewis, 2002). A theory at-
tempts to make sense of interrelated concepts, definitions, and propositions
to analytically explain or even predict a phenomenon (Kerlinger, 1986).
Planning interventions from a theoretical perspective allows the health edu-
cator to focus on what has been identified as aspects that foster or hinder
healthy choices. Theory provides a systematic approach to tailor, target, im-
plement, and evaluate health promotion programs that will enhance the
likelihood of success.

Theories are built upon a set of identified constructs. Much like bricks
function as base units that are built on to create buildings, constructs work in
a similar way to serve as the base units of unique theories. As the health edu-
cator begins to analyze the dynamics facilitating or hindering a behavior,
guiding general principles or constructs begin to emerge. A construct is a
representation of such a concept within a theoretical framework (Green &
Kreuter, 2005). These general guiding principles are called concepts, and
they make up constructs. Constructs and concepts are the same except con-
cepts are called constructs when used within a theoretical model. For exam-
ple, one concept, self-efficacy (which is prominent in many health behavior
theories), is a person’s perception of self-control over his or her environment

In theory there is no
difference between theory
and practice. In practice
there is.
—Yogi Berra

Constructs,
Theories, and

Models
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50 Health Education Theories and Models

and behavior. This fundamental concept was first identified in the Health
Belief Model created in the 1950s by a group of Public Health Service social
psychologists (Glanz et al., 2002). The self-efficacy concept is represented
by different construct titles in various theories, but it is essentially the same
idea. Whereas Albert Bandura names the construct “self-efficacy” in his So-
cial Cognitive Theory, Icek Ajzen refers to the same concept as “perceived
behavior control” in his Theory of Planned Behavior.

Just as constructs form the foundation for the development of a theory,
theories are used in the same manner as building blocks of a model. Models
combine theories (often in a sophisticated manner) to produce an educa-
tional framework for the development of appropriate health education in-
terventions. Figure 3-1 presents a graphic explanation of the relationships
between constructs, theories, and a model.

Figure 3-2, the Transtheoretical Model (TTM), is built on the combina-
tion of three separate theories or hypothetical truths—Decisional Balance,
Stages of Change, and Self-Efficacy. Benefits and costs are constructs for
Decisional Balance Theory; pre-contemplation, contemplation, prepara-
tion, action, and maintenance are concepts of Stages of Change; and con-
fidence and temptation influence the concept of Self-Efficacy. Altering
human behavior is not only extremely difficult, but it also requires complex
strategies for successful implementation. Understanding constructs, theo-
ries, and models will be essential in effective intervention.

A variety of models exist to supply structure and to support program planners
in the development of health promotion interventions. One of the most
widely used models in health education is Green and Kreuter’s PRECEDE-
PROCEED planning model. “The PRECEDE-PROCEED model pro-
vides a comprehensive structure for assessing health and quality-of-life needs

PRECEDE-PROCEED
Model

Construct

Theory Theory

Model

Theory

Construct Construct Construct Construct ConstructFigure 3-1
Constructs, Theories,
and a Model
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and for designing, implementing, and evaluating health promotion and
other public health programs to meet those needs” (Green & Kreuter, 2006,
p. 1). The model has been used to design interventions for diverse health is-
sues including weight control, nutrition education, tobacco cessation, alco-
hol and drug abuse prevention, cancer prevention, and injury prevention. 

The PRECEDE-PROCEED model is divided into two sections, each con-
taining multiple phases. Understanding the constructs of the PRECEDE-
PROCEED model will assist health educators in determining possible in-
terventions as they investigate behaviors that are contributing to the health
concern. The first half of the model, PRECEDE, includes the following
concepts: 

Predisposing
Reinforcing
Enabling 
Constructs in 
Educational 
Diagnosis and 
Evaluation

PRECEDE is designed to aid in the diagnosis of health concerns and in
the planning process for the development of interventions. There are four
phases in the PRECEDE part of the model. Phases one (social assessment)
and two (epidemiological behavior and environmental assessment) are steps
for the needs assessment where the overall magnitude of the problem is

Decisional
Balance
Theory

Stages of
Change
Theory

Self-Efficacy
Theory

Transtheoretical
Model

Benefits Costs Confidence Temptation

Precontemplation MaintenanceContemplation Preparation Action

Figure 3-2
Transtheoretical Model
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52 Health Education Theories and Models

outlined. Factors that predispose, reinforce, and enable the targeted behav-
ior are examined in phase three (educational and ecological assessment).
This phase assesses the existing knowledge, skills, and attitudes regarding be-
havior and gives insight into possible theories for intervention development.
Phase three identifies the determinants of change, objectives for change,
and priorities that can be converted into a program plan (Green & Kreuter,
2005). Prior to the actual development of a program, phase four is assessed
to evaluate existing health education efforts and current policies. Phase four
of the model (administrative and policy assessment and intervention align-
ment) serves to identify potential gaps in the educational efforts while pre-
venting duplication of existing health promotion efforts. 

The second half of the model, PROCEED, includes the following:

Policy
Regulatory and 
Organizational 
Constructs in 
Educational and 
Environmental 
Development 

This half of the model is composed of phases five through eight (not ad-
dressed in this text) that act as a guide for the implementation and evaluation
of the developed intervention. Figures 3-3 and 3-4 show a graphic represen-
tation of the two halves of the model.

The ultimate goal of any health intervention is to develop healthy behav-
iors. If we want people to wear helmets when biking, we must consider what
factors might be encouraging or discouraging them to do so. To influence be-
havior, it is important to consider the existing knowledge, skills, and attitudes
of the person or group in order to understand the factors that predispose, re-
inforce, and enable the behavior. Predisposing factors provide the rationale or
motivation for behavior and include elements such as the person’s or group’s
knowledge level, beliefs, values, attitudes, confidence, perceptions, and per-
sonal preferences (Glanz et al., 2002; Green & Kreuter, 2005). Could it be
that children do not wear bike helmets because they do not believe that they
will have an accident? If this is true, it is likely they see no value in wearing
the helmet. In order to effectively promote the use of a helmet, the health ed-
ucator would need to address and change these children’s predisposed values.  

Reinforcing factors are the positive and negative consequences of action
that provide motivation for the continuance or cessation of behavior. Rein-
forcing factors are positive and negative rewards that come from an outside
source. Some reinforcing factors included social support, peer influence, ad-
vice, and physical consequences of behavior (Green & Kreuter, 2005).
Many children do not wear bike helmets because their friends tease them if
they wear them. The teasing from peers is a negative reward that decreases
the likelihood that the helmet will be worn.

The lotus, like health ed-
ucation, floats upon still
waters; alas, while many
admire their perfection,
neither hath visible
means of support.
—Mohan Singh
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Phase
Quality of Life

Absenteeism Achievement Alienation Crime
Crowding Discrimination Happiness Hostility
Self-esteem Unemployment Satisfaction Welfare

Health

Vital Indicators:
Disability Discomfort Fertility     Fitness
Morbidity Mortality   Factors      Risks
Dimensions:
Distribution Duration Incidence   
Intensity Longevity Prevalence

Predisposing Factors

Reasons for the behavior:
Knowledge 
Attitude
Values/Beliefs
Perceptions
Confidence

Enabling Factors

Make it possible for behavior:
Availability of resources
Accessibility
Referrals
Engineering
Skills

Reinforcing Factors

Attitudes or behaviors 
of others:
Peers 
Family
Friends
Co-workers

Genetics
Behavior

Indicators:
Compliance Coping
Self-Care Utilization
Consumption Patterns
Preventative Actions
Dimensions:
Frequency Persistence
Promptness Quality
Range

Environmental
Factors

Indicators:
Economic Physical
  Services Social
Dimensions:
Access Equality
Affordability

Health Program

Educational strategies:
Health Education 
  Components of the 
  Health Program

Policy:
Regulations
Organizations

1

2

3

4

Figure 3-3
Representations of PRECEDE: Diagnosis and Planning Tasks 
Source: Adapted from Green & Kreuter, 2005.
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54 Health Education Theories and Models

Enabling factors facilitate the performance of an action, and the absence
of these factors prevents action (Green & Kreuter, 2005). Enabling factors
include new skill sets and resources such as programs, services, and ade-
quate finances to facilitate the behavior. Children without the financial
resources cannot purchase a bike helmet and are clearly not going to be en-
abled to wear them. Providing helmets as an incentive for program partici-
pants, however, will enable them to wear their helmets.

If we think in terms of predisposing, reinforcing, and enabling factors as ca-
pacities to encourage healthy choices, then it makes sense to identify the
most appropriate theory or model to strengthen these capacities. The selec-
tion of the most effective theoretical constructs for the model will be deter-
mined by what has been identified as encouraging and discouraging aspects
of a behavior. Ideally, if a barrier to the performance of the behavior is tied to
deficiencies in skills, then a theory containing constructs that emphasize skill
improvement should be selected. This same line of thought would also hold
true for barriers related to inappropriate attitudes or inadequate knowledge. It
is not uncommon for a health educator to select constructs from a mixture of
theories to create one that is tailor-made for the target population. The In-
dividual Behavior Change Framework (IBCF) shown in Figure 3-5 shows the
relationships among predisposing, reinforcing, and enabling factors to the
constructs of knowledge, skills, and attitudes for behavioral change. 

This IBCF is not a linear scaffold, but each of the factors is influenced by
the other constructs. For example, to promote the wearing of bike helmets,

Phase

Monitoring and Continuous Quality Improvement

Input

Process

Output

Short-term 
impact

Long-term 
health 

outcome

Short-term 
social impact

Long-term 
social impact

Process Evaluation5

6 Process Evaluation

7 Impact Evaluation

8 Outcome Evaluation

Figure 3-4
Representations of PROCEED: Evaluation Tasks
Source: Adapted from Green & Kreuter, 2005.

Theory/Model
Selection
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it is important to discover the knowledge, skills, and attitudes of the popula-
tion regarding the wearing of helmets. Most people know they should wear a
helmet, but they do not for a variety of reasons. Attitude may be a more sig-
nificant predisposing factor than a lack of knowledge about its importance. If
children think they look silly in the bike helmet, they are less likely to wear
one. If their friends are all wearing helmets, however, it could reinforce their
willingness to wear one as well. Providing helmets and teaching children the
necessary skills to properly fit the helmet will promote and enable the chil-
dren to perform the behavior.

Objective: After reviewing the case study, the reader will identify the con-
cepts of the IBCF and the effectiveness of their use in Molly’s program. 

Molly, a local health educator, was asked to design an intervention to in-
crease fruit and vegetable consumption in adolescents. The high school
agreed to pilot her program. As part of her intervention she provided
lessons to increase the knowledge of the students and included multiple
methods to develop positive attitudes about fruit and vegetable consump-
tion. Following the intervention, the students were surveyed to measure
their willingness to eat fruits and vegetables. Her analysis of the data in-
dicated the students showed a favorable intention. She decided to test their
intentions by replacing all snack machines with refrigerated vending

Case Study: Molly

Figure 3-5
The Individual Behavior
Change Framework 
Source: Co-contributed by
Dr. Pam Doughty
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56 Health Education Theories and Models

machines containing healthy alternatives, such as fresh fruits and vegeta-
bles (see Figure 3-6). To adjust for the increase in cost, the price for each
item was slightly higher. After 2 weeks, 95% of the fruits and vegetables had
not been purchased. Her supervisor asked her to figure out what went
wrong with her intervention. (See Case Studies Revisited, page 90.)

Question to consider:

What strategies would you consider adding or eliminating to increase the
likelihood of students selecting the healthy foods from the snack machine?

A theory is often selected to serve as a guide for the development of inter-
ventions based on the specific concepts identified as influencing factors of
the behavior. The health educator ponders the question, “Which theory is
best for this situation?” Theories serve to explain health behaviors and sug-
gest intervention strategies. Different theories emphasize different aspects of
behavior. Some theories focus on the individual as the unit of change
whereas others examine change within families, institutions, communities, or
cultures (National Cancer Institute, 2005). Theories are often categorized

Figure 3-6
Healthy Vending
Machine Choices

Theoretical
Perspectives
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according to two broad perspectives depending on the direction of the inter-
vention. These viewpoints include the cognitive-behavioral perspective and
the community-level perspective. Cognitive-behavioral theories highlight
the importance of modifying behavior at the individual/intrapersonal and in-
terpersonal levels. Health education efforts that target individual behavior
choices include counseling, patient education, and other one-on-one ap-
proaches to behavior change. Cognitive-behavioral theories examine the
actual behavior choices of the individual, as well as the dynamics of the in-
dividual’s mindset or intrapersonal perspective. Intrapersonal factors might
include the individual’s motivation, beliefs, knowledge, attitudes, past expe-
riences, and skills (National Cancer Institute). At the interpersonal level,
theories of health behavior assume individuals exist within, and are influ-
enced by, a social environment. In a cognitive-behavioral perspective, the
theory would consider how the interpersonal factors of the social context
(thoughts, opinions, and advice of other influential people) sway an individ-
ual’s behavior. Cognitive-behavioral theories are built on the premise that
changing the behavior of individuals will eventually result in changes in a
group, which will spread to influence the whole community. 

Community-level theories, on the other hand, support initiatives to serve
communities and populations. They attempt to encourage behavior change
from an indirect and more global approach that should trickle down to facilitate
change at the individual level. For example, a health educator might design a
campaign to reduce underage drinking by asking local businesses to display pro-
motional posters in their window fronts. Community perspectives attempt to
modify behavior by using community members, organizations, and social con-
texts as a vehicle for behavior change. An advantage of community-level ap-
proaches is that they expose the health education efforts to a greater number of
individuals. Table 3-1 categorizes the more commonly used theories/models
in health education by perspective.

“Effective practice depends on using theories and strategies that are ap-
propriate to a situation” (National Cancer Institute, 2005, p. 6). Awareness
of the available theories and their constructs will enable the health educator

Table 3-1 Categorized Theoretical Perspectives

Cognitive-Behavioral Community-Level 

Individual/Intrapersonal Level Interpersonal Level

Health Belief Model (HBM)
Transtheoretical Model (TTM)

• Decisional Balance
• Stages of Change 
• Self-Efficacy

Theory of Planned Behavior (TpB)

Social Cognitive Theory (SCT) Social Ecological Model (SEM)
Community organization models
Diffusion/Innovation Model (DI)
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to systematically approach intervention development. The following sec-
tions review a few of the more dominant theories/models.

What people think and know affects how they will act. Although knowledge
is necessary for behavior change, it is not sufficient to alter most behaviors. 
It is critical that the health educator consider the individual’s perceptions,
motivations, skills, and social environment as key influences of behavior 
(National Cancer Institute, 2005). We must also account for the individual’s
attitudes and skill level to enable behavior change. The following cognitive-
behavioral theories/models attempt to address these key influences. 

Health Belief Model 

The Health Belief Model (HBM) stipulates that the willingness of people to
take health-related action depends upon their attitudes and beliefs about
the: 

• Threat posed by a health problem (susceptibility, severity) 
• Benefits of avoiding the threat (benefits)
• Factors influencing the decision to act (barriers, cues to action, and self-

efficacy)

Motivation is a central focus of HBM; therefore, it is a good fit for addressing
problem behaviors that evoke health concerns (e.g., cancer screenings, im-
munizations, or high-risk sexual behavior and the possibility of contracting
HIV) (National Cancer Institute, 2005). The key concepts of HBM are as
follows (Denison, 2002; Rosenstock, Strecher, & Becker, 1994):

• Perceived susceptibility: One’s perception of the chances he or she will
contract a health condition.

• Perceived severity: One’s perception of how serious a condition might be
and its medical, clinical, or social consequences.

• Perceived benefits: One’s confidence in the effectiveness of the behavior
to reduce the threat of the health condition.

• Perceived barriers: One’s perception of the negative consequences (phys-
ical, emotional, financial, and social) for taking action.

• Cues to action: Factors that motivate or remind one to take action.
• Self-efficacy: One’s confidence in the ability to take action and the percep-

tion that successfully executing the behavior will produce a desired out-
come. Self-efficacy was added to the original model by Bandura in 1977 to
account for more habitual behaviors such as management of diabetes. 

The following is an example of the HBM in action. Individuals diagnosed
with diabetes are encouraged to check their glucose (blood sugar) levels fre-
quently to assess the effectiveness of their diabetes management plan. When
glucose levels are in a normal range, the diabetic does not feel sick and may,

Theories from a
Cognitive-
Behavioral

Perspective
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therefore, elect to skip the recommended blood testing. In order to motivate
the diabetic to follow the prescribed treatment regime, he must accept the
fact that he has diabetes and that it requires management (perceived suscep-
tibility). He must also understand that failure to control his glucose levels
can result in serious medical complications such as stroke, heart disease, and
nerve and kidney damage (perceived severity). By monitoring his glucose
levels, the diabetic patient can reduce the likelihood of the aforementioned
complications (perceived benefits) with the minimal effort of pricking his
finger and reading the glucose meter (perceived barrier). The alarm on the
cell phone of the diabetic could be set to serve as a reminder that it is time to
check his glucose level (cue to action). The use of a daily log to record me-
ter readings can serve as a confidence builder in the patient’s ability to con-
trol his diabetes (self-efficacy).

Transtheoretical Model

The Transtheoretical Model (TTM) is composed of constructs from several
theories that center on the Stages of Change Theory. As the name implies, it
attempts to assess a person’s readiness to change by identifying where he or she
might fall along a continuum of behavior change. According to the theory,
people are thought to move through five stages—precontemplation, contem-
plation, preparation, action, and maintenance—as they attempt to modify a
problem behavior (Grizzell, 2007). At most stages the individual considers the
constructs from the Decisional Balance Theory to evaluate the pros and cons
of the behavior change while also incorporating the constructs related to self-
efficacy. The individual must assess how confident he or she is to execute the
behavior change and resist temptations that could result in noncompliance.
This analysis serves as the motivation to move, either forward or backward, to
another stage in the continuum. As the individual progresses through the five
stages, the probability of sustained behavior change is more likely. This model
has been applied to a wide variety of problem behaviors, including smoking
cessation, exercise, low fat diet, radon testing, alcohol abuse, weight control,
condom use for HIV protection, use of sunscreens to prevent skin cancer,
drug abuse, medical compliance, mammography screening, and stress man-
agement (Velicer, Prochaska, Fava, Norman, & Redding, 1998).

Each of the five stages is summarized and a sample application is provided.

• Precontemplation: In this stage of the theory, the individual has no inten-
tion to take action in the foreseeable future, typically within the next 
6 months (Velicer et al., 1998). Perhaps the individual is uninformed,
underinformed, or has been unsuccessful with behavior change in the
past; thus, she is not considering a change in behavior. A college student
may not be aware of the potential health risks associated with drinking four
to five alcoholic beverages within a 2-hour time span. The individual may
not know that her binge drinking can lead to difficulty concentrating,
memory lapses, and mood changes. To efficiently motivate self-change,
individuals in precontemplation must first recognize a need for change.
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• Contemplation: An individual in the contemplation stage recognizes a
need and intends to change. As the binge-drinker begins to acknowledge
negative consequences of heavy drinking—being hung-over or throwing
up—she will compare these negative aspects to the benefits of appropri-
ately regulating her drinking behavior to avoid embarrassing situations or
to save money. Ideally the benefits will outweigh the costs, providing mo-
tivation to move into the next stage.

• Preparation: In this stage the individual attempts to make a plan for ac-
tion to be implemented within the next month (Velicer et al., 1998). The
binge-drinker may choose to take only enough cash in her wallet to pur-
chase two drinks for the entire evening or may commit to having only one
drink within an hour. 

• Action: In the action stage the individual implements strategies that
change her behavior. The binge-drinker has determined that if she only
gets a new drink on the hour, she will be able to suitably regulate her al-
cohol consumption. While at the party, she sips slowly and waits until a
full hour has passed before getting another alcoholic drink. 

• Maintenance: In this stage the individual is striving to prevent relapse
and is more confident in her ability to continue her behavior change for
at least 6 months (Prochaska, 1994). The binge-drinker may discover ad-
ditional strategies such as drinking water or other nonalcoholic fluids
during the hour time frame, making it easier to adhere to her plan.  

Ideally, an individual would arrive at the maintenance stage and stay there;
however, the model is more spiral in nature, allowing for the individual to
move back and forth along the continuum with successes and failures. Cor-
rectly identifying the target population’s stage of change enables the health
educator to tailor the health intervention to a group or an individual’s readi-
ness to change.

Theory of Planned Behavior (TpB)

The Theory of Planned Behavior (TpB), developed by Icek Ajzen (1991),
suggests that behavior can be predicted because behavior can be planned.
To date, behaviors explored using TpB include smoking, drinking, contra-
ceptive use, dieting, wearing seat belts, exercising regularly, voting, and
breastfeeding (Fishbein, Middlestadt, & Hitchcock, 1994). Ajzen theorizes
that human actions are guided by three principles—behavioral beliefs, nor-
mative beliefs, and control beliefs. 

• Behavioral beliefs: These beliefs include the person’s thoughts or feel-
ings about the likely outcome of the behavior and the evaluation of these
outcomes. Behavioral beliefs create an attitude of importance about the
behavior change. For example, if Tammy, an adolescent mother, deter-
mines that breastfeeding her newborn will provide additional immunity
for her baby while helping her to lose her pregnancy weight, she may be
more inclined to try breastfeeding. 
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• Normative beliefs: Beliefs about the expectations of others and the mo-
tivation to meet those expectations (what Ajzen [2006] calls normative
beliefs) also play a role. Normative beliefs establish the foundation for
the formation of the individual’s subjective norm. A subjective norm is
a conviction about whether most people approve or disapprove of a be-
havior (Glanz et al., 2002). As others acknowledge and encourage indi-
viduals to strive for the behavior change, they verify the subjective norm
and increase the individual’s motivation to be successful. Normative
beliefs can facilitate or inhibit the performance of the behavior. When
deciding whether or not to breastfeed, Tammy asks her friend Joanna
what she thinks about it. Joanna replies, “Oh, that is so disgusting; I
can’t believe anyone would do that.” The negative response from
Tammy’s peer could decrease her willingness to continue her breast-
feeding behavior. Conversely, if Joanna said, “I heard that breastfed ba-
bies have higher IQs,” the positive response could act as encourage-
ment for Tammy. 

• Control beliefs: Control beliefs, according to Ajzen (2006), represent
ideas about the presence of factors that facilitate or impede performance
of the behavior and the individual’s perceived power over these factors.
Control beliefs capture an individual’s confidence in the ability to per-
form the behavior (Ajzen, 2006). When Tammy considers the cost and
time necessary to use alternative methods of feeding, she might deter-
mine that it is easier and more cost effective to breastfeed.

Each of the belief constructs in Ajzen’s theory is directly related to the
attitudes of the individual. In combination, behavioral beliefs, subjective
norms, and control beliefs lead to the formation of behavioral intention.
Ajzen (2006) suggests a positive correlation exists between these three
constructs and behavioral intention; as attitudes become more favorable,
behavioral intention should become stronger. The three constructs col-
lectively help Tammy to form a positive association with breastfeeding,
thus increasing her willingness or intention to practice the behavior. In-
tention, according to TpB, is assumed to be an immediate antecedent of
behavior. 

Social Cognitive Theory 

The Social Cognitive Theory (SCT) is unique from most of the cognitive-
behavioral perspectives because its emphasis is on the interpersonal aspect
of behavior. At the interpersonal level it is assumed that individuals are in-
fluenced by both physical environment, such as space or equipment, and so-
cial environment, such as family members, co-workers, friends, and health
professionals (National Cancer Institute, 2005). Many theories examine the
relationship between behaviors and the social context; however, the Social
Cognitive Theory is considered to be the most robust and is a more fre-
quently used interpersonal theory in health education.  

59292_CH03_047_096.qxd  10/28/09  12:27 PM  Page 61



62 Health Education Theories and Models

SCT provides a framework for designing, implementing, and evaluating
programs by considering the relationship among the environment, the people,
and their behavior (Bandura, 1986a). The environment provides situations for
the individual to learn new behaviors or have existing behaviors modified by
others. As the individual evaluates his own thoughts and feelings about the im-
pact of his behavior in relationship to the outcomes on his social environment,
he is motivated to either maintain or alter his current actions. Behavior is not
simply the result of the environment and the person, just as the environment
is not simply the result of the person and behavior (Glanz et al., 2002). 

According to SCT, changing health behavior is highly dependent upon a
person’s self-efficacy. A person—with confidence—has the ability to attain
behavioral goals, even when faced with obstacles (National Cancer Institute,
2005). The ability to exercise control over one’s own behavior motivates a
person to act and be persistent through challenges (Institute of Medicine,
2002). As behavior in a person changes, it results in changes in the way one
responds to one’s own environment, thus setting up a reciprocal relationship
where the environment and behavior influence one another. For example,
Calvin, a new employee at the bank, notices that most of his colleagues
bring their lunch to work and eat quickly so they can use the remainder of
their lunch hour to work out in the on-site exercise room. Although this was
not something he did at his previous place of employment, he is now con-
sidering altering his lunch routine to include exercise. The availability of
the gym in the physical environment along with the positive examples set by
his co-workers in his social environment provide motivation for Calvin to
consider modifying his lunch behaviors. 

The concepts represented in the SCT are founded on constructs from
cognitive, behaviorist, and emotional models of behavior change (National
Cancer Institute, 2005). A closer examination of the concepts provides in-
sight into SCT’s usefulness as an effective approach to behavior change. The
concepts (Glanz et al., 2002, p. 169) include:

• Environment: This consists of factors physically external to the person.
The physical environment might include the availability of space or re-
sources such as equipment. The on-site gym and workout equipment
make it easier for Calvin to exercise during the day, and their availability
clearly communicates his employers’ desire for employees to practice
healthy behaviors at work. Calvin’s physical setting facilitates the perfor-
mance of the behavior. The social environment includes the interactions
between the person and other influential people.  While working out,
Calvin has the opportunity to meet other employees who share a com-
mon interest, expanding his social network. Not only does the gym re-
move a physical barrier to exercise, but the commitment to exercising by
Calvin’s co-workers also provides a positive social interaction.

• Situation: Situation refers to the positive and negative thoughts about the
behavior in relationship to one’s environment. It includes a person’s per-
ception of the place, time, physical features, and the activity (Glanz et al.,
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2002). For example, if Calvin perceives that there is enough time to get a
workout in and if he believes that participating in the lunchtime workout
will impress his employer, his motivation to comply could be greater. 

• Reciprocal determinism: Reciprocal determinism is the idea that a dy-
namic interaction exists among the person, the behavior, and the envi-
ronment where each influences the other. Behavior is shaped by our
environment; our behavior also can affect the environment, which in
turn can affect our thoughts, which in turn affect our behavior. While
working on the bench press, Calvin realizes he needs a spotter to safely
lift the bar. Although Sam is only an acquaintance, Calvin’s environmen-
tal need motivates him to ask Sam for help. Not only is Sam willing to
help, but he also offers Calvin some tips to improve his form. When it is
time for Sam to work on the bench press, Calvin volunteers to spot him.
Calvin’s desire to return the favor fosters a positive experience for both
men, thus reinforcing the likelihood that they will help each other out
again. Before long Sam and Calvin begin to schedule regular workouts at
the same time. 

• Self-efficacy: Self-efficacy is often considered the most important prereq-
uisite for behavior change, which explains why it is considered a ubiqui-
tous construct in health behavior theories (National Cancer Institute,
2005). It represents a person’s confidence in the ability to perform a par-
ticular behavior by taking action and overcoming barriers. At the gym
Calvin notices the addition of a new electronic rowing machine. If
Calvin believes the use of the rowing machine will enhance his workout
and that he is capable of following the printed guidelines to use the
equipment correctly, he is more willing to give it a try. Although he may
feel uncomfortable about trying the unfamiliar equipment, he draws on
his previous success with other pieces of equipment to build his confi-
dence in his ability to successfully use the rowing machine. Self-efficacy
is a critical concept in that it serves as the initial motivation to try. The
Roman poet Virgil captured the concept of self-efficacy in his statement,
“They are able who think they are able” (Pajares, 2002).

• Behavioral capacity: This concept represents the fundamental knowl-
edge and skills necessary to perform the behavior. If a person is to per-
form a behavior, he or she must know what the behavior is and have the
skills to perform it. In order to safely perform an exercise or utilize the
gym equipment, Calvin needs to have an understanding of how it works. 

• Expectations: These represent what a person believes will occur if the
behavior is performed. Through trial and error a person discovers that
certain outcomes occur when a situation is repeated. The individual then
can perceive the cause and effect relationship. As Calvin continues to lift
weights, he notices that his biceps are getting larger and that the amount
of weight he can lift is increasing. He attributes the cause of this change
to be the effect of his lifting behavior.

• Expectancies: These are a value assessment of the positive and negative
results of the behavior. Individuals strive to minimize negative outcomes

They are able who think
they are able.
—Virgil (about 40 B.C.)
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and maximize positive ones. As Calvin considers his family history of car-
diovascular disease, he comprehends the important role his exercise
regime plays in the prevention of chronic disease. 

• Self-control: Self-control is the ability to set and work toward achieving
personal goals related to the behavior. In order for the goal to be reached,
the behavior must be performed. Calvin has decided to compete in a
marathon. His goal requires him to train hard to build up the endurance
needed to compete. Without exercising, Calvin will be unable to suc-
cessfully attain his goal.

• Observational learning: Observing the successes and failures of others
who have similar attributes contributes to a person’s beliefs about his or
her own capabilities (Pajares, 2002). Mentally the individual believes, “If
they can do it, so can I!” While lifting, Calvin notices Peter, who is also in
his early 30s, completing a 30-minute circuit training that combines the
rowing machine with treadmill and exercise bike. Calvin thinks about his
marathon training and decides that using a circuit method to train would
be beneficial. Observations of Peter’s behaviors motivate Calvin to change
his exercise regime in order to meet his goal.

• Reinforcements: These are internal and external motivators that increase
or decrease the likelihood of reoccurrence of the behavior. Reinforcements
provide a reason for performing or ceasing a behavior. Reinforcements can
be tangible, such as an award, or intangible, such as praise from others. As
Calvin continues to work out, he begins to feel stronger. This good feeling
is an intangible motivator that increases the likelihood that Calvin will con-
tinue to exercise. Even marking his workout days on the calendar serves as
a tangible reward, representing his efforts to meet his exercise goals. 

• Emotional coping responses: These are techniques used by a person to
manage excessive emotional stimuli. Negative emotional stimuli, such as
anxiety or nervousness, can act as a barrier to the performance of a be-
havior. The responses can include managing one’s thoughts about a situ-
ation or using external devices to reduce or enhance the emotional level.
Suppose Calvin has an important presentation scheduled for the after-
noon. Although he does not want to miss his workout, he is fearful he will
not have enough time to get showered and dressed before his presenta-
tion. To ease his emotions, he decides to set the alarm on his watch to
remind him to stop in time. The use of the external device serves as a
strategy to manage his concern. 

The comprehensive nature of the theory, with its many constructs, allows
for application to many health issues. Social Cognitive Theory has been
used to study a wide range of health problems including childhood obesity,
alcohol abuse, smoking, childhood bullying, and self-management of
chronic diseases such as arthritis, hypertension, and diabetes. The inclusion
of interpersonal factors in cognitive-based perspectives provides insight into
the social nature of behavior. 

If they can do it, so 
can I!
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Exploring health from an individual perspective has merit; however, it is
limited in its ability to influence the masses. Not only did Bandura recog-
nize the importance of considering the social context at the individual level,
but he also touted the need to amplify our health education efforts by using
community-level perspectives. Bandura stated, “If we are to contribute signif-
icantly to the betterment of human health, we must broaden our perspective
on health promotion and disease prevention beyond the individual level.
This calls for a more ambitious socially oriented agenda of research and prac-
tice” (Bandura, 2004, p. 162). Community-level models explore methods to
mobilize community members and organizations to change the way social
systems function from an ecological perspective (National Cancer Institute,
2005). The major premise of ecological models is that interventions that ad-
dress behavior on multiple levels will lead to greater changes that sustain
themselves for long-term health-promoting habits. Multilevel ecological
models have been widely applied in several areas such as tobacco control and
even used to guide public health and the science policy agendas of Healthy
People (U.S. Department of Health and Human Services [USDHHS],
2000). The Social Ecological Model (SEM), one example of an ecological
model, considers the intricate interaction among individual, relationship,
community, and societal factors. Each level functions to examine the behav-
ior in relationship to the other levels (Dahlberg & Krug, 2002).

• Individual: The first level is similar to cognitive-behavioral perspectives
in that it considers factors about the individual such as age, education, in-
come, substance use, or history of abuse. When considering the use of
oral tobacco among adolescents in rural communities, one would need to
think about the characteristics of adolescent development. It would be
important to consider the educational immaturity and desire to explore
risky behaviors among adolescents when developing intervention efforts. 

• Relationship: The second level expands to examine how relationships
with peers, intimate partners, and family members increase the risk for
the behavior. If using oral tobacco is the norm of a teen’s closest social cir-
cle, it is likely to influence the teen’s acceptance of the behavior. 

• Community: In the third level, characteristics of settings such as schools,
workplaces, and neighborhoods are explored. These characteristics are
examined to identify elements that contribute to the behavior. The use of
oral tobacco is generally more accepted in rural communities. The
“mom and pop” owners of the local grocery may not see any harm in sell-
ing tobacco to minors. This discovery would direct health education ef-
forts to target community members as part of the educational regime. 

• Societal: Level four strives to look at the big picture to determine societal
factors and cultural norms that create a climate in which the behavior is
encouraged or inhibited. Societal factors such as health, economic, edu-
cational, and social policies are reviewed to discover avenues to effec-
tively intervene. A community may discover it lacks policies that regulate

Theories from a
Community-Level

Perspective

If we are to contribute
significantly . . . we must
broaden our perspective 
. . . beyond the individual
level.
—Albert Bandura
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the sale of tobacco to minors. Proposing regulatory legislation within a
community could provide an opportunity to enlighten the public on the
negative ramification of tobacco use among adolescents. This, in turn,
could act to alter the cultural norm. 

Health education efforts can begin at any level in the model; however, it is
the inclusion of each level in health promotion strategies that increases the
chances of having a successful intervention. 

Multiple strategies exist for intervening at the community level, each involv-
ing different approaches to affect change. Most community organizing models
contain key concepts that are necessary to consider if measurable change is to
be achieved. These key concepts (National Cancer Institute, 2005) include:

• Empowerment: The use of techniques to build confidence in the ability of
individuals, organizations, or communities to improve their own quality of
life. Presenting concerns to influential members of the community, along
with a charge for them to help solve the social problem, allows community
members to assume greater power over their own circumstances. This, in
turn, fosters the development of community leadership in their effort to cre-
ate desired changes. Case in point: As a result of community growth, the
landfill will no longer be able to accommodate the amount of refuse being
created. Projections indicate that the landfill will be at maximum capacity
in 5 years. The director of the waste management system provides informa-
tion to the mayor’s office indicating a need to identify solutions to the land
space problem. The mayor decides to form a committee with representa-
tives from the local clergy, school district, chamber of commerce, and the
Lions Club to explore options for the community. Bringing together influ-
ential players allows the community members to assume greater power and
to expand their power from within to create desired change.

• Community capacity: Considers the ability of a community to identify and
address social problems. Capacity looks at the willingness of community
members to trust and to work with others for the greater good of the whole.
Do community members share responsibility for each other and bond to-
gether with common activities, such as neighborhood watch groups? If a
community wants to reduce the amount of refuse created by the commu-
nity, health promotion efforts might emphasize the need for all the mem-
bers of the community to join the efforts to reduce, reuse, and recycle.  

• Participation: Identifies ways for community members to act as equal
partners in the problem-solving efforts. Participation could be built
through the formation of a neighborhood recycling program. Home-
owner associations could encourage recycling programs and even provide
some supplies to achieve this goal.

• Relevance: Considers the importance of allowing community members to
create their own agenda based on what they believe to be the pressing
needs. One must consider the importance of the issue of concern from the
community members’ point of view. Perhaps the explosive community
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growth has resulted in traffic complications due to an inadequate number
of lanes. Although the landfill situation looks bleak and is an issue of dis-
tress, a more pressing dilemma of immediate concern to community
members might be an inadequate transportation system.

• Issue selection: Involves the dissection of a problem into smaller solvable
parts. This concept breaks the issue down to allow community members
to see smaller changes that will impact the larger problem. Perhaps the
creation of policies related to the amount of garbage each household
would be allowed to contribute (without additional charge) would moti-
vate community members to self-regulate the amount of garbage they
produce, thus encouraging the practice of the reduce, reuse, recycle con-
cept. The addition of the new policy, in conjunction with neighborhood
recycling promotion, represents small changes that function collectively
to make a significant impact toward solving the landfill problem.

• Critical consciousness: Includes strategies to help community members
identify the root cause of its social concern. The community may choose
to disclose the problematic landfill situation by using television, radio,
and newspaper ads, and a waste management hotline could be created to
provide additional information for community members who seek it. 

The preceding community organization model places emphasis on build-
ing power and encourages community members to develop their skills as ac-
tive citizens (Parachini & Covington, 2001). The model is a grassroots-based,
conflict-oriented approach designed to mobilize disadvantaged people to act
on their own behalf (Fisher, 1997). Other community-based models differ in
that there is less emphasis on grassroots efforts and more focus on the use of
policy and regulatory infrastructures to promote change. 

Another popular theory that addresses social problems from a community-
based perspective is the Diffusion of Innovation Theory. Diffusion of Innovation
is an attempt to maximize the exposure of previously successful programs. The
previously successful intervention is often considered a “new” and innovative
approach to the health concern. This approach attempts to avoid the phe-
nomenon of “reinventing the wheel” by increasing the number of people who
are reached by successful interventions (National Cancer Institute, 2005).
The concepts of Diffusion of Innovation explain the process by which innova-
tion, such as an idea, product, or social practice, is communicated from one
person to another over time among members of a social system (Rogers, 2003).
The concepts central to the theory are summarized as follows (Rogers):

• Innovation: The “new” idea, object, or practice is discovered by an individ-
ual, organization, or other unit of adoption. Consider the promotion of
family planning methods in third world countries. Although strategies to
regulate reproduction are common in the United States, other nations,
such as Indonesia, Thailand, and Colombia, struggle with multiple barriers
that inhibit the adoption of family planning behaviors. One common bar-
rier to family planning models is the limited number of health professionals

Neither contemplation 
of the navel nor the 
writing of pamphlets 
can be shown to be cost-
effective.
—Mohan Singh
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available to provide services. It is common to have one doctor for thou-
sands of people in Indonesia, thus the “innovation” would be to build a
clinic without walls where laypersons become part of the staff under the
direction of the physician.

• Communication channels: Communication channels represent the
means by which ideas are transmitted from one person to another. This can
occur on an interpersonal or a mass media level. Laypersons working in the
clinic work to educate clients on the various methods of birth control along
with instruction on proper use. These laypersons might include religious
leaders and other influential members of the village (Crossette, 1994).

• Social system: The joining of groups of individuals together to adopt the
innovation represents the use of social systems. According to Rogers, social
systems represent, “. . . a set of interrelated units that are engaged in joint
problem solving to accomplish a common goal” (2003, p. 23). Uniting com-
munity organizations with governmental efforts also facilitates the adoption
of an innovation. In Buddhist Thailand, for example, cutting fertility from
more than 6.5 births to 2.1 per woman in a quarter of a century had much
to do with government support and the efforts of the independent Popula-
tion and Community Development Foundation (Crossette, 1994).

• Time: The amount of time it takes to adopt the innovation. How long it will
take to institutionalize (be accepted as a normal procedure) the practice of
using laypersons to provide family planning can have direct impact on the
strength of the innovations. Innovations that have quick institutionalization
are likely to sustain themselves and have a greater impact on public health.

Diffusion of Innovation Theory has been used to promote condom use,
smoking cessation, and the use of new technologies by health practitioners.
Like other community approaches it employs a multilevel approach to be-
havior change.

Basically, health promotion strategies facilitate change from a continuum of
two approaches: changes in people’s behavior or changes in the environ-
ment (National Cancer Institute, 2005). These approaches can be subdi-
vided into three ecological levels: individual, interpersonal, or community.
Efforts that target the individual strive to alter a person’s knowledge, skills,
and attitude about behavior with the notion that changes in the individual
behaviors might indirectly lead to changes in the environment. For example,
when individuals adopt the practice of riding a bike to work, it results in an
increased demand for bike lanes in the community. Innovations that em-
phasize community-level theory strive to make changes in the environment
that indirectly influence the behaviors of the individual. As the number of
bike lanes in the community increases more individuals ride their bike to
work. Interpersonal-level theories tend to fall in the middle, investigating the
relationship between individuals and their environments.

Figure 3-7 summarizes the continuum change strategies and the useful
theories for each ecological level. 

Change Strategies
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Theories and planning models are tools available to practitioners to create
solutions to health problems (National Cancer Institute, 2005). Like all
tools, the ability to use them effectively comes with practice. Becoming
comfortable with behavior change theories and planning models enhances
a practitioner’s ability to effectively plan innovations that maximize health
promotion efforts. These tools provide a systematic approach to solving
problems by looking at the health concern from a comprehensive perspec-
tive while narrowing the scope of the issue into manageable components.

Objective: After reviewing the case study, the reader will discuss three or
more obvious barriers to the success of this workshop.

John is offering a workshop for low-income expectant mothers as part of his
work for the March of Dimes. He personally likes role-playing as a method,
so he has written up several role-plays about life after the delivery. The site
for the two-hour workshop is a nice upscale hotel, and he has mailed ap-
proximately 100 invitations. This is a very culturally diverse community
with many Asians, Salvadorians, and Mexican Americans. John is surprised
at the low participant turnout and very indignant when the few mothers-to-
be in attendance walk out rather than participate in role-plays. (See Case
Studies Revisited page 90.)

Change
in 
Peopleís 
Behavior

Change in
the 
Environment

Individual Interpersonal Community

Ecological  Individual Interpersonal Community
Level
 
Useful  Health Belief Model  Social Cognitive Theory Social Ecological Model
Theories Stages of Change Theory  Community Organization 
 Decisional Balance Theory  Diffusion of Innovation Theory
 Self-Efficacy Theory
 Theory of Planned Behavior
 
Examples of  Individual counseling Support groups Bond elections
Strategies  Health fairs  Peer counseling Promoting change 
 Newsletters/flyers   through policy
 

Figure 3-7
Change Strategies by Ecological Level
Source: Adapted from National Cancer Institute, 2005, p. 46.

Using Theories and
Planning Models

Case Study: John
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Questions to consider:

1. Based on the number of invitations sent, how many participants should
John expect to attend?

2. What might be some barriers associated with the location John selected
to host his workshop?

3. How might John’s selected method (role-play) act as a barrier?
4. What suggestions would you make to help John improve his planning

efforts?
5. How might the use of a planning model, such as PRECEDE-PROCEED

have helped John identify these potential pitfalls?

Educational Principles

You should also review basic educational principles when determining
which methods to employ. Have you applied as many educational principles
as possible, such as reinforcement, repetition, and practice? Reviewing these
principles will often trigger new ideas about which methods to use or not to
use.

In order to address health issues through health education, it is important
that we draw on the vast knowledge base that education has developed to tell
us how to educate learners. The following principles, adapted from Gilbert’s
text (1981), are of enormous importance to health educators.

Teaching is effective only when clients are motivated to learn. Some princi-
ples of motivation follow:

• Learning is more effective when the learner is motivated by results intrin-
sic to the experience.

• Individuals tend to repeat behaviors that are rewarded (reinforced).
• Immediate reinforcement is more effective than delayed reinforcement.
• Fear and punishment have uncertain effects upon learning. They may 

facilitate or hinder it, depending on the learner’s individual reaction at
the time.

• An individual learns best when he or she believes the learning is
important.

• Learners can be helped to understand a concept, principle, or general-
ization by being shown how varied experiences relate to it and how it can
be applied to a new situation.

Clients can learn only to the extent of their abilities, and they are usually
motivated to learn only that which they perceive as necessary. Therefore, ed-
ucators must determine the needs and abilities of their client base. Princi-
ples related to this task follow:

Principles Related
to Needs and

Abilities

Principles Related
to Motivation
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• Behaviors sought should be within the range of possibility for the learner
involved.

• Generally, the higher the educational level of any given group, the
greater is the effectiveness of using the printed word.

• The lower the educational level, the greater is the need for oral or visual
media.

• There are marked individual differences in any given group of learners.
• Individuals usually slant persuasive communications to fit their own bi-

ases. It is important to protect learners from your biases.
• Creative individuals show a preference for the complex and the novel.
• When problems or issues are a common concern, group thinking is an ef-

fective approach to learning.

Health educators, like any other educators, should be familiar with the fol-
lowing principles of the functions of learning:

• In order for learning to occur, repetition is usually required. Three expo-
sures to the content are recommended.

• Learning should be an active process that involves the dynamic interac-
tion of the learner with that which is to be learned.

• Other things being equal, recent experiences are more vivid than earlier
ones.

• Learning generally proceeds from the general to the specific, and then to
the general (whole–part–whole).

• Transfer learning is not automatic. The ability to apply prior knowledge
or skills to a new context must be taught.

• Behaviors or skills sought must be practiced.
• Learning generally progresses from the known to the unknown, from the

concrete to the abstract, and from the simple to the complex.
• Periods of practice interrupted by periods of rest result in more efficient

learning than do longer periods of practice with few or no interruptions.
• Time spent recalling and discussing what has been read facilitates learn-

ing more than mere rereading.

Characteristics of Learner and Community

We must always consider the characteristics of the individuals and groups we
are working with, namely, the following: 

Age
Gender
Reading ability
Language skills/proficiency in English
Biases and beliefs held
Readiness to learn

Principles Related
to the General

Nature of Learning
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Cultural and ethnic background
Motivation to learn
Learning preferences

Successful application of the previously mentioned theories and models de-
pends on how these characteristics are addressed. For example, if this is a court-
ordered alcohol education program, you may have good attendance in terms of
the number of bodies, but it is usually a great challenge to get the minds in
those bodies interested and attentive. Most community workshops mix ability
groups, making it a further challenge to maintain a high interest level.

Adult learners present a unique dynamic to the learning environment. The
wide range of experiences and perspectives of adults dictate that they see a
connection between learning objectives and application to their own lives
(Edmunds, Lowe, Murray, & Seymour, 2002). Additionally, adults typically
vary significantly in their preferences for how they learn as well as their apti-
tudes and abilities for learning. Edmunds, Lowe, Murray, and Seymour sug-
gest several key differences between adult and child learners, including:

• Unlike children who rely on others to determine what is important to
learn, adults are autonomous, preferring to decide for themselves.

• Adults are unwilling to accept information at face value and need to vali-
date the information from their own perspective.

• Adults expect what they are learning to be immediately useful, unlike
children who anticipate learning to be useful in the future.

• Adults use previous experiences as a canvas on which to add new infor-
mation, unlike children who are often relatively inexperienced with lim-
ited viewpoints.

• Adults have the potential to be knowledgeable/creditable resources in the
learning environment compared to the limited ability of children. 

Robert W. Pike (2003), expert in human resource development and adult
learning, has identified four fundamental principles related to adult learn-
ing. He refers to these as “Pike’s Laws of Adult Learning.” Although adults
are the target of Pike’s laws, his principles appear to be fairly universal for
most learners.

His first law is related to experiential learning. Just as babies and children
enjoy learning through experience, educational experts have discovered that
adult learning is also enhanced by hands-on experiences. The ability to ma-
nipulate items or props in a hands-on situation enables the learner to “expe-
rience” the material and fit the new information into existing schemes. 

Pike’s second law is centered on the notion of self-directed learning.
Learners are more apt to believe in and support their own ideas. Thus, the
role of the educator is to design learning environments that allow participants
to generate ideas, concepts, or techniques. The educator serves as guide,
leading and clarifying, rather than as an all-knowing professor of information. 

Principles Related
to Adult Learners
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The learning environment is often an overlooked aspect of learning. Ac-
cording to Pike’s third law, there is a proportional relationship between the
amount of learning and the amount of fun participants are having (Pike,
2003). Although having fun should never be the primary goal of an educa-
tional program, it is often a natural by-product of effective interventions.
Creating a relaxed, comfortable environment where participants feel free to
laugh, cry, and share personal experiences functions to tear down barriers to
the learning process.  

Pike’s fourth law of learning sounds like the resounding gong of most
health educators—behavior change equals learning. Actual changes in be-
havior are clear indicators that learning has occurred. The ultimate goal of
all educational endeavors is to make a positive change in the participant’s
current knowledge, skill level, or attitude toward the behavior. The ability to
apply the learning is what counts most; thus, providing ample opportunities
to practice will increase the likelihood of retention (Edmunds et al., 2002).

It is common knowledge that individuals process information in different
ways. A learning preference is a preferred method of taking in, organizing,
and making sense of information. Learning preferences are often referred
to as learning styles. Stewart and Felicetti (1992) define a preferred learning
style as those educational situations under which a student is most likely to
learn. “If students’ learning styles are compatible with the teaching style of
their instructors, they tend to retain more information, effectively apply it,
and have a better attitude toward the subject” (Wirz, 2004). Learners can
be classified according to their learning style/preference: visual, auditory, or
tactile/kinesthetic. 

Adult learners need to
see a connection
between their personal
lives and the learning
objectives presented in
the classroom.

Learning
Preferences
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Visual learners learn best by seeing. This type of student uses cues from
the body language and facial expressions of others to fully understand the
subject matter. Visual learners often think in pictures and learn best from vi-
sual displays such as diagrams, illustrations, videos, flip-charts, demonstra-
tions, and handouts, and by eliciting memories (Wirz, 2004). If given the
task of assembling a bicycle, the visual learner would rely heavily on his or
her mental image of a completed bicycle and the graphic display in the di-
rections as cues to complete the task. 

Auditory learners learn best by listening. These learners interpret the
meaning by listening to the tone, pitch, speed, and other nuances of speech.
Ideal methods for auditory learners include lectures and small or large group
discussions. When assembling the bike, the auditory learner would likely
read the printed directions out loud, because written information has little
meaning for him or her until it is heard (Figure 3-8).

Tactile/kinesthetic learners learn best by doing, moving, or touching.
They prefer movement and concentrate best when do not have to sit still for
long periods of time. Hands-on methods that allow the individual to explore
and practice best facilitate learning for this group. The tactile/kinesthetic
learner would likely toss the directions to the side when attempting to as-
semble a bike. 

A health educator can easily accommodate varied learner preferences by se-
lecting a mixture of methods within a program. Varying the strategies used for

Figure 3-8
Learning Preferences
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intervention decreases boredom while giving learners the opportunity to expe-
rience the content in a venue that optimizes their educational learning style.

The size of the group will play an important role in method selection. Large
groups, say over 100, make individual interaction difficult. Methods must be
selected while keeping in mind the size of the group. Lecture is a way to
share a considerable amount of cognitive information in a short time but
usually is not effective for reaching affective or psychomotor objectives.
Small groups offer flexibility in many ways but also put more pressure on the
individual to participate. Ideally, small group size is from 4 to 6; however,
groups can be as small as 3 or as large as 10 (Allen, Duch, & Groh, 2001).
Groups with an odd number of members are recommended for greater suc-
cess in working through conflicts. For projects involving research that cul-
minates in a written report and/or an oral presentation, teams of three to five
members can be quite effective (Howard, 1999).

The time you have to spend with a group will play a major role in the selec-
tion of appropriate methods. Certain methods simply cannot be used in a
short period of time. Many activities require a certain amount of trust to be
successful. Developing trust often involves icebreaking activities, which usu-
ally require time in order to create openness among the participants. Short
workshops do not lend themselves to these activities. As the amount of con-
tact time decreases the method selected must maximize the learning oppor-
tunity by ensuring that essential content is effectively delivered.

Objective: After reviewing the case study, the reader will identify two or more
problems associated with the method James selected for his intervention.

James is conducting a 2-hour workshop on alcohol abuse with 20 individu-
als who have been referred to this mandatory workshop for drinking and
driving offenders. James has not worked with this type of group before and
decides to use an icebreaker exercise designed to reveal personal details of
the participants. The group members immediately become hostile and
bombard poor James with comments like, “I don’t want to be here anyway,”
“This information is no one’s business but mine,” “Just get on with the facts
and let’s all get out of here!” James cuts short the icebreaker and concludes
the workshop as quickly as possible with a less than successful lecture on the
dangers of alcohol abuse and driving. (See Case Studies Revisited page 90.)

Questions to consider:

1. What characteristics of the learners should James have considered
when developing his intervention?

2. Why might the use of a personal icebreaker in this situation be an inap-
propriate method to select?

Contact Time

Group Size

Case Study: James
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Quality health education need not be expensive, but it does require an ap-
propriate budget. To compete successfully with unhealthy media messages
and long-held unhealthy habits, we need and deserve a reasonable budget.
Do you have enough money to use the best methods for the health edu-
cation program? If you have limited resources, can you still achieve your
objectives, or would you be better off limiting the number of programs but
improving the quality of the programs offered?

Quality health educators should receive quality salaries for their time,
and that requires an appropriate budget. Photocopies, DVDs, computer soft-
ware, and other tools of the health educator all cost money.

You must consider all the resources you have at your disposal. Do you have
good facilities to break out into small groups? If you have access to a mi-
crocomputer lab, it opens up totally new possibilities. Will you have a
quiet space for presentations? What about parking or transportation? If you
have access to well-appointed teaching facilities, it opens up the use of
many methods. This is especially true of those methods that include tech-
nology. Do the participants have Internet access? Of course, many quality
health education programs have been offered without any facilities by
reaching into homes or utilizing community settings. You work with what
is available, and often the local setting is much better for achieving your
objectives.

If you are the primary provider, what are your strengths as a health educator?
What methods are you uncomfortable using? Although you should be will-
ing to take some chances if you are to be successful, it is important you not

Characteristics of
the Educational

Provider

Resources/Site

Budget

Be sure that the size of
your group is appropriate
for the type of program
you are conducting.
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set yourself up for disaster by selecting a method that will make you so un-
comfortable that you cannot do a credible job. If certain methods seem cen-
tral to achieving your objectives, it may be vital to employ them. Therefore,
you may need to practice the method so you can be effective in using it, or
perhaps you should bring in an outsider to conduct the method. Using such
guests can often increase your comfort with a method while providing a
needed activity for your target population. Again, the important principle is
to use the correct method given your objectives.

The health educator must also be very cognizant of the influential role
his or her personal attitude will have on the educational environment.

It is critical that you communicate a sense of excitement and support
for the intervention. If you are not energized about the content being pre-
sented, why should your participants be? People are naturally drawn to
optimistic individuals; thus, the health educator should strive to maintain
a positive, supportive attitude that will in turn foster a positive learning
climate.

It is extremely important that you consider the cultural characteristics of the
group you are targeting. Many programs have failed because of this issue.
The best protection is to establish an advisory group from the group being
targeted. This small group can preview your methods and give you some
idea of what response to expect from the participants. Another, less formal
way to get some idea is to sit down with a few participants prior to the event
and ask them if they think the method would work and be appropriate. (See
also Chapters 8 and 9.)

Why use a variety of methods? Following are some reasons:

1. It makes it more likely you will achieve your objectives.
2. It may prevent disruptive behavior.
3. It may ensure participant interest.
4. It is more fun for the presenter and learner.
5. Not all learners respond positively to the same methods.

Remember, in health education we are often working with hard-to-reach
groups, and anyone gets tired of the same presentation method. Always do
what you can to make your presentation interesting, and you will have a
better chance of achieving your objectives. By keeping people interested
you will also minimize disruptive behavior, such as demonstrated lack of at-
tention or even outright hostility. During community workshops some par-
ticipants may actually walk out. The first time you have a large number of
people walking out on your presentation, you will be very upset, but the
problem may simply be a lack of variety or poor method selection. Variety is
more fun for you too. You will lose interest yourself if you do things the
same way each time. Try new methods, and you will find your task much
more enjoyable.

Using a Variety 
of Methods

Cultural
Appropriateness
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At the elementary and secondary levels, straight lecture or textbook methods
are considered nonfunctional (Fodor & Dalis, 1974, p. 53).

Each instructor must develop his or her own technique of facilitating.
Learning is greatly increased if students are motivated and interested in what
they are doing. One of the major criticisms of health education programs is
that they are dull. Developing a caring, humanistic approach toward partic-
ipants should help health educators make their classes more exciting and
challenging for the students. The learning process can and should be made
enjoyable and interesting.

Any teaching technique or procedure must actively involve the learner if
it is to be effective. According to Pike (1994), the average adult can “listen
with understanding” for approximately 90 minutes, and “listen with reten-
tion” for approximately 20 minutes. As the level of intelligence decreases,
the ability to retain information naturally decreases. Pike recommends the
“90/20/8 rule,” suggesting that no session we teach run more than 90 min-
utes, the method should be changed at least every 20 minutes, and partici-
pants should actively manipulate the content every 8 minutes (Booth, 2007).
Active participation can be either direct or vicarious. In direct participation,
the student is physically involved in the activity; in vicarious participation,
he or she is a viewer of an activity that is going on in another place or an-
other time. Either way, the goal is for the individual to be affected positively
and provided perceptions and experiences contributing to the attainment of
desirable long-range cognitive, affective, and action goals (Kime, Schlaadt,
& Tritsch, 1977, p. 96).

Different learning opportunities should not be used for the sake of variety
alone. True, a variety of learning techniques is of value in that variety tends
to break the monotony for the teacher as well as for the student, but there are
other important reasons for using different learning opportunities: (1) to
meet a variety of objectives, (2) to meet a variety of student needs and inter-
ests, and (3) to stimulate a variety of senses (Oberteuffer, Pollock, & Harrel-
son, 1972, pp. 138–139).

One of the most important generalizations that emerges from systematic
comparisons of programs and experiments with positive results and those with
negative findings (no effect) is that the greater the variety in educational
methods used, the more likely the program or experiment will show positive
results. This generalization applies both with individuals and with popula-
tions. At the individual level, variety in education methods apparently helps
to surround the learner with communications appealing to different senses
and modes of learning that are mutually supportive (Green, 1976, p. iv).

Montambeau and Finch (2000) believe that learning is related to the
method selected, as shown in Figure 3-9. The more active and involved the
learner becomes, the more likely he or she will be to learn. Hence, the least
effective strategy is simple lecture, with no learner activity, and the most ef-
fective occurs when the learner is teaching others and, thus, immediately
applying what has been learned to the fullest extent.

Some Comments 
on Method Choice
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The Learning Environment

The mental/emotional environment can be influenced by the physical envi-
ronment in which we conduct our classes or workshops. We must do what
we can to make the total environment as pleasant as possible. If we have
control over the space, we should strive to develop a cheerful, positive ap-
pearance that is conducive to learning. It is common sense that a room that
is warm and pleasant is an enhancement for good learning. Select warm col-
ors and organize the space to be inviting. Adding colorful paper and posters
also sets a positive mood. Be certain to change the colors and posters on a
regular basis. Like variety in method selection, variety in the environment
stimulates learning. Often in community settings we have limited control
over the physical setting.

Objective: After reviewing the case study, the reader will explain the rela-
tionship between the learning environment and learner performance.

Susan inherits a classroom that is run-down and gloomy in appearance.
Many years ago it was painted a battleship gray, which has now faded. The
bulletin boards are old and worn. She believes that this is contributing to a
negative atmosphere and wants to do something about it. She has re-
quested through her principal that it be refreshed. She discusses the prob-
lem with her students, who organize a fund-raising drive that results in
$145 for paint and paper. Over the break students volunteer to help scrub

Case Study: Susan

Learning Styles Affected
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80 The Learning Environment

and paint the room. The transformation is dramatic. The 3 days of vacation
time spent painting result in a major change in the total environment.
Susan notices a significant change in the classroom climate. (See Case
Studies Revisited page 91.)

Questions to consider:

1. Do you believe Susan’s outcomes in the classroom climate were worth
her personal investment? Why or why not?

2. How might the inclusion of the students in the renovation project foster
an effective learning environment?

Noise can be a major distraction in the learning environment. Select a site
free of distractions as much as possible. Soft background music can some-
times overcome some noise from the outside. Other noise can come from
participants and can also be a distraction or could simply indicate a high de-
gree of interest. Noise must be evaluated in terms of what helps achieve
learning. Many classrooms are so quiet that learning is unlikely to be taking
place. Noise, therefore, is not always bad. If we desire to increase learning re-
tention, noise levels will likely increase if the methods used involve active
learning. Participants need opportunities to show enthusiasm and ask ques-
tions. The reason for the noise is an important consideration. All partici-
pants should have an opportunity to hear and be heard.

Noise Levels

Rooms that are
decorated cheerfully
with warm colors offer
an inviting learning 
environment.
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The way you organize your seating is very important. Most situations allow for
some change. Determine what would be the best seating arrangement for the
objectives you hope to achieve. If you want interaction, a circle might be best.
If you feel you need most interaction to be between you and the group, a semi-
circle might be best. If it is a large group, you might consider multiple rows
with your position elevated. If you want small-group work, you might consider
small clusters. Figures 3-10 through 3-15 depict various seating arrangements.

Cluster Seating (Figure 3-10): Arranging four or five desks in such a man-
ner that the participants face one another.

Positives:

• Facilitates group work and activities.
• Facilitates learning from others and peer education.
• Allows for hands-on learning.

Negatives:

• Some participants will have their back to the instructor, requiring partici-
pants to turn  during active instruction.

• The arrangement could distract from the ability to practice independently.

Seating
Arrangements

DoorChalkboard

C
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d

Teacher’s
Desk

CLUSTER SEATINGFigure 3-10
Interaction and Small-
Group Work
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Flexibility with Control

• Group dynamics could inhibit learning (mismatched ability level or per-
sonality of the participants).

• Limits the instructor’s ability to regulate activity.

Traditional Classroom Seating (Figure 3-11): Participants are all facing the
front of the room in parallel rows and columns.

Positives:

• Emphasizes the role of the health educator as the instructional leader.
• Accommodates a maximum number of people.
• Ideal for independent activities.
• Allows focus of attention to be centralized on the instructor, screen, or board.
• Provides participants with a sense of personal space.

Negatives:

• Creates natural barriers to conversation, thus limiting discussion among
participants.

• Limits the mobility of the presenter to the front of the room.
• The zone of teaching emphasis becomes the front and center of the

arrangement. Participants seated on the sides, back, and corners might
not participate equally with those seated in the middle or front.

Circular Seating (Figure 3-12): All seats are positioned fairly close, facing
into the center of the room.

59292_CH03_047_096.qxd  10/28/09  12:27 PM  Page 82
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Positives:

• Promotes a sense of equality among participants.
• Facilitates equal interaction and participation.
• All participants are “exposed” to the health educator and other participants.
• Promotes the role of the health educator as “part of the group” in lieu of

an authority figure.

Negatives:

• Loss of anonymity might make some participants feel uncomfortable.
• The proximity of desks promotes side conversation among neighboring

participants.
• Limits the ability of the instructor to control off-task behavior.

U-Shaped Seating (Figure 3-13): Desks are arranged in parallel rows on one
side of the room facing the parallel rows on the opposite side with an open
space in the middle. The two rows are connected by an additional per-
pendicular row of inward-facing desks. The health educator can be located
in the open portion of the U shape or can minimize his or her presence by
standing behind the perpendicular row.

CIRCULAR SEATING 

Health
Educator

Figure 3-12
Guided Interaction
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Positives:

• Useful for demonstration.
• Useful for debate.
• Encourages eye contact among participants.
• Health educator has greater freedom of movement. 
• Promotes interaction among participants.
• Seating can be easily altered to create buzz groups.

Negatives:

• Creates a barrier among participants by dividing the room into sides.
• The zone of emphasis becomes the middle, potentially de-emphasizing

students located at the ends and corners. 
• The proximity of desks promotes side conversation among neighboring

participants.
• The arrangement could distract from independent practice. 

Health Educator

Work
Table

Work
Table

Health Educator

CLASSROOM U-SEATING

Figure 3-13
Flexibility with
Emphasis on Interaction

59292_CH03_047_096.qxd  10/28/09  12:27 PM  Page 84



Chapter 3 Contextual Considerations for Behavior Change 85

Half-Circle Seating (Figure 3-14): Seats are arranged in a semi-circle facing
the health educator located in the middle.

Positives:

• Facilitates class discussions with an understanding that the health educa-
tor is the discussion leader.

• Allows the health educator greater freedom of movement among partici-
pants. 

• More relaxed than parallel rows with minimal loss of control by instructor.

Negatives:

• Requires a large amount of space.
• The zone of emphasis becomes the middle, potentially de-emphasizing

students located at the ends.

Board Room Seating (Figure 3-15): Design is similar to the U shape with
parallel and perpendicular seating; however, the space between desks/tables
is removed, creating a conference table.

Positives:

• Facilitates problem-solving activities by increasing the proximity of par-
ticipants and reducing personal space.

HALF-CIRCLE SEATING

Health
Educator

Figure 3-14
Controlled Interaction
with Health Educator in
Controlling Position
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Figure 3-15
Controlled Interaction

Health
Educator

BOARD ROOM SEATING

• The instructional leader is clearly defined but easily shifted to other
members in the group.

• Promotes a business-like environment and a sense of formality. 

Negatives:

• The close proximity of participants could be uncomfortable for learners.
• Not conducive for larger groups.
• Eye contact is limited among participants seated on the same side.
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It is important to plan ahead and not let seating happen simply by acci-
dent. Arrive early for workshops and plan your environment. Arrange the seat-
ing and let people know it is not okay to change it. If you do not want people
sitting in the back, then do not place seats in the back. If you are in the class-
room, do not let students pick where they sit until you know them well. Cer-
tain students or participants should never sit together. Be certain to also
consider any special needs students have such as hearing or sight limitations.
Putting someone in an incorrect seat can produce a behavioral problem. For
example, a participant who cannot hear may become very disruptive simply
because he or she cannot participate.

Using the Total Environment

In the past many health education programs have assumed that the few
contact hours of the program could lead to major changes in the target pop-
ulation without giving consideration to the total environment in which indi-
vidual members exist. It is important that we give consideration to the total
physical and mental climate in which these people live.

Although we may not have the capability to significantly alter this
environment, we can probably provide the knowledge or skills to alter per-
ceptions of the environment. That is, we might help participants overcome
feelings of lack of control or helplessness or we might provide information
on where to get help to change the environment.

Objective: After reviewing the case study, the reader will describe two or
more environmental barriers ignored by Maria, which may have resulted
in poor compliance.

Maria has conducted a prenatal care workshop for residents in the com-
munity who qualify for subsidized housing. The major objective was to in-
crease knowledge regarding the reasons to seek prenatal care and increase
compliance. Maria selected a variety of methods that emphasized the pos-
itive health outcomes among women who received prenatal care. The
workshop was well attended, and the information seemed to be received
with interest. Post-workshop assessment showed knowledge was significantly
increased. A 6-month follow-up, however, shows no increase in seeking
care compliance. (See Case Studies Revisited page 91.)

Questions to consider:

1. If Maria’s goal was to increase prenatal care among her participants, how
might her stated objective have led to inappropriate method selection?

2. What do you believe might be potential barriers to this target popula-
tion that hinder prenatal care?

Case Study: Maria
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Before Starting a Community Engagement Effort . . .

1. Be clear about the purposes or goals of the engagement effort, and the
populations and/or communities you want to engage.

2. Become knowledgeable about the community in terms of its economic
conditions, political structures, norms and values, demographic trends,
history, and experience with engagement efforts. Learn about the commu-
nity’s perceptions of those initiating the engagement activities.

For Engagement to Occur, It Is Necessary to . . .

3. Go into the community, establish relationships, build trust, work with 
the formal and informal leadership, and seek commitment from commu-
nity organizations and leaders to create processes for mobilizing the 
community.

4. Remember and accept that community self-determination is the responsi-
bility and right of all people who comprise a community. No external en-
tity should assume it can bestow to a community the power to act in its
own self-interest.

Packaging the Total Intervention Strategy

How your methods fit together to form your intervention package is impor-
tant in achieving your objectives. Are the methods complementary and re-
inforcing? Do the methods break up the time together so that you can more
easily hold the attention of your intended audience? Have you appealed to
different styles of learning? Have you applied as many educational principles
as possible, such as reinforcement, repetition, and practice?

Beware of the following common mistakes in method selection:

1. Selecting a method that you personally like but that is not the best
method for achieving your stated objectives

2. Underestimating or overestimating the time required to conduct a
method properly

3. Selecting an inappropriate method for the characteristics of the group
4. Not reinforcing key points

The Centers for Disease Control and Prevention has developed a set of prin-
ciples of engagement to promote quality community involvement in com-
munity health projects. These principles, presented in Table 3-2, can and
should be applied to community health programs.

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.

Principles of
Engagement

Common Mistakes
in Method Selection

Table 3-2 Principles of Community Engagement
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E X E R C I S E S

1. Select one of the theories/models or ele-
ments of a theory/model described in this
chapter and apply it (them) to a specific health
intervention. For example, consider HIV edu-
cation for a community youth group. You could
apply the Health Belief Model as a whole, ele-
ments of the Health Belief Model, or maybe
you want to focus on the Theory of Planned Be-
havior of condom use. State the health issue on
which you will focus, select the theory/model/
element, and then briefly outline an interven-
tion, describing the methods that will opera-
tionalize the theory.
2. One of the educational principles related
to motivating the learner states: Fear and pun-
ishment have uncertain effects upon learning.
They may facilitate or hinder learning. You are
conducting a workshop for middle-aged wo-
men on preventing cervical cancer. Briefly de-
scribe how this educational principle could
have an impact on your workshop.

3. One of the educational principles related to
the needs and abilities of the learner states: The
lower the educational level, the greater the re-
liance on oral or picture media. You are con-
ducting a workshop for 10-year-old children on
safety in the home. Briefly describe how this
educational principle could have an impact on
your presentation, and give concrete examples
of how you would incorporate this principle.
4. You are planning to conduct a series of
community workshops on weight control. List
four characteristics of the learner that should
be considered in planning, and briefly de-
scribe why each is important.
5. Interview a health educator regarding what
models and theories he or she uses in the
practice of health education.

For Engagement to Succeed . . .

5. Partnering with the community is necessary to create change and improve
health.

6. All aspects of community engagement must recognize and respect com-
munity diversity. Awareness of the various cultures of a community and
other factors of diversity must be paramount in designing and implement-
ing community engagement approaches.

7. Community engagement can only be sustained by identifying and mobiliz-
ing community assets, and by developing capacities and resources for
community health decisions and action.

8. An engaging organization or individual change agent must be prepared to
release control of actions or interventions to the community, and be flexi-
ble enough to meet the changing needs of the community.

9. Community collaboration requires long-term commitment by the engaging
organization and its partners.

Source: U.S. Department of Health and Human Services, 1979. 

Table 3-2 Principles of Community Engagement (continued)
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CA S E  S T U D I E S  R E V I S I T E D

Molly addressed most of the concepts in the IBCF; unfortunately, her
failure to account for predisposing and enabling factors has limited the ef-
fectiveness of the intervention. The program successfully provided the
requisite knowledge about the importance of fruit and vegetable con-
sumption, the necessary skills for evaluating healthy snack choices, and
promoted a positive attitude about eating healthy. She failed to consider
financial burden (enabling factor) associated with eating healthier foods.
It is also possible, however, that the snacks in the vending machine were
not the personal preferences of the students.  Perhaps Molly should have
included in her program a method that allowed students to determine
what should be found in their healthy vending machine. The method
would provide Molly with direction for the selection of fruits and vegeta-
bles while addressing predisposing factors related to personal preference.
Reducing the cost of the items seems like an obvious solution; however,
this may not be a viable option without additional funding to subsidize
the cost of the healthier food. Molly might consider adding methods to
promote the vending machine foods as “student choices” and tout the
benefits of the healthier foods for just a few more cents, thus pointing out
the positive aspects of the change and reinforcing the likelihood of snack
purchase. (See page 55.) 

John has much to learn about workshop conduct and method selection.
John sent out 100 invitations . . . how many people should he expect to at-
tend? If health educators get a 50% attendance rate from invitations, they are
usually thrilled! Is it likely that low-income individuals will be willing or
even able to travel to an upscale hotel outside their community? John’s at-
tendance might have improved had he conducted the workshop at a site in
the target community. Because of a personal interest in a strategy, John may
have selected an inappropriate method for this population. Did he consult
local community leaders about his presentation and discuss the most effec-
tive approaches he could utilize? Probably not. When health educators work
with groups that they are unfamiliar with, it is essential that research or con-
sultation of some type be performed in order to optimize effective strategy
selection. (See page 69 and Chapters 8 and 9.)

James obviously had not made a good match between his strategy selection
and learner characteristics. In addition, using a revealing icebreaker exercise
in a short, once-only workshop where trust could never be established was an
error and not a good use of limited contact time. This example points to the
necessity of thoroughly examining all the elements of learner characteristics

Case Study 
Revisited: James

Case Study 
Revisited: John

Case Study 
Revisited: Molly
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and presentation conditions (group size, contact time) before proceeding
with an intervention. Too many health educators have had to learn the hard
way . . . through painful experience. (See page 75.)

Susan has demonstrated an understanding of the effects that the environ-
ment can have on learning, and she has shown a great deal of initiative in
enhancing her own particular environment. The atmosphere in Susan’s
classes may not change overnight, but she has optimized the possibility for
change. Additionally, including the students as participants in the renova-
tion project gives the students a sense of ownership and responsibility for
learning in their classroom.  Health educators should not underestimate the
effects that the physical environment can have on learning, and in some
cases how easily the environment can be improved. (See page 79.)

Maria has conducted a useful workshop that obviously met her objective,
providing some needed factual information. Unfortunately, her objective
did not adequately support her goal of increasing compliance to seek prena-
tal care. Maria failed to consider the total environment (physical and men-
tal) of her population and just what compliance would necessitate. Maria
provided no information on the accessibility of the clinic or how to get there,
and she failed to emphasize the very low costs involved. Including objec-
tives, selecting methods to address skills related to accessing the clinic, and
considering attitudes concerning barriers associated with cost might have
produced more favorable compliance. She gave no real thought to the total
environment of this group or the potential barriers to effecting a positive be-
havior change. (See page 87.)

Case Study 
Revisited: Maria

Case Study 
Revisited: Susan

S U M M A RY

Selecting the appropriate educational inter-
vention is vital to achieving your objectives.
1. The selection of a method should always
take into account the objectives to be achieved.
2. Some other important considerations are

Educational principles
Theory and model application
Adult learners
Characteristics of the learner
Learning preferences
Group size

Contact time
Budget
Resources/site/environment
Characteristics of the educational provider
Cultural appropriateness
Using a variety of methods
Packaging the total intervention strategy

3. The total environment must be considered
when planning for instruction.
4. Principles of community engagement can
greatly enhance the likelihood of success.
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Methods of
Instruction/Intervention

4
C H A P T E R

Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility II: Plan Health Education Strategies, Interventions, and Programs
Competency F: Select appropriate strategies to meet objectives.
Competency G: Assess factors that affect implementation.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate plan of action.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Note: The competencies listed above, which are addressed in this chapter, are considered to be
both entry-level and Advanced 1 competencies by the National Commission for Health Educa-
tion Credentialing, Inc. They are taken from  A Framework for the Development of Competency
Based Curricula for Entry Level Health Educators by the National Task Force for the Prepara-
tion and Practice of Health Education, 1985; American Association for Health Education, Na-
tional Commission for Health Education Credentialing, & Advanced I (1999). A Competency-
Based Framework for Advanced 1 Health Educators. Allentown, PA: The National Commission
for Health Education Credentialing, Inc., American Association for Health Education, and the
Society for Public Health Education; and A Competency-Based Framework for Health Educa-
tors—The Competencies Update Project (CUP), 2006.
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98 Using Methods as a Framework

After studying the chapter, the reader should be able to verbally:

• Describe the major advantages and disadvantages of using each method.
• Describe how to use each method.
• Provide a rationale for using each method.
• Match methods with objectives.

Method description Disadvantages
When to use Method implementation
How to use Examples
Advantages

Using Methods as a Framework

An arsenal of methods is available to us in health education. It is important
that we consider the objectives first and then focus on the methods to meet
those objectives within the context of the resources we have at our disposal.
This chapter will focus on the many methods available to the health educa-
tor, some of which are as follows:

1. Getting acquainted (icebreakers) 17. Mass media
2. Audio 18. Models
3. Audiovisual materials 19. Music
4. Brainstorming 20. Newsletters/flyers
5. Case studies 21. Panels
6. Computer-assisted 22. Peer education

instruction 23. Personal improvement
7. Cooperative learning and projects

group work 24. Problem solving
8. Debates 25. Puppets
9. Displays and bulletin boards 26. Role plays

10. Educational games 27. Self-appraisals
11. Experiments and 28. Service learning

demonstrations 29. Simulations
12. Field trips 30. Storytelling and literary 
13. Guest speakers venues
14. Guided imagery 31. Theater (using scripts)
15. Humor 32. Value clarification
16. Lecture 33. Word games and puzzles

Each method should be considered a “framework.” Every possible
method should be considered for each objective to be achieved. An impor-
tant step in making the decision is to use the preceding list of
activities/methods and consider how each might conceivably be employed
to meet your objectives. This will force you to consider the many options

K E Y  I S S U E S

O B J E C T I V E S
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available for achieving your objectives and make it less likely you will pick a
method for inappropriate reasons.

Objective: After reviewing the case study, the reader will compare and
evaluate whether using a small-group discussion or a lecture is more ap-
propriate to achieve the objective.

Pam has been asked to develop a health education program for the local
community in an affluent suburb just outside of a major metropolitan area.
During her years in college the only teaching method she experienced was
lecture. She therefore develops and emulates an intellectual lecture pre-
sentation on the evils of drugs for the five parents of adolescents who are
believed to have drug problems. When the parents seem uninterested in
her approach, she is disappointed. One of the parents suggests she just sit
down and talk with them. Another parent, who is a physician, says they are
all aware of the evils of drugs but need help in relating to their children.
(See Case Studies Revisited page 181.)

Questions to consider:

1. Which method—lecture or small-group discussion—is most appropri-
ate for Pam’s lesson? Explain why.

2. How might the demographic make-up of the target population influ-
ence the selection of a method to address the objective?

This chapter will present a variety of methods and one or more examples of
the application of the method. The reader should remember that the methods
presented can be converted to other subject matter with relative ease. To reit-
erate, each method is a framework that can and should be adapted to meet
your needs. Always think of how each method might be applied to meet your
objectives. Health educators often “crash” into a method without thinking
through what is the best method to achieve the desired outcome. Table 4-1
presents a matrix helpful in method selection. We will examine each of the
methods listed there in detail. Note the varied roles of the facilitator.

Method/Intervention 1: Getting Acquainted
(Icebreakers)

Getting-acquainted activities, also called icebreakers, can be used to set the
tone for a workshop or class. These activities should be easy to follow and fun.
They range from having participants introduce themselves to more complex
activities designed to show what will be covered or why the lesson is being pre-
sented. They should be selected very carefully, with the objectives and target
population characteristics in mind. It is often said that the first 15 minutes of
any presentation sends a message of what is to follow. Send a positive message

Case Study: Pam

Of all the beasts in the
jungle, we most often 
resemble the crashing
boar.
—Mohan Singh
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100 Method/Intervention 1: Getting Acquainted (Icebreakers)

Table 4-1 Methods Selection Matrix

Method Comments

1. Getting X P P 15� All None Low X X
acquainted
(icebreakers)

2. Audio X P P 15� All None Low X X Equipment
required

3. Audiovisual X P P 15� All None Mod X X Equipment
materials required

4. Brainstorming X 20� All 20 Low X X
5. Case studies X X 30� All 20 Low X X
6. Computer- X P 30� 10� Ratio High X Equipment

assisted required
instruction

7. Cooperative P P P 30� All 20 Low X X
learning

8. Debates P P 30� All 30 Low X X
9. Displays/ X 30� All None Low X X Special

bulletin boards materials
required

10. Educational X 20� All 30 Low X X
games

11. Experiments X X 30� All Ratio Mod� X Equipment
and required
demonstrations

12. Field trips P 60� All Ratio Mod X X
13. Guest speakers X P 30� All None Low� X X
14. Guided X P 30� All None Mod X X Equipment

imagery required
15. Humor X X 2� All None Low X X
16. Lecture X 5� All None Low X X
17. Mass media X 5� All None X X Access

required
18. Models X P 5� All None Low� X X Equipment

required
19. Music P X 5� All None Low X X Equipment

required
20. Newsletters/ X 120� All None Mod X X Equipment

flyers readers and
duplication
required
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Table 4-1 continued

Method Comments

21. Panels P X 30� All None Low X X
22. Peer education P X 120� All Ratio Mod X X Special

training
needed

23. Personal X P 600� 10� None Low� X X Requires
improvement adequate
projects time

24. Problem P P 30� All 25 Low X X
solving

25. Puppets X X 30� All 25 Low� X X Equipment
required

26. Role plays X P 30� 10� 25 Low X X
27. Self-appraisals X 15� 10� None Low X X Handout or

computer
required

28. Service learning X X P 120� All None Mod X X Consider
insurance

29. Simulations X X X 30� 10� 25 Mod� X X Special
materials
required

30. Storytelling and P X 15� 10� None Low X X Abstract
literary venues thought

required
31. Theater/scripts X X 30� All None Mod X X Scripts 

(memorized/ required
readers)

32. Value X 30� 14� 30 Low X X
clarification

33. Word games X 10� 10� None Low X X Handout
and puzzles readers required

X � Yes, common use.
P � Possible.
Blank � Uncommon.

C
og

ni
tiv

e 
O

bj
ec

tiv
es

A
ff

ec
tiv

e 
O

bj
ec

tiv
es

Ps
yc

ho
m

ot
or

 O
bj

ec
tiv

es
Ti

m
e 

Re
qu

ir
ed

 (M
in

ut
es

)

A
ge

s/
Ye

ar
s

Si
ze

/S
ug

ge
st

ed
 M

ax

Bu
dg

et

C
om

m
un

ity
 S

et
tin

g
Sc

ho
ol

 S
et

tin
g

59292_CH04_097_184  10/28/09  12:28 PM  Page 101



102 Method/Intervention 1: Getting Acquainted (Icebreakers)

that this will be a good presentation! Start on time, and be enthusiastic.
Always be polite and interested in the people present. Try to address people by
name. Encourage all to participate, and participate as much as possible your-
self. Your active participation sets the tone for the group.

Advantages of getting-acquainted activities are that they:

1. Can serve to create an atmosphere of mutual trust and respect.
2. Can help the facilitator learn the names and interests of participants.
3. Can promote and set the ground rules for participant interaction.
4. Can truly energize participants.
5. Can put participants at ease.

Disadvantages are that they:

1. Can be time-consuming, reducing time for more important needs.
2. Can make participants uncomfortable.

1. These activities have the potential to make participants either com-
fortable or uncomfortable. Choose them wisely, considering participant
characteristics.

2. Explain clearly the rules or what is expected of the participants prior to
beginning the activity. Participants are more likely to engage in an activ-
ity when they are confident they are doing it correctly.

1. Sit in a circle so that all faces can be seen.
2. Reviewing the rules: All will participate in associating names with faces

without writing down names.

Example 1: The
Name Game

Tips for Effective
Implementation

Advantages and
Disadvantages

Icebreaker activities can
be a helpful way to 
begin a workshop with a
positive tone.
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3. First person says his or her own name (generally only first name).
4. Second person says first person’s name and then adds his or her own.
5. Procedure is repeated until the final person says all names plus his or her

own.
6. Reverse directions and have the first person say all names in reverse order.
7. After several persons have completed game in reverse, change places and

pick several people to say names.
8. Repeat until all are comfortable saying all names.

1. To introduce a new area of instruction
2. To get a group better acquainted
3. To review
4. To determine the knowledge of the group

The facilitator must do background work on the topic to be covered and
identify key vocabulary words. Examples include drug names, nutrients, dis-
eases, and pollutants.

To identify the word on your back.

Three-by-five-inch cards and masking tape. (Self-adhesive mailing labels
may also be used.)

Participant Information

1. The objective of this activity is for you to identify the term or phrase writ-
ten on the label attached to your back. You may not look at your label.

2. You can ask only yes-and-no questions of other people in the room as you
simultaneously attempt to identify your mystery term or phrase.

3. You can ask each person only one question. If you have asked a question
of all participants, you may repeat the process.

4. You must get at least three yes answers to your questions before you can
make a guess at the word on your back.

5. The first person to guess correctly is the winner. Continue the game un-
til at least half of the group has been successful.

6. Instruct participants to answer “I don’t know” or “I am not certain” rather
than taking a chance on giving the wrong yes or no answer, because
wrong answers will ruin the game. If no one is certain of the correct an-
swer, the facilitator should give the answer.

Facilitator Information

1. After reviewing all rules, the facilitator places a 3-by-5-inch card (or a
self-adhesive mailing label) with a word on it on the back of each

Rules of Play

Materials

Player Objective

Background

Purpose

Example 2: Get It
Off My Back
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104 Method/Intervention 1: Getting Acquainted (Icebreakers)

participant. It is important that no one sees the card placed on his or her
own back.

2. The facilitator should mingle among the participants to provide help if
needed.

3. In the cases where the correct answer is uncertain, the facilitator should
provide the answer.

4. Repeat the game if there is time. Consider using different cards for the
next round.

5. Debrief by discussing the logic followed in discovering the words being
guessed.

Construct special name tags to include information that will open up com-
mon ground and put the group at ease. Figure 4-1 shows an example.

After completing the answers to the questions posed on the name tag,
each person should pair up with another and ask clarifying questions. Partic-
ipants can decline to answer any question but generally find these questions
nonthreatening. This is a good beginning activity to promote some safe self-
disclosure that contributes to a positive atmosphere.

Two other examples of getting-acquainted activities follow:

1. Pair up participants and give them 2 minutes to interview each other to
find five unique things they have in common that they can share with the
larger group.

2. Ask each participant to reveal a personal trait of which they are proud.

Other Examples

Example 3: Special
Name Tags

Favorite
Food

Favorite Name Favorite
Recreation

Some
Characteristic

You Detest

Like Doing...
Someone
You Love

1 __________________
2 __________________
3 __________________

Ann P.

Lasagna
Elizabeth

Tennis

Lying

swimming
reading
jogging

RobertFigure 4-1
Name Tag Serving as
an Icebreaker
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Method/Intervention 2: Audio

Audio methods such as tapes, compact discs (CDs), and sound bites can be
used in many creative ways throughout a program and are often combined
with other methods. You can simulate situations or play real voices.

Advantages of audiotapes are that they:

1. Are fairly low in cost.
2. Provide a structured and controlled experience.
3. Can allow for self-paced learning when listening independently.
4. Are easy to use.
5. Can provide excellent feedback.

Disadvantages are that they:

1. Appeal to only one sense.
2. Require equipment.
3. Require special equipment for large groups.
4. Can be boring.
5. Have a high risk for equipment malfunction.

To avoid awkward transitions when using audio techniques, the facilitator
should cue up the audio materials and assess the volume prior to delivery of
the method.

Interviews with experts on the subject involved can be played back for the
group. Try to select charismatic leaders or voices.

Participants may conduct a self-interview by pretaping questions to answer
themselves. For example, propose a conversation with a crystal ball. The par-
ticipant controls the on-and-off button and asks the crystal ball about his or
her future if certain unhealthy behaviors are followed. (See also Chapter 7.)

Provide each participant with a practice CD containing step-by-step instruc-
tions to complete a task related to the content. An example might include
deep-breathing exercises in a stress management program.

Method/Intervention 3: Audiovisual Materials

Audiovisual materials include such things as DVDs, presentation sofware,
and Internet clips. Older means include videotapes, films, overhead trans-
parencies, flip charts, and filmstrips. The use of audiovisual equipment will

Example 3:
Development of

Skills

Example 2: Self-
Interview

Example 1:
Interviews with

Experts

Tips for Effective
Implementation

Advantages and
Disadvantages
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106 Method/Intervention 3: Audiovisual Materials

be discussed in detail in Chapter 7. Here we will just summarize the ad-
vantages and disadvantages and provide some brief examples of use
throughout a program.

Advantages of audiovisuals are that they:

1. Provide potential for variety.
2. Serve as an attention-getter.
3. Can be used to introduce, solidify, or reinforce a topic.
4. Can be a nonthreatening way to introduce issues.
5. Can provide a backdrop for discussion.
6. Are often relatively cheap and easy to use (as in the case of blank DVDs,

presentation software, and media clips from the Internet.)
7. Can serve as a class or individual project (as in the case of making a video).

Disadvantages are that they:

1. Are unpredictable in outcome.
2. Require equipment that may be expensive (such as interactive

videodiscs).
3. Can create a situation in which some are unwilling to participate and al-

low others to do all the work.
4. Can raise too many issues to have a focused discussion.

1. Prior to showing audiovisual materials, introduce the content and clarify
the objective of the method. Asking participants to look for key pieces of
information helps them to maintain focus and gives learners a more ac-
tive rather than passive role.

2. Justify the credibility of the source for the learner and approximate the
length of the presentation.

3. Cue up the audio materials and assess the volume prior to delivering the
method. 

4. Provide a closure to the audiovisual method by discussing or summariz-
ing key concepts.

Following are some examples of how to use audiovisual materials.

1. As a supplement to lecture, provide real-life examples and experts.
2. Make tapes (audio or video) as a group. For example, a videotape could

be made of community problems, using the approach of an investigative
reporter.

3. Use previously recorded videotapes to monitor behaviors such as drug
transactions. This practice can become a deterrent to such behavior.

Examples

Tips for Effective
Implementation

Advantages and
Disadvantages
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4. Record by audiotape or videotape a confrontational situation, such as
parents and child arguing over the use of a drug of interest to the group.
Use actors to portray the wrong way and a better way of engaging in such
a confrontation.

5. Download short topic-related clips from sources such as YouTube to in-
troduce the content or to provide a foundation for discussion.

Method/Intervention 4: Brainstorming

Brainstorming, a method of eliciting ideas and information from a group,
can be used anytime throughout an intervention. It can be used to define
a problem or to consider possible solutions to a problem. It can be very ef-
fective in developing a positive group attitude since it recognizes the im-
portance of each group member. It often provides a sense of group
empowerment. Basically, it is a free-thinking forum with the facilitator
working to elicit as many possible solutions to a problem as possible. This
is followed by grouping and reorganizing ideas until they are well under-
stood and all are considered.

Rules for brainstorming are as follows:

1. There are no bad ideas. Do not make negative remarks about ideas be-
cause this will stifle creativity.

2. All ideas/solutions will be considered (listed).
3. Go around the group in a circle and list ideas that are possible solutions

to the problem or issue at hand. If possible, use large sheets of paper and
hang them on the walls. Alternatively, use a chalkboard or dry erase
board.

4. Individuals can pass on their turn if they feel they have no new idea to
contribute.

5. Continue the process until people run low on new ideas. Make certain
not to stop before all new ideas are presented.

6. The process can end here or can move to a second step.
7. The second step is to consolidate common themes and ideas. This must

be done with the full consent of the group. It may be possible to con-
solidate the list to a more manageable list without losing the essence of
the ideas presented.

8. The third step is to prioritize the ideas. This step may not be neces-
sary, but if needed it should be done with ample time for discussion. 
If consensus cannot be reached, some form of voting may be neces-
sary. Consider the group dynamics before deciding on an oral or secret
ballot.

Rules
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108 Method/Intervention 4: Brainstorming

Advantages of brainstorming are that it:

1. Provides an opportunity for all to be important contributors.
2. Requires little equipment.
3. Builds a cooperative environment.
4. Sparks a variety of ideas as members build upon suggestions.
5. Creates a spirit of congeniality.
6. Draws on group members’ knowledge and experiences.

Disadvantages are that it:

1. Is unpredictable in outcome.
2. Can make some individuals uncomfortable, feeling forced to contribute.
3. Can be time-consuming if taken through all steps.
4. Can fail if people refuse to participate.
5. Can be unfocused, especially if people have difficulty getting away from

known reality.

1. The facilitator should emphasize the importance of generating ideas, not
solving problems, and encourage participants to include all ideas, regard-
less of feasibility during the first step.

2. Indicate to the participants in advance the amount of time they will
spend brainstorming. The unstructured nature of this method leads to
off-task behavior if participants are not allotted time limits appropriate to
the difficulty and complexity of the task. Strive to allot a maximum of 7
minutes during each brainstorming stage. The time limitation will moti-
vate the participants to get to work quickly. 

3. The facilitator should be prepared to provide suggestions to stimulate a
stagnated group.

4. Allot time for all groups to report their ideas or samples of ideas if time is
a concern. Groups that do not have an opportunity to share often feel un-
valued and that their efforts were wasted.

5. Encourage groups to strictly adhere to the one conversation at a time rule
to avoid distracting side conversations (Sutton, 2006). 

6. Provide participants with a brainstorm prompt both orally and in a
printed format.

7. Participants can be challenged to create more thorough lists by introduc-
ing an element of competition.  For example, a statement may be in-
cluded to indicate minimum standards. Figure 4-2 provides an example.

Following is an example of operational procedures in brainstorming:

1. Brainstorm objectives and record them by using large wall charts.
2. After creating an exhaustive list, quickly review the intentions/wording of

each stated objective.
3. Establish priority objectives.
4. Assign suggested implementation responsibility.

Sample Operational
Procedures

Tips for Effective
Implementation

Advantages and
Disadvantages
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Effective brainstorming rests on certain assumptions that should be clarified
for the group before beginning the operational procedures previously men-
tioned.

1. All contributions are welcomed and should be considered.
2. All suggested objectives will be reported unless withdrawn by the person

making the suggestion.
3. It is permissible, in fact encouraged, to overlap with other groups.
4. Rotation input will be used, but anyone can decline to make suggestions.

Assumptions

Solutions to many prob-
lems can be generated
in brainstorming activi-
ties if the activity is con-
ducted correctly. It is
important to remember
that no ideas are bad
and to include 
everyone.

BRAINSTORM
In the space below list reasons why people may not 

want to attend community heath programs.*

* I’ve seen as many as 16 reasons.

Figure 4-2
Brainstorm Template
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110 Method/Intervention 5: Case Studies

Use brainstorming to generate ideas on how to address such problems as:

1. School littering
2. Access to local services
3. Using condoms
4. Teenage pregnancy
5. Poor food selection
6. Drug sales in the neighborhood

Method/Intervention 5: Case Studies

A powerful tool for health educators is the case study, which presents situa-
tions for the sake of problem diagnosis and solution. The situations can be
real and based on historical events, or they can be based on hypothetical
events, structured to fit any content area. This method should be used after
a foundation of trust and mutual respect has been developed among partici-
pants. This book is replete with case studies on a variety of issues. Entire text-
books in public health are written around collections of case studies
(Kreuter, Lezin, Kreuter, & Green, 2003).

Advantages of case studies are that they:

1. Generally require little equipment.
2. Are able to address difficult topics in a controlled manner.
3. Allow for good control over content.
4. Can be structured to appear realistic.
5. Provide an excellent opportunity to learn in a practical fashion.
6. Develop problem-solving and analytical skills.
7. Allow participants to consider multiple aspects and solutions to a problem.

Disadvantages are that they:

1. Can be time-consuming.
2. Can result in pooling of ignorance.
3. Can be an ineffective method if participants do not see the relevance to

their personal situation.

1. Clearly indicate what the learner is expected to ascertain from the case
study exercise by stating the objective. Consider listing the objective as
an introduction to the case study.

2. Provide participants a list of questions to consider to encourage further
exploration on the topic.

Tips for Effective
Implementation

Advantages and
Disadvantages

Examples
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Objective: After considering the demographics of the population, the re-
viewer of the case study will recommend components for inclusion in a dia-
betes prevention intervention.

Your agency has received a large grant ($500K) to develop a diabetes pre-
vention program in a predominantly Hispanic community (approximately
50% of inhabitants are of Mexican ancestry). You have been assigned the
task of determining the components of the program. Consider how you
would go about determining which intervention methods and teaching
strategies to use. Ask yourself how you can be certain you are being sensi-
tive to the needs of the community.

• What steps would you follow?
• Where would you physically locate the program?
• What specific teaching or other intervention methods might be produc-

tive, and why?

Objective: After considering the demographics of the population, the re-
viewer of the case study will recommend components for inclusion in a
pregnancy prevention intervention.

Your agency has received a large grant ($500K) to develop a problem preg-
nancy prevention program in a predominantly Chinese American commu-
nity. The community comprises approximately 2,000 girls/young women
ages 12–19. The pregnancy rate has been approximately 10% per year. Ap-
proximately 13% speak very little English. You have been assigned the task
of determining the components of the program. Consider how you would
go about determining which intervention methods and teaching strategies
to use. Ask yourself how you can be certain you are being sensitive to the
needs of the community.

• What steps would you follow?
• Where would you physically locate the program?
• What specific teaching or other intervention methods might be produc-

tive, and why?

Objective: After considering the demographics of the population, the re-
viewer of the case study will recommend components for inclusion in an
AIDS prevention intervention.

Your agency has received a large grant ($500K) to develop an AIDS preven-
tion program for the deaf in your community. It is estimated you have ap-
proximately 2,000 deaf and hard-of-hearing adults ages 18–40 living in the
community. Most live in the northwest and northeast part of the city. There
is a large cluster near Gallaudet University. Approximately 40% are African

Example 3: Case
Study of AIDS

Prevention Program
in Washington, D.C.

Example 2: Case
Study of Problem

Pregnancy
Prevention Program

in Raleigh, NC

Example I: Case
Study of Diabetes

Prevention Program
in Charlotte, NC
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112 Method/Intervention 6: Computer-Assisted Instruction

American and approximately 15% are Hispanic. You have been assigned the
task of determining the components of the program. Consider how you
would go about determining which intervention methods and teaching
strategies to use. Ask yourself how you can be certain you are being sensitive
to the needs of this community.

• What steps would you follow?
• Where would you physically locate the program?
• What specific teaching or other intervention methods might be produc-

tive, and why?

Method/Intervention 6: Computer-Assisted Instruction

Computer-assisted instruction can be used at any time and is generally best
combined with other teaching techniques. The main issue is to find the soft-
ware that meets your objectives and a setting that has the hardware to imple-
ment the program. The possibilities are exciting, but the costs can be high.
The use of such technology is currently much more common in school set-
tings but could be used in community settings. Many people have computer
and Internet access at home, and if the program can be shared, this can be a
major way to reach large numbers of people.

Health education software has been slow to develop because it is often
difficult to make a profit on software that can be very high in developmental
costs. The market is often small, and unfortunately much of the software has
been the object of software pirating.

Other possible approaches to gain access to adequate hardware are to use
local community colleges or to purchase portable machines. Libraries gen-
erally have computers for public use and often lend public domain software.
Public domain software can also be obtained over networks and public sys-
tems via the Internet. In the future such applications will probably be even
more feasible.

Portable projection systems are now available, making use of a large
screen. This means one computer can be used to reach a large audience.
Changes can be made on the spot, and new technology permits on-screen
movement and sound. Custom lessons/presentations can be developed that
are very professional attention-getters. (See also Chapter 6.)

Advantages of computer-assisted instruction are that it:

1. Can provide an element of fun.
2. Is considered innovative.
3. Provides variety.
4. Can involve participants actively in the learning process.
5. Provides almost immediate feedback.

Advantages and
Disadvantages
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6. Makes self-pacing exercises possible.
7. Requires higher-level thinking in some applications, such as simulations.
8. Can provide individualized programs.
9. Can be used to reinforce other lessons.

10. Is professional in appearance.
11. Is effective for large or small groups.
12. Is easy to integrate with classroom discussion.
13. Is easy to update and incopraorate up-to-date information.

Disadvantages are that it:

1. Can be expensive.
2. Requires special equipment.
3. Requires special software.
4. Requires special training in computer use.
5. Can be frightening to someone new to computers.
6. Can be time-consuming to create.

1. Create an electronic document that contains all the necessary URL ad-
dresses for the activity. This will allow the participants to click directly on
the link and avoid the possibility of mistyping the URL address.

2. Demonstrate how to use the features of the designated website while hav-
ing participants mirror your actions on their own computers.

3. Provide participants with a printed copy of step-by-step instructions that in-
clude screen snapshots to ensure they are following directions accurately.

4. Check all links to ensure they are available prior to the use of computer-
assisted learning.

Tips for Effective
Implementation

Computer use in health
education can provide
an element of fun and
variety to a lesson or
workshop.
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Following are some examples of applications of computer-assisted instruction.

1. Dietary analysis programs
2. Health risk appraisals
3. Health games
4. Monitoring compliance, such as with medications
5. Simulations
6. Expert system applications
7. Using computers to plot trends such as birth rates or violent acts
8. Automatically sending reminder notices using computer voice messaging
9. Providing a visual outline of the topic for participants

(See also Chapter 6.)

Method/Intervention 7: Cooperative 
Learning and Group Work

Cooperative learning is a broad category of learning experiences that cen-
ter on learning from fellow participants. Generally participants are work-
ing toward a common goal. It includes group work such as brainstorming
but can be as straightforward as permission to share personal experiences.
Cooperative learning differs from group work in that members are typically
intentionally selected to complete a task, with individual learners being
held accountable for their own performance as well as the performance of
the group. The element of accountability, “we sink or swim together,”
makes cooperative learning unique from group learning. Both, however,
have the potential to enhance group spirit and can be very important in
group situations.

Working in small groups can be an effective strategy in both the school and
community settings. The health educator must first establish some very clear
behavioral objectives before deciding whether or not small-group work is
even appropriate. There are many reasons for incorporating group work into
the learning process. Group work can facilitate cooperative learning, prob-
lem solving, the sharing of ideas, brainstorming, or be nothing more than a
device to allow the members of the group to get to know one another. The
ability to use group work may be driven by the overall number of partici-
pants, their willingness to participate, facilities that allow for small-group
setup, and the health educator’s aptitude for running small-group exercises.

Advantages of cooperative and group learning are that they:

1. Can provide an element of fun.
2. Potentially create an atmosphere of cooperation.

Advantages and
Disadvantages

When to Use

Examples
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3. Utilize multiple thinkers and therefore can create high-quality, innova-
tive answers.

4. Allow participants to learn in a more active and involved manner, there-
fore decreasing the potential for boredom.

5. Encourage cooperation and collaboration that a large group setting
might inhibit.

6. Stimulate innovation in thought, which again might not be encouraged
in a large group.

7. Allow participants to quickly become acquainted with each other. This
is particularly useful in making people feel at ease in a new situation.

8. Expose individuals to a variety of viewpoints and ideas that might not
surface in a large group setting.

9. Can foster an acceptance of differences in heritage, socioeconomic sta-
tus, disabilities, and so forth.

10. Can foster mutual responsibility for learning.
11. Provide immediate feedback and provides the facilitator information

about learner motivation (Wehrli & Nyquist, 2003).

Disadvantages are that it:

1. Is unpredictable in outcome.
2. Has the potential for being very disruptive in the school setting. School

health educators must be very clear about their expectations regarding
behavior and noise levels and be prepared to end an activity prematurely
should the students get out of control.

3. Can sometimes be dominated by overassertive individuals. In both
school and community settings, facilitators need to circulate among the
groups to minimize the effects of such behavior. In the school setting, if
there are tasks to be performed within groups (such as recorder or re-
porter), the health educator should appoint these individuals before the
groups begin work to avoid disruptive arguments.

4. Has the potential to wander off the track of the activity, particularly in the
school setting. Again, the health educator can minimize this problem by
regularly checking in with individual groups and bringing them back on
task.

5. Can be uncomfortable for individuals who prefer to work independently.

1. Develop questions in a clear sequence to address objectives while stimu-
lating learners to move to the next higher level of thinking. 

2. Avoid questions that result in single answer responses. Challenge the
learner to think critically.  Most questions can be elevated to a higher level
of thinking if you ask the participant to “explain why” or “justify your
response.”

3. Apply group facilitation skills to manage interactions and time.

Tips for Effective
Implementation of

Group Work (Wehrli
& Nyquist, 2003)

59292_CH04_097_184  10/28/09  12:28 PM  Page 115



116 Method/Intervention 8: Debates

1. Implement team-building and class-building activities prior to moving to
academic tasks, which will create the will to work together.

2. Begin with brief and highly structured cooperative tasks.
3. Avoid moving to unstructured interaction until participants have ac-

quired the skills and will work together effectively.

Examples of cooperative learning or group work follow:

1. Brainstorm on how to prevent drug sales on certain street corners.
2. Share personal experiences.
3. Make individual presentations, assigned by the instructor. The instructor

reviews the format prior to presentation and ensures that a quality experi-
ence will be provided.

4. Plan an environmental day such as Earth Day.
5. Design an antismoking ad poster or 30-second videotape.
6. Form dyads or triads for problem-solving tasks.
7. Prepare and practice delivery of a report (small-group practice and

critique).

Method/Intervention 8: Debates

Debates are organized discussions of differing points of view, basically argu-
ments with rules. By providing structure we hope to achieve better under-
standing of multiple points of view and perhaps some wisdom. Debates also
can potentially develop skills in oral persuasion. To effectively debate a topic
the participant must have a substantial knowledge base; therefore, this
method is often reserved for a culminating activity.

Advantages of debates are that they:

1. Can provide an element of fun.
2. Can develop many skills.
3. Provide variety.
4. Can expose a group to many diverse opinions.
5. Can function to solidify the debater’s opinion on the subject.

Disadvantages are that they:

1. Require careful controls.
2. May reinforce current positions.
3. May develop into controversy.
4. Can make some people uncomfortable.
5. Can fail if people refuse to participate.
6. Can create hostility among opponents, fostering a negative environment.

Advantages and
Disadvantages

Examples

Tips for Effective
Implementation of

Cooperative
Learning (Kagen,

1999)
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1. Limit the topic to a two-sided debate that has a controversial topic with op-
posing views. Debate topics that elicit strong emotions are more powerful.

2. Chose topics that are demographically and developmentally appropriate
for your target audience.

3. Provide both sides a common reputable source of information to keep
the debate points focused.

4. Keep participants from knowing which side—pro or con—they will pre-
sent until the last minute. This forces them to consider and prepare for
both sides of an issue.

5. Set a structured time frame in advance—for example, 3 minutes for each
side’s opening arguments followed by 3 minutes rebuttal and 3 minutes
closing.

6. Have the order of arguments drawn at random.
7. Consider ascertaining the participants’ position on an issue and assigning

them to debate the opposite side.

Debates can be inspirational events or the dull sharing and reinforce-
ment of opinions. What happens is a result of organization and planning.
First, you must review your objectives and determine if a debate will be
helpful in achieving them. Do you wish to bring in outside debaters, use a
debate team, or plan a notable debate and invite the community? What
would be useful? If you wish to use your group or class, it is important to
structure the debate so you can be certain to achieve your objectives. Since
you are not teaching debate, remember that debate skills are an important
secondary benefit but not the primary objective. The primary objective is
usually the knowledge gained from preparation and observation of the de-
bate or considering an issue from an alternative viewpoint.

Tips for Effective
Implementation

Debates help students
practice oral skills and
look at issues from
alternative perspectives.
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Examples of debate issues in health education follow:

1. Should helmet laws be mandatory?
2. Should condoms be provided to minors on demand?
3. Should parents be notified of all medical procedures (sexually transmit-

ted infection [STI] treatment, abortion, etc.)?
4. Should abortion be legal?
5. Should free needles and sterilization kits be provided to drug users?
6. Who is responsible for the problem of pollution, violence, poverty, etc.?

Objective: After reviewing the case study, the reader will discuss two or
more problems related to Pat’s debate topic that possibly contributed to the
activity’s ineffectiveness.

Pat Thomas, a school health educator, decides to have a debate on the is-
sue of abortion. She asks for volunteers for the debate from the class. They
select their position, and the debate follows in 1 week. The students pro-
vide excellent arguments on both sides of the issue. Pat feels good about
the experience until she notices hostility among the students following the
debate. Upon questioning the class she learns almost no one changed his
or her position in any way, and many feel upset that others will not change
their position given the righteousness of their cause. What happened?
What could improve the chances that learning will take place and students
consider both sides? (See Case Studies Revisited page 182.)

Question to consider:

Do you believe the topic selected is developmentally appropriate for high
school students? Why or why not?

Method/Intervention 9: Displays and Bulletin Boards

Displays and bulletin boards are graphics and text combined in formats to
attract attention. They can provide a positive educational environment and
reinforce important points. They can also reach groups not attending any
formal presentation or course.

Advantages of displays and bulletin boards are that they:

1. Can set a positive environment.
2. Can be an ongoing educational tool.
3. Can reach special populations such as “walk-bys.”
4. Provide variety.

Advantages and
Disadvantages

Case Study: Pat

Examples
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Disadvantages are that they:

1. Can be expensive.
2. Require special materials.
3. Can be time-consuming.
4. Can raise the concern of vandalism.

Good bulletin board planning begins by analyzing its various elements: the
title materials to be used, their arrangement, lettering, and color choices. In-
terest will be aroused by attention-getters such as puns, riddles, exaggeration,
associations, comic strip figures, and other familiar figures. Elements to be
used should be considered in terms of the following variables:

1. Topic selection: Focus attention on a single theme or subject. The mes-
sage should be short and to the point. Select a brief catchy caption to
draw attention while conveying the subject at a single glance using imag-
inative words, a question, current advertising slogans, or humorous tele-
vision jargon.

2. Materials (background): The best materials will vary with the theme or
subject. Once you have a rough sketch, take time to decide which mate-
rials will create the desired effect. You can use construction paper, white
newspaper print, burlap, wallpaper, newspaper, gift-wrapping paper, or
corrugated paper.

3. Display materials: Use actual objects and three-dimensional objects
whenever possible. You can also use drawings, cartoon and stick figures,

Tips for Effective
Implementation

A well-organized
bulletin board can add
to a positive classroom 
environment.
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120 Method/Intervention 9: Displays and Bulletin Boards

pictures, or cotton roving (this can be used to tie the board together, in-
dicate direction, or add a decorative touch). Next best to real objects are
drawings, pictures or cartoons, and stick figures.

4. Arrangement: A formal arrangement with two sides balanced allows all
items to be quickly seen but may tend to be boring. It is best suited for
complicated arrangements. An informal, or unbalanced, arrangement is
more interesting and eye-catching (see Figure 4-3). Key elements should
dominate. With either arrangement, use captions employing the left-to-
right principle. Place these at the bottom only if the bulletin board is at
eye level. Frames give an appearance of completeness. Use construction
paper corners or paper strip corners for a final touch. The arrangement
should guide the eye from one element to another with stopping places
to emphasize key points.

5. Lettering: A bold, even stroke of about 1⁄6 of a letter is the most legible let-
tering. It must balance yet not overshadow the rest of the board. Capital
letters, manuscript letters, or fancy or textured letters can be used. Use
felt-tip pens, rope, paint, cutouts, ribbon or yarn, spray paint, stencils,
twigs, popsicle sticks, and so on.

6. Color: Attention, force, and meaning are obtained through skillful con-
trasting of color. Choose colors that catch attention and not those that
blend into the background. You can pick colors for shock effect. Red,
green, and blue are good at all times, but dark and light tones add a dra-
matic and pleasing effect. Contrast makes the difference!

Formal Balance Informal Balance

Figure 4-3
Bulletin Board Layouts
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Method/Intervention 10: Educational Games

Educational games are activities that utilize an element of fun and competi-
tion. They differ from other games in that the educational objectives are
clear and are the main focus of the activity. Games are generally competitive
activities, and the user should consider the effects on all participants of using
such a format.

Often participants can design their own games and rules. Utilizing exist-
ing frame games is a good way to develop interest. Use the format followed
in current popular TV game shows. There are many computer programs
that allow the facilitator to apply content-specific information to popular
games such as Jeopardy, Who Wants to Be a Millionaire?, Deal or No Deal,
or Wheel of Fortune.

Advantages of educational games are that they:

1. Provide an element of fun by actively involving learners.
2. Provide competition that can be motivating.
3. Provide variety.
4. Provide opportunities for repetition of important information.
5. Can be excellent introduction activities or good reviews.
6. Can encourage and enhance teamwork.
7. Provide feedback.

Disadvantages are that they:

1. Tend to focus on cognitive information for the most part.
2. Can be embarrassing for individuals who know little about the topic.
3. Can place too much emphasis on competition.
4. Can become disruptive if enthusiasm gets out of control.
5. Can fail if winning becomes more important than learning.
6. Can degenerate into off-task or social conversations (Wehrli & Nyquist,

2003).
7. Can reduce valuable learning time through explanation of directions/

rules.

1. Select games at an appropriate level that will achieve the learning objectives.
2. Introduce the game and make clear the objective.
3. Do not assume the participants know the rules of the game. Give clear,

thorough directions and adhere to the stated rules.  Changing the rules
during the game or vacillating on the application of rules fosters negative
emotions of one group having an advantage over another. Whenever pos-
sible, provide written copies of the rules.

4. The facilitator should remain neutral, showing no partiality.

Tips for Effective
Implementation

Advantages and
Disadvantages
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122 Method/Intervention 10: Educational Games

5. When providing token reinforcements such as prizes, consider having
something for all but something a little extra for the winner. If you are
handing out promotional key chains as incentives, you could allow the
game winners to have first pick.  This will recognize the efforts of the
winners while reinforcing the efforts of all. Another thing to consider is
the use of candy as a token reinforcement. As health educators we must
be cognizant of sending contradictory messages.  If you believe candy is
appropriate, strive to provide sugarless items.

6. In order to maintain enthusiasm, limit the length of game play. No
more than 30 minutes, including the time it takes to explain the rules,
is recommended.

The Football Game can be adapted to baseball, basketball, and so on.

1. To review (could be used as a means of oral evaluation)
2. To start a card file collection of good testing items for future tests, re-

views, and oral evaluations

Facilitator must make up a large number of appropriate questions. Ques-
tions should be categorized according to difficulty to create five different
piles of cards.

1. Divide into two teams.
2. Flip a coin to see which team will be on offense first.
3. First offense begins from the team’s own 40-yard line.
4. Questions are asked in rotating order among team members. If the an-

swer is correct, the team advances 10 yards.
5. If the first person fails to answer the question, the next member is per-

mitted to answer the question but a down is lost. If the first question was
a true-false question, a new one is asked.

6. If the question is missed by the fourth person, the ball is lost on downs.
7. Questions are asked from pile 1 down to the 30-yard line.
8. Questions are asked from pile 2 between the 30-yard line and the 

10-yard line.
9. Pile 3 contains the touchdown questions when the team reaches the 

10-yard line.
10. Pile 4 contains the point after touchdown conversion.
11. From the 20- or 10-yard line, a field goal may be attempted from pile 5.
12. After a touchdown and conversion attempt, the team scored on starts a

new offensive from its own 40-yard line.
13. If a field goal attempt is successful, the team that kicked starts a new of-

fensive from its own 40-yard line. If unsuccessful, the defense takes over
on its own 20-yard line.

Rules of Play

Background

Purpose

Example 1: 
Football Game
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14. A 5-minute halftime is taken in the middle of the period for consulta-
tion with team members and references on questions missed during the
first half. Change possession of ball for second half.

15. In case of a tie score, the team with the most first downs (in this case the
most correct answers) shall be the winner.

1. A series of questions on 3-by-5-inch cards or cards that look like foot-
balls, separated into piles.

2. Place cards showing numbers of piles.
3. Representative football field—could be a model or magnetic board, or

you could draw one on a whiteboard, showing line divisions.
4. Whiteboard or scoreboard display of team scores and first downs.
5. Method of showing progress of ball. Three possibilities are

a. Mark the whiteboard with dry erase markers.
b. Use a model, moving a small indicator of some kind back and forth

on top of it.
c. Use a magnetic board.

The Baseball Game is another sports-oriented educational game.

1. Allow three outs to a side (three misses).
2. Limit singles to a maximum of three per inning. This will keep one

team from dominating time.
3. Score by force-in only. This will prevent arguments. Be certain to explain

that a runner can score at home plate if a new runner arrives to occupy
third base. No base stealing (advancing to the next base without a runner
arriving to occupy the space) is permitted.

4. Play as many innings as time permits (not more than nine).
5. If question is correctly answered, runner advances the corresponding

bases.
6. Singles are easy questions, doubles harder, and so on.
7. If game ends in a tie, decide winner by total number of correct answers.

1. Divide into two teams.
2. Make up a series of questions: true-false for singles, easy questions for

doubles, harder questions for triples and home runs.
3. Runner must be forced in to score. No base stealing is permitted.
4. Limit three singles and three doubles per inning.
5. Talking by team at bat results in an out; talking by team on defense re-

sults in an out for the next inning.
6. Winner scores most runs.
7. Add third-inning stretch for study.
8. Missed questions may be used again later.

Alternate Rules 
of Play

Rules of Play

Example 2: 
Baseball Game

Materials Needed
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Hollywood Squares is a cognitive (knowledge) oriented game that uses a tic-
tac-toe framework for competition. It is especially suitable as an introductory
game or as a review activity. The basic design (frame) is taken from the televi-
sion game of the same name, and questions may be based on any desired con-
tent area. The instructor can make up questions or have students develop them
as an assignment. Consider using another more current TV game show format.

1. Select nine people to act as celebrities, and ask them to leave the room.
They might be selected earlier and come prepared, including appropriate
costume.

2. Arrange chairs in the front of the class.
a. Put three chairs in a straight row facing away from the blackboard to-

ward the rest of the class. Allow room for three persons to stand be-
hind and three to sit on the floor in front.

b. Put a lectern at the back of the class as shown in Figure 4-4, with two
captains.

3. Prepare a scoreboard to one side of the whiteboard in case there is time
for more than one game.

4. Divide remainder of class in half alternately.
a. Advise (name: ) that she is captain of team X and seat her.
b. Advise (name: ) that he is captain of team O and seat him.
c. Be sure to seat X on the right of the lectern, O on the left.

Celebrities wear tags and take on the role of famous people, or they can just
be themselves. Celebrities step outside of the classroom and are provided
the following instructions:

1. Questions will be directed to you; answer independently.
2. If you do not have a good answer, alibi or bluff—but make up your mind

quickly, because there will be a time limit.

Celebrities Briefing

Setting

Example 3:
Hollywood Squares

"O" Team "X" Team

Team "X"

Captain

Team "O"Captain

Celebritie
s

Master of
Ceremonies

Score Keeper

Figure 4-4
Room Setup for
Hollywood Squares
Game
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3. When you come back into the room, situate yourselves in the front of the
room as I direct you.

4. Please, no conversation, except to answer or bluff.
5. Do not be afraid to ask for a question to be repeated.
6. Any questions?

1. Celebrities are seated.
2. Check to see that teams are situated.
3. Brief class on the game.

a. The object of the game is to get three squares in a row either up and
down, across, or diagonally. To do this, the team must decide whether
or not a celebrity is giving the right answer or making one up.

b. Each completed game is worth 250 points. The team with the most
points at the end of class will win a fabulous prize. The winning team
will be given some prize, perhaps be allowed to leave first. If used with
a community group, provide a tee-shirt or other incentive.

c. Since we are deviating from the original format of Hollywood Squares
in that teams will compete instead of single contestants, it is necessary
to set a time limit of 30 seconds on deliberation between captain and
team. Final decisions on how to answer each question will be left to
the captain of each team. Please answer as quickly as possible.

d. The facilitator will be the final judge of whether an answer is correct.
e. If the captain’s answer is correct, the team will be allowed to place

their mark on the celebrity claiming the spot. Incorrect answers leave
the celebrity open.

4. Are there any questions?

1. X, you start by choosing a square.
2. Question 1.

Questions should be based on important concepts and stated objec-
tives. They should also be asked in such a way that they lend themselves to
bluffing.

Nine large cards with “X” on one side and “O” on the other side are 
needed. Two cards are used to designate teams—one “O” card and one “X”
card.

The Health Bingo Game uses a card like that shown in Figure 4-5.

1. To review information
2. To introduce information
3. To evaluate workshop or class

Purpose

Example 4: 
Health Bingo

Materials Needed

Questions

Begin

Return to Class
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Facilitator must make up a list of questions suitable for the game. Each
round requires 24 questions.

Achieve “bingo” by getting five correct answers in a row or column or diago-
nal line.

Bingo cards and pencils.

1. Each person randomly assigns numbers (1–24) to the small corner boxes
of his or her bingo card.

2. Facilitator begins game by drawing or otherwise randomly selecting the
first number and reads a question.

3. Players locate the square and write the correct answer (if they know it).
4. The process is repeated until someone calls “bingo.”

Rules of Play

Player Objective

Background

Free
Space

22 2 11 5 13

1 17 20 9 7

4 8 3 14

24 10 6 19 21

18 15 23 16 12

Health Education
B I N G O

Figure 4-5
Health Bingo Card

Materials
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5. The facilitator then checks the card to ensure there are five correct an-
swers. If one or more is incorrect, play resumes; otherwise, the person is
named the winner.

6. At this point the facilitator reviews the questions and answers.

The room setup for the Educational Relay is shown in Figure 4-6.

1. To introduce a new area of instruction
2. To get people up and active
3. To review material

The facilitator must prepare a set of cards for each team (usually there are
three teams with 15 to 20 cards each). Each set of cards should be the same
except for a mark identifying each team. Three different-colored sets of cards
could be used, for example. Cards each have a word appropriate to the topic
being covered. Each container is labeled with the name of the category. An
example would be containers labeled with food groups and cards with
names of foods.

To get the cards in the correct container and to complete the task first.

1. Three sets of 3-by-5-inch cards. Sets are designated by common color.
2. Three labeled containers (large brown bags work fine).

1. Teams are selected, and the room is cleared to allow running a relay.
2. Each member must start behind a line, pick up a card, run and place it

in the correct container, and return to tag the next person in line. The
next person repeats until all cards are used.

Rules of Play

Materials

Player Objective

Background

Purpose

Example 5: 
Educational Relay

Room
Setup

Stacks of Cards

Participants Small Tables Table

Containers Labeled with Category Titles

Figure 4-6
Room Setup for 
Educational Relay
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3. The winning team (first team to deposit all cards) receives 5 points for
best speed; the second team receives 3 points; the third team receives 
1 point.

4. The facilitator moves to the containers and removes the cards, checking
with the group for correct answers. Each correct answer is worth 1 point.

5. The team with the highest point total is the winner.
6. Be extra careful with safety. Make certain the room is safe for a relay. En-

courage people to walk or hop if appropriate or have a “designated run-
ner” assigned for anyone uncomfortable or unable to run.

Method/Intervention 11: Experiments and Demonstrations

Experiments and demonstrations can serve as important tools for the health
educator. Providing a factual demonstration is important for presenting in-
formation, reinforcing information, and enhancing recall. Demonstrations
allow the learner to observe how something is done in order to transfer the-
ory into practical applications (Wehrli & Nyquist, 2003). Experiments allow
application in a control setting. Experiments and demonstrations can be
used in community settings with careful planning. They are often remem-
bered for a long time.

Advantages of experiments and demonstrations are that they:

1. Are visual and often hands-on.
2. Can serve to teach the scientific method.

Advantages and
Disadvantages

Active participation 
promotes learning.
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3. Usually have a high interest level.
4. Reinforce theoretical aspects of a topic.
5. Promote self-confidence.
6. Facilitate individuals who learn best by modeling or active participation.

Disadvantages are that they:

1. Can be costly.
2. Require time-consuming setup.
3. Require special equipment.
4. Are unpredictable in outcome.
5. Without proper controls and setup, can be dangerous.
6. May not be appropriate for the different learning rates of participants.
7. Require facilitator to have specialized expertise when highly technical

tasks are involved (Wehrli & Nyquist, 2003).

1. The facilitator should be accomplished at what is being demonstrated/
experimented upon. A smooth demonstration fosters a mental confidence
promoting the idea: “If he can do it, I can too.”

2. Carefully plan and practice the demonstration/experiment sequence prior to
presentation.

3. Have all necessary materials at your fingertips, allowing you to transition
smoothly from one step to another.

4. Keep your objective in mind as you execute the demonstration/experiment.
When feasible, allow participants to practice what has been demonstrated or
attempt the experiment independently.

The Fish Tank Ecology Demonstration requires clearance and may evoke
emotional responses. You must be prepared to deal with these issues from
animal rights groups and others. Be certain this activity is appropriate for the
age group involved. Seek permission and endorsement from your supervisor
for such an activity.

1. Fish
2. Fish tank
3. Small fishnet
4. Litter, assorted sizes
5. Appropriate story
6. Clearance of agency or school to conduct activity (human subjects clear-

ance may be required)

One medium-sized fish tank is set up in plain view of the audience. Inside
the tank is a goldfish. Next to this tank is a smaller tank or large jar with
clean water. A fishnet is evident and in plain view.

Description

Materials Required

Example 1: Fish
Tank Ecology

Demonstration

Tips for Effective
Implementation

What I hear, I forget.
What I see, I remember.
What I do, I learn.
—Chinese proverb,
author unknown
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1. The facilitator sets up the demonstration without explanation but makes
certain the audience sees all components, especially the fishnet.

2. The facilitator introduces someone to present a story. An excellent choice
would be the Dr. Seuss story, The Lorax. The story is then read to the group.

3. Every so often the facilitator adds a piece of litter to the fish tank. This is
done in full view of the audience. Hold up the litter item and examine
the label before placing it in the tank.

4. As the story goes on, the litter becomes increasingly toxic. Progress from
solid objects such as cans to soap products and oil.

5. If someone says to stop littering, ignore that person, but if someone takes
action, allow that person to put the fish in the clean tank.

6. The activity ends when the story is over and the tank is thoroughly pol-
luted or someone saves the fish.

7. The story reader usually leaves after reading the story.
8. Debrief the group as follows:

Question: What happened?
The usual response is, “You killed the fish.”
Question: Who killed the fish?
Response: You all the killed the fish. You all knew what was happening but
did nothing to save the fish. That is exactly what is happening to our envi-
ronment. We talk a lot but do nothing. Every one of you could have saved
this fish but you all made excuses and did nothing.

If someone saves the fish, present the fish to that person and commend
him or her for taking action.

This Smoking Experiment is the first of two showing accumulation of tar,
both taken from a Public Health Service book by G. G. Gilbert and 
M. Ziady (1986). Figure 4-7 illustrates the experiment.

To show the accumulation of tar in water by change of color and smell.

Middle through secondary school.

1. Gallon jar with a two-holed stopper
2. Cigarettes and matches
3. Delivery tubes (glass, plastic, or rubber hose)
4. Cigarette holder
5. Hand squeeze pump or vacuum pump

1. Assemble cigarette tar separating apparatus as shown in the diagram.
2. Fill the gallon jar half full with water.

Procedure

Materials

Appropriate 
Age Group

Purpose

Example 2: Smoking
Experiment 

(Accumulation of 
Tar 1)

Procedures

Discovery is learning.
—Francis Bacon
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3. Place cigarette in intake and light.
4. Using vacuum pump, draw smoke from cigarette into gallon jar and 

water.
5. Pump until cigarette is burned completely. Replace with additional ciga-

rettes until tars can be seen in water.
6. Examine color and smell of water.

1. What happens to your lungs when you smoke?
2. What are the similarities between this experiment and what happens to

your lungs?
3. What chemicals are in the water?
4. Where can we find out more about the effects of smoking?
5. How does your body rid itself of these tars?

Key Points for 
Discussion

(Variation A is a 2-holed stopper method.)

Gallon
Jar

Cigarette
Holder

Cigarette

Vacuum
Pump

2-Holed
Rubber
Stopper

Glass Delivery Tubes

Figure 4-7
First Smoking
Experiment Showing
Accumulation of Tar

59292_CH04_097_184  10/28/09  12:28 PM  Page 131



132 Method/Intervention 11: Experiments and Demonstrations

This Smoking Experiment is the second of two showing accumulation of
tar, both taken from a Public Health Service article by G. G. Gilbert and M.
Ziady (1986). Figure 4-8 illustrates the experiment.

To show the accumulation of tar in cotton balls.

Primary school.

1. Plastic window cleaner container or other empty plastic container, trans-
parent if possible

Materials

Appropriate 
Age Group

Purpose

Example 3: Smoking
Experiment

(Accumulation of 
Tar 2)

Rubber Tubing
or Masking Tape

Tube

Stopper

Twist Tie

Cotton

Cigarette

Plastic
Bottle

(Variation B is a 1-hole stopper method.)

Figure 4-8
Second Smoking
Experiment Showing
Accumulation of Tar
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2. Ballpoint pen barrel or other tubing approximately the size of a cigarette
3. Cotton
4. Cigarettes and matches
5. Ashtray or other item to catch ashes

You may wish to conduct the experiment outside or with the windows open
to avoid side-stream smoke.

1. Rinse the container thoroughly.
2. Make an opening in the cap of the container to fit the tubing into the

cap.
3. Place the tubing in the opening and seal tight with cement or clay if

needed.
4. Insert loosely packed cotton ball into tubing.
5. Insert cigarette into open end of tubing.
6. Press firmly on the plastic container to force air out, light the cigarette,

and then proceed with slow and regular pumping action.
7. Withdraw cotton from tubing to show accumulation of tar.
8. Pass container around for individuals to smell and to observe that smoke

continues to be expelled for a period of time.

1. Divide into groups and conduct several experiments, keeping a close
watch for safety.

2. Try the same experiment with a filter cigarette.
3. Compare filter and nonfilter cigarettes.

1. What happens to your lungs when you smoke?
2. Is this experiment similar to what happens to your lungs?
3. Consider this effect multiplied by 20 or 30 times per day for 5, 10, or 20

years.

Three other examples of experiments follow:

1. Put powder that is visible only under a blacklight on a doorknob. Use the
black light experiment to discuss transmission of germs.

2. Test local streams for contaminates.
3. Test wall paints for the presence of lead.

Method/Intervention 12: Field Trips

Field trips are visits with individuals, to sites of interest, or both. Such visits
provide special opportunities to put people or activities in the context of the
environment. Such activities are common in many schools but should also
be considered in community health programs. If you expect individuals to

Other Examples

Key Points for 
Discussion

Variation

Procedure
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134 Method/Intervention 12: Field Trips

use services, for example, it would be a good idea to visit the site and get ac-
quainted with the personnel. Chances are then much greater that these ser-
vices will be utilized.

It is appropriate to use field trips when you believe the trip will actually help
meet your objectives. Being on-site affords special opportunities not found
elsewhere, and visiting a site can often have a demystifying effect. If you
want to ensure that your group is more comfortable in using a facility, for ex-
ample, a field trip would be a good idea. Knowing how to get there can be an
important issue. Which bus to take or where to park can be important con-
siderations. These issues have been shown time and again to be major barri-
ers for action.

You may gain access to special expertise or equipment that is important to
reaching your objectives only through field trips. Prior planning is most im-
portant if you want to ensure a successful trip. Field trips typically function
as an effective culminating activity. You should always personally visit the
site first before taking a group. Take only those groups that you are certain
you can handle. This is especially important with any group that will be in a
potentially dangerous area. One method often used is to establish a list of
questions to be answered by each visitor and collect the responses following
the trip. Always conduct a debriefing session after the visit.

Advantages of field trips are that they:

1. Can be structured to address difficult objectives.
2. Are often very entertaining and enjoyable.
3. Put people in the context of their environment.
4. Often have models and materials not available elsewhere.
5. Provide opportunity to learn through multiple senses.

Disadvantages are that they:

1. Usually require transportation and can be costly.
2. Can be very time-consuming.
3. Are unpredictable in outcome because of uncertainty of interaction.
4. Often raise the concern of liability coverage.
5. Often require elaborate planning.

1. Prepare an agenda for the trip indicating the times and objectives of the
activities to be completed. The agenda should also include the leader’s
contact information and procedures for emergency situations.

2. Divide the larger group into subgroups to ensure all participants are ac-
counted for during the trip. Consider rotating groups among the various
areas or staggering the start to avoid overcrowding.

Tips for Effective
Implementation

Advantages and
Disadvantages

When to Use

59292_CH04_097_184  10/28/09  12:28 PM  Page 134



Chapter 4 Methods of Instruction/Intervention 135

3. Avoid attempting to “see it all” and pressing learners to hurry. It is better
to cover less but cover it well. 

4. Intentionally overestimate the amount of time it will take to execute the
trip and allow for unexpected delays. 

5. Consider making arrangements for first aid and other emergencies.

Objective: After reviewing the case study, the reader will state two obvious
mistakes of Meshah’s and offer suggestions to improve the outcome of the
field trip experience.

Meshah took a group of high school students to a comprehensive commu-
nity health clinic to meet with the staff. The agenda was so full the students
had little opportunity to ask questions. On the bus home Meshah engaged
the students in discussion about the football season. Unknown to Meshah,
the students still had many questions about privacy issues, access to 
care, and the qualifications and training of staff. Many students left with 
incorrect assumptions because of the lack of follow-up. How could 
Meshah have structured this visit more effectively? (See Case Studies 
Revisited page 182.)

Questions to consider:

1. How has over-planning the agenda negatively impacted the field trip ex-
perience?

2. What do you consider to be the objective of the field trip?

Several centers around the country specialize in health education activities.
These are very exciting places that have a wealth of materials on display.
Most are hands-on places that schedule group visits. Generally, they have
specially trained staff who will lead tailormade sessions. Examples of such
centers include:

1. Center for Health Education in Indianapolis
2. Poe Center for Health Education in Raleigh, North Carolina
3. National Health Museum at Walter Reed Hospital in Washington, D.C.
4. Denver Museum of Natural History: Hall of Life Health Education Center

Four examples of field trips follow:

1. Visit an emergency room.
2. Visit a public health clinic and take on the role of a client.
3. Ride with a police officer for an evening.
4. Interview individuals who have experienced a health problem of special

interest.

Examples

Health Museums or
Health Education

Centers

Case Study: Meshah
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Method/Intervention 13: Guest Speakers

Guest speakers can be a tremendous resource in both the school and com-
munity settings. Many individuals have knowledge or experiences that make
them uniquely qualified to add a great deal to health-related topics. Individ-
uals who have experienced or are experiencing health problems can help
bring alive and personalize what might be viewed as dull and irrelevant
health information. Other speakers might be experts in a field who can bring
up-to-date information about topical health issues. Be aware that in commu-
nity settings, the health educator is often considered a guest speaker during
the early stages of multisession programs. It is wise to establish yourself as a
credible source within the program prior to bringing in a guest speaker.

One caution must be made, however. Health educators must think care-
fully about what they are trying to achieve before using guest speakers (see
the information on constructing behavioral objectives in Chapter 2). It is the
health educator’s responsibility to ensure that the speaker provides factual
information that promotes positive health attitudes and behaviors. He or she
must also avoid inadvertently teaching participants how to perform undesir-
able behaviors. For example, all too often school and college health educa-
tors, in an attempt to increase the students’ awareness of their own suscepti-
bility to HIV, will bring in a guest speaker who is HIV positive. The speaker
is a middle-aged man who discusses how he contracted the virus through
homosexual sex. The students usually feel moved by the tragedy of the situ-
ation and the courage of the individual, but leave the presentation with their
stereotypical view strongly reinforced, that HIV is still really a gay disease.

Health education 
centers are entertaining
places to bring students
for a hands-on learning
experience.
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Objectives must be clearly defined before utilizing a speaker, and the health
educator should avoid the trap of using someone simply because “it seemed
like the right thing to do!”

Advantages of guest speakers are that they:

1. Allow groups access to experts in the field and the opportunity to obtain
up-to-the-minute information.

2. Enable participants to personalize, or put a face to, a health issue that up
to this point might have seemed abstract.

3. Give participants a “break” from the regular presenter or teacher.
4. Allow participants to meet individuals who might be influential at the local,

state, or even national level. This opportunity can facilitate networking.

Disadvantages are that they:

1. Can be ineffective if the speaker is poor. Many individuals have some
good information to share, but because their speaking skills are so poor,
their presentations are boring and thus ineffectual. Every effort should be
made to hear a speaker before extending an invitation.

2. Can present an unbalanced picture of an issue. The single guest speaker
tends to bring one viewpoint to an educational setting, which, of course,
is not always a bad thing. However, care must be taken to at least consider
this factor, and, when discussing controversial issues in particular, make
an effort to present the opposing viewpoint.

3. In a school setting, will require notification and permission from the ad-
ministration. It is of particular importance to obtain such permission
when “sensitive” issues such as human sexuality or drug education are
being addressed.

4. May not be the kind of person to whom participants can relate. Issues
such as the speaker’s race, gender, age, and national origin are all impor-
tant factors to consider when bringing in a guest speaker to a community.
Close consultation with community leaders is an effective way to facili-
tate the choice of speaker.

5. May charge a speaking fee. Although many speakers will not charge any
type of fee, those individuals who have a particular expertise, who are reg-
ular speakers, and who have a good reputation will invariably charge a
speaking fee. This can range from a few hundred to a thousand or more
dollars per engagement. Always be sure to ask about a fee before arrang-
ing a presentation!

1. Enthusiastically introduce the guest speaker by providing his or her cre-
dentials. When possible, promote the guest speaker’s event in a meeting
prior to the occasion.

Tips for Effective
Implementation

Advantages and
Disadvantages
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138 Method/Intervention 14: Guided Imagery

2. Prepare a contingency plan in the event of a last-minute conflict resulting
in the speaker’s inability to be present.

3. Establish a nonverbal cue that can be used to indicate time constraints.
4. Close the guest speaker’s presentation by thanking him or her and reiter-

ating specific insights.
5. Always send a thank-you note.

Assume that you have been asked to teach a small unit on eating dis-
orders to college students. You have covered the “theory” of the issue, but it
is clear to you that despite the statistics you have given related to the preva-
lence of this problem, the students are having a difficult time understand-
ing how individuals become involved with eating disorders. After a little
research on your part, you discover that the campus has an eating disorder
support group that provides students who are willing to share their stories
with other students. A student from the group attends your class, and sud-
denly eating disorders has a face and a personality . . . and because the face
and personality probably look very similar to those of the regular class mem-
bers, the effects of using such a guest speaker can be profound.

Method/Intervention 14: Guided Imagery

Guided imagery as a method involves experiencing through a guided sen-
sory journey some health-enhancing behavior or potential outcome. It gen-
erally involves closing of the eyes and being guided through some experi-
ence. It is commonly used in stress management and sports psychology.

It is appropriate to use guided imagery when you believe the experience will
actually help meet your objectives.

Advantages of guided imagery are that it:

1. Can positively influence attitudes and values such as efficacy.
2. Can be entertaining and enjoyable.
3. Is low in cost.
4. Can be motivational.

Disadvantages are that it:

1. Requires some training and practice.
2. Can be time-consuming.
3. May be uncomfortable for some participants who feel overly vulnerable.

1. It is important to establish a conducive environment to effectively exe-
cute guided imagery. Excessive noise and termperature, uncomfortable

Tips for Effective
Implementation

Advantages and
Disadvantages

When to Use

Example: Eating
Disorders Unit
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seating, and inappropriate lighting can act as distractions, thereby inter-
fering with the learners’ ability to concentrate.

2. Remind learners that guided imagery is a personal experience with no
correct or incorrect way to experience the method.

3. Practice reading your script to become fluid and to identify natural
pauses.

4. Monitor the participants’ responses and be sensitive to issues that elicit a
highly emotional response.

5. Guided imagery can be enhanced by stimulating multiple senses such as
hearing (by adding soft background music) or smell (by burning scented
candles).

A variety of scripts on multiple topics is available commercially. For exam-
ple, if a health educator were to type “guided imagery scripts pain control”
into a search engine on the Internet, over 149,000 sources would be avail-
able to view. The following are some examples of guided imagery:

1. Pain control: Participants are to contract and relax muscles in sequence
while applying deep breathing techniques.

2. Stress education: Soft music such as sea sounds is accompanied by di-
rections to imagine walking on a beach.

3. Weight control: The participants are directed to imagine themselves at
their ideal weight and how good it feels and looks.

4. Procedure anxiety: The participants are asked to imagine the steps for a
medical procedure such as a mammogram or a testicular exam.

Method/Intervention 15: Humor

Humor can be used as an attraction or a reinforcing activity. It is an impor-
tant tool for health educators. It can liven up a meeting and help to establish
rapport with an audience. However, it is important to note that people differ
in what they find humorous. Be certain to avoid humor that may offend. For
example, the bumper sticker proclaiming, “Support Mental Health or I Will
Kill You” is funny to many but upsetting to others. Likewise, “How in the
Health Are You?” may offend some people. Also, it is important to keep hu-
mor focused on objectives.

Advantages of humor are that it:

1. Provides an element of fun.
2. Is a good attention-getter.
3. Provides variety.
4. Can address affective information or issues in a palatable format.
5. Can provide new perspectives.

Advantages and
Disadvantages

Examples
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140 Method/Intervention 16: Lecture

Disadvantages are that it:

1. Is unpredictable in outcome because everyone has a different sense of
humor.

2. May require special setup, such as props or special characters to act as a
standup man.

3. May require permission to use.
4. May be viewed as a waste of time by some participants.

William and Pauline Carlyon (1987) have some good suggestions for using
humor:

• Remember, humor is not just a joke. It is one of a range of positive emo-
tions you want to evoke.

• Do not assume that others share your sense of humor and its underlying
social attitudes.

• Beware of satire and irony. They are easily misread as sarcasm or ridicule.
• Do not tell jokes, unless they are “on you.” Save your standup comedy for

your family and friends, who are familiar with your eccentricities.
• Avoid ethnic humor and dialect imitations particularly. You will almost al-

ways sound insulting.
• Do listen to your clients/patients/students and encourage their humor by

participating in its enjoyment. Only they know the humor that’s best 
for them.

Some examples of how to use humor follow:

1. Ask the group to design cartoons that would influence a target group.
2. Use cartoons on a overhead projector with text removed and ask the

group to write new text that would influence the target population.
3. Ask the group to write humorous health sayings.
4. Photocopy cartoons or humorous health sayings and make transparencies

from them to spice up a presentation.
5. Tell a funny story. This could be a story about yourself and the health issue.
6. Show a humorous commercial related to the topic.
7. Tell a joke related to issues.

Method/Intervention 16: Lecture

Lecturing is a primary tool of the health educator. It is often maligned as a
method, but in fact it is the most common tool in health education although
it is often poorly utilized. Good lecturing requires practice and organization.
Most of us will not become world-class orators, but we can become competent
speakers. We strongly urge you to enhance your speaking skills by reading

Examples

Tips for Effective
Implementation

59292_CH04_097_184  10/28/09  12:28 PM  Page 140



Chapter 4 Methods of Instruction/Intervention 141

some books on public speaking, taking a course, or joining a Toastmasters club
to improve your skills. You will constantly be called upon to make presenta-
tions as a health educator. Whether you are in school or community health ed-
ucation, you must develop skills in making presentations. Your presentations
may be to small or large groups, but the basic principles are the same.

Any time you must lecture for over 20 minutes, utilize some of the other
methods or prepare a truly stirring presentation. It is unlikely that you can
keep the attention of your audience much beyond this time frame unless au-
dience members are personally highly motivated (i.e., graduate students or
victims of the disease you are discussing, who perceive you to clearly have in-
formation they want) or you are charismatic. Preparation is the key to a suc-
cessful presentation. (See also Chapter 5.)

Advantages of the lecture style are that it:

1. Allows you to cover large amounts of information in a short time.
2. Can be used with very large groups.
3. Requires little equipment, although a microphone is important for large

groups.
4. Presents factual information in a logical sequence.
5. Can stimulate thinking to open discussion.
6. May be recorded for future use.

Disadvantages are that it:

1. Can be a difficult method for holding the attention of an audience.
2. Requires a very high level of expertise on the topic to do well without

other aids.
3. Is not a good way to attract an audience unless the speaker is well known

and respected.
4. Is generally effective only for short periods of time.
5. Is difficult to assess the degree of learning taking place.
6. Is passive versus active learning, placing the burden of promoting learn-

ing fully on the lecturer (Wehrli & Nyquist, 2003).

Prepresentation Tasks

Preparation for presentation, or prepresentation tasks, include the following:

1. Select or write objectives (see Chapter 2).
2. Analyze the audience—needs assessment (see Chapter 2).
3. Develop appropriate content for lecture. Be careful not to cover too much

material at one time. The lecture should contain an obvious introduction,
include examples and anecdotes, and have a clear conclusion. Consider
providing a handout to reinforce important points.

Advantages and
Disadvantages

Tips for Effective
Implementation
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142 Method/Intervention 16: Lecture

4. Develop lecture notes as part of your lesson plan (see Chapter 5). This
preparation should be done well before the presentation. Knowing you
are prepared is a great confidence builder. Preparing the night before of-
ten gives you the jitters and is self-defeating.

5. Develop an alternate plan in case something does not work right. What
do you do if the audiovisual equipment does not work or the participants
do not ask questions when you want them to?

6. Practice making your presentation. If you have the time and resources,
video- or audiotape it and play it back. Practice keeping your hands at
your side. Do not hold your notes or read directly from them. It is okay
to glance at them when needed, but do not be tied to them. This con-
cept also applies when using presentation software; the audience is
usually capable of reading a slide. Allow the information on the slide
to act as a backdrop clarifying the point you are making in the lecture.
If this is a topic you do not know well, use overheads or some other vi-
sual aid. This will ensure you do not miss any key points, and people
will look at your visual aid a good part of the time, taking some of the
pressure off you.

The Presentation

Guidelines for presentation follow:

1. Clarify what you will cover—what are your objectives? Students or
clients will learn more if you make it clear what you want them to get out
of your presentation. Your participants should be fully aware of what they
should know, feel/believe, or be able to do when you are finished speak-
ing. Speak at an appropriate level, but do not be patronizing.

2. Present your information clearly, repeating important points.
3. Whenever possible check to be certain the audience is understanding

your message. Always remember you are lecturing to reach your 
objectives. You are not there to only entertain. You are a health edu-
cator hoping to influence lives. Use humor if it helps achieve your 
objectives.

4. Summarize frequently and use indicators to identify major points, such
as, “the key is to remember,” “there are three things you should con-
sider,” and “in conclusion” (Wehrli & Nyquist, 2003).

5. Manager your time and allow for questions prior to your planned conclu-
sion (Wehrli & Nyquist, 2003).

6. Review key points and prepare for the next step in your program. What
do you want participants to do? What is the next step?

7. Finally, review these “Dos” and “Do Nots” of presentation:

• Do not play with chalk like dice.
• Do not put your hands in your pocket or use some other distraction with

your hands.

The “Do Nots”
of Presentation
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• Do not say “I don’t know this area very well” or “I don’t know why I was
asked to cover this.”

• Do not get tied to a podium or your notes.
• Do not use filler words such as “ah,” “um,” or “you know.”

• Do smile and move about.
• Do reinforce key points.
• Do let the audience know you are a credible speaker on the topic.
• Do use visual aids as appropriate.
• Do show an aura of confidence.
• Do make eye contact.

Method/Intervention 17: Mass Media

The term mass media refers to the use of media to reach large audiences 
or the use of available mass media materials to educate a target group.
These materials include television, newspapers, magazines, pamphlets, bill-
boards, and radio. Be certain to consider local media such as ethnic pub-
lications and community-based publications. Developing your own mass
media program is generally expensive and requires special skills. Most
venues of mass media offer public service announcements (PSAs) or will
provide free access for worthy causes and may even make their professional
staff available. Generally, we recommend the use of specialists for such
work. These specialists need not be Park Avenue firms, but can be local
businesses or local community college or university staff personnel.

Another way to use media is to utilize available media examples through
videotaping or copying. Often formal permission can be granted for educa-
tional programs. Many of the voluntary health organizations such as the
American Cancer Society have high-quality materials.

An important issue is often preparing groups to analyze media messages
and to examine fallacies.

Advantages of the mass media are that they:

1. Can reach a large number of individuals.
2. Can reinforce important ideas.
3. Can create a positive environment for change.

Disadvantages are that they:

1. Are usually inadequate to change complex behaviors because of the
brevity of the messages.

2. Can be very expensive.
3. May require special personnel.

Advantages and
Disadvantages

The “Dos”
of Presentation
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Here are some guidelines on whom to contact:

1. For newspapers, contact the education or medical science editor if they
have one; otherwise, the appropriate news editor.

2. For television, contact the public service director or the program director.
3. For radio, contact the public service director or the program director.

Conduct a mass media campaign for a health fair. Contact the local televi-
sion station regarding what it needs. It may wish to conduct live interviews
for its public service programs or as part of local news segments. The key is
to be cooperative and flexible about air time. Generally stations are very co-
operative in providing some time. The following media kits can give you
ideas about putting together a campaign to support school health education
or other health topics.

1. American School Health Association, Marketing Kit—A Healthy Child:
The Key to the Basics, available from ASHA, P.O. Box 708, Kent, OH
44240. 330-678-1601 or http://www.ashaweb.org.

2. Health Education Advocacy Kit, available from American Association for
Health Education, 1900 Association Dr., Reston, VA 22061. 703-476-3437
or http://www.aahperd.org/AAHE.

Method/Intervention 18: Models

Models are useful visual aids for instruction. Examples of models include
anatomical facsimiles, breast models for self-examination practice, model
communities, car models, and any variety of materials to make a point or
draw people visually into a discussion.

Advantages of models are that they:

1. Can provide variety.
2. Can be used to provide “hands-on” experiences.
3. Are very attractive and good attention-getters.
4. Can be much more meaningful than a picture in a text.

Disadvantages are that they: 

1. Require equipment.
2. Can be expensive.
3. Require extra setup.

1. Display the models in clear view to spark participant interest.
2. The model should be significant in size so that it is easily seen by all

learners.

Tips for Effective
Implementation

Advantages and
Disadvantages

Example: Local
Media Campaign

Whom to Contact
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3. If using a model to support a lecture, avoid passing the item while the lec-
ture continues; instead, leave the model displayed for individuals to view
following the presentation.

4. Present your content prior to distributing models to participants. The mod-
els may act as a distraction if available to participants prior to instruction.

Some examples of how to use models follow:

1. Use mannequins to teach CPR.
2. Use a heart model for teaching heart attack prevention and care. 
3. Use a breast model for teaching breast self-examination.
4. Use a testicle model for teaching testicular self-examination.

Method/Intervention 19: Music

Music can be used in several ways to achieve objectives. It can be used 
as a method or as part of a method. Music is a powerful mood setter. 
Music can be used in the background as a way of setting the mood for a skit
or role play. It can be used to draw attention to the message found in the
lyrics. Participants can make up their own lyrics. Music affects us all. We
can select music to help us create a special mood or capture the interest of
a group.

Examples

Models offer a more
interactive approach to
learning than photos or
illustrations can offer.
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Advantages of music are that it:

1. Can be low in cost. You can always sing without any equipment.
2. Often can be used to help discuss affective issues.
3. Is excellent for setting a mood.
4. Can allow for individual expression.

Disadvantages are that it:

1. Often requires equipment, such as a piano, which may be difficult to ob-
tain and move.

2. Is sometimes difficult to find correct music.
3. Poses difficulty in appealing to a variety of tastes.

1. Always review the music prior to its use to assess appropriateness/suitability.
2. Cue up the music and assess the volume before you present.

Some examples of the use of music follow:

1. Sing songs with health messages.
2. Develop songs to reinforce health messages.
3. Start a group chant: “No matter what you say about me, I’m still a worth-

while person.” While the group is chanting, walk around the room mak-
ing negative statements about each person. Have the group continue
chanting, ignoring the negative statements.

4. Use chants to reinforce various messages.
5. Play a funeral march to lead into a discussion about funeral customs and

the purposes of a funeral.
6. Ask participants to make up health lyrics to popular songs.
7. Ask participants to bring in a sample of music that expresses something

personal or special to them.
8. Ask participants how relationships are depicted in popular songs. Bring in

examples to discuss.

Method/Intervention 20: Newsletters

We are all familiar with newsletters but often do not realize that they can be
an important component of an educational intervention. They can provide
vital information to target groups, such as location; set a climate for an
upcoming workshop or class; serve to reinforce concepts presented in a
workshop; or act as a reminder for action. The newsletter is often a very cost-
effective way to deliver and reinforce information, encourage compliance, and
increase the likelihood of attendance. The availability of personal computers

Examples

Tips for Effective
Implementation

Advantages and
Disadvantages
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makes this method accessible to most groups today. Figure 4-9 shows an ex-
ample of a newsletter.

Advantages of newsletters are that they:

1. Have the potential for providing a considerable amount of information at
relatively low cost.

2. Can target specific needs.
3. Can reinforce information presented in a program.
4. Can serve as a reminder to take action (often referred to as a bolster).

Disadvantages are that they:

1. Have high mailing costs and production costs.
2. Require some equipment—for example, they generally require access to

a personal computer.
3. Can be very time-consuming to construct.
4. Require at least a minimal level of expertise.

Advantages and
Disadvantages
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Example of a Newsletter
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148 Method/Intervention 21: Panels

1. When distributing a newsletter as part of a program, highlight an inter-
esting aspect of the newsletter to entice participants to read or share the
information.

2. Deliver your newsletter as a single item. Bulking newsletters with other
materials to be distributed reduces their importance.

Method/Intervention 21: Panels

A panel is a useful way for an audience either to explore differing opinions
about the same topic or to examine varying issues within the same subject
area. A panel can be used in both the school and community settings, made
up of members of the local community (or class) or “experts” brought in
from outside agencies. In the school setting a panel is an innovative way 
to motivate students to research an area and present their findings to the
class. The school health educator should always ensure that the school ad-
ministration has full knowledge of any panels that include outside speakers. 

Using a panel in the community is a little more complicated, and great
consideration must be given to certain factors when matching panel members
with the community setting. For example, will the community members
view the panel members as legitimate? Will the community give credence
to “outside opinions”? Can the community members relate to the panelists
in any way? These are all basic questions that must be considered with great
care by the community health educator.

Advantages of panels are that they:

1. Allow the audience to hear a diversity of opinions about the same 
subject.

2. Have the potential for critical debate among panelists, allowing the audi-
ence to learn about the issues in greater depth.

3. Allow the audience to hear more than one speaker, decreasing the likeli-
hood of boredom.

Disadvantages are that they:

1. Are often difficult to compile with just the right “mix.” For example, one
of the panelists might dominate the proceedings, or the members might
be so antagonistic toward one another that nothing meaningful gets ac-
complished.

2. Have the potential to lack closure. A good moderator can prevent this prob-
lem. In the classroom setting a moderator might ask the students to write a
paragraph about what they have heard or their feelings about a topic in
light of the panel discussion. In the community setting a moderator might

Advantages and
Disadvantages

Tips for Effective
Implementation
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briefly summarize the discussion or allow a few minutes for each panelist
to review his or her position.

3. Allow participants (moderator and/or panelists) to get off track, either in-
dividually or collectively. Rules, such as allowed time to speak, opportu-
nities for questions, and so on, should be considered before beginning.

4. Can dilute the content when personalities overshadow the information.
5. Have the potential to be or feel disorganized if the content presented does

not follow a logical sequence.

The focus of a panel discussion can be enhanced by providing the panel
members with a list of questions from you or generated from the program
participants.  One effective method for providing panel members insight on
the knowledge base and concerns of the audience is to have the participants
create a K-W-L (know/want to know/learned) chart (Ogle, 1986).  This type
of chart is an organizer that mirrors the process of scientific inquiry by iden-
tifying K “what the participant currently knows,” W “what he wants to know,”
followed by a measurement of L “what he learned after the discussion” (Frey
& Fisher, 2007, p. 57).

Participants:

A group of college student athletes will be hearing a panel discussion on the
use of performance-enhancing supplements in professional sports.

Materials:

• Three sets of  three different colored sticky-back papers (e.g., Post-it Notes)
• Pencil
• Whiteboard and dry erase markers

Procedure:

1. Prior to the panel discussion, draw the K-W-L chart (Figure 4-10) on the
whiteboard.

2. Provide each participant with three (or more) sticky-back papers of each
color.

3. Instruct participants to use a designated note color to record the re-
quested information.

4. Provide the sticky-back notes with the questions from the K and W sec-
tions to the panel to review.

5. Following the presentation, have participants record “What I learned”
statements and place them in the L section of the K-W-L chart. The fa-
cilitator may review the sticky-back notes placed in the L section to assess
student learning. 

Example:
Supplements 

Tips for Effective
Implementation
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150 Method/Intervention 21: Panels

Instructions for Participants:

1. Write down one thing you know about performance-enhancing supple-
ments on each of the #1 color (e.g., yellow) sticky-back papers.

2. Write down one question you have about performance-enhancing sup-
plements on each of the #2 color (e.g., blue) sticky-back papers. 

3. Stick your yellow notes in the “What Do I Know” section and the blue
papers in the “What Do I Want to Know?” section on the whiteboard. 

4. Your K and W notes will be shared with the panel members prior to their
presentation. 

5. After the panel discussion you will record one thing you learned about
performance-enhancing supplements on each of the #3 color (e.g., pink)
sticky-back papers and then place them on the whiteboard in the space
“What I Have Learned.”

A panel to help expectant teenage mothers and fathers anticipate problems
they may encounter might include the following individuals:

• A teenage mother and father who have already been through the process
and can describe their experiences.

• A representative of a local agency who can explain the available program
resources, both financial and otherwise.

• A member of the local school system who can give information related to
finishing school.

This list is not exhaustive, yet even a panel limited to these few people
would be much more useful than a lecture from a single “expert” who has
probably never experienced this particular problem. A link to local re-
sources alone would make this panel a worthwhile and valuable health ed-
ucation strategy.

Example: Teenage
Pregnancy

What Do I 
KNOW?

What Do I
WANT to 

Know?

What have I
LEARNED?

Figure 4-10
K-W-L Chart
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Method/Intervention 22: Peer Education

The peer education approach of presenting health education information
has become very popular over the past few years. This approach, which con-
sists of individuals or groups presenting workshops for their peers, can be a
very effective and productive means by which to disseminate information.
Peer teaching has been reported as a significant strategy for promoting active
learning (Fuchs et al., 2001; McLauchlan, 2002; Thrope & Wood, 2000).
This method is commonly used on college campuses and in school and
community settings. Peer education is a particularly useful method to use
when funding for professional personnel is limited or when it is particularly
important for the audience to be able to relate to the presenters. (See the ex-
ample at the conclusion of this section.)

Advantages of peer education are that it:

1. Provides a modeling experience. Individuals often learn through model-
ing. Because peer educators are extremely similar to their audiences, the
opportunity for modeling to occur is enhanced.

2. May have a greater effect than a solitary health educator. The peers have
many more points of entry into a population than a professional and can
thus reach more people.

3. Has the potential for providing continuing, informal education. Peers
will become known in the community as sources of information and re-
ferral and will therefore have the opportunity to educate even when they
are not offering a structured presentation.

4. Can influence people that professionals cannot. Peers can be “gatekeep-
ers” to a population that would otherwise be unreached. The peers’ val-
ues and interests are similar to those of their potential clients, and this
can provide an effective entrée.

5. Affords an incredible opportunity for the personal growth and develop-
ment of the peers themselves. We should not ignore this benefit by focus-
ing exclusively on the recipients of the programming efforts (Goodhart,
1993).

Disadvantages of peer education are that it:

1. Might sometimes lack credibility in the eyes of the audience because
peer educators are not perceived as “experts.”

2. Could provide inaccurate information or poor performance, resulting in
the loss of program credibility, unless the peer educators are well trained
and their programming is closely monitored.

3. Could be dangerously inadequate for programs requiring a high degree
of sophisticated and technical information. Peer educators should not be
asked to do more than they are capable of doing.

Advantages and
Disadvantages
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152 Method/Intervention 22: Peer Education

1. When recruiting peer educators determine your criteria for the skills and
qualities needed, and then select volunteers based on these guidelines.

2. Involve peer educators in the planning process to ensure that they under-
stand the program objectives.

3. Provide training and opportunities for peer educators to practice prior to
delivery during your program.

Assume you have just been appointed community health educator at a col-
lege with an enrollment of 15,000. You are the only health educator on staff,
and your supervisors would like you to begin implementing programming
around the issues of alcohol abuse, sexuality, and stress management as soon
as possible. After educating your supervisors as to what is humanly possible,
you set about planning your strategy, which includes peer education.

Peer education can be an incredibly valuable programming strategy, par-
ticularly when staffing levels are low. Although finding interested, enthusias-
tic students to help is not usually a problem, training them to high standards
of performance can be demanding. High standards, however, are crucial in
order to avoid fellow professionals questioning the wisdom of using “mere
students” in a paraprofessional role. Once the programs are up and running,
an additional suggestion would be to formalize the program by investigating
the possibility of obtaining course credit for the students. Independent studies
or internships (through sympathetic academic departments) are possibilities,

Example: Alcohol
Abuse, Sexuality, and

Stress Management
Programs

Tips for Effective
Implementation

Peer education is a
method that can solve
low staff problems for
administrators and can
help students get extra
credit for their efforts.
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but the health educator must ensure that the programs are sufficiently well
developed to survive academic scrutiny and sometimes cynicism!

Method/Intervention 23: Personal 
Improvement Projects

Personal improvement projects can serve as incentives to make positive per-
sonal changes in a targeted health behavior. The objective is to provide
clients with an opportunity to learn proper techniques for changing health
behaviors such as those involved in nutrition and enable them to incorpo-
rate these new skills into a healthy lifestyle.

Components of a personal improvement project are to:

1. Establish a contract with realistic objectives.
2. Chart these realistic objectives.
3. Chart actual progress.
4. Maintain some type of diary to explain progress.

Advantages of personal improvement projects are that they:

1. Are low in cost.
2. Have the potential for actually influencing directly health behavior.
3. Can target specific needs, including behavioral objectives.
4. Can reinforce information presented in a program.
5. Require active application of principles.
6. Personalize health practices for every participant.

Disadvantages are that they:

1. Require considerable individual attention.
2. Can be difficult to achieve.
3. Require considerable paperwork.
4. May not sufficiently motivate some participants. If this is a course, you

may wish to provide an alternate assignment.

1. Provide adequate instruction and outline in writing the objective of the
project as well as the requirements for completion.

2. Provide adequate time to complete the project.
3. Supply each participant with a means to analyze his or her own results

from the project. Select instruments for measuring success that are valid
and reliable.

4. Encourage, but do not require, participants to share their outcomes.

Tips for Effective
Implementation

(Wehrli & Nyquist,
2003)

Advantages and
Disadvantages
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154 Method/Intervention 23: Personal Improvement Projects

Examples of personal improvement projects follow:

1. Weight reduction—see Figure 4-11 for a sample project.
2. Regular exercise.
3. Increasing fruit and vegetable consumption.
4. Regular mental health breaks.
5. Smoking cessation.
6. Consistent seat belt use.

Examples
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Figure 4-11
Personal Improvement
Project for Weight Loss

It is not the intention of this project merely to provide incentive for another
crash-diet program. The objective is to provide you with an opportunity to gain
a good knowledge of proper diet and nutrition practices and to enable you to
incorporate them into your chosen lifestyle.

In order to ensure this, it is part of this assignment that you read proper back-
ground material and determine a course of action that fits your needs (this
should include consultation with your physician if possible and for certain if any
major weight reduction is contemplated). In your paper you should explain your
selection of a diet plan, your goal, and any problems you encountered, and in-
clude a graph of your progress as shown here. Weight data must be made on the
same scales and measured at the same time of day to be “officially accurate.” Be-
fore undertaking this project you must have a conference with your instructor.

Progress toward the objective should be charted. A personal computer can
make charting progress easy.
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Method/Intervention 24: Problem Solving

The problem–solution technique requires scenarios that need a solution.
These can be written or oral. Given the circumstances described, partici-
pants are asked to determine the best answer. Often there is no one, 
guaranteed acceptable answer. The purpose is to stimulate discussion and to
expose participants to multiple points of view.

Advantages of using a problem–solution technique are that it:

1. Can serve to create a questioning atmosphere.
2. Can demonstrate that often there is no one certain correct answer.
3. Sets the ground rules for participant interaction.
4. Develops questioning strategies.
5. Promotes higher thinking by exploring pre-existing knowledge and then

building upon it (Kellough & Kellough, 2007).

Disadvantages are that it:

1. Can be time-consuming.
2. Can make participants uncomfortable as they realize that there may be

no clearly correct answer.
3. Increases the potential for interpersonal conflicts (Wehrli & Nyquist,

2003).

1. Provide participants with a list of quiestions to be considered for the
group’s discussion.

2. Select problems that support your objective and are relevant to the par-
ticipants.

Two examples of problem solving follow:

1. A scenario such as that shown in Figure 4-12 can apply problem solving
to a health problem such as cardiovascular disease.

2. A scenario such as that shown in Figure 4-13 can apply problem solving
to a social and community problem such as gang violence.

It is important to note these problem—solutions are designed so that
there is no clear answer to most questions posed. An important component
of the activity is this planned disagreement that generally gives rise to a fairly
heated discussion. It is possible to make assumptions and then make an ar-
gument for agreeing or disagreeing with statements. The whole point of the
activity is the discussion that follows. This element will make some partici-
pants uncomfortable. Many participants insist on getting the “right answer”
and are distraught when told there could be many correct answers depend-
ing on assumptions.

Examples

Tips for Effective
Implementation

Advantages and
Disadvantages

59292_CH04_097_184  10/28/09  12:28 PM  Page 155



156 Method/Intervention 24: Problem Solving

Figure 4-13
“The Wrong Place at
the Wrong Time,” a
Problem–Solution 
Scenario

Lamon Thomas and Bruce Chen, wearing their gang colors, are at-
tending a high school dance together when Lamon gets into a ver-
bal argument with another student. The other student is offended
when Lamon asks the other student’s girlfriend to dance. All par-
ticipants have been drinking. Bruce comes over to aid his friend
when a gun appears. In the struggle, Bruce is shot twice and later
dies.

Which of the following do you feel contributed to Bruce’s death?
Check the statements you agree with.

1. Lamon’s asking the young woman to dance.
2. Bruce’s getting involved with something that was

not his business.
3. The way the young men were dressed.
4. Bruce’s choice of beverage.
5. Lack of metal detectors at the entrance.
6. The availability of handguns.
7. Poor supervision.
8. Lack of parental control.
9. Lack of stated policies.

10. No police protection.

Figure 4-12
“The Demise of 
Harvey Schwartz,” a
Problem–Solution
Scenario

Harvey Schwartz, a fat middle-aged diabetic, was seated in front of
the TV smoking and feasting on a meal of french fries, shrimp,
strawberry shortcake, and beer when his wife Hilda came in
screaming about his lazy habits. He jumped to his feet and began
shouting in return, then collapsed on the floor holding his chest.
His funeral was the following Monday. He was buried alongside
his father and brother, who died of heart attacks and strokes.

Which of the following do you feel contributed to Harvey’s
demise? Check the statements you agree with.

1. His understanding wife, Hilda Schwartz.
2. His obese body.
3. His culinary habits.
4. His choice of beverage.
5. His fine physical conditioning.
6. His use of tobacco products.
7. His genetic background.
8. His youthful appearance.
9. His foul-functioning pancreas.

10. His job as a taxi driver in Brooklyn, New York.
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Method/Intervention 25: Puppets

Puppets can be a very powerful tool in health education, particularly with
the young. They can be purchased or made at low cost. An easy-to-make
puppet is the finger puppet, which consists of a small paper drawing that is
cut out of paper and attached to a finger. The drawings, or paper dolls, can
also be attached to long sticks. Making puppets can be used as an icebreaker
or team builder. Alternatively, a doll can be used as a puppet, or the educa-
tor can simply draw on their own hand.

Advantages of puppets are that they:

1. Are entertaining.
2. Can address difficult topics and the affective domain.
3. Allow participants to act out feelings without reprisals.
4. Can promote creative thinking and oral communication skills.

Disadvantages are that they:

1. Will not be effective if people refuse to participate.
2. Can bring out unintended emotions or outcomes.

Advantages and
Disadvantages

Puppets are inexpensive
to create and a fun
learning tool for 
children.
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3. Require the facilitator to be well prepared because of the uncertainty of
outcome.

4. Can be threatening to some individuals.
5. Can be used effectively with adults but are better suited for younger

learners—up to age 8.
6. Can be difficult to manipulate (moving the puppet in time with speech)

while maintaining focus on the script.

1. Bring the puppets to life for the audience by giving the puppets names
and creating voices to match the puppets’ size and personality.

2. Use exaggerated movements and voice inflection.
3. The script should clearly define the problem, situation, and roles of each

puppet character.
4. In some cases the facilitator may act as a narrator to control the pace and

content of the performance.
5. All puppeteers are to read the script and practice matching puppet move-

ments to the content prior to delivery of the show.
6. Set a stage for the show; this can be as simple as a large floor rug or as

elaborate as a puppet theater.
7. Repetition is a critical aspect of learning for children.  Repeat songs and

key concepts throughout the skit.

Examples of ways to use puppets follow:

1. Puppets are effective in working with children to express feelings. Young
children will often talk to a friendly puppet when they would not talk to
an adult. This technique is used extensively with victims of child sexual
abuse to elicit responses, a fact that indicates how powerful a tool puppets
can be. Be certain you choose your questions carefully.

2. Puppets can be used to bring some entertainment to an adult group.
Have a debate with your puppet. Tape a conversation, and then play the
tape as you provide the answers.

3. Puppets can be used to represent an organ or other body part in a demon-
stration of the effects of healthy and unhealthy practices or to explain a
surgical procedure.

4. Purchase a ready-made program with puppets and scripts.

Method/Intervention 26: Role Plays

Role plays are acting out assigned roles. There is no script as in a play, but
participants are not free to act in any way they wish. They are assigned pa-
rameters with limited flexibility.

Examples

Tips for Effective
Implementation
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Advantages of role plays are that they:

1. Require no equipment.
2. Can address difficult topics and the affective domain.
3. Can allow participants to act out feelings without reprisals.
4. Are interesting and entertaining.

Disadvantages are that they:

1. Will fail if people refuse to participate.
2. Can bring out unintended emotions or outcomes.
3. Require that the facilitator be well prepared because of the uncertainty of

outcome.
4. Can sometimes be difficult to control.
5. May not be taken seriously by participants.
6. Can provide inaccurate or inappropriate content.

Rules

Certain rules should be established for role plays:

1. Actors are acting out assigned roles. It must be understood that they are
not playing themselves.

2. No putdowns of actors should be allowed.
3. Do not stereotype casting.
4. Establish parameters for roles.
5. It should be understood that in real life it is rare that there is one clear-cut

correct answer or role.

Setup and Performance

1. Provide role players props, such as sunglasses or hats, to help them dis-
guise themselves and get into character.

2. Limit the role play to 3 minutes and watch for signs that it may be dis-
solving. Long pauses, glances at the facilitator, and manipulation of props
indicate the players are running out of content.

3. Provide the role players a few minutes to prepare prior to the performance.
4. A role reversal technique that asks the players to switch roles in the mid-

dle of the role play can expand the drama and provide different perspec-
tives (Meeks, Heit, & Page, 2007).

Debriefing

Debriefing is particularly important after role playing. It is critical to tactfully
correct any misinformation immediately following the role play. Be sure to

Tips for Effective
Implementation

Advantages and
Disadvantages
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analyze the roles for realism and most common responses. Ask participants
what are appropriate and realistic ways to handle the problems posed. Ex-
plore alternatives, asking for the likely consequences of each alternative. Fi-
nally, promote discussion on how we can achieve positive outcomes.

Sample debriefing questions (that should be outlined by facilitator before
role play) follow:

1. Was the situation realistic?
2. What would be the likely outcome of the actions of the big brother/

sister?
3. What are other options?
4. What are the issues here (drug use, dating older man, some unknown,

sexuality, no supervision, etc.)?
5. What are realistic objectives?
6. How can we reach these objectives?

Following are several possible role plays for the subject of drug prevention/
education:

1. Two parents discuss the marijuana joint one parent has found in their
son’s room. They must decide what action to take.

2. You (age 21 and a college student) walk into your home unexpectedly
and find your younger sister (age 15) home alone with an older (age 19)
boy. The couple is in the kitchen drinking beer, and there are some 
red capsules on the table that are obviously illegal drugs. When you walk
in, they both act nervous and try to hide the drugs. Your mother (a single
parent) is working and will not be home for several hours.

3. Parents are teaching their child about drug abuse. You are sitting in the
kitchen at home.

4. You find someone in the next dorm room smoking marijuana.
5. An intoxicated date wants to drive you home.
6. You are at a party where two friends urge you to try pot, LSD, cocaine,

methamphetamine, or some other illicit drug.
7. Your friend gives you his locker combination so you can retrieve the book

you loaned him last night. While getting the book you notice several bags
of drugs in his locker. This guy has been a pretty good friend and has
never offered you or sold you drugs. What do you do?

Following are two possible role plays on the subject of preventing violence:

1. A friend who lives in a very tough part of town has brought a handgun
to school for protection. You spot it when you are having lunch to-
gether, and he explains he needs it for protection. He says he does not

Example 2: Violence
Prevention

Example 1: 
Drug Prevention/

Education
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need it at school but has nowhere else to hide it. You often bring your
mom’s car to school. He suggests leaving it in the trunk of your car during
the day.

2. A good friend of your son is arrested for assault and carrying a concealed
weapon (knife).

Following are three possible role plays on the subject of sexuality education:

1. Parent finds diaphragm belonging to 16-year-old daughter
2. Parent discovers condoms in purse of 14-year-old daughter
3. Parent discovers condoms on dresser of 14-year-old son

Following are two possible role plays on the subject of ecology social responsibility:

1. Your son or brother pours oil into the street drain after changing your oil
2. Your friend dumps trash out of the car window

Method/Intervention 27: Self-Appraisals

Self-appraisal is a technique to encourage personal assessment as an important
step in personal behavior change. It involves some form of personal assessment,
which can range from a checklist of a few items to a diary and computer analy-
sis kept for a long time. The key element is to encourage self-inspection as a first
step in behavior change. Self-appraisal is sometimes coupled with personal im-
provement projects. Figures 4-14 and 4-15 present forms for self-appraisal.

Self-appraisal can be used effectively as an evaluation tool for a commu-
nity health education program. We can label an anonymous assessment a
self-appraisal and make it acceptable. If we call it a test, participants may
walk out.

Advantages of self-appraisals are that they:

1. Allow individual assessment.
2. Are an important first step in personal behavior change.
3. Provide excellent focus to start a workshop or class.
4. Are interesting and entertaining.

Disadvantages are that they:

1. Require development of instruments.
2. Can be misinterpreted.
3. May require medical testing.
4. Can be expensive if using a commercial vendor.
5. Are self-reported and, therefore, only as valid as the learner is honest.

Advantages and
Disadvantages

Example 4: Ecology
Social Responsibility

Example 3: Sexuality
Education
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162 Method/Intervention 27: Self-Appraisals

1. Encourage participants to summarize what they have learned from the
assessment.

2. Follow the self-assessment with goal-setting activities to facilitate behav-
ior maintenance or change as needed.

Examples of ways to use self-appraisals follow:

1. Use to test health education knowledge.
2. Use to appraise health risks.
3. Use to evaluate food intake—24-hour recall.
4. Use as a post-workshop assessment.
5. Use as a stress audit.

Examples

Tips for Effective
Implementation

SELF-ASSESSMENT OF PRESENTATION (REVIEW OF VIDEOTAPED PRESENTATION)

Name:

Date video reviewed:

Overall impression of presentation:

Some things I did well:

Some things I should work on:

Figure 4-14
Example of Self-
Appraisal Form for
Video Presentation

59292_CH04_097_184  10/28/09  12:28 PM  Page 162



Chapter 4 Methods of Instruction/Intervention 163

Method/Intervention 28: Service Learning

Service learning is the notion that one learns through doing and can 
acquire good personal values through service to others. This method also
provides real service to the community. Some school districts require such
service of all students and have even gone so far as to make it a gradua-
tion requirement. East Carolina University, through its Department of
Health Education and Promotion, has operated a large service learning pro-
gram for many years. The program is promoted through many courses on

NEEDS ASSESSMENT SELF-ASSESSMENT

Name: Year in school:

Local phone:

Specialization? School, community, worksite, or other:

If a grad student, degree program and major interests:

Are you currently employed?  Yes  No
If yes, approximately how many hours do you work a week?

TEACHING/PRESENTATION EXPERIENCE (PAST 5 YEARS)
1. Teaching or working with children (Contact hours with you as the primary
instructor)

2. Teaching or working with adults

LESSON/PRESENTATION PLANNING
1. How many lesson/presentation plans have you personally written?

2. Have you been trained in writing behavioral objectives? If yes, what
system was used?

EQUIPMENT USE
Have you successfully used (feel comfortable in using) the following?

1. Overhead projector
2. E-mail
3. Film projector
4. DVD player
5. Computer projection system
6.  Videotape camera and recorder 
7. CD-ROM and computer
8. Slide projector
9. Personal computer  model

Preferred word processing software
10. Internet—finding health information

Figure 4-15
Example of Self-
Appraisal Form for
Needs Assessment

59292_CH04_097_184  10/28/09  12:28 PM  Page 163



164 Method/Intervention 28: Service Learning

campus. An amazing 9,000 of the total 18,000 students on campus in a re-
cent year provided service to local groups and agencies through the program.
All participants are covered by insurance, and only agencies with negotiated
contracts ensuring supervision and an appropriate experience are included.

Service learning is not a new notion, of course, but it has been gaining
popularity at many institutions of learning. Not that long ago educational in-
stitutions were encouraged to be value-neutral, but often today they are ac-
tively encouraged to teach basic values such as treating others with respect
and responsibly giving back to the community.

Advantages of service learning are that it:

1. Generally requires little equipment.
2. Is able to address affective objectives.
3. Provides real service to the community.

Disadvantages are that it:

1. Is often unpredictable in outcome.
2. Can place participants at risk and often requires insurance.
3. Requires close supervision and time-consuming cooperation with com-

munity agencies.

1. Provide participants with printed agendas and instructions that summa-
rize their roles and responsibilities.

2. Provide participants with the supplies and materials necessary to com-
plete the project.

3. Host a debriefing session after the project to allow participants to share
their experiences.

Joe Nussbaum, former Vice President of the Student Government Associa-
tion at Texas A&M University, began The Big Event in 1982 as a way for stu-
dents to say thank you to the surrounding community. Nussbaum envisioned
a one-day service project where community residents surrounding the uni-
versity would be shown appreciation for their support for the health and
well-being of the students at Texas A&M University. A&M students did this
by completing various tasks (e.g., changing air filters, cleaning windows,
picking up trash) to improve the quality of life of its community members.
The annual event fosters both unity and improved health in the community
(Texas A&M University, 2008).

1. Require a given number of service hours in a health-related agency be-
fore being eligible to graduate from high school.

2. Require a given number of service hours in a specific agency as part of a
health education course.

Other Examples

Example: Big Event

Tips for Effective
Implementation

Advantages and
Disadvantages
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Method/Intervention 29: Simulations

Simulations are activities that take on the appearance of some real-life phe-
nomenon. They allow participants to observe and even participate in an
event without the risk of injury that would occur in the real event and in a
very controlled manner. An example would be an injury simulation kit, pro-
viding realistic-looking blood and ways to make people look wounded. Par-
ticipants can treat injuries as they would in real-life situations.

According to Cruickshank (1972), a simulation is “the end product, the
model resulting from the process of simulating. The simulation is contrived ex-
perience used to expose someone to a certain prescribed set of circumstances
based on a model. It is usually to teach a role, function, or operation. By using
simulation, it is possible to attain the essence of something without its reality.”

The open-ended nature of a simulation promotes the use of critical thinking
as participants evaluate and respond to the ever-changing situation (Jansiewicz,
2004). The artificially induced reality allows the participants to experience the
emotions one might feel in a real situation.

The common application of simulations to emergency care such as first aid
is useful for the following reasons:

1. They provide examples of real-life emergency care situations.
2. They provide an opportunity for the practical application of skills covered

in the classroom.
3. They provide practice in the analysis and evaluation of emergency situa-

tions without the risk of injury resulting from judgment errors.
4. They provide an alternative teaching strategy for the instructor.
5. They provide an evaluation technique for the instructor.
6. They provide students with practice in performing skills under stress and

thus increase self-confidence.

Advantages of simulations are that they:

1. Provide an element of realism.
2. Can address some difficult-to-teach issues such as comfort levels of per-

formance.
3. Provide variety.
4. Can provide opportunities for repetition of important skills.

Disadvantages:

1. Generally are time-consuming.
2. Can be expensive.
3. Are often difficult to use with large groups.

See Figures 4-16 through 4-20 for information on first-aid instruction.

Advantages and
Disadvantages

Rationale
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166 Method/Intervention 29: Simulations

Figure 4-16
First Aid Instructions for
Participants

From Gilbert, G.G.
(1981). Teaching First
Aid and Emergency
Care. Dubuque, IA:
Kendall/Hunt.

1. You must treat this like a real-life situation. Nothing will be 
assumed—you must do all that you would in a real-life situa-
tion. To receive credit for any procedure, it must actually be
completed. The only exceptions to this are procedures that can-
not be done in the classroom such as making a phone call, and
they must be explained.

2. You may use only material provided in the testing area.
3. You may not use any notes or cards.
4. For assistance you may use only those people provided, and you

must give them explicit directions for any aid they administer.
No undirected assistance or information is to be given by other
students or victims.

5. Time will be an important factor in life-threatening situa-
tions. A reasonable time will be allowed for less severe injuries,
but do not waste time. (After using a situation several times, an
instructor will have an idea of how long it should take to com-
plete and may wish to set a time limit.)

6. In situations where you want to take a pulse, you must actually
take a reading. (Victims will also be taking their own pulse so
that assessment can be properly made.)

7. Bleeding tags will be marked mild, moderate, or severe. Mild
bleeding will require direct pressure and elevation for credit.
Moderate bleeding will require the same plus proper use of pres-
sure points where appropriate. Severe bleeding will require the
use of all three aforementioned techniques plus proper use of a
tourniquet. This is done only as a grading convention and is not
meant to imply that proper first aid would be guided only by es-
timates of blood flow.

1. Minimize uncertainties that will frustrate participants by providing a de-
tailed explanation of the procedures for the simulation. Knowing what to
expect will build the participants’ self-efficacy in their ability to perform.

2. Keep the pace of the simulation as true to life as possible.
3. Know what you wish to accomplish and make participants aware of the

specific outcomes you expect of them.

Some examples of simulations follow:

1. Fire alarm and building evacuation.
2. Application of CPR.
3. Simulation games in which community member roles are simulated.

Examples

Tips for Effective
Implementation
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Position of  Victim:
Seated.

Special Instructions for Victim:
Cry, but answer questions. You fell and scraped your knee. You have no other
injuries.

Supplied Materials:
Home materials box.

Tags:
1. Moderate bleeding (1)–knee.

Information Supplied to First-Aider.
Situation:

You are home with your younger sister (age 11) when you hear her crying. You
find her on the front porch.

Where:
Your home.

Miscellaneous Information:
No one else is home.

Figure 4-17
Sample Simulation 
Situation 1

Scraped Knee

Name of First-Aider Grader

1. Was the victim properly examined
and questioned for all possible 4, 3 2, 1 0
injuries?

2. Was the victim given verbal
encouragement?

2 1 0

3. Was moderate bleeding controlled
and bandaged properly?

7, 6, 5, 4 3, 2, 1 0

a. Direct pressure (2)
b. Elevation (2)
c. Proper bandage (3)

4. Was proper shock treatment given? 2 1 0

Comments:

Yes
Well Done

Yes
Adequate

No

Add
Deductions
Total
Possible 15

The evaluator circles the appropriate point value and adds the points up for grading.
These can be used to determine pass or failure or a letter grade. Multiple situations must
be developed prior to class (see Gilbert, 1981) so all participants have different situations.

Figure 4-18
Sample Simulation
Evaluation 1
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Position of  Victim:
Victim is face down on front seat (use two chairs).

Special Instructions for Victim:
You are unconscious and will remain so.

Supplied Materials:
1. Coats.
2. Bandaging materials.
3. Water.
4. Splints.

Tags:
1. Moderate bleeding (1)–forehead.
2. Moderate bleeding (1)–nose (nose bleed).

Information Supplied to First-Aider.
Situation:

You are the first to arrive at the scene of a single-car automobile accident.
Where:

Freeway (interstate).
Miscellaneous Information:

Several other people stop, but no one has first-aid training. There appears to
be no danger of fire.

Bleeding

Name of First-Aider Grader

1. Was the victim examined carefully
for all injuries?

4, 3 2, 1 0

2. Was moderate bleeding of the
forehead controlled properly?
a. Direct pressure (4)

7, 6, 5, 4 3, 2, 1 0

b. Bandaged properly (3)

3. Was victim removed from the car?
(If removed, give credit if good
explanation for removal given and

0 0 4

proper technique applied.)

4. Was note made of possible head
injury (medical personnel notified 5, 4, 3 2, 1 0
and movement minimized)?

5. Was proper aid sent for? 2 1 0

6. Was the victim treated for shock? 3, 2 1 0

Comments:

Yes
Well Done

Yes
Adequate

No

Add
Deductions
Total
Possible 25

Figure 4-19
Sample Simulation 
Situation 2

Figure 4-20
Sample Simulation
Evaluation 2
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Method/Intervention 30: Storytelling

Storytelling is one of the oldest methods of communicating ideas and im-
ages. Storytelling through the ages has been used as a teaching tool, whether
for imparting the values contained in many of the folktales or for simply pass-
ing along information. Stories provide a venue to deliver information while
engaging, entertaining, and challenging the listener through inferred mean-
ing. “The imagination of each individual is free to create its own: drawing
not only on the story, but on personal experiences of people and places, so-
cial interactions, sites, sounds, smells and sensations, dreams” (Haggarty &
Norgate, 2006). 

Folktales, myths, legends, hero tales, humorous stories, and realistic sto-
ries are especially suitable for storytelling. Literature is an under-utilized
venue in health education.  Poems, parody, and satire can be effective meth-
ods for alluding to poor health practices. Health educators can use stories to
embed concepts related to health concerns. Facts embedded in a story are
generally much easier to learn and recall than those presented in an in-
formational format (Wagner & Smith, 1969). As the sequence of events
unfolds, the listener will be able to see cause and effect relationships of be-
havior choices. The facilitator or participant can be the orator of a story-
telling method. 

Storytelling is becoming modernized with the addition of technology.
Digital storytelling is the practice of combining narrative with digital con-
tent, including images, sound, and video, to create a short movie, typically
with a strong emotional component (Educause, 2007). We live in a world
that is increasingly interactive, communications intensive, and knowledge
based; it would stand to reason that our methods of storytelling should
evolve to keep up with the times. 

Advantages of storytelling are that it:

1. Is interesting and entertaining.
2. Requires no equipment.
3. Can address difficult topics and the affective domain.
4. Is likely to be shared with others.
5. Reinforces speaking and listening skills (Caulfield, 2000; Grace, 2001).

Disadvantages of storytelling are that it:

1. Requires facilitator to have advanced speaking skills.
2. Can have unpredictable outcomes.
3. Is of limited value if participants do not make connections.
4. Can be time-consuming to create.
5. Is only as effective as the discussion that follows.

Advantages and
Disadvantages
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170 Method/Intervention 30: Storytelling

1. Select stories with repetition and pleasing word sounds for younger children.
2. Adults prefer stories with action, humor, and suspense. 
3. Develop a clear outline based on your objective and practice telling the

story prior to delivery.
4. Speak distinctly with your natural voice using pauses and changes in pace

and pitch to create moods. 
5. Use appropriate gestures to enhance the story but avoid movement unre-

lated to the story.
6. Props can be used to emphasize key points.

Two examples of storytelling follow.

Storytelling example: Blood circulation—the story of the red blood cell’s
journey through the heart!

Objective

Using the paragraph provided, the learners will trace the circulation of
blood through the heart by writing a story—to be read aloud—that describes
the events in the life of a red blood cell as it circulates through the heart as
well as a description of the four sections of the heart.

Prompt

You are a red blood cell traveling through the body. Write a story describing
your adventure. Include descriptions using all the five senses: tell me what
you see, smell, taste, feel, and hear as you journey through all four sections
of the heart. Make your story interesting by writing about the troubles you
may have on your journey or the things you might encounter. Use the infor-
mation and diagram (Figure 4–21) to construct your story.

Path of Blood Circulation

Blood returns from the body in the right atrium. The blood has lost most of
the oxygen it carries, and it is now deoxygenated. The right ventricle pumps
(via contraction) the blood along the pulmonary artery to the lungs where it
picks up fresh oxygen. It is now oxygenated. The oxygenated blood enters
the left side of the heart and is pumped out through the aorta to the body.
Once it reaches the capillaries around the body, oxygen diffuses out to the
surrounding cells. The deoxygenated blood is carried back toward the heart
in the veins. These join up to form the vena cava, which is the largest vein.

Interesting Facts About the Heart

• The heart is about the size of your fist.
• It generally only pumps about 50% of the blood that is in the chamber at

the beginning of its pumping phase (this is called the “ejection fraction”).

Examples

Tips for Effective
Implementation

(Bishop & 
Kimball, 2006)
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• It generally pumps about 5 quarts a minute.
• It can pump up to about 5 gallons a minute with exercise.
• It pumps about 4000 gallons of blood each day.

Adolescence is a time of tremendous confusion. As children progress from
childhood to adulthood, they are faced with new challenges that often re-
quire them to make what could be life-altering decisions. Teaching stu-
dents to recognize the importance of their decisions on future opportuni-
ties is a vital part of helping them become mature adults. Interdisciplinary
teaching methods provide educators with unique ways to influence the be-
havior of adolescents. The use of literature in health education is one
venue that allows the educator to address the affective domain while en-
couraging students to think on a higher cognitive level. This teaching
technique allows students to analyze a famous piece of literature in an ef-
fort to discover implications related to decision making. The following
example has been adapted to be used in conjunction with a unit on ado-
lescent sexuality; however, it could be easily modified to address other im-
portant decisions.

Target Population

This activity is designed for adolescent students in grades 6–12 to reinforce
the importance of thinking through important decisions.

Storytelling
Example: Poetry and

Decision-Making
Story

Figure 4-21
Blood Circulation Story
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Objective

At the end of the activity, students will be able to provide examples of infer-
ences in the poem and describe how they relate to decision making.

Materials and Resources

• An enlarged copy, to be used in leading class discussion, of the poem
“The Road Not Taken” by Robert Frost.

• Projection device.
• A student copy of the poem “The Road Not Taken” by Robert Frost 

(Figure 4-22).
• A student copy of the guided discussion sheet (Figure 4-23).

Procedure

1. Provide each student with a copy of the poem “The Road Not Taken” by
Robert Frost.

2. Introduce the purpose of the activity to students by discussing the num-
ber of decisions they make each day. Emphasize the lack of thought that
can go into making simple choices by providing examples of daily deci-
sions (e.g., what to wear, where to sit at lunch, what to do about forgotten
homework). Discuss the need for a greater amount of thought as deci-
sions become more important.

3. Tell the students that the poem by Robert Frost stresses the importance of
thinking through decisions before they are acted upon.

4. The instructor should begin reading the first stanza of the poem, stop-
ping to ask questions 1–5 on the guided discussion sheet.

5. After discussing questions 1–5, continue reading stanza 2 and complete
questions 6–7.

Two roads diverged in a yellow wood,
And sorry I could not travel both
And be one traveler, long I stood
And looked down one as far as I could
To where it bent in the undergrowth. 

Then took the other, as just as fair,
And having perhaps the better claim,
Because it was grassy and wanted wear;
Though as for that the passing there
Had worn them really about the same.

And both that morning equally lay
In leaves no step had trodden black.
Oh, I kept the first for another day!
Yet knowing how way leads on to way, 
I doubted if I should ever come back.

I shall be telling this with a sigh
Somewhere ages and ages hence:
Two roads diverged in a wood, and I—
I took the one less traveled by,
And that has made all the difference.

Figure 4-22
Robert Frost: The Road
Not Taken (1915)
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6. Read stanzas 3 and 4 and then complete questions 8–10.
7. Alternate method: You may wish to have students read the poem and

complete the study guide independently or in groups of three. The smaller
venue might allow for more personalization of the activity.

Figure 4-23
Frost Poem: Decision-Making Discussion Questions

Directions

As you answer the following questions think about how the poem relates to your decision about 
(fill in topic).

Today’s Topic

Having sex for the first time with your partner.

STANZA ONE

1. What time of year is it? How do you know? 

2. How does the season relate to the decision—what might be the symbolism? 

3. Where is the author standing? What does this represent? 

4. Can he/she see the end of the road? Why and how does this relate to your decision?  

STANZA TWO

5. Did he/she take the road most commonly chosen? How do you know? 

6. Was he/she really sure the road taken was not the most frequently used? 
How do you know, and how might this relate to the phrase “everybody’s doing it”?

STANZAS THREE AND FOUR

7. Is the speaker happy with his/her choice? Justify your answer. 

8. Why will the speaker be telling the story “with a sigh”? 

9. Do you agree with the statement Frost makes in the last two lines: “I took the one less traveled by, and that
has made all the difference”? Explain your position. 

10. How does this poem apply to a person’s choice about being sexually active? 
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Method/Intervention 31: Theater

Theater has been commonly used in many health education programs. It differs
from role plays in that it employs a script that dictates all dialogue and action.
These plays can be purchased or developed, and often professional actors or
para-professional student actors are enlisted to make the presentation. The
scripts can be memorized or directly read as in a reader’s theater approach. Gen-
erally a follow-up discussion guide with questions for the audience is included.

Theater can be very powerful. Several plays have been developed in the
AIDS/HIV prevention area (Denman, Davis, Pearson, & Madeley, 1996),
and some university student health centers are using student actors to pro-
vide plays on date rape. Because there is an established script, presentations
can be reviewed very carefully for content. It is therefore easy to determine if
the play fits the objectives being sought and if it fits any model or theory be-
ing employed in reaching the target population.

Advantages of theater are that it:

1. Generally requires little equipment.
2. Is able to address difficult topics in a controlled manner.
3. Can address the affective domain.
4. Allows good control over content.

Disadvantages are that it:

1. Requires the use of actors, who may be difficult to find or afford.
2. May require a stage and related equipment.
3. May be ineffective if poor acting detracts from the message.

1. Purchase health-specific scripts.
2. Develop scripts as a classroom project. When allowing students/

participants to write their own scripts, be very clear about your expecta-
tion for age-appropriate dialogue and behavior.

3. Use scripts constructed by a community group.
4. Provide actors with props to make the drama more engaging.
5. Consider hats or sunglasses that allow the actors to be behind disguises.
6. Ensure that the actors understand the objective of the drama and what

the audience should learn from watching the performance.

Examples of theater use follow.

“The Babysitter’s Dilemma”
Scene
Jane has been babysitting the Johnson children, who are now asleep. Jane is
dressed like a typical teenager. Mr. and Mrs. Johnson return home from the

Sample Script

Tips for Effective
Implementation

Advantages and
Disadvantages
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party they were attending. Scene takes place in living room and adjoining
kitchen. Stage should include living room with couch and chair plus adjoin-
ing kitchen with counter, table, and chairs. Jane is sitting reading when Mrs.
Johnson walks in the front door.

Mrs. Johnson: Hi, dearie. Sorry we’re late, but the party was so much fun we
lost track of the time.
Jane: The kids went to bed about 9:30, as you asked, Mrs. Johnson, but I
don’t think they fell asleep until much later.
Mrs. Johnson: Don’t worry, dearie, they can sleep in tomorrow since it is
Saturday. In fact, it is Saturday—what time is it?
Jane: It’s almost 3 AM.

Mr. Johnson comes through the front door looking a bit disheveled and ap-
pears to have been drinking.

Mr. Johnson: Had a little trouble getting the car into the garage. Oh, Christ, I
forgot the babysitter. Come on, cutie, I’ll take you home. Where are my keys?

Mrs. Johnson: Maybe you left them in the car, dear. [Mrs. Johnson takes off
her coat and shoes.]
Mr. Johnson: Oh yeah, that is probably where they are. Honey, you go to
bed and I’ll be right back. Come on, cutie—how old did you say you were?

Mr. Johnson looks her up and down with interest, in an inappropriate manner.

Jane: Maybe I should call my parents?
Mr. Johnson: Nonsense. It’s too late, and I’m not tired. I’m feeling good.
Jane: My parents have a rule that if I work past 1 AM, they pick me up.
Mr. Johnson: That’s a silly rule. You’ll just wake them up for no reason.
Mrs. Johnson: We don’t want to upset her parents. Let her call home if she wants.
Mr. Johnson: This is ridiculous! What do we have to drink? Do we have any
bourbon?

Jane moves to the kitchen and calls her parents.

Jane: Mom, the Johnsons just got home from the party, and I need you to
pick me up. Thanks, Mom. I’ll be ready as soon as you can make it.
Mr. Johnson [using a stern, directive voice]: Why don’t you call them back
and tell them I can drive you home? I’m not going to give you a tip unless I
drive you home. It isn’t right for your parents to come.

Mrs. Johnson has moved to the kitchen and is cleaning up.

Jane: My Mom and Dad have strict rules, and I have to follow them since
I’m only 15. Mrs. Johnson, let me help you clean up.

Jane moves to kitchen and begins cleaning. Mr. Johnson acts huffy, fixes him-
self a drink, and sits, watching the ladies clean up. A few minutes later Jane
hears a car and moves to the window.
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Jane: It’s my Dad, and I have to go. [She heads for the front door.]
Mr. Johnson [standing up and getting out his wallet]: Here you go, Jane. There is
a nice tip. I hope there are no misunderstandings. We may need you next week.
Jane: Thank you, Mr. Johnson. [She hurries out the door.]

1. Did Jane do anything that contributed to the problem?
2. What other options did Jane have? What might be the consequences of

these behaviors?
3. What if Jane did not have parents at home? What could she have done?
4. Should Jane return to babysit again?

Method/Intervention 32: Value Clarification

Value clarification is a method designed to help people understand how
they have reached decisions. It has the potential of teaching rational 
decision-making skills. This method had great popularity in the 1960s and
1970s. It fell into disfavor under charges that it taught no values and allowed
free choice even when the correct choice was clear to “any rational person.”
The method was often misused, and this contributed to its being banned in
some settings. It is a useful tool if used properly. Many of the principles can
be applied well under the title “developing decision-making skills.”

Advantages of value clarification are that it:

1. Is low in cost.
2. Can deal with feelings and emotions.
3. Allows for individual and group expression.

Disadvantages are that it:

1. Can be controversial.
2. Requires that the instructor be prepared to deal with emotional responses.
3. Is unpredictable in outcome.
4. Can be dominated by over-opinionated individuals.

1. Emphasize the complexity of the issues and present multiple perspectives
on the topic.

2. Encourage all to participate but do not demand it.
3. Encourage participants to use disagreements as a constructive method for

learning.

Rules for value clarification should be established as follows:

1. No putdowns are to be allowed.
2. The rights of others to different opinions are to be respected.

Rules

Tips for Effective
Implementation

Advantages and
Disadvantages

Follow-Up 
Discussion
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According to Raths, Harmin, and Simon (1966, p. 30), true values are
those which do the following:

Choosing: The individual chooses what is valued according to the
following criteria:
1. It is chosen freely.
2. It is chosen from alternatives.
3. It is chosen after consideration of the consequences of

each alternative.
Prizing: The individual is proud of what is valued and is:

4. Cherishing, being happy with choice.
5. Willing to affirm the choice publicly.

Acting: The individual is willing to perform behaviors that support
what is valued by: 
6. Doing something with the choice.
7. Repeating, in some pattern of life.

Use value clarification to help participants make a health education deci-
sion by asking them to do the following:

1. List five major factors that influenced you to go into health education.
These can be people, places, things, feelings, or desires.

2. Draw a large circle.
3. Divide the circle into pie slices for each of your “influencers,” and make

the proportion of each slice appropriate to the amount of influence (see
Figure 4-24).

Example: Health
Education Decision

Values Clarification

Things
10%

Desires
29%

People
26%

Feelings
29%

Places
6%

Figure 4-24
Pie Chart for Values
Clarification Exercise
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178 Method/Intervention 33: Word Games and Puzzles

Now lead a group discussion by asking participants these questions:

1. Are these rational and positive ways to make a decision?
2. How would the pie chart look if you went about this decision the most ra-

tional way?
3. Are you proud of your decision?

Method/Intervention 33: Word Games and Puzzles

Word games are entertaining and are very useful in increasing vocabulary.
They are commonly used with elementary school children, with people
studying English as a second language, or with any area that introduces a
considerable number of new vocabulary words. These activities include
crossword puzzles, anagrams, and other word games.

Advantages of word games are that they:

1. Are low in cost.
2. Are fun.
3. Serve as good productive filler for individuals who finish work fast or

need additional stimulation.
4. Are excellent for improving vocabulary.

Disadvantages are that they:

1. Generally address only the cognitive domain.
2. Require time to develop. However, free or inexpensive software is now

available that will construct puzzles from words you submit.
3. Require equipment to reproduce.
4. Are sometimes viewed as busy work.

1. Provide participants a mechanism for determining if their solutions are
correct.

2. Consider using games/puzzles as a part of the competition among teams
of participants to foster group comradeship.

Two examples of word games follow:

1. Crossword puzzle for health education methods and interventions—see
Figure 4-25.

2. Anagram for drug classifications—see Figure 4-26.

Examples

Tips for Effective
Implementation

Advantages and
Disadvantages
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Figure 4-25
Crossword Puzzle on Health Education Methods/Interventions
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180 Promising Methods by Topic

Promising Methods by Topic

As we have stated many times, we encourage you to consider all methods
that might meet your objectives. Following is a list of methods by topic that
have either had some success or the authors recommend the exploration of
this method for the listed content area.

Debates
Experiments and demonstrations
Mass media
Panels
Peer education
Role plays
Value clarification

Debates
Guest speakers
Panels
Peer education
Puppets
Role plays
Value clarification

Debates
Experiments and demonstrations
Field trips
Guest speakers
Panels
Storytelling

Environmental
Health

Human Sexuality

Drug Education

Change the following names into drug classifications.

Name Drug Classification
Minee Haptma Amphetamine
Bet Arbitura Barbiturate
Lum Stanti Stimulant
Ant Pedress Depressant

See the methods selection matrix in Chapter 3.
Figure 4-26
Anagram on Drug 
Classifications

59292_CH04_097_184  10/28/09  12:28 PM  Page 180



Chapter 4 Methods of Instruction/Intervention 181

Computer-assisted instruction
Guest speakers
Mass media
Personal improvement projects
Self-appraisals
Storytelling

Computer-assisted instruction
Guest speakers
Simulation
Storytelling

For more information and tools related to this chapter visit http://healthedu
cation.jbpub.com/strategies.

E X E R C I S E S

First Aid

Consumer
Health/Nutrition

Take a look at the following situations. Con-
struct one behavioral objective for each situa-
tion, and then select one appropriate method
to fulfill the objective. Give a brief justification
as to why you selected a particular method,
and explain how the method would facilitate
achieving the objective.
1. You are teaching the first class in a five-
part unit on nutrition for approximately 25
seventh-grade students.
2. You are conducting a 1-hour, once-only
workshop for a community group of women
(approximately 20 women ages 35 to 45) on
the subject of menopause.

3. You are facilitating the first in a series of
eight workshops on smoking cessation for a
community group of 10 adults.
4. You are teaching the final class in a five-
part unit on HIV/AIDS for a group of 25 tenth-
grade students.
5. You are facilitating the second of six 1-hour
workshops for approximately 10 college stu-
dents on the subject of body image/weight
management.
6. You are teaching the first in a three-part
unit on environmental health for an eighth-
grade class of approximately 20 students.

CA S E  S T U D I E S  R E V I S I T E D

Pam needs help in her method selection. She needs to consider the educa-
tional level of her participants, review her objectives, and select more appro-
priate methods. She has selected an inappropriate method for the target
population and has failed to take advantage of an excellent opportunity for
small-group techniques. If Pam had considered the characteristics of adult
learners and the fact that her target population is well educated, she would
have concluded that allowing the participants to identify common concerns
and share ideas as they look for solutions is a better strategy.

Case Study 
Revisited: Pam
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182 Summary

There is an arsenal of methods available to us in health education. It is im-
portant we consider the objectives first and then focus on the methods to
meet those objectives within the context of the resources we have at our dis-
posal. (See page 99.)

The fundamental question that should be asked is whether or not a debate
on such a volatile subject as abortion should even be considered. High
school students are notoriously opinionated and quite often totally unrecep-
tive to opposing views, making an abortion debate a disaster waiting to hap-
pen. Pat was also incredibly naïve in thinking that a debate would change
anyone’s position on such a difficult and personal topic as abortion. One de-
bate technique sometimes used is to have individuals research and present
arguments that are diametrically opposed to their own viewpoint. This ensures
that participants consider the “other side” in relation to their own opinions.
However, abortion is such a personal and polarized issue that discretion, in
the form of simply not debating such a topic, may indeed have been the bet-
ter part of valor in this instance. (See page 118.)

Meshah could have done a couple of things to make the field trip more ef-
fective. Time could have been built into the day’s events to allow for ques-
tions, although if someone on-site is coordinating the visit, that might prove
difficult to control. Another strategy might be to provide the students with a
list of questions that they need to have answered by the end of the visit. The
design of the questions could require participants to meet specific people or
experience targeted areas of the clinic. This could even be made into a type
of informational scavenger hunt to encourage active participation. Clearly,
Meshah could have used the bus ride home as a time to process the day’s
events and clarify any points of confusion, although in fairness to Meshah,
a bus full of tired or boisterous students might not be the optimal place to
process information! A football discussion might indeed be a sound plan,
saving the post-visit processing or scavenger hunt analysis until the next
class period. There is no one right way to implement strategies, but the like-
lihood of success with any single method relies heavily on the planning and
thought that precedes the activity. (See page 135.)

S U M M A RY

This chapter has reviewed over 30 categories of methods that can be
employed by a health educator. Each has advantages and disadvantages
that should be taken into account when making a selection for inclusion
in any health education program.

Case Study 
Revisited: Meshah

Case Study 
Revisited: Pat
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Presentation and Unit 
Plan Development

5
C H A P T E R

Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility II: Plan Health Education Strategies, Interventions, and Programs
Competency D: Develop a logical scope and sequence plan for health education

practice.
Competency E: Design strategies, interventions, and programs consistent with specified

objectives.
Competency F: Select appropriate strategies to meet objectives.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate plan of action.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility IV: Conduct Evaluation and Research Related to Health Education
Competency A Develop plans for evaluation and research.
Competency B: Review research and evaluation procedures.
Competency C: Design data collection instruments.
Competency D: Carry out evaluation and research plans.
Competency E: Interpret results from evaluation and research.
Competency F: Infer implications from findings for future health-related activities.
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Fundamental Principles 186

Responsibility VI: Serve as a Health Education Resource Person
Competency C: Select resource materials for dissemination.

Note: The preceding competencies, which are addressed in this chapter, are considered to be
both entry-level and Advanced 1 competencies by the National Commission for Health Edu-
cation Credentialing, Inc. They are taken from A Framework for the Development of Compe-
tency Based Curricula for Entry Level Health Educators by the National Task Force for the
Preparation and Practice of Health Education, 1985; A Competency-Based Framework for
Graduate Level Health Educators by the National Task Force for the Preparation and Prac-
tice of Health Education, 1999; and A Competency-Based Framework for Health
Educators—The Competencies Update Project (CUP), 2006.

This chapter will discuss the components of lesson/presentation plans
and unit plans in curriculum development.

After studying the chapter, the reader should be able to:

• Develop an appropriate lesson/presentation plan for a given setting.
• Construct a unit of instruction for a given setting and population.
• Develop questions that promote discussion and higher-order thinking.
• Describe the strengths and weaknesses of using lesson/presentation plans

for instructional organization.

Preparing a unit plan Strengths and weaknesses of
Preparing a lesson/presentation lesson/presentation plans 

plan and unit plans

Fundamental Principles

Presenting successfully requires the same skills as teaching successfully; it is
simply the setting that is different. Should we assume that the community
health educator who has to plan five 1-hour workshops on drug prevention
will have to follow the same sound principles of planning and methods de-
livery as the teacher who has to prepare a five-lesson unit also on drug pre-
vention? Yes, we should, because the principles of effective planning remain
constant regardless of setting. True, the rules and constraints in the school
classroom might influence the teacher’s planning, but the fundamental
principles remain the same in the school and community settings.

To be an effective health educator, particularly at the entry level, 
good presentation skills are essential. In order to optimize presentation skills,
thoughtful planning must occur at both the individual lesson/presentation
level and at the series or unit level. Anyone who has sat through a stunningly
boring presentation in the classroom or in the community should consider
how much time the presenter spent on thoughtful planning and method
selection . . . probably very little! This important phase of preparation in-
volves all health educators in this field, regardless of the setting.

K E Y  I S S U E S

O B J E C T I V E S

The greatest medications
are those swallowed by
the mind.
—Mohan Singh

59292_Ch05_185_220.qxd  10/28/09  12:29 PM  Page 186



Chapter 5 Presentation and Unit Plan Development 187

Planning the Intervention

An old saying states: “Those who fail to plan, should plan to fail.” Like many
old sayings there is a fair amount of truth in the statement. Spontaneity is
valuable in teaching, but as the exception not as the rule. Without planning,
education is less effective; it would depend completely on serendipitous
events. Planning creates structure and helps ensure that each new piece of
knowledge will fit into the framework of existing knowledge.

So how do you start? Unit plans and lesson plans are the maps that guide
you as you design your intervention to achieve your goals and objectives.
Imagine that you are going on a vacation. Simply jumping into the car and
heading in a random direction may be exciting and free-spirited, but it may
lead to an unpleasant get-away. Most vacation plans start with the selection
of an ultimate location followed by an itinerary that outlines daily travel in-
crements, selected sites, and experiences. Similarly, unit and lesson plans
function as the itineraries for the health educator’s intervention, giving an
overview of what is to be accomplished en route to the designated goal.

Unit Plans

There are many ways to organize for instruction. Whenever you have more
than a few hours of contact time with a target group, you should consider or-
ganizing for instruction in a unified manner. We will use the term unit plan
to describe an orderly, self-contained collection of activities educationally
designed to meet a set of objectives. Other terms for this are curriculum

A thoughtful and pre-
pared presentation style
is the key to maintain-
ing your audience’s 
attention.
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188 Unit Plans

plans, modules, and strands. All such systems seek to organize materials so
that they are more than the sum of their parts and have a high likelihood of
achieving the stated objectives. They are meant to be more than a collection
of lesson plans. As coordinated activities that build on one another, it is
hoped they will be able to influence challenging issues such as attitudes or
behaviors.

Depending on the time and other resources available, the unit plan can
be a powerful tool if implemented as constructed. But there must be a sig-
nificant amount of contact time allowed—usually more than 5 hours—and
a fairly consistent participating group. A lesson/presentation plan (discussed
later in this chapter) might be more appropriate than a unit plan if you are
working with a group of people for only a short period of time. Whether you
are planning a major 3-day community workshop or 20 hours of classroom
contact time in a school setting, you need to provide for an adequate
amount of contact time for your intervention so that you can build one com-
ponent onto another.

Unit plan construction is a challenging endeavor. Although good units al-
ready exist for a wide variety of health topics, the challenge is finding one that
meets your particular objectives. Federal, local, and state governments have
supported the development of many curriculum projects that include multi-
ple units. Many of the voluntary agencies have curriculum materials de-
signed to meet their health objectives, which are sometimes available free or
at low cost. Others are more extensive and are sold by vendors, sometimes at
considerable cost. If you are working on a curriculum development project, it
is most helpful to review material that is currently available. Otherwise, you
may needlessly be trying to reinvent the wheel. Try contacting local health
educators for people who can help you. Professional organizations can also
put you in touch with good contacts. Even if you decide your project or popu-
lation group is distinctive enough that it requires a new unit, it is most helpful
to review how others have approached the issues and objectives.

Sources include professional organizations as well as vendors. Working
with university health educators and reviewing Internet sites are good ways
to locate material. Any national professional health meeting is replete with
vendors showing their curriculum projects and related materials. Many ven-
dors will sell copies of their curriculum guides or complete packages, which
include all needed materials, such as videotapes, and some will develop cus-
tom units for you. Costs often are high, but you may acquire materials that
are far better than you could develop on your own. If you wish to use part of
the materials, you will need to negotiate permission from the vendor and
generally a fee will be required.

The federal government has supported the development of many curricu-
lum projects over the years. These often cost taxpayers millions of dollars.
Because of budget cuts and changing priorities, many of the projects have

Noteworthy Use 
of Your Tax Dollars

Reinventing 
the Wheel

The health educator who
plays roulette must first
invent the wheel.
—Mohan Singh
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Chapter 5 Presentation and Unit Plan Development 189

ended up in closets and are rarely used. Today most government agencies
encourage vendors to take these projects and use them. The vendors turn
them into marketable products and copyright the materials, sometimes mak-
ing good profits. In one way this seems like a ripoff of public funds, but with-
out such practice these good materials might well end up gathering dust. If
you can find relevant government material, you can use it without violating
any copyright law.

Unit Construction Guidelines

Possible components of a typical unit plan are as follows:

1. Overview
2. Statement of purpose
3. Long-range goals, general objectives, or key concepts
4. Behavioral objectives
5. Outline of content
6. Methods/strategies/learning opportunities
7. List of materials
8. Evaluation activities
9. List of available resources and materials

10. Block plan

Each component will be discussed in detail followed by an applied example
from a variety of programs. Keep in mind that unit plans can be and often
are hundreds of pages long. The examples provided are only representative
of the type of information to be included and are incomplete for even a short
unit plan. It is suggested that the reader review complete unit plans devel-
oped by professionals as well.

A unit plan is a vehicle for providing multi-faceted learning opportunities
designed to enhance the delivery of instruction and assessment. The ele-
ments of the unit plan collectively provide a big picture of the health inter-
vention. Just as the individual trees create a forest, the elements of the unit
plan function to create a plan for health promotion. (See Figure 5-1.)

Begin with an overview, a paragraph or two describing the setting of where
the unit will be offered. Include the ages of participants or grade level,
number of meetings and duration, economic situation, and cultural envi-
ronment. Identify the actual location(s) by name where the health edu-
cation program will be conducted. Pertinent demographics should be
included. (See Chapter 2 for information on needs assessment.) This
overview section will generally be less than one page and will lay out the
demographics of the group.

Overview

The lotus, like health ed-
ucation, floats upon still
waters; alas, while many
admire their perfection,
neither hath visible
means of support.
—Mohan Singh
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190 Unit Construction Guidelines

The unit plan for a Well-Baby Program is targeting pregnant women who
have applied for the “HELP NOW” program of King Sam County of Any-
state. The program will accept the first 50 women who sign up. Based on
county statistics, it is estimated that the group will range in age from 13 to
40, with the majority of participants being under 20 years of age. Most will
be English speaking, with approximately two thirds reading at above a fifth-
grade level. Approximately half are expected to be African American and the
other half white. Group size will be approximately 25, and participants will
self-select their group according to their schedule. Only a small number of
participants are employed, and the site is in the community, so transporta-
tion is not expected to be a problem. Day care, however, is an issue, since
50% of the participants have one or more children and less than 25% have a
spouse or partner living with them.

The statement of purpose is a description of why this content is part of the
curriculum for this target population. Footnote any statistics or generaliza-
tions used to support the need for this unit. Write this section as if you were
trying to convince an outsider of the need for this unit. Use statistics when-
ever possible to support the need for this specific target population. All sta-
tistics in the statement of purpose should be referenced and be as recent as
available. Local statistics should be used when appropriate. The U.S. Health
Goals for the Year 2020 are often helpful, as are local newspaper reports.

Statement 
of Purpose

Sample Overview
(Well-Baby

Program)

Figure 5-1
Unit Plans: Seeing
the Big Picture
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The unit for a Drug Prevention Program was developed because of an iden-
tified need in the community. The program is modeled on one that has
proved to be successful in other communities similar to “Anytown,” USA,
which has shown rather dramatic increases in drug use by school-age chil-
dren. According to the Anytown Department of Health annual survey, the
number of students using marijuana was as follows:

2000 2004 2008
4th Grade 2% 6% 9%
6th Grade 3% 8% 9%
8th Grade 11% 13% 16%
11th Grade 14% 14% 18%
12th Grade 13% 16% 27%

Cocaine use has also shown a similar rising trend, as follows:

2000 2004 2008
4th Grade 1% 2% 3%
6th Grade 1% 3% 3%
8th Grade 2% 5% 8%
11th Grade 1% 7% 10%
12th Grade 2% 8% 14%

Alcohol use has remained a serious problem:

2000 2004 2008
4th Grade 11% 12% 13%
6th Grade 11% 13% 13%
8th Grade 22% 25% 38%
11th Grade 21% 27% 40%
12th Grade 32% 48% 64%

State studies indicate a strong relationship between the use of these drugs
and the increase in violence, unwanted pregnancies, AIDS, and low school
performance. Studies show that 90% of cases of unprotected intercourse
occurred during the use of drugs, including alcohol, by both males and
females. Last year three seniors scheduled to graduate died in an alcohol-
related auto accident 3 weeks before commencement. This unit is needed
in our schools and should be implemented as part of our comprehensive
school health education program.

The very broad outcome intentions for the unit may be expressed as long-range
goals, general objectives, or key concepts. These are optimal behaviors you hope
to achieve and need not be easily measurable. (See Chapter 2.) Three or four
general goals are usually adequate to express the general nature of a program
unless it is a very long unit. Many units are 10 hours or less in total contact time.
Schools often have longer units that might average 20 contact hours each.

Long-Range Goals,
General Objectives,

or Key Concepts

Sample Statement 
of Purpose (Drug

Prevention Program)
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Goals for a Child Abuse Prevention Program are as follows:

1. Participants will acquire a set of workable and practical stress manage-
ment techniques.

2. Participants will develop positive parenting skills.
3. Participants will develop efficacy in the presented parenting skills.

The behavioral objectives are stated in behavioral terms—that is, in cogni-
tive, affective, and psychomotor domains—according to recognized author-
ity or as covered by the instructor. Often your agency, hospital, or school will
have a specific format. These are the specific objectives to be achieved and
should include an indication of how they will be measured. (See Chapter
2.) The number of objectives will depend largely on the contact time and re-
sources available. The number is not really important. The important con-
sideration is that they be appropriate, achievable, and clearly stated. Most
units of 20 hours or more have 15 or 20 objectives.

Behavioral
Objectives

Sample Goals (Child
Abuse Prevention)

Your unit objectives
must be reasonable in
order to be effective.
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Objectives for a Stress Management Program are as follows:

Cognitive

Upon completion of the stress management workshop
1. Participants identify three personal sources of stress according to the

guidelines presented in the program.
2. Participants will define stress, eustress, and stress management according

to the handouts provided.

Affective

1. Participants will show a willingness to learn more about stress manage-
ment by voluntarily signing up for future programs.

2. Participants will show an increase in self-efficacy about their ability to
practice the presented stress management techniques, according to self-
ratings on a post-evaluation instrument.

Psychomotor

1. Participants will demonstrate, to their group members, Jacobson progres-
sive relaxation as shown in class.

2. Participants will demonstrate the Jones breathing techniques as presented
in class meeting 4 during the simulation.

An outline of the content to be presented should include all items. This de-
tailed outline can be supplemented by an appendix with more detail or pho-
tocopies of the PowerPoint to be used. The content in the outline should be
presented in a logical order, though not necessarily in the order of presenta-
tion to be followed in the unit plan. If the contact time is about 20 hours,
this section could be 30 or 40 pages.

The outline for a Nutrition Program is as follows:
I. Dietary Guidelines for Americans

A. Recommendations to help people maintain good health and/or im-
prove it.

B. A good diet is based on variety and moderation.
C. Moderation means not eating large amounts of foods high in fat (satu-

rated fatty acids and cholesterol).
D. A risk factor is a condition that may increase the chance that some-

thing (usually negative) might be experienced by someone.
E. For some people, certain types of diets are risk factors for chronic health

conditions, such as heart disease, cancer, and high blood pressure.
F. The Seven Dietary Guidelines

(1) Eat a variety of foods.

Sample Outline
(Nutrition)

Outline of Content

Sample Objectives
(Stress Management)
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(a) No one food can supply all the essential nutrients needed for
maintaining good health.

(b) Should include foods from a variety of food groups.
(c) Creates a balanced diet.

(2) Maintain desirable weight.
(a) Desirable weight will vary according to many factors such as

age, health, gender, and so on.
(b) Avoid sudden, potentially dangerous, aggressive dieting.
(c) Calorie intake and expenditure must be balanced to main-

tain weight.
(3) Avoid too much fat, saturated fat, and cholesterol.

(a) A small amount of fat is needed in your diet.
(b) Risk of heart attack is increased by diets high in fat.
(c) How foods are prepared will influence the fat content of

food.
(4) Eat foods with adequate starch and fiber.

(a) Starch is a complex carbohydrate.
(b) Carbohydrate-rich foods provide many essential nutrients

and fiber.
(c) Dietary fiber is plant material that humans cannot digest.
(d) Grain products and starchy vegetables are good sources of

starch.
(e) Whole grain products, fruits, vegetables, nuts, and dry beans

contain fiber.
(f) How the food is prepared will affect the fiber content.

(5) Avoid too much sugar.
(a) Sugars are carbohydrates; some are present in food naturally,

some are added.
(b) Added sugars provide calories/energy, but almost no nutri-

ents.
(c) High-sugar diets can increase the risk of developing tooth de-

cay.
(d) High-sugar foods often take the place of more nutritious

foods in your diet.
(e) Through careful food selection and preparation, you can

control sugar levels.
(6) Avoid too much sodium.

(a) Sodium is an essential nutrient.
(b) Helps the body maintain normal blood volume and pres-

sure, helps muscle function.
(c) High sodium increases risk of hypertension, heart attacks,

strokes, and so on.
(d) Sodium is added to many foods as a flavor enhancer.
(e) Food labels can help to identify high-sodium foods.
(f) Through careful food selection and preparation, you can

control sodium levels.
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(7) For teens: avoid alcoholic beverages.
For adults: if you drink alcohol, do so in moderation.
(a) People who drink alcohol and drive increase their risk for un-

intended injuries.
(b) Heavy alcohol use can contribute to liver disease and some

forms of cancer.
(c) Alcohol can add calories to your diet, but almost no nutri-

ents.
(d) There are many nonalcoholic beverage alternatives.

II. Reading a Nutrition Label
A. Found on food package/container.
B. Calculate calories per container.

Methods (also referred to as strategies and learning opportunities) are the
component of greatest importance. Selection of the best methods to reach
one’s objectives is essentially what this book is all about. Selection should
take place after reviewing all practical options (see Chapter 4). Each method
should be selected based on the objectives to be achieved, and each should
be named and described in detail in such a way that it could be utilized by
any health educator. All directions and rules should be included. Since these
directions may be lengthy, the details might be on attached photocopies.
Proper citations and permissions should be obtained. It is most important
that activities be selected based on achieving the desired objectives. This is
the most crucial component of a unit, assuming the objectives are appropri-
ate and well stated. It is helpful to list after each method which specific ob-
jective(s) it is likely to achieve. This will help ensure that all objectives are
addressed and that methods are selected for the correct reasons. The number
of methods is dictated by the contact time and the objectives to be achieved.
A variety of learning styles should be addressed, as well as the characteristics
of the target population.

The methods for a Nutrition Program are as follows:
1. Lecture 1

• Will cover outline parts I and II.
• PowerPoint slides will be used for reinforcement.
• Objectives addressed

° Cognitive objectives 1, 2, 7, and 8
2. Lecture 2

• Guest speaker (registered dietitian) will cover outline parts III and V,
including food labeling.

• Objectives addressed

° Cognitive objectives 2, 3, and 4

° Affective objective 1
3. Nutrition relay

• See Appendix D for rules and questions.
• Objectives addressed

Sample Application:
Methods (Nutrition)

Methods/Strategies/
Learning

Opportunities
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° Cognitive objectives 1, 2, 3, 4, 6, 8, 9, 10, 11, and 12

° Psychomotor objectives 3, 4, and 7
4. Demonstration and cooking

• Facilitator will demonstrate proper cooking of vegetables followed by
an opportunity for all to enjoy a meal that they have prepared.  

• Prior notification is required, and special materials are needed.
• See Appendix E for recipes and lists of ingredients.
• Objectives addressed

° Affective objectives 4 and 9

° Psychomotor objectives 3, 4, and 5

A complete list of materials needed by the health educator (e.g., LCD pro-
jector) and those needed by each participant (e.g., paper) should be in-
cluded. In many settings you cannot count on the participants arriving with
anything, so it is necessary to provide all that is needed. It is a good safeguard
to keep a few “extras” of your materials on hand to account for unexpected
mishaps and shortages. Many activities can be ruined by three participants
trying to share.

Materials for an unspecified unit plan follow:

Facilitator

1. Extra pencils and paper
2. Dry erase board
3. Dry erase markers
4. LCD projector
5. Projection screen
6. Laptop computer/DVD player

Participant

1. Paper and pencil

Evaluation activities are based on your stated objectives. For example, in a
community setting you might use anonymous self-assessments. In a school
setting you might include five quizzes, of 10 multiple-choice questions each,
and one final, an essay variety worth 40%, and so on. Include activities to
measure knowledge, attitudes, skills, and behavior. Use a variety of assess-
ment techniques appropriate for the target population. Be certain to include
teacher/facilitator evaluation activities for the assessment of the instructor.
The quantity and to some extent the quality of evaluation strategies will de-
pend on the contact time for the workshop and for evaluation. Evaluation
strategies should be tied to the objectives.

Evaluation for an HIV/AIDS Workshop is as follows:Sample Evaluation
(HIV/AIDS Workshop)

Evaluation Activities

Sample Materials
(Any Unit)

List of Materials
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Outcome Evaluation

1. Pretest and posttest on content of workshop
2. Post-workshop survey of behaviors
3. Post-conference short survey of health behaviors in 6 months

Process Evaluation

1. Post-workshop evaluation of facilitator performance and daily rating of
workshop components

A list of resources and materials should include only those materials (books,
articles, films) that are available and known to be of good quality. Include
complete titles, costs, and the Internet site or phone number at which prices
and orders can be obtained. List only those materials you know to be useful
and important to the success of the unit.

Resources for a First Aid Program are as follows:

1. Doe, John. 2008. First Aid. J&J Publishers, Anytown. $79.95
2. American First Aid Society Film Series (five short DVDs)

National Headquarters, Anytown, U.S.A.
Cost $1,500 set or $25  for rental for each

3. First Aid Chart
American First Aid Society Film Series
National Headquarters, Anytown, U.S.A.
800-222-2222
$89.95

The term block plan comes from the days when teachers would divide the
day into “blocks” of time. This item is a breakdown of your suggested se-
quence, specifying the amount of time to be spent on each activity. The block
plan indicates how the total intervention fits together. Use of educational prin-
ciples should be evident, including pacing, variety, and reinforcement. There
is no need to review method or content in this section, for it will be developed
in the outline and method sections of the lesson/unit plan.

An important distinction exists between an actual lesson plan and a block
plan, because a block plan is most assuredly not a lesson plan. The layout pro-
vided in the block plan is useful for outlining the topics, activities, and assign-
ments projected for the program, but it lacks the necessary details to fully
execute an effective lesson. Educators who mistakenly believe the notations in
a block plan are actual lesson plans are fooling themselves. Educators should not
use block plans in lieu of authentic lesson plans (Kellough & Kellough, 2007).

The block plan is how the total intervention fits together. Use of educational
principles should be evident, including pacing, variety, and reinforcement.
There is no need to review method or content in this section, as it has already
been developed in the outline and method sections. Figure 5-2 shows a block
plan for an intervention to develop parenting skills for first-time fathers.

Sample Block Plan
(Any Topic)

Block Plan

Sample Resources
(First Aid)

List of Available
Resources and

Materials
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Objective: After reviewing the case study, the reader will articulate a few
similarities shared by community and school health educators when plan-
ning presentations.

Michael, a young, enthusiastic health educator, had recently been hired by
the local health department. His first assignment was to plan and imple-
ment a series of five 1-hour workshops on general health issues for a senior
citizens’ community group. In college Michael had taken a methods and
materials course, but he had put little effort into studying the construction

Case Study: Michael

Block Plan
D.A.D.S.

Developing Awesome Daddy Skills
(#) = Time allotted in minutes

Session 1:
Fathers, 
Families, & 
Finances

Introduction (5)

Ice Breaker: 
Baby Bingo (10) 

Expert Panel: 
Q&A Session 
(15)

Media: 
Movie Clip (5)

Break (5)

Problem Solving: 
Budget Activity 
(20)

Group 
Presentation 
Budget Plan (10)

Summary and 
preview next 
meeting (10)

Figure 5-2
Block Plan: Developing
Awesome Daddy Skills.
Source: Class project
contributed by Mikka
Basham, Lisa Belinowski,
Krissy Noack, Jenna
Sharer, and Annie
Stoddard. Reprinted with
permission.

Session 2:
What to Expect
When Your
Partner Is
Expecting

Introduction (5)

Ice Breaker:
“Starburst” (5)

Simulation:
Empathy Belly
(10)

Discussion:
Feeling the Belly
(15)

Break (5)

Lecture: We’re
Pregnant: What
Now? (15)

Case Study: The
Father’s Role
(15)

Summary and
preview next
meeting (10)

Session 3: 
Baby Basics 101

Introduction (3)

Self-appraisal:
Rate Your Skills
(5)

Demonstration/
Practice: Diaper
Changes (15)

Project: Pack the
Diaper Bag? (10)

Break (5)

Demonstration/
Practice: Holding,
Handling, &
Bathing (14)

Guest Speaker:
Baby Proofing
Your Home (20)

Summary and
preview next
meeting (10)

Session 4:
Building Better
Fathers 

Introduction (3)

Brainstorm:
Qualities of
Fathers (7)

Group
Discussion:
Building Better
Fathers (20)

Role Play: 
Baby Is Crying
(15)

Break (5)

Educational
Game:
Romancing the
Mother (15)

Guided Imagery:
Dating Your
Baby’s Mom (10)

Summary and
preview next
meeting (10)

Session 5:
Partners in
Parenting

Introduction (3)

Ice Breaker: Two
Truths & a Lie
with Partner(10)

Experiment:
Communication
with Play-doh
(10)

Lecture:
Communication
Skills (17)

Break (5)

Readers Theater:
Keep
Talking…(10)

Peer Education:
Problem Solving
with Partner (15)

Self-Appraisal:
Communication
Skills (5)

Summary and
post-workshop
evaluation (10)
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of lesson/presentation planning or unit development. He had argued that
only school health majors needed that knowledge, and the last thing that
Michael wanted was to be a teacher! Michael asked all the right initial
questions related to group size, demographic background, location, time,
available equipment, and so on. He then jotted down a few notes for the
first meeting, grabbed an available DVD, arranged for the use of a player,
and was on his way to the first workshop. Michael’s first presentation left a
lot to be desired. He lectured far too long, boring many of the participants,
and he was unable to show the DVD on the player that the group had gone
to great pains to borrow. When asked what the ensuing workshops would
cover, Michael was unable to answer, mumbling something about cover-
ing whatever the group wanted. The following week only one of the
group’s members showed up, and eventually the series of workshops was
canceled. Not surprisingly, Michael was asked to meet with his supervisor!
(See Case Studies Revisited page 219.)

Questions to consider:

1. Are the initial questions asked by Michael the same questions a school
health educator should also consider? Justify your response.

2. How might Michael’s attitude about “not being a teacher” impact his
effectiveness as a community health educator?

Lesson/Presentation Plans

Curriculum development involves much more than just the mere design
of lesson/presentation plans and unit plans. The development of these
types of plans, however, is the foundation of a comprehensive curricu-
lum. Comprehensive curriculum development is outside the parameters
of this text, and there are many outstanding books dedicated to the topic.
This text focuses on just the plans, the starting point of curriculum
development.

Preparing properly for a presentation requires careful organization. You
must take into account all the issues used to select or write your objectives
and carefully review what objectives are appropriate for your workshop, pre-
sentation, or class. Lesson/presentation plans should be written in a format
that any health educator could use, given some preparation time, and pre-
sent the materials well. If properly constructed, the presentation should
capture the essence of what the author intended no matter who is the user.
Figure 5-3 shows a recommended format.

There are many suggested formats for lesson/presentation plans. Check
with your agency or school to see if there is a required or recommended format.
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All suggested formats include the basic components of background informa-
tion, introduction, objectives, developmental section (body or core), conclu-
sion/culmination, and evaluation. It is also recommended that you try to antic-
ipate problems by preparing an alternative plan (often referred to as Plan B).

Lesson/Presentation Plan Format
Name: 
Grade Level/Community Setting: 
Date: Topic/Unit: 
Lesson Title: 
Age of Target Population : Demographics: 
Standard(s) Code:
Objectives:

Cognitive-
Affective-
Psychomotor-

Introduction (a statement of what you will be doing and what you expect the learner to
know, be able to do, or believe when you are finished): 

Developmental Section (this may be several pages):
Content Method/Strategy Estimated Time Materials Needed
I. XXX Name Game 20 minutes None

A. XXXX
B. XX
C. XXXXXX

II. XXXXXXXXX Lecture/Discussion 15 minutes LCD projector
A. XXX Computer
B. XXXXXX Screen
C. XX

1. XXXXXXXX
2. XXX
3. XXXXXX

III. XXXXXXXXX Guided Imagery— 30 minutes CD player
A.  XXX see attachment CD of sounds
B. XXXXXX Script—see 

1. XXXXXXXX attachment
2. XXX
3. XXXXXX
4. XXXXX

XX. XXX Game Bingo— 20 minutes Bingo Cards
A. XXX See attached for rules Pencils
B. XXXXXX Questions

1. XXXXXXXX Prizes
2. XXX

Culmination (Summary of key points for the lesson and what will happen next):

Anticipated Problems and possible solutions (Lesson extension and plan B): 

Evaluation (How will you determine if you have been successful? Were your objectives met?):

Figure 5-3
Simple Lesson/
Presentation Plan
Format
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Objective: After reviewing the case study, the reader will suggest three or
more planning tips that might prevent the negative outcome experienced
by Shane, Mary, and Mr. Simpson.

Shane is ill and asks a colleague at his agency to take over for the day. On his
agenda is a presentation to Mr. Simpson’s students at Hillsboro Public High
School regarding HIV infections. Mary, the colleague asked to fill in, is well
versed in HIV and AIDS issues, having formerly worked for the State Public
Health Epidemiology Division. Mary can find only brief notes, so she grabs
a flipchart on Kaposi’s sarcoma and other diseases associated with AIDS and
heads to the high school. She provides a very graphic presentation on sexual
behaviors, including anal intercourse, and, of course, a very visual show on
the effects of the diseases. Shane is surprised some days later when he is rep-
rimanded for the presentation and told he is no longer welcomed at the high
school. (See Case Studies Revisited page 219.)

Questions to consider:

1. What do you believe is the objective of the presentation?
2. Do you believe Mary’s selected method and content to be appropriate?

Explain.
3. What questions should have been asked of Mr. Simpson by the health

educator prior to the presentation?

Elements of a Simple Lesson/Presentation Plan

Well-written lesson plans provide a blueprint to organize materials and indi-
cate what will occur and why, while identifying potential gaps in the con-
tent. The remainder of the chapter provides an explanation of each of the
components of a lesson/presentation plan followed by an example showing
the application of the guidelines. The reader will also have the opportunity
to critique a few additional examples. 

The initial section, which may be thought of as the background for the plan,
includes basic information that will assist in determining strategy selection:
the setting for the presentation (community or school), the presentation
topic, the approximate number of participants, and as much demographic
information about the participants as can be obtained (age, ethnicity, so-
cioeconomic status, etc.). It may also include a numeric/letter indicator that
correlates to state or national standards. For example, the National Health
Education Standards are a list of competencies to be identified as the foun-
dation for health education for students from pre-kindergarten through
grade 12 (National Health Education Standards [NHES], 2007). It is com-
mon practice to include coding identification on lesson/presentation plans
to act as evidence of meeting the outlined standards.

Background

Case Study: Shane
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The objectives are the specific objectives you hope to achieve with this 
lesson/presentation. They must be stated in specific terms (see Chapter 2).
You may have only one objective, or you may have several. However, con-
tact time must be taken into account, since you cannot achieve some objec-
tives in a short time frame. You must be realistic in what you set out to
achieve. You might be able to achieve several cognitive objectives in a short
time or one or two psychomotor objectives but generally not both. It is im-
portant to review educational principles and to remember the need to repeat
key points and to use multiple approaches to accommodate differences in
learning styles. A good rule of thumb is to cover less, but cover it well!

The introduction is where you capture the interest of the target audience,
give a welcome, and provide reasons for covering the information. From this
introduction your audience should be able to identify what you expect them
to know, be able to do, or feel after the lesson and how they will benefit from

Introduction

Objectives

Your presentation will
go smoothly and will
hold your audience’s 
interest if you have 
thoroughly researched
the demographics of
your participants.
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the experience. In other words, you should state your objectives. Include
some local statistics, if appropriate, and logical statements regarding the
issues addressed that will get the group enthusiastic about the topic.

The developmental section is the core of the lesson plan and includes all
strategies and the appropriate information to carry them out. Sufficient in-
formation must be supplied in outline or text format so any health educator,
given some preparation time, could conduct the lesson or presentation. Time
estimates and needed materials should be included. This section is often
multiple pages. All the information needed for any health educator to con-
duct the lesson should be included. 

Content materials such as handouts, discussion questions, or directions
might be attached, especially if photocopying materials is easier than rewrit-
ing the information.

Some health educators find it helpful to include an outline of discussion
questions in the lesson plan. Effective questioning is a skill that one must de-
velop through practice. It is a good idea to develop discussion questions that
call for high-level thinking skills. Though it is fairly easy to think up ques-
tions that require a simple one-word response, they do not facilitate thought-
ful discussion of the content. Planning questions helps you move your par-
ticipants from the lowest level of mental operations (simple recall) to the
highest level of divergent thinking requiring application of thought (Kel-
lough & Kellough, 2007). Benjamin Bloom (1984) created a taxonomy of
questioning with six levels that progressively move learners to more complex
reflection. For our purpose here, it may be more useful to think in terms of
three levels of questioning: lowest, intermediate, and advanced.

At the lowest level of questioning, participants are asked to gather or re-
call information. Typically this is a regurgitation of what they have been
given or what can be elicited from memory. A participant might be asked to
count, define, recite, match, list, or restate information. Lower level ques-
tions are useful in establishing a foundation in the development of more ad-
vanced thought, but they do not facilitate it.

Examples of lowest thought level questions:

• Can you describe the common side effects of chemotherapy?
• If you were asked to explain the meaning of the acronym AIDS, what

would you say?

At the intermediate level, participants are asked to process the information,
thus they are developing intellectual skills. Intermediate questions challenge
the participants to draw relationships of cause and effect, to synthesize, ana-
lyze, compare and contrast, rate, or classify data. “At the processing level, this
internal analysis of new data may challenge a learner’s perceptions (and mis-
conceptions…) about a phenomenon” (Kellough & Kellough, 2007, p. 89).
Increasing the mental challenge requires the learner’s brain to draw upon pre-
viously stored data, resulting in addition to or a reshaping of mental concepts.

Developmental
Section
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Examples of intermediate level questions:

• When attempting to lose weight, what are the advantages and disadvan-
tages of fad weight loss diets?

• How would you organize an exercise regime to increase cardiovascular
endurance?

Questioning at the highest level of thinking encourages learners to evalu-
ate and apply the information to new situations. As participants apply, build,
evaluate, hypothesize, imagine, predict, or speculate, they think intuitively
and creatively to expose their own value system (Kellough & Kellough,
2007). According to Pike (2003), people do not argue with their own data;
therefore, questions that require the participant to consider the information
or make judgments are more likely to produce content retention.

Examples of higher level questions:

• What do you believe would be the outcome of imposing an additional
“sin tax” on junk food?

• Why should industrialized nations such as the United States subsidize
the AIDS prevention methods in under-developed nations?

Including a list of questions in the lesson plan will allow the health edu-
cator to evaluate the level of questions being asked throughout the presenta-
tion to ensure that learners are moved to higher levels of thinking.

The conclusion/culmination is the ending of the lesson/presentation and
should include a summary of the key issues covered (reinforcement) and di-
rections for the next meeting. If this is a one-time workshop or the final
workshop of a series, it should include a thorough review of key points and
an opportunity for feedback and questions. This would also be the time to
administer an evaluation questionnaire.

Obviously, we cannot anticipate every problem that might occur when mak-
ing a presentation, but we can anticipate some common ones and plan to
deal with them. It is important that we learn to do this as well as possible.
This also is commonly called “turning to Plan B.” Good planning will in-
crease our self-confidence, allowing us to focus on the lesson. We should
consider the possibility of running short or long on time, audiovisual fail-
ures, or a group’s unwillingness to participate, for example, and develop an
alternate plan for such events.

Some common problems often encountered in lesson/presentation prep-
aration include the following:

1. Not enough material (people often speak faster when nervous, or antici-
pated group discussion does not materialize).

2. Methods inappropriate for group (group unwilling to participate).

Anticipated
Problems

Conclusion
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3. Method is inappropriate to achieve the objective.
4. Little variety in methods employed (group acts bored and restless).
5. No evaluation or feedback system built in (no way to determine value or

make improvements).
6. Overestimating or underestimating the amount of time it takes to execute

the method.

One strategy to deal with problems is to plan a lesson extension or to have
a Plan B. Lesson extensions are ideas to expand the method you are cur-
rently using. The health educator might suggest that the participants design
an advertisement promoting healthy choices related to the content being
covered as a method to fill excess time. The extension lets the participants
expand upon what is already being covered.

A Plan B differs from an extension; it is a new method to replace an exist-
ing method or strategy that cannot be executed. Perhaps there is a scratch on
the DVD you had planned to show or the computer lab gets flooded; a Plan
B provides you with an alternate activity to replace what is planned. Ideally,
lesson extensions and Plan Bs are methods that can be incorporated with
minimal setup and supplies. It would be a waste of time and resources to pre-
pare elaborate materials that may not be used.

The evaluation is an integral part of any lesson plan. If our objectives are
well stated and achievable, evaluation should be straightforward. Short time
frames influence evaluation in that we must often use the majority of time
for the intervention. However, it is always important that we conduct as
much evaluation as possible. Contact time will have a major impact on
evaluation time. If this is a one-time, 1-hour presentation, a simple anony-
mous evaluation form or even a few oral questions may be all that is
necessary. If this is the final presentation in a series, then a much more elab-
orate assessment tied to your objectives is in order. The type of evaluation
techniques employed will be a function of the objectives, available time,
type of group, and resources. Consider outcome and process evaluation
techniques. As a general rule, 15% of time should be spent on evaluation.

Lesson Plan Example
Super Smiles is a program designed to be delivered to multi-ethnic males
and females on Tuesdays and Thursdays in February to support National
Children’s Dental Health Month. The lesson plan—which is featured in
this section—is part of a community intervention to improve dental hygiene
among 6- and 7-year-old children participating in an after school program
at the local youth community center. The intervention’s block plan (Figure
5-4) follows.

The following sample lesson/presentation plan for Tuesday of week 2—from
the block plan—shows in detail the elements used in such a plan (Source:
Class project—Rachel Willmann, Sara Pennington, and Mandy Abrams):

Evaluation
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206 Lesson Plan Example

Week #1 Week #2

Tuesday Thursday Tuesday Thursday

Pretest (10)

Brainstorming/
Discussion
Introduction 
Teeth (20)

Discussion
Plaque Defined (15)

Experiment/
Demonstration/
Lecture
Plaque and Decay (15)

Self-Appraisal
Gum Disease (10)

Week #3 Week #4

Tuesday Thursday Tuesday Thursday

Personal 
Improvement
Brushing and 
Flossing (5)

Brainstorming/
Problem Solving
Functions of Teeth (15)

Lecture
Parts of a Tooth (10)

Lecture
Surrounding Tissue
(10)

Experiment/Model/
Group Discussion/
Brainstorming
Specialized Teeth (15)

Model/Cooperative 
Learning
Primary Teeth (10)

Evaluation (10)

Figure 5-4
Block Plan: 
Super Smiles
Source: Class project con-
tributed by Rachel Will-
mann, Sara Pennington, and
Mandy Abrams. Reprinted
with permission.

Experiment/
Lecture/Discussion
Identifying Plaque (20)

Discussion/
Demonstration/
Experimentation
Removing Plaque (10)

Audio-video
Brushing (20)

Demonstration/
Audio-Visual/
Experiment
Flossing (20)

Problem Solving
Signs of a Worn
Toothbrush (5)

Evaluation (10)

Lecture/Discussion/
Educational Game/
Display
Sugar (30)

Discussion/Puzzle
Snack Considera-
tions (15)

Personal
Improvement
Brushing (10)

Personal
Improvement
Flossing (5)

Evaluation (10)

Brainstorming/
Group Work
5 Food Groups (40)

Demonstration/
Personal
Improvement/Lecture
Brushing and
Flossing (20)

Evaluation (10)

Pretest (5)

Personal Improvement
Brushing and Flossing
(5)

Field Trip 
Guest Speaker
Demonstration
Dentist and Dental
Helpers (30)

Field Trip
Guest Speaker
Demonstration
Examining Teeth (20)

Field Trip 
Guest Speaker
Demonstration
Professional Teeth
Cleaning (10)

Evaluation (5)

Personal
Improvement
Brushing and
Flossing (5)

Role Play/
Brainstorm/Models
5 Keeping Teeth Safe
(20)

Displays
Teeth and Gums
Can Be Injured 
by . . . (20)

Cooperative
Learning
First Aid (20)

Evaluation (10)

Personal
Improvement
Brushing and
Flossing (5)

Final Dental Exam
Post-Program
Evaluation (20)

Displays
Super Smile Fun
(25)

Personal
Improvement
Don’t Forget (5)
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Name: Super Smiles
Grade level/setting: Pebble Creek After School Program at the Youth 

Community Center
Date: Lesson Plan for Week #2 Tuesday Topic/unit: Dental Health
Lesson title: Healthy and Unhealthy Snacks
Theory: Contemplation, Action, and Preparation
Age of Target Population: 6–7 year olds
Demographics: 11 girls and 9 boys, multi-ethnic
NHES: 1.2.2. Recognize that there are multiple dimensions of health

(NHES, 2007).
2.2.1. Identify how the family influences personal health practices

and behaviors (NHES, 2007).
3.2.1. Identify trusted adults and professionals who can help pro-

mote health (NHES, 2007).
7.2.1. Demonstrate healthy practices and behaviors to maintain

or improve personal health (NHES, 2007).

• Cognitive: By the end of the lesson, first-grade student will identify
healthy snack foods by circling appropriate choices on the worksheet with
90% accuracy.

• Psychomotor: The participant will create a food collage to classify multi-
ple examples of healthy food choices discussed in the lecture as high in
sugar or not high in sugar. 

• Psychomotor: By the end of the session, first-grade student will demon-
strate plaque removal on tooth surfaces, to his or her partner, by remov-
ing 95% of the disclosing tablet stains using the method of brushing
described. 

• Affective: Following the discussion on healthy snacks, the learner will
verbally justify which of the three foods he or she believes would be the
best choice to promote dental health. 

We discussed last Thursday the importance of brushing and flossing. Re-
member that plaque can slowly destroy our teeth if we do not remove it by
brushing and flossing. Today, we will be learning about healthy and un-
healthy snacks. We will also be brushing and flossing our teeth at the end of
class with disclosing tablets or plaque detectors.  When we finish today, you
will know which snacks are healthy choices for your teeth, so you can pro-
tect your dental health.  You will also get to improve your brushing and floss-
ing skills using special plaque detectors.  

Introduction

Objectives

Lesson/
Presentation Plan
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208 Lesson Plan Example

Estimated
Method/ Time Materials

Content Outline Strategy Needed Needed
I. Sugar

A. Common sources
• Cookies
• Cakes
• Sugared gum

B. Harmful materials
• Bacteria
• Acid

II. Snacks 
A. Considerations
B. Healthy choices

• Fruits
• Vegetables
• Nuts, etc.

III. Brushing
A. Surfaces to brush
B. Thoroughness

IV. Flossing necessity

V. Evaluation

Lesson Extension Allow students to color the worksheet 
(II. Smart Snacks for Me)

Alternative Plan B
Healthy Snacks

Developmental
Section

Lecture
Discussion

Educational
game

Display
(see following

pages)
Experiment
Food tasting

10 Minutes

10 Minutes

10 Minutes

Magazines
Scissors
Pictures of

examples
Construction

paper
Glue

Assortment 
of healthy
snack foods
(see at-
tached)

Discussion
Puzzle
(see following

pages)

15 Minutes Worksheet:
“Smart
Snacks for
Me”

Colors

Personal
improvement

(see following
pages)

10 Minutes Disclosing
tablets

Toothbrush
Mirror
Sink 
Water
Tooth model

(if needed)
Personal

improvement
(see following

pages)

5 Minutes Floss

Recall
(see following

pages)

10 Minutes None

Bulletin board
(see following

pages)

20 Minutes Magazines
Glue
Scissors
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Lecture/Discussion

• What are some of your favorite types of snacks?
• How long does it take for bacteria in plaque to make acid on my teeth?
• If I wanted to have something to drink, should I have a cola or a glass of

water? Why?

Educational game, display

• Are most of your pictures falling into the sugary or non-sugary category?
Why do you suppose this is happening?

Experiment

• What favorite healthy snack should I eat to help me have strong, healthy
teeth?

Personal improvement/experiment

• Suppose you had a toothbrush in your hand; can you show me the direc-
tion you would brush your teeth to make sure you were getting the plaque
off? Show me.

• Why do I need to brush that way?

Culmination 

• Can someone tell me a healthy snack I should eat to help my teeth be
strong?  

• If your friend tells you flossing is not important, what would your say to
convince your friend it is very important?

Today we learned that when we eat sugary snacks, it only takes about
20 minutes for bacteria in plaque to make acid, which causes cavities. We
learned about healthy snacks that are helpful to our teeth. 

Question: Can someone tell me a healthy snack I should eat to help my
teeth be strong?  

We also practiced brushing and flossing properly.  
Question: If your friend tells you flossing is not important, what would

your say to convince your friend it is very important? 
On Thursday, we will be learning about the basic food groups and proper

proportions.

Problems:

• Some students may have food allergies; check before allowing students to
taste food items.

• Students may be reluctant to try the disclosing tablet—allow these chil-
dren to practice brushing on the tooth model.

Anticipated
Problems

Culmination 

Summary of
Discussion
Questions
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210 Lesson Plan Example

Lesson Extension: Allow students to color the worksheet (II. Smart
Snacks for Me).

Plan B: Have students make a collage of healthy snack foods. Construct
a “Smart Snacks for Me” poster or bulletin board display with pictures of no-
sugar-added snack foods.

By the end of class, the students will have met the outlined objectives and be
assessed via observation and questioning. The instructor will review and
assess the worksheet Smart Snacks for Me, the collage, and the students’
brushing/flossing techniques.

I. Sugar  

Method/Strategy (Lecture, Discussion)

Discussion question: What are some of your favorite types of snacks?
A. Many common snack foods contain sugar. Show pictures of exam-

ples; include cake, candy, pie, sweet rolls, ice cream, cookies, doughnuts,
sugared chewing gum, sugar-containing soft drinks, chocolate milk, and
sugar-containing gelatin desserts. 

B. Bacteria in plaque make acid when sugar is in the mouth. Each time
food containing sugar is eaten, the bacteria continue to make acid (for about
20 minutes). Bacteria eat the surface of the tooth and leave holes in your
teeth, called cavities.
Discussion questions: 

1. If I wanted to have something to drink, should I have a cola or a glass of
water? Why?

2. How long does it take for bacteria in plaque to make acid on my teeth?

C. When you eat sugary foods, you increase your chances of letting bac-
teria attack your teeth. This is why it is important to choose healthy foods
that will not damage your teeth.

Method/Strategy (Educational Game, Display)

Give students magazines containing food items. Have students cut out pic-
tures and separate them into food categories, sugary and non-sugary. Give
each student two sheets of construction paper and label one sugary and the
other non-sugary. Let the students glue their pictures on the appropriate
page.

Discussion question: Are most of your pictures falling into the sugary or
non-sugary category? Why do you suppose this is happening?

Method/Strategy (Experiment)

Discuss that snack foods need to be nutritious and do not have to be sugary
to be good.

Supplemental
Material to Support
the Developmental

Section

Evaluation
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Have a tasting party. Blindfold students and have them eat small pieces
of healthy snack foods and have them guess what it is according to taste, tex-
ture, and smell. Then have them rate the food as sugary or non-sugary. Em-
phasize that although fruits have sugar, they are a healthier choice when
you want a sugary snack.

Discussion question: What favorite healthy snack should I eat to help me
have strong, healthy teeth? Note: Some foods might include oranges, tan-
gerines, apples, celery, carrots, cheese crackers, popcorn, pretzels, etc.  

II. Snack Considerations 

If an individual must snack, there are many nutritious non-sugary snack
foods. They include meat, nuts, cheese, fresh fruits and vegetables, unsweet-
ened fruit juices, sugarless soft drinks, milk, plain yogurt, hard-boiled eggs,
popcorn, and pretzels.

Method/Strategy (Discussion, Puzzle)

Pass out the worksheet “Smart Snacks for Me” and have the students indi-
cate those foods containing and not containing added sugar.

This section should take approximately 15 minutes. The material needed
is the Smart Snacks for Me worksheet. Extend the lesson by allowing stu-
dents to color, if necessary and time permits.

III. Brushing

Method (Instruction/Lecture)

Tooth brushing will remove plaque from the outer, inner, and chewing sur-
faces of the teeth. It is probable that the thoroughness with which one
brushes is more important than the specific technique used. Use of tooth-
paste is not required for classroom plaque removal. However, use of a tooth-
paste containing fluoride is recommended for brushing at home.

Note: Some students may have been taught other cleaning methods by
their dentists or dental hygienist. They should continue to follow the in-
structions they have been given.

Method/Strategy (Personal Improvement/Experiment)

Discussion questions: 

1. Suppose you had a toothbrush in your hand; can you show me the direc-
tion you would brush your teeth to make sure you were getting the
plaque off? 

2. Why do I need to brush that way?
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212 Lesson Plan Example

Remind students of proper brushing techniques discussed in Week #1/
Thursday (see notes).

Have a volunteer student or two demonstrate the correct brush position
on the model.  

Disclosing Tablets Experiment—explain how the disclosing tablets work
and how to properly use them (see instructions on the package).

Practice: Now allow all students to brush their teeth with partners. After
the students are finished brushing, have them disclose and see the areas they
missed. Partners will check to make sure the plaque has been removed from
the teeth after brushing. Allow them to go back and brush again until the re-
maining disclosing dye is gone.

This section is approximately 10 minutes. Materials needed include dis-
closing tablets, toothbrush, mirror, sink, and water.

IV. Flossing

Method (Instruction/Lecture)

Flossing is necessary to remove plaque from between the teeth and under
the gum line. It is important to clean these areas thoroughly because dental
cavities and periodontal disease often start in these areas where the tooth-
brush frequently does not reach.

Note: A method of holding floss, which may be easier for children, is to
tie a knot in the ends of 12 to 14 inches of floss to form a circle. Hold with
the third, fourth, and fifth fingers of each hand. Use thumbs and forefingers
to guide the floss.

Method/Strategy (Personal Improvement)

Now allow the children to practice flossing by distributing floss to each
student. Instruct the children to pretend that their partner’s fingers are
their teeth. Have the partner hold out his or her hand with fingers close
together, representing the way your teeth are close together in your
mouth. Have students floss between the fingers of their partner’s hand,
practicing the flossing guideline discussed Week #1/Thursday (starting
with the backside of the back tooth and working around the arch in a reg-
ular pattern—see notes).  Each child should have a turn practicing the
flossing technique. 

Note: For first-grade students, teachers should obtain the assistance of lo-
cal dental professionals or parents when attempting in-class flossing.

After the students are finished flossing, have them disclose and see the ar-
eas they missed. Allow them to go back and floss again until the remaining
disclosing dye is gone.

This section will take approximately 8 to 12 minutes. Materials needed
include floss, mirror, sink, and water.
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V. Evaluation

Each objective will be assessed according to the following technique:

Objective Technique of Assessment
Cognitive: By the end of the lesson,
first-grade student will identify
healthy snack foods by circling ap-
propriate choices on the worksheet
with 90% accuracy.
Psychomotor: The participant will
create a food collage to classify
multiple examples of healthy food
choices discussed in the lecture as
high in sugar or not high in sugar.

Psychomotor: By the end of the ses-
sion, first-grade student will dem-
onstrate plaque removal on tooth
surfaces, to his or her partner, by
removing the disclosing tablet
stains using the method of brush-
ing described. 
Affective: Following the discussion
on healthy snacks, the learner will
verbally justify which of the three
foods he or she believes would be
the best choice to promote dental
health.

A copy of the worksheet Smart Snacks for Me would also be found with
the supplemental materials that support the developmental section. The
thoroughness of this lesson plan enables any person to execute it with fi-
delity. If another educator can basically follow your plan and present the
material as you would, you have a well-developed plan. 

E X E R C I S E S

Take a look at the following lesson/presentation plans and critique them.
Consider the appropriateness and feasibility of the objectives, the variety 
of the teaching methods, and the general “completeness” of the lesson/
presentation plan. (Please note that in the interests of time and space the
“content” section of the plans are highly abbreviated. A greater depth of in-
formation would ordinarily be required.)

Exercise 1: You Be
the Judge!

Instructor will observe the student
activity and interaction between
partners to ensure participants are
properly brushing.

Instructor will randomly call upon
participants to check for under-
standing.

Instructor will grade the work-
sheet.

Instructor will review the collages
to ensure that foods are placed in
the correct category.
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Group: 25 seventh-grade students, mixed ability
Unit: Addictive behaviors (four sessions)
Topic: Cigarette smoking (first session)
Time: 50 minutes

Objectives

1. Students will understand that smoking is an unhealthy habit.
2. Students will understand the harmful effects of smoking.
3. Students will decide to stop or not begin cigarette smoking.

Introduction

Students will write down all the reasons why people their age begin smoking
cigarettes.

Development

Content Method Time Materials
1. Reasons why people Q & A 10 minutes Pen/paper

begin smoking
2. Physical effects of Lecture 20 minutes LCD projector,

smoking Computer screen
3. Smoking and Lecture 15 minutes Posters

addiction
Note: Would include attachments with content details.

Conclusion

Verify that students have understood the basic concepts of the lesson by ask-
ing them questions about the material covered in class. Students will re-
spond orally.

Objectives

The first problem with this lesson plan is that the objectives are poorly
stated. The first two objectives are more like goals in that they are written in
a very general and nonmeasurable sense. The verb understand is not appro-
priate for use in objective writing unless it is followed by another verb that
reflects the degree or specificity of “understanding,” such as list or describe.
The problem with the third objective, “Students will decide to stop or not
begin cigarette smoking,” is that it is unrealistically optimistic. Again, as a
goal for a lesson, this type of statement would not be out of place. However,
to suggest that a 50-minute lesson could have such a dramatic, immediate
impact on health behavior is to set up the health educator and the program
for failure. When individuals begin smoking or fail to stop smoking, the
behavioral objectives have not been met, and critics of the program might

Critique of 
Lesson Plan 1

Lesson/Presentation
Plan 1
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justifiably question the validity of continued support for such an ineffectual
program. This objective could be made appropriate by qualifying it as fol-
lows: “Students will be able to cite reasons for stopping or not beginning cig-
arette smoking.”

The lesson has a promising beginning with quick involvement of the stu-
dents in the learning process. They write down reasons why people their age
begin smoking cigarettes and then, through question and answer, the re-
sponses are verbalized. Unfortunately for both the teacher and the students,
that is the end of student involvement! For the majority of the lesson (35
minutes) the teacher intends to lecture to this class of seventh graders . . .
good luck! In addition, the use of audiovisual equipment such as the LCD
projector, which requires semidarkness and is not traditionally known for
scintillating lessons, could exacerbate the problems. When developing a les-
son/presentation plan, the instructor needs to pay particular attention to the
target population. In this case, seventh-grade students require teaching
methods far more diverse than simply lecture. Break up a 35-minute block
by using methods that are more interactive and interesting and yet still per-
mit the dissemination of important information (see Chapter 4).

Conclusion

The teacher has allowed for some type of summary, or wrap-up, in the form
of verbal responses to questions. This conclusion may allow the teacher to
get a sense of how effective the lesson has been. It is a method often used, yet
it could be criticized as being somewhat haphazard. A better conclusion
would be to allow a little more time so that teams could be organized and a
game format could be utilized to review the information. Such a review
could be followed by a brief pencil and paper test (see Chapter 4).

Group: 35 older adults (ages 60 to 65) in community group setting
Topic: Nutrition (one session only)
Time: 1 hour

Objectives

1. Participants will be able list the four major food groups.
2. Participants will be able to describe the contents of a well-balanced meal.
3. Participants will appreciate the relationship between nutrition and health

and make a commitment to improve their diets.

Introduction

Facilitator will uncover four dishes (or photographs) at the front of the room
to reveal four meals. Each dish will be described, and participants will be
asked to rank-order each dish according to its nutritional value.

Lesson/Presentation
Plan 2

Development
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Development

Content Method Time Materials
1. Describe the four Lecture 15 minutes Pictures of 

major food food
groups

2. Discuss Q & A 15 minutes Pamphlets
suggested daily
caloric intake

3. Suggested DVD 25 minutes DVD, 
healthy-food computer, 
preparation LCD projec-

tor, and
screen

4. Question time Respond to 5 minutes None
questions

Note: Would include attachments with content details.

Objectives

The first two objectives are quite good in that they are measurable, fairly pre-
cise, and seemingly achievable. They could be even better if a qualifier of
standard were added: “List four major food groups according to . . .” and
“Describe the contents of a well-balanced meal according to . . .”. This way
the parameters and criteria of the objectives are specifically stated. Addition-
ally, there is no clear indicator of evidence to prove the objective has been
met. There are a few problems with objective 3. First, the verb appreciate is
too vague; it should be followed by a verb that quantifies the objective. For
example:

Participants will appreciate the relationship between nutrition and health by
listing on the whiteboard five positive effects that a sound diet can have on
health, according to the workshop.

Also, the third objective is actually two objectives within one. This is not an
uncommon problem with individuals who are inexperienced in objectives
design. We have already discussed the difficulty with using ambivalent terms
like appreciate, but now the facilitator has added another objective related to
committing to an improvement in diet. Such a commitment is not a bad ob-
jective if a qualifier is added:

Participants will make a commitment to improve their diets by voluntarily
joining a relevant support group.

However, this objective cannot simply be tacked on to the end of another; it
must be given its own importance. It is quite possible that participants will
be able to list five positive effects of a good diet and yet will refuse to join a

Critique of 
Lesson Plan 2
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support group. In this case, has the instructor succeeded or failed to achieve
the objective? Keep objectives simple, and beware of linking two objectives
together by use of the word and.

Introduction

The intended introduction is an excellent attention getter and is a practical
and effective way for the facilitator to both gain the audience’s attention and
lead into the subject matter of the workshop. Unfortunately, the presenta-
tion plan shows no evidence of any follow-up of this introduction in the de-
velopment section. Warm-up exercises in the classroom and introductions
in the community presentation are usually effective when they are innova-
tive and capture the attention of the participants, but they have to be con-
nected to the development section of the lesson/presentation so that their
relevance and connection to the main topic become obvious. In this specific
instance, the facilitator planned an extremely innovative introduction by
bringing actual meals to the workshop to enable a practical comparison. Af-
ter being rank-ordered, the meals could have been incorporated into the dis-
cussion of the major food groups and the preparation of nutritious meals.
This inclusion would have added a real-life feel to the workshop, and the
presentation would have tied together more effectively.

Development

The biggest weakness of this presentation plan is the passivity of the learning
process. The participants are simply not actively involved in the workshop,
and concerns about boredom and distraction must be considered. If the fa-
cilitator is an outstanding speaker who can hold the attention of audiences,
then these concerns might be minimized. The question-and-answer period
is the only part of the plan that calls for group participation, and even this
method affords only a low level of participation.

The facilitator intends to show a 25-minute DVD. In contrast to the school
setting (cited in Plan 1), where the discipline issue could be problematic, the
concern with this target population could well be fatigue. Will the DVD be
riveting enough to even keep the audience awake, especially after several
minutes of lecturing preceding the DVD? Health education media are often
dull and boring and should be used only if they impart important informa-
tion, are relevant to the audience, and are at least minimally interesting. A
more fundamental question might be, is a 25-minute DVD too long to use in
a 1-hour workshop? Many experienced presenters might feel that unless the
DVD is of exceptional importance, it is in fact too long to be used in such a
brief workshop. A more effective approach might be to view only parts of the
DVD so that at least some of the value of the media could be utilized.

Allowing 5 minutes to answer questions is almost certainly not enough,
particularly in light of so much information being disseminated without
any substantial discussion. The DVD would undoubtedly raise issues and
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concerns, and allowing only 5 minutes for responding to questions is simply
poor planning.

Conclusion

There is no conclusion! The facilitator has allowed no time for it, nor for
any type of evaluation. In an attempt to perhaps reinforce the material cov-
ered in the workshop, the facilitator plans to distribute pamphlets. Distrib-
uting pamphlets is common practice and can be an effective means to
achieve several goals. This process, however, should not replace the sum-
mary or conclusion of a presentation and obviously plays no part in evalua-
tion. In addition to some type of evaluation (however informal), dealing
with what the audience has learned and how the facilitator has performed,
the facilitator should also be concerned about the effectiveness of the DVD
and whether or not using nearly half the workshop time showing it is worth-
while. Obtaining participant feedback on the DVD is one way to achieve
this end.

Both of these presentation plans have some obvious problems. They are good
examples of how crucial thoughtful planning is to the success of any presenta-
tion. Think about the type of class or workshop you would like to be involved
in as a participant; conversely, remember some of the characteristics of the
most boring and ineffective classes or presentations you have sat through. Do
not perpetuate poor presentation methods! Thorough planning and method
consideration can minimize your chances of boring someone else to death.

Using your newfound knowledge of lesson/presentation planning, consider the
following scenarios and develop an appropriate lesson/presentation plan for
each. Remember to include achievable objectives and a variety of methods.

1. You are teaching the first of a four-session unit on cigarette smoking to a
class of 25 seventh graders of mixed ability. The class period is 50 minutes
long.

2. You are conducting a single, once-only workshop on hypertension for a
group of 20 older adults (ages 50 to 65). The group is racially diverse and
includes both men and women. The workshop lasts for 1 hour and 15
minutes.

3. You are teaching the final session of a three-session unit on sexuality and
communication, including the subject of date rape, to a group of 20
tenth-grade high school students. The class period is 50 minutes long.

4. You are completing a two-session workshop on bicycle and traffic safety
for a group of 18 ten-year-old children from a local youth group. Each
session is 1 hour long, and all the children have brought their own bicy-
cles with them.

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.

Exercise 2: Now
You Try!
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CA S E  S T U D I E S  R E V I S I T E D

Appropriate planning allows the instructor to manage the educational envi-
ronment, ensuring that the objectives are addressed. Michael’s lack of vari-
ety, direction, and poor allocation of time resulted in a dreary presentation.
His attitude that school and community health educators need to develop
different sets of skills is all too common among many health education stu-
dents. Regardless of what we call the “entity,” the planning and delivery is
virtually the same for both school and community health educators. When
Michael stands up in front of a community group for an hour-long presenta-
tion and then declares that he does not teach, one has to wonder what he has
been doing! (See page 198.)

Shane and Mary have made numerous errors in planning. Shane has failed
to construct an appropriate lesson plan with clear objectives, methods, and
content. Mary has made several inappropriate decisions regarding content
and format. Shane failed to make the school standards clear to his substitute
for the day. The regular teacher at the high school should also assume some
of the blame since she failed to share the school standards with the substi-
tute. Generally, the regular teacher is held accountable for the presentation
of any guest speaker, and that means she must communicate the standards of
the school and school district to any speaker. (See page 201.)

Case Study 
Revisited: Shane

Case Study 
Revisited: Michael

R E F E R E N C E S  A N D  R E S O U R C E S

Ames, E. E., Trucano, L. A., Wan, J. C., & Harris, 
M. H. (1992). Designing School Health Curricula;
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Brown.

Arends, R. I. (1991). Learning to Teach. New York: 
McGraw-Hill.

Bates, I. J., & Wider, A. E. (1984). Introduction to
Health Education. Palo Alto, CA: Mayfield.

S U M M A RY

1. Lesson/presentation plans are vital to en-
sure coverage of important objectives in a pur-
poseful manner.
2. Lesson/presentation plans and unit plans
are important to ensure fidelity to the intention
of the program developers.
3. A backup plan should be developed for
components of a lesson plan that require the
cooperation of the target group.

4. Evaluation is important for the improve-
ment of any lesson or unit plan.
5. Unit plans are very useful for programs
with more than 5 hours of contact time and
are much more than a collection of lesson
plans.
6. It is important to avoid the sin of reinvent-
ing the wheel. There are many good resources
for purchase or to be shared via the Internet.
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Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility I: Assess Individual and Community Needs for Health Education
Competency A: Access existing health-related data.

Responsibility II: Plan Health Education Strategies, Interventions, and Programs
Competency G: Assess factors that affect implementation.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate plan of action.
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility VI: Serve as a Health Education Resource Person
Competency A: Use health-related information resources.
Competency C: Select resource materials for dissemination.

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency B: Apply a variety of communication methods and techniques.

Note: The competencies listed above, which are addressed in this chapter, are considered to
be both entry-level and Advanced 1 competencies by the National Commission for Health
Education Credentialing, Inc. They are taken from A Framework for the Development of
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Competency Based Curricula for Entry Level Health Educators by the National Task Force for
the Preparation and Practice of Health Education, 1985; A Competency-Based Framework
for Graduate Level Health Educators, by the National Task Force for the Preparation and
Practice of Health Education, 1999; and A Competency-Based Framework for Health Edu-
cators—The Competencies Update Project (CUP), 2006.

After studying this chapter the reader will be able to:

• Describe the development and importance of technology in health edu-
cation.

• List the uses of a personal computer in the health education profession.
• Describe the components and process of evaluating websites.
• Correctly cite a source of information retrieved from a website.
• Describe the components and process of properly using chat rooms.
• Describe the uses of distance education in health education.
• Locate the email addresses of health educators using the Health Educa-

tion Directory Internet Resource (HEDIR).

Internet access Distance learning
Evaluating websites Virtual reality
Citing web sources Chat rooms
Netiquette Forums
PCs and health education Blogs

The above listing of commonplace terms now used daily is perhaps evi-
dence of the most explosive technological advances of the 20th century—
almost limitless access to information through the use of personal computers
and the Internet. Not long ago, searching for information about any subject
usually involved a trip to a local library and a walk through the dusty stacks of
books, hoping that the volume in question had not already been borrowed by
another inquisitive patron. Although libraries today still fulfill an important
role as providers of the printed word, even these institutions have altered their
focus to utilize Internet access. According to a 2007 national survey of U.S. li-
braries, at least 99.1% of libraries provide online services to the public (Bertot,
McClure, & Jaeger, 2007). Universally, vast numbers of individuals seeking
information of all types turn, as a matter of course, to their personal computers
and literally search the world for answers to their questions. The explosion of
personal computer usage in the United States is an indicator of habits changed
forever. In the mid-1980s only about 8% of Americans had a personal com-
puter in their home, but by 2004 that number had increased to nearly 65%
(International Telecommunications Union [ITU], 2006). It is estimated that
there are over a billion personal computers in use around the world. In addi-
tion to personal computer ownership, computer experts estimate that approxi-
mately one-third of Internet users log on using either a laptop, handheld per-
sonal digital assistant (PDA), or smart phone using WIFI broadband or other
cell phone networks (Horrigan, 2007). Perhaps most important for health ed-

K E Y  I S S U E S

O B J E C T I V E S
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ucators is the statistic that nearly 53.5% of those individuals accessing the Web
are seeking information related to health issues (Diaz et al., 2002).

Caveat Emptor

Although the Internet gives us the opportunity to access a wealth of current,
accurate, state-of-the-art data, we can also be confronted with just the oppo-
site . . . outdated, inaccurate, biased, controversial, and often unfounded
information. Anyone who has access to the Internet can develop a website,
and although many people assume information published on the Web to be
accurate, the mere existence of a site means nothing with regard to legiti-
macy or objectivity. Many websites provide information that is vague as to its
source or authorship. Some sites are blatantly biased; others appear to be le-
gitimate but carry subtly prejudicial messages.

The Internet is a multibillion-dollar marketing tool, so users should be
aware of the potential association between information and commercially
marketed products. What makes the Internet unique with regard to legiti-
macy of information is that there is no screening device between the site
developer and the user. Research or academic libraries, for example, have
developed mechanisms whereby journals, books, and other resources have
already been evaluated for inclusion in the library as legitimate resources.
When you search for information on any given topic in such a library, any
index or database that you access has been developed by a scholarly organi-
zation with an eye to maintaining strict standards of accuracy and legiti-
macy. No such screening device exists on the Internet; therefore, the user is
exposed to an incredible diversity of material, often ranging from the sublime
to the ridiculous. Clearly this is a case of caveat emptor, or buyer beware!

Objective: After reviewing the case study, the reader will explain how the
principle of caveat emptor applies to Robyn’s experience using Internet
information.

Robyn has been asked to facilitate a prenatal workshop for a community group
of expectant mothers. Robyn has been extremely busy lately, feeling over-
whelmed with the numerous projects with which she has been involved. As
the evening of the workshop date arrives, she has not yet pulled together mate-
rials for her presentation. Racing against time, Robyn decides to perform a
rapid Internet search for relevant resources. Her search results in a myriad of
sites, of which she selects a few that look the most promising and interesting.
Hastily making photocopies of the information, Robyn heads to her workshop.
The session begins well, with introductions, an explanation of the purpose of
the workshop and the dissemination of the first Internet-generated handout—
a discussion about diet during pregnancy. Robyn’s growing confidence is
abruptly punctured as an astonished and increasingly irate participant loudly
notes that the author of the handout was a doctor who had lost his license to

Case Study: Robyn
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practice medicine for promoting his own diet plan that was judged to be unsafe
and, in two instances, potentially fatal. Robyn, obviously shocked, stammers
an apology and quickly moves on to another handout, fervently hoping that
lightning won’t strike twice! (See Case Studies Revisited page 247.)

Questions to consider:

1. What steps could Robyn have taken to avoid this problem?
2. Whose responsibility is it to assess the credibility of an Internet source?

The Feds Strike Back!

The Federal Trade Commission (FTC), the government watchdog organi-
zation responsible for monitoring, among other things, false claims devel-
oped by manufacturers and distributors of health and medical products,
has created an innovative learning device. Instead of issuing boring, inef-
fective warnings about being fooled by unscrupulous “snake oil salesmen,”
the FTC has joined the game. In 1999 the FTC developed several bogus
Web sites supposedly selling miracle cures and treatments like NordiCalite
(weight loss), ArthritiCure (arthritis treatment), and Virility Plus (impo-
tence) (see Figure 6-1). The screens describe the miraculous effects of the
products and urge the consumer to purchase them immediately. When
the consumer clicks on to the last screen to obtain the payment informa-
tion, a screen explains that the Web site was developed by the FTC and is
selling a nonexistent product. The site user is advised that many hundreds
of Web sites exist that collect money without sending a product, sell prod-
ucts that have no medicinal or health value, and are being supported by
false or exaggerated claims. This is an extremely innovative way to use the
Internet to educate consumers about the dangers of purchasing from an un-
known website.

According to The Washington Post (1999), the FTC visited about 800
sites over a 2-year period that contained questionable medical or health
claims. The owners of these sites were sent an email warning that they were
potentially violating federal law. When these same sites were rechecked
some months later, approximately 62% were unchanged. Moreover, al-
though the FTC charged 91 Internet sites with fraudulent advertising in a 
4-year period, the number of new sites proliferates on a daily basis. This
would seem to suggest that creating more educated and sophisticated con-
sumers might be a more productive and effective route than legal action.
The FTC advises consumers to beware of marketing that includes the fol-
lowing techniques (Meadows, 2006):

• Claiming the product will quickly cure a variety of ailments
• Using words such as “scientific breakthrough,” “secret ingredient,” or

“ancient remedy”
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• Using impressive-sounding “medicalese” such as “thermogenesis” or
“hunger stimulation point”

• Claiming the government, scientists, or the medical profession have con-
spired to suppress the product

• Including undocumented case histories or testimonials citing miraculous
results

• Advertising the product as available from only one source or in limited
supply

• Promise of no-risk or money-back guarantees

Evaluating Internet Sites

Assessing the credibility of an Internet site is an incredibly important con-
cern given that millions of people are using the Web on a daily basis, and a
high proportion of these users are seeking health-related information. With-
out some type of barometer, how do we evaluate the legitimacy and accu-
racy of information obtained from the Internet, and what types of issues
should users consider? A list of such criteria was developed by Betsy Rich-
mond (2000) of the McIntyre Library at the University of Wisconsin-Eau
Claire; it is shown in Table 6-1.

Figure 6-1
The Federal Trade
Commission Website
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Table 6-1 Ten Cs for Evaluating Internet Resources

Criteria Explanation

1. Content What is the intent of the content? Are the title and author identified? Is the document
“juried”? Is the content “popular” or “scholarly,” satiric or serious? What is the date of
the document or article? Is the edition current? Do you have the latest version? (Is this
important?) How do you know?

2. Credibility Is the author identifiable and reliable? Is the content credible? Authoritative? Should it be?
What is the purpose of the information, that is, is it serious, satiric, or humorous? Is the
URL extension .edu, .com, .gov, or .org? What does this tell you about the “publisher”?

3. Critical thinking How can you apply critical thinking skills, including previous knowledge and experi-
ence, to evaluate Internet resources? Can you identify the author, publisher, edition,
and so on as you would with a “traditionally” published resource? What criteria do
you use to evaluate Internet resources?

4. Copyright Even if the copyright notice does not appear prominently, the material falls under the
copyright conventions. Fair use applies to short, cited excerpts, usually as an example
for commentary or research. Materials are in the public domain if this is explicitly
stated. Internet users, as users of print media, must respect copyright. 

5. Citation Internet resources should be cited to identify sources used, both to give credit to the
author and to provide the reader with avenues for further research. Standard style
manuals (print and online) provide examples of how to cite Internet documents.

6. Continuity Will the Internet site be maintained and updated? Is it now and will it continue to be
free? Can you rely on this source over time to provide up-to-date information? Some
good .edu sites have moved to .com, with possible cost implications. Other sites offer
partial free use and charge fees for continued in-depth use.

7. Censorship Is your discussion list “moderated”? What does this mean? Does your search engine or
index look for all words, or are some words excluded? Is this censorship? Does your
institution, based on its mission, parent organization, or space limitations, apply some
restrictions to Internet use? Consider censorship and privacy issues when using the In-
ternet. If you are working with young people, you need to apply some censorship.

8. Connectivity If more than one user will need to access a site, consider each user’s access and “func-
tionality.” How do users connect to the Internet, and what kind of connection does the
assigned resource require? Does access to the resource require additional software,
such as Adobe Reader or a media player?

9. Comparability Does the Internet resource have an identified comparable print or CD-ROM data set 
or source? Does the Internet site contain comparable and complete information? (For
example, some newspapers have partial but not full text information on the Internet.)
Do you need to compare data or statistics over time? Can you identify sources for
comparable earlier or later data? Comparability of data may or may not be important,
depending on your project.

10. Context What is the context for your research? Can you find “anything” on your topic—that is,
commentary, opinion, narrative, statistics—and your quest will be satisfied? Are you
looking for current or historical information? Definitions? Research studies or articles?
How does Internet information fit in the overall information context of your subject?
Before you start searching, define the research context and research needs and decide
what sources might be best to successfully fill information needs without data overload.

Source: Richmond, B. (2000). 10 Cs for Evaluating Internet Resources. Eau Claire, WI: University of Wisconsin, McIn-
tyre Library (richmoeb@uwec.edu). Reprinted with permission.
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Another way to approach a critical evaluation of Internet sites is to exam-
ine how scholars evaluate print media and apply the same criteria to elec-
tronic information. Aleteia Greenwood (2008) developed six basic categories
of such criteria: author and source, accuracy, currency, objectivity, coverage,
and purpose. Greenwood’s categories include a checklist of questions to help
determine whether an electronic page is suitable. With Greenwood’s permis-
sion, we will now present these (adapted) criteria:

1. Author and source: It is important to ask questions of authorship and
source because often we are taught to believe that what we read in a mag-
azine or book or on the Web is true. But this is not necessarily the case. If
you cannot find an author or an organization connected to a website, be
very, very suspicious. If no one is willing to stand behind the creation of
the page, why should you believe what is written there? Even if you can
find an organization or author, you still need to be cautious and make
sure that the organization and/or author are who they say they are. This
may include further research on a particular author or organization.
Consider the following questions:
• Is there an author of the work? If so, is the author clearly identified? 
• Are the author’s credentials for writing on this topic stated? 
• Is the author affiliated with a credible organization? 
• Does the site or page represent a group, organization, institution, cor-

poration, or government body? 
• Is there a link back to the organization’s page or a way to contact the

organization or the author to verify the credibility of the site (address,
phone number, email address)? 

• Is it clear who is responsible for the creation and/or maintenance of
the site or page?

Authorship is perhaps the major criterion used in evaluating information.
Is the author well-known in the field? Is the author a name that is recog-
nized? If not, Kirk (1996) recommends you consider if:

NOTEWORTHY

Access the Internet and go to http://healtheducation.jbpub.com/strategies. Fol-
low the links to read Ten Simple, Compelling Claims to Frame Arguments
Against Drug Legalization and A Response to DEA Statements.

You will find two entirely opposite views, with point-by-point rebuttals of es-
tablished government arguments related to the issue of drug legalization. Which
statements are true? How can the viewpoints be so different? Surely, a govern-
ment (.gov) website is more credible than a private organization (.org) site?
Check out the statements, and you be the judge. How could you best utilize in-
formation of this type that is seemingly so contradictory?

Internet Example: Just Who Is Telling the Truth?
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• The author mentioned is referenced by an authority you trust.
• You arrived at the source (linked to it) from a trusted source.
• There is biographical information about the author—including the

author’s position, institutional affiliation, address, or a provided infor-
mation link.

2. Accuracy: Unlike the world of traditional print where information under-
goes a process of peer review, publications on the Web are not required
to pass such rigorous review and revision processes. As a result, not 
all webpages are reliable. Documents can easily be copied and falsified
or copied with omissions and errors—intentional or accidental. When
using web resources, strive to review scholarly documents and peer-
reviewed e-journals. These types of publications typically follow the re-
view process of traditional print. When evaluating accuracy, consider
the following:
• Is this page part of an edited or peer-reviewed publication? 
• Can factual information be verified through footnotes or bibliogra-

phies to other credible sources? 
• Based on what you already know about the subject, or have checked

from other sources, does this information seem credible? 
• Is it clear who has the responsibility for the accuracy of the informa-

tion presented? 
• If statistical data are presented in graphs or charts, are they labeled

clearly?
3. Currency: Some information is timeless; however, updating data is ex-

tremely important for many subjects, particularly the sciences where in-
formation may change quickly and drastically. One should evaluate the
regularity with which the data are updated. The date showing the cur-
rency of a site is usually near the bottom of the page. If links to other
webpages are not current, this is a fairly good sign that the site is not well-
maintained. Evaluate the currency by considering the following:
• When was the document originally created? 
• When was the site or page last updated, revised, or edited? 
• Are there any indications that the material is updated frequently or

consistently to ensure currency of the content? 
• If there are links to other webpages, are they current?

4. Objectivity: Consider who is providing the information, because authors
and publishers are rarely neutral. If advertisements are present, consider
the possibility of a relationship between the content of the page and the
advertising. Could there be a conflict of interest? Check other sources to
verify the information. Look closely at how information is presented. Are
opinions clearly stated, or is the information vague? It is acceptable for a
page to present a biased opinion, but you—as the consumer of the infor-
mation—should know what that opinion is. It should be clear, not hid-
den. Other questions to consider related to objectivity include:
• Is the page free of advertising? If the page does contain advertising, are

the ads clearly separated from the content? 
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• Does the page display a particular bias or perspective, or is the infor-
mation presented factually, without bias? 

• Is the view of the subject clear and straightforward? 
• Does it use inflammatory or provocative language?

5. Coverage: Consider the completeness of the document. If there is any
indication that the page is still under construction, it may be better not to
use it, because aspects of the page and the information on it may change
by the time it is finished. If you are looking at a webpage for which there
is a print equivalent, check to see if the entire work is on the webpage. If
it is a portion of the work, make sure that quotes have not been taken out
of context or that information has not been misrepresented. Evaluate
completeness by asking:
• Is there any indication that the page is complete, or is it still under

construction? 
• If there is a print equivalent to the webpage, is there clear indication

of whether the entire work or only a portion is available on the Web?
6. Purpose: Consider why the webpage has been posted. If the primary pur-

pose of the website is to sell a product, a more credible source should be
considered. Perhaps the purpose of the electronic resources is to em-
power others with knowledge, skills, or to influence a person’s attitude
about a topic. One should consider how comprehensive the information
provided is and remember to look at the page critically. If a page has a
narrow focus, try to make sure that relevant information has not been left
out. Consider the purpose by asking the following questions:
• What is the primary purpose of the page? To sell a product? To make a

political point? To have fun? To parody a person, organization, or idea? 
• Is the page or site a comprehensive resource, or does it focus on a nar-

row range of information? 
• What is the emphasis of the presentation: technical, scholarly, clini-

cal, popular, elementary?

NOTEWORTHY

Several organizations are trying to help with the evaluation of Internet sites. One
notable example is the HONcode developed by the Health On the Net Founda-
tion, which was established in 1996 after an international conference in Geneva
on the medical use of the Internet. The code was developed to direct proper use
of the Internet in sharing health information. A “seal” of approval was adopted
for sites that comply with the standards. Although there are a significant number
of adopters, even a brief look at Internet sources demonstrates only a small per-
centage of sites adhere to these rules. Visit their website at http://www.hon.ch.

Seal of Approval
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Correctly Citing Web Sources

The Internet has become a major source of information and resources for
many individuals who need to research specific topics. Although the library
has historically been the first research “port of call” for most people, the
speed, efficiency, and global nature of the Internet has revolutionized the
way research is conducted. When using the Internet you are obligated to ref-
erence materials cited just as you would for any other source (see Figure 
6-2). It is unethical and usually a violation of copyright law to use the work
of another without proper citation. Professional researchers, scholars, and
students are familiar with citing references from printed information such as
journal articles, government publications, and books. However, citing infor-
mation taken directly from websites sometimes is a relatively challenging
endeavor, and although it is similar in nature to traditional referencing,
there are a few noticeable differences. When citing a website or other ad-
dress you should provide the usual information, as well as the date the site
was accessed. Refer to the newest version of the style manual you are using
for your paper or publication.

One of the most commonly used styles of references is that of the Ameri-
can Psychological Association (APA). The following are examples developed
using the guidelines provided in the APA’s Publication Manual (2001).

Figure 6-2
Electronic Resources
Need to Be Cited
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Education, 8, 70–79. Retrieved September 16, 2008, from http://www
.aahperd.org/iejhe/template.cfm?template=2005/mcneill.html 

• Newspaper article: 
Yardley, J. (2008, September 15). Chinese baby formula scandal widens
as 2nd death is announced. New York Times. Retrieved September 16,
2008, from http://www.nytimes.com

• Abstract: 
Andriole, D., Whelan, A. J., & Jeffe, D. B. (2008). Characteristics and ca-
reer intentions for the emerging MD/PhD workforce. Journal of the
American Medical Association, 300(10), 1165–1173. Abstract retrieved
September 1, 2008, from MEDLINE (PubMed) database.

• Action alert posted by APA’s Public Policy Office:
American Psychological Association. (2006, June 27). APA public policy
action alert: Political tensions impact grant awards [Announcement
posted on the World Wide Web]. Washington, DC: Author. Retrieved
September 25, 2007, from http://www.apa.org/ppo/istook.html 

• World Wide Web pages:
National Institutes of Health. (n.d.). Retrieved August 23, 2008, from
http://www.nih.gov/index.html 
There are a variety of interactive web tools designed to assist researchers
in their efforts to credit sources appropriately. Many of these sites offer
free access to software that can generate your citations in a designated for-
mat. Psych Web, operated by Dr. Russ Dewey, has an APA-style crib sheet
that shows how to reference online resources:

Dewey, R. (2004). APA publication manual crib sheet. Retrieved August 15, 2008, from
http://www.psychwww.com/resource/apacrib.htm

Public Domain in Health Education

A plethora of intellectual property is available to health educators from pub-
lic domain sources. Information posted on most government websites is not
owned or controlled by a specific entity; thus, it is considered in the public
domain. Public domain information may be freely distributed and copied,
but it is recommended that the source of the information be given appropri-
ate acknowledgment. Keep in mind that you may discover materials such as
illustrations, photographs, or other information resources on a public do-
main site that are contributed or licensed by private individuals, companies,
or organizations; thus, they may be protected by U.S. and foreign copyright
laws (National Library of Medicine [NLM], 2008).

When researching health-related data, it is a good practice to begin your
search with sources that are recognized across the profession as credible
sources. These include the sites of organizations such as:
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• National Institutes of Health (NIH): http://www.nih.gov
• Centers for Disease Control and Prevention (CDC): http://www.cdc.gov
• World Health Organization (WHO): http://www.who.int/en

Additionally, you can explore sites that work in partnership to provide re-
sources. For example, Partners in Information Access for the Public Health
Workforce (http://phpartners.org/about.html) is a collaboration of U.S. gov-
ernment agencies, public health organizations, and health sciences libraries
that provides access to selected public health resources on the Internet
(NLM, 2008). 

Technology in Health Education

Given that such revolutionary access to global information now exists, it is
important to consider how this technology can be effectively incorporated as
a tool of health educators. Certainly all health educators should have at least
a rudimentary knowledge of computer usage, because most entry-level posi-
tions require such fundamental skills. Tasks that health educators might be
expected to perform using this newer technology are as follows:

• Texting
• Exchanging information between devices

• Basic word processing functions, using programs such as Microsoft Word,
that might range from simple reports to more complex activities such as
newsletter or brochure development

• Data collection and recording with some type of spreadsheet software like
Excel or SPSS

• Presentation preparation that might include charts, graphs, and presenta-
tion software such as PowerPoint (see Chapter 7)

• Utilizing health-related software, such as health risk appraisals or infor-
mational CD-ROM or DVD

• Researching a topic to obtain the latest data
• Searching the Internet for websites that might provide differing view-

points
• Searching specific websites for archival data
• Researching the application of methods by topic
• Reading or contributing to electronic professional journals. Many of

these journals are good-quality, peer-reviewed publications that appear in
an electronic format. In addition, many traditional health education jour-
nals are also accessible via the Internet (e.g., American Journal of Health
Behavior).

Using the Internet

Using Personal 
Computers

Using Handheld 
Devices (PDAs/

Smartphones)
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This could be as basic as:

• Simple email messages
• Talking in a chat room
• Posting or reading messages on blogs, forums, or social networking sites

or something more elaborate like: 

• Distance learning
• Videoconferencing
• Podcasting

The use of computer technology has certainly created exciting learning
opportunities for classroom teachers, opening up new worlds to explore in
addition to enhancing the more traditional modes of learning. Peck and
Dorricot (1994) offer 10 reasons why classroom teachers should use tech-
nology in the classroom, presented in Table 6-2 with Steve Dorman’s (1998)
adaptation to the discipline of health education.

Communicating via
the Internet

Table 6-2 Technology in the Classroom

Justification Application to Health Education

#1 Students learn and One tenet of health education holds that the educator must consider the individual
develop at different rates. health and learning needs of the student. Use of technology in the classroom can facil-

itate this goal by evaluating and assessing the health needs of the user and starting the
educational activity at an appropriate level for the learner. For example, many computer-
based games and learning programs are able to assess the level of competence, record
the playing history, and start the user at the appropriate level of the program.

#2 Graduates must be Living in the Information Age necessitates developing skills to access and evaluate
proficient at accessing, health information. The average consumer is bombarded with information. Tech-
evaluating, and communi- nology makes health information ever present. However, much of the information
cating information. on the Internet, for example, is not evaluated and may be subject to error. Consumers

must be able to access and evaluate the quality of information. Health educators, too,
must be proficient in assessing, evaluating, and communicating health information as
prescribed by the competencies of the entry-level educator.

#3 Technology can foster Technology opens avenues for study and exploration about health that until now 
an increase in the quantity would have required visiting a university campus or a major health center. The 
and quality of students’ advanced information available allows the health education student to access an 
thinking and writing. abundance of sources such as the Centers for Disease Control and Prevention

(CDC), National Institutes of Health (NIH), and World Health Organization (WHO),
which can stimulate advanced thinking about health issues and allow the student 
to develop more advanced solutions to health issues. Access to forums and listservs
allows health education students to express themselves and to critique the expres-
sions of others. HEDIR, the student HEDIR, and HLTHPROM are webforums that
stimulate discussions and writings about health education related topics.

#4 Graduates must solve Technology allows students to explore complex health problems that would be 
complex problems. difficult to simulate in a classroom without technology. For example, SimHealth, a

computer game developed by the Markle Foundation, enables students to explore
the impact of changes in government, health manpower, funding, taxation, and 

(continues)
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Table 6-2 Technology in the Classroom (continued)

politics on the health of a local community. The average individual may take years
to understand these complex relationships, yet this game presents them in a way 
that allows the user to grasp the dynamic impact they can have on health.

#5 Technology can nurture Health-related graphic images such as those on the Visible Human Body Project 
artistic expression. give students access to visuals that previously were available only in the medical

arena. These illustrations not only provide vital information about human anatomy,
but also reveal the beauty of the human body in a way not seen before. In addition,
with powerful software programs such as Freehand, Director Multimedia Studio,
and 3D Choreographer, artistically inclined students can use technology to de-
velop health-related computer activities, animations, and videos as class projects.

#6 Graduates must be The Internet allows students inexpensive and instant access to health information 
globally aware and able around the world. Whether it is information about developments in biomedicine 
to use resources that from the NIH, facts about disease transmission and epidemiology from the CDC, 
exist outside the school. or late-breaking news on treatment and cures from the National Library of Medi-

cine, the Internet allows the user access to this information found outside the
walls of the school.

#7 Technology creates Technology provides the conduit for individuals in the health and helping profes-
opportunities for students sions to contact difficult-to-reach populations. Many would listen to a mass com-
to do meaningful work. munication message on television or other media, yet would not attend a public

education lecture on the same topic. Health students can use technology to as-
semble highly creative venues for health information, which may indeed influence
health behaviors. For example, students may be involved in video production, de-
velopment of a computer-assisted instruction module on a health-related topic, or
assembly of a dynamic set of webpages about a health issue.

#8 All students need Although the teacher should not rely on technology to supplant other stimulating 
access to high-level and forms of instruction or use technological application as a placating device for 
high-interest courses. bored learners, technology can provide thought-provoking and stimulating av-

enues of study. CD-ROMs and DVDs, for example, provide the health education
student with access to thousands of pictures of health-related issues and disorders.

#9 Students must feel The Information Age requires students to feel comfortable and proficient in ac-
comfortable with the tools cessing information about health by using technology. Students must feel capable
of the Information Age. and have a high level of comfort when interfacing with computers and technology

formats to access health and other information.

#10 Schools must increase Technology may help schools and teachers become more productive and efficient 
their productivity and in health instruction. For example, electronic grading devices may give teachers 
efficiency. more time to spend with students. Currently, several computer-based grade book

programs are available for free downloading to an individual’s computer. Local
school-based electronic bulletin boards and email enable teachers to communi-
cate easily with parents. CD-ROM technology allows teachers to implement learn-
ing stations in the health classroom, where students may engage in discovery
learning at a pace on their level. Learners can be exposed to the basic facts about
health by using technology, allowing the teacher to assist students with more com-
plex tasks.

Source: Dorman, S. (1998). 10 reasons to use technology in the classroom. Journal of School Health, 68(1), 38–39.
Reprinted with permission. American School Health Association, Kent, Ohio.

Justification Application to Health Education
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It seems apparent that technology applications are considered standard
practice in the training of educators. The National Council for Accreditation
of Teacher Education (NCATE) accreditation standards pertaining to tech-
nology preparation require teacher training programs to demonstrate a com-
mitment to preparing candidates who are able to use educational technology
to help all students learn (Beasley & Wang, 2001). This standard requires
programs preparing school-based health educators to show how information
technology is integrated throughout the curriculum including instruction,
field experiences, and assessments (Dorman, 2001). These standards impact
the way school health teachers are prepared, and in turn influence the prepa-
ration of community health educators as well. 

Distance Learning and Health Education

Distance learning, or distance education, is a term that has been with us for
many years, employed whenever educators work with students over some
distance. Early examples were homework help via “ham” radio in Australia
and states with isolated communities like those found in Wyoming and
Alaska. Later, regular phone lines were used, sometimes one-on-one and at
other times at designated centers, sometimes in groups with a speaker
phone. Educational television programming was often part of the package.

For many years the state of Wisconsin operated an audio network. This
two-way audio network on a wide range of topics allowed groups to use tele-
conference equipment or to interact using a phone. There were approxi-
mately 30,000 participants as of April 22, 1999.

The addition of the computer and the Internet has opened up new and
exciting avenues for meeting communication needs in health education
through distance education, continuing education, and professional develop-
ment. Advances in technology have spurred the evolution of off-site learning
from correspondence courses to interactive video and virtual learning via dis-
tance education (Mattheos, Jonnson, Schittek, & Attstrom, 2000). Generally
when we refer to distance education today we are discussing Internet use, us-
ing any combination of tools and sometimes involving an entire course or

NOTEWORTHY

Former surgeon general C. Everett Koop, famous for his then-radical position on
HIV education and crusading attitude against the tobacco industry, became an
Internet millionaire. Shares in the company that Dr. Koop founded were offered
for public sale on Tuesday June 8, 1999, and the former surgeon general’s share
acquired a value of $56 million! Dr. Koop is well known to most health educa-
tors. (Washington Post, 1999).

Health . . . the Internet . . . and Profit
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workshop. Many departments of health education and programs in public
health are offering such courses or workshops today. Often they supplement
traditional classroom courses with activities that require use of the Internet
or offer Internet sites as sources of information.

Initially, technological problems limited the extensive use of the Internet
for distance education by health educators—namely, slow speed of transmis-
sion, poor visual reception, bandwidth limitations on standard phone line ca-
pabilities, and high cost of quality hardware. All of these limitations have been
overcome in most areas of the United States. Faster phone lines are available,
and cable and other access points to homes are improving technical quality.

These limitations have been diminished with the enhancement of Internet
speed, bandwidth capabilities, and increased accessibility of hardware de-
vices. Sophisticated software such as Course Management Systems (CMS),
Virtual Learning Environments (VLM), or Learning Management Systems
(LMS) enable the student to become an active participant in the learning
process by using capabilities like online chats, forums, testing, and submitting
online text assignments. Along with the software, the course instructor can
add a variety of tools (media) such as video lectures, Flash animations, pod-
casts, and videoconferencing to enhance the distance education student’s ex-
perience. The addition of these tools and capabilities enables the student to
take responsibility for the learning process and to determine the depth and
breadth of exploration (McNeill & Eddy, 2005). 

The growing demand for distance education is apparent. Student enroll-
ments are escalating as students are shopping for education that meets their
needs (Scott, Howell, Williams, & Lindsay, 2003). According to McNeill

The abundance of per-
sonal computers and the
Internet have made dis-
tance education a popu-
lar medium.
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and Eddy (2005), multiple factors contribute to the increased interest in dis-
tance education. These include: 

• Convenience: Students have the ability to access courses from remote lo-
cations and to complete course requirements during nontraditional hours. 

• Cost: Although many distance education courses appear to be more ex-
pensive when compared to the cost per course hour at a traditional univer-
sity, the savings in time and ancillary costs often offset the difference in
expenses. The elimination of traditional supplemental costs related to
room and board, travel, parking, and extracurricular expenses can very well
make distance education a more economical solution for many students. 

• Flexible learning: Not only does the distance education student have the
ability to work when he or she wants, but he or she also has control over
the pace of learning. The advantage of being able to set one’s own pace
without having to wait for the “rest of the class” to reach the same level of
mastery saves the learner time that could be better used improving areas
of weakness or exploring related topics of interest. 

• Expanded opportunities: Opportunities to enroll in courses both nation-
ally and internationally enhance the learner’s exposure to a more diverse
educational experience. The distance education student has the ability to
gain insight from leaders in the profession in the comfort of his or her own
surroundings. 

As the interest in instructional technology continues to escalate, it is not
surprising that universities are attempting to reach new student markets by
enhancing the quality of distance instruction. Successful distance education
programs are clearly linked to the quality of instructional applications and
the extent to which the courses and programs meet the unique problems,
needs, and capacity of the target audience (McNeill & Eddy, 2005). Al-
though there are many advantages associated with distance education, it is
important to be conscious of designing courses with pedagogical perspec-
tives in mind. The U.S. Department of Education, Office of Post Secondary
Education (2006) has identified common indicators of quality in distance
education programs. These indicators include the following characteristics:

• A clear mission that includes a strong rationale for the distance education
program that correlates to the mission of the institution.

• Centralized development of curriculum and instruction by a content ex-
pert including:
• Defined course scope and objectives 
• Guidelines of course development and review of instructional materi-

als established
• Inclusion of active learning techniques, such as the use of personal

risk assessments and methods that utilize diverse ways of learning (e.g.,
discussion boards, chat rooms)

• Inclusion of program evaluation and assessment 
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• Faculty support services including training, access to specialized re-
sources, and technical support designed to implement a distance educa-
tion course.

• Attempts to plan for sustainability by incorporating student, academic,
and faculty services as integrated components of the program. These
plans might include:
• Student support services to accommodate special needs of the dis-

tance learner, like a technical support line
• Strategic technology plans to ensure quality, institutional support, and

resources
• Incorporated techniques for evaluation and assessment.

In addition to the aforementioned indicators, two other commonly cited
recommendations for developing quality distance education programs are
providing opportunities for student–teacher interactions and providing prompt
feedback (Chaney, Eddy, Dorman, Glessner, Green, & Lara-Alecio, 2007). 

Internet Media 

A by-product of the explosive growth in technology is the development of
new jargon related to technology applications. Each type of medium, all of
which may be used in distance education, provides a unique opportunity to
retrieve or distribute information. The following sections attempt to describe
various forms of commonly used media and highlight their unique features. 

Lectures are oral presentations designed to enlighten individuals about a
particular topic. A web lecture is unique in that it performs this same func-
tion using the computer screen. Web lectures can be taped prior to or as
they are being delivered and then made available for future viewing. 

Consumers today have become accustomed to getting what they want when
they want it. A podcast allows consumers to directly download or stream con-
tent from digital media formats at their convenience. A unique feature of a
podcast is that it has the ability to be syndicated, subscribed to, and down-
loaded automatically to mobile devices such as an iPod, iPhone, or MP3
player. A student enrolled in a distance education course can download a
podcast of a recorded lesson, which allows the student to listen to the lecture
during the commute home from work or school. 

By using Adobe Flash, individuals have the ability to create animated films
or Flash cartoons—what are commonly known as Flash animation. Once
created, the Flash animations can be embedded on the distance education
website. Flash animation methods are commonly used on video sharing
websites like YouTube. Many video sharing sites are open source, allowing
users to upload, view, and share video clips at no cost.

Flash Animation

Podcasts

Web Lectures
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Videoconferencing has been with us for some time. Typically rooms are set
up to handle a group of people who are linked to other sites that are simi-
larly set up. The result is a sort of town meeting atmosphere where you can
see and talk with others. Such sites are common at universities, community
colleges, businesses, and many hotels. In addition, vendors often set up a
site on a temporary basis for a special topic. Videoconferencing has be-
come a common mode of operation to cut down on the costs and time re-
quired for travel.

A new twist on videoconferencing has come with the lowering of costs
for hardware. Microphones and small digital cameras can now be pur-
chased for as little as $15 each that will allow see-you-see-me conversa-
tions at any workstation so equipped (see Figure 6-3). Compatible soft-
ware is required and, of course, an Internet provider. This holds true if it
involves the next state or a distant country. The quality varies greatly de-
pending on the speed of connection and the quality of the camera and
other hardware. 

Videoconferencing

Figure 6-3
Videoconferencing
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People, by nature, like games. Games enable players to safely try new
ideas and experience new scenarios that are often not available in real
life. Technological advancements have put a new spin on the ability of
educators to use games as a method to reinvent the excitement of learning
through the use of virtual reality. Virtual reality (VR) digitally encapsu-
lates multiple media sources such as books, slides, pictures, audio, and
video to create a hypothetical three-dimensional world on the computer
(Balan & Swift, n.d.). The field of health education has embraced the idea
of game-based learning and training systems via digital and virtual reality
applications. According to an article in Futurist, the economic impact of
serious games—games designed to educate not just entertain—is more
than $150 million, with approximately 20% of these games dedicated to
health-related content (Tucker, 2008). It is apparent that VR has the po-
tential to significantly impact and improve health education and health
promotion efforts.

Virtual reality can work for educators as a tool in assisting students to
become immersed in a learning environment. An award-winning example
of this type of technological application is immersive education, a learning
platform that combines interactive 3D graphics, commercial game and
simulation technology, virtual reality, voice chat (Voice over IP/VoIP),
webcams, and rich digital media with collaborative online course environ-
ments and classrooms (Alhadeff, 2008). In immersive education, the term
platform refers to any virtual world—simulator or 3D environment—that
may be used for teaching or training purposes. Participants create avatars
(characters) to visit the virtual worlds, allowing them to have a sense of
“being there” when exploring the various scenarios. Imagine, if you will,
your avatar being the first responder at the scene of an earthquake, bomb-
ing, or sarin gas attack in Beijing (Tucker, 2008). Consider also the ability
of your avatar to experience life as a red blood cell flowing through disease
damaged blood vessels of the body and chambers of the heart. A virtual is-
land might be used to have your avatar participate in a virtual seminar
where selections for insurance coverage are made based on your individ-
ual profile. These types of activities would be too costly and impractical to
undertake in the physical world; however, these opportunities are available
over the Internet (Alhadeff, 2008). The ability to weave health education
concepts into the fabric of everyday life—especially in an interesting and
challenging game format—has the potential to make a serious impact on
the health of our society.

Many universities are now employing such technologies as an extension
of their online courses. One of the clear advantages is the different way stu-
dents communicate with one another. Their avatars can meet and converse
much more like a real life group meeting. The participating campuses have
set up sites that usually look much like their real campus buildings for group
and class meetings. Some virtual campuses include rain and snow to reflect
their current campus weather conditions. In most cases the controller has

Virtual Reality in
Health Education:

Immersive Education
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the weather set as ideal, which is an advantage for outdoor activities. The
ability to set the weather as appropriate is something we have always wanted
to do. 

East Carolina University has an entire campus set up in “Second Life,”
one of the popular virtual environments, and is offering classes including sev-
eral to high school students to prepare them for entering the less safe campus
environment. One of the authors has an avatar for meeting with students.

Most people are aware of chat rooms on the Internet. Such locations allow
people to “talk” simultaneously on the Internet, often anonymously. You en-
ter a “room” of people with similar interests and are free to “lurk” or partici-
pate as you choose. Many people find such opportunities enjoyable and
stimulating. There are chat rooms available for almost any topic. As health
educators, we need to be aware of the many chat rooms that are available for
health information or social support. Individuals with special interests run
some of these rooms, and others are operated by vendors such as America
Online (AOL) as part of the package they sell to consumers. As with other
Internet sites, caveat emptor applies: “Let the buyer beware.” Strong cautions
are in order about ever accepting any medical advice from such sources.
Clearly, competent medical practitioners are not going to give a medical di-
agnosis over the Internet. Many vendors find such sites a good way to sell
their books or other products.

Despite these cautions, it should be recognized that chat rooms can
provide valuable social support to patients and family members. This can
be especially true if one is in an isolated area or has a condition that is un-
common in the local community. Chat room access can be an important
aid for someone caring for a patient with a serious and demanding illness
or even trying to improve their personal health. For example, smoking ces-
sation chat rooms have proved popular and helpful to many. Chat rooms
are easily accessible through most vendors and generally have posted
schedules of meeting times. Health issues are common subjects for chat
rooms. Many health organizations run chat rooms. Examples are Nar-
cotics Anonymous, Alcoholics Anonymous, and Sex & Love Addicts
Anonymous. Figure 6-4 shows an example of an invitation to join a chat
room discussion.

Chat Rooms

Monday

Narcotics  Anonymous  Discussion

6:00-8:00 a.m. ET (11:00 a.m. GMT)

Host: AARF NkenaA and Friends

Keyword:A&R> A&R Chat Center: A&Rís Chat CenterFigure 6-4
Chat Room Invitation

59292_CH06_221_250.qxd  10/28/09  12:30 PM  Page 241



242 Forums

Objective: After reviewing the case study, the reader will discuss two or
more potential hazards associated with the recommendations suggested to
Pat while in the chat room.

Pat finds a chat room on cancer. He is an observer for a couple of hours and
then asks for information about his colon cancer. Quickly he receives rec-
ommendations regarding treatment centers. He also gets a recommendation
to stop his current chemotherapy and to begin “inversion therapy.” He is re-
ferred to the impressive-looking webpage of a Dr. Jacob Samm. According to
Dr. Samm, “inversion therapy” is proven to eliminate many cancers, includ-
ing his form of cancer. The focus of the treatment is an apparatus that allows
users to hang upside down at least twice a day. Pat really is unhappy with the
side effects of his current therapy and decides that the new therapy would be
worth a try for a few months. (See Case Studies Revisited page 247.)

Questions to consider:

1. What are some “red flag” statements presented in the chat room that
should elicit the notion of caveat emptor (buyer beware) for Pat?

2. What are the obvious dangers of Pat’s use of the Internet?

Theresa lives in an isolated area of Nebraska and has been caring for her
grandmother who has been diagnosed with Alzheimer’s disease. Day after
day of working on her farm and looking after her grandmother has her tired
and concerned that she is thinking ill of this woman she loves. She wonders
if she is turning into an evil person because she has feelings that she thinks
of as selfish—for example, wondering why she must be the one to constantly
care for this woman. She attends a workshop on care of Alzheimer’s patients
run by a health educator who suggests that she join a chat room of like care-
givers. After joining the chat room, she is surprised and relieved to hear many
other caregivers express similar feelings. She finds the chat room helps her
greatly with tips on helping her grandmother and on improving her self-
esteem. She eventually even becomes one of the contributors.

Forums

Sites where you can post questions and later come back to read the replies,
or where you post a note and ask people to respond to you directly, are called
forums. Internet forums, formerly known as bulletin boards, are also referred
to as web forums, newsgroups, message boards, or discussion groups. They
are often topic specific, and many deal with health issues. Forums are set up
much like chat rooms except that they are asynchronous, allowing you to
add and review comments whenever you wish.

Example: Positive
Use of Chat Rooms

Case Study: Pat
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A pioneer in the use of technology by health educators is Michael
Pejsach. He created the Health Education Electronic Forum (HEEF) be-
fore most health educators were ready to use it. Dr. Pejsach did much to
raise awareness of health educators to the technology possibilities, but little
use was made of the original service. His latest project is the Center for Ex-
cellence in Education about Health and can be found at www.healthbehavior
.com. All health educators should review his new site.

Similar to a forum, a blog is a website used to provide commentaries, de-
scriptions of events, or opinions about a given subject. Blogs, however, are
typically maintained by an individual and can be thought of as a digital diary
that allows others to post comments that are typically displayed in reverse-
chronological order (Wikipedia, 2008). Adding comments to your own blog
or to another person’s blog is referred to as blogging and has become a fairly
common practice. According to Oomen-Early and Burke (2007), the use of
blogs may serve as a powerful teaching resource for health education and a
conduit to encourage individuals to take social and political action. Integrat-
ing blogging methods into classes has been shown to increase student moti-
vation, critical thinking, class interaction, and student course satisfaction
(Beldarrian, 2006; Halavais & Hernandez, 2004; Oomen-Early & Burke,
2007; Williams & Jacobs, 2004).  

Social networking venues allow users to build personal “spaces” on a web-
page, creating a user-submitted network of friends, personal profiles, blogs,
groups, photos, music, and videos (Wikipedia, 2008b). Two examples of
more popular social networking sites are Facebook and MySpace; however,
in the field of health education, researchers and practitioners often will sub-
scribe to the Health Education Directory, or HEDIR (pronounced heater). 

The HEDIR was created in 1992 by Mark Kittleson, 2008 American As-
sociation of Health Education (AAHE) scholar, to help the health education
profession incorporate technology, hence the acronym HEDIR. As stated on
its website, the purpose of the HEDIR is to provide an electronic directory of
health educators throughout the world where one can search by name, state,
or professional interests and to provide an electronic communications system
for news of interest to professionals and students on the listserv in the field of
health education (Kittleson, 2008). Dr. Kittleson’s site (http://hedir.org/) is a
must-see for any health educator because it includes many useful features,
including:

• A directory of health educators
• A directory of health educators by state and country
• A listserv (HEDIR) for practicing health educators
• Job openings
•. Archived messages from the listserv
• An electronic journal for health educators
• A chat room for health educators

Social Networking

Blogs
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Health educators also are encouraged to join the HEDIR group on Linked
In, located at http://www.linkedin.com. 

Finding Colleagues

Although the HEDIR is clearly a dominant source in health for locating col-
leagues, the Internet has expanded our ability to locate colleagues and peo-
ple of similar interests. Most search engines now have databases of phone
numbers, email addresses, and postal addresses. Most are a collection of
available phone directories and assorted email directories. Simply enter the
name and any other information you have on the individual into the search
engine and it will provide a list of possible matches. It is fun to look for a
long-lost friend or colleague. You may need to use several different search
engines to find the latest information. One of the authors recently looked up
his own address and found that most directories listed where he had lived
and worked 2 years ago. Only by using a fourth search engine did he find the
correct information. See Figure 6-5 for an Internet activity.

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.
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Twitter page of Mark Kittleson (health educator)

MMWR

Robin Sawyer academic vita (health educator)

New York University professional resources—job postings
in community health education

Maryland Dept. of Health Education

NCHEC–National Commission for Health Education
Credentialing, Inc.

The Youth Risk Behavior Surveillance System (YRBSS)

HEDIR Directory for North Carolina

ECU Department of Health Education and Promotion

Go Ask Alice–Rohypnol

Ann Rose’s Ultimate Birth Control Links: Provide a proper
APA citation of some located information here:

Glen Gilbert’s research interest (health educator)

Elisa McNeill’s philosophy of education

SITE/ADDRESS URL/ADDRESS

Find each site on the Internet and enter the URL (complete address).  Good hunting!

Society of Research Administration SRA’s Grantsweb

Figure 6-5
Health Internet 
Scavenger Hunt
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E X E R C I S E S

1. Select any health topic and perform two
searches using different search engines (e.g.,
Yahoo!, Google, AltaVista, Bing). See how dif-
ferent the results of your search are, based on
the first 20 sites listed by each search engine.

2. Using the evaluation criteria described in
this chapter, access and evaluate five websites
of your choice.
3. Select a health topic that might be deemed
by some people to be controversial. Conduct a

NOTEWORTHY

A set of societal standards for Internet use exists. These guiding principles repre-
sent what is considered to be appropriate etiquette, or netiquette, for any type of
electronic communication. Oscar Sodani (2003) suggests users practice neti-
quette by adhering to the following practices:

1. Communicate clearly and politely. Be aware that the absence of nonverbal
cues can sometimes change the way a message is perceived.

2. Be brief. Time is a precious commodity for all. Strive to make your point
while keeping your communications reasonably short. 

3. Keep to the topic. If you are communicating in a chat room, newsgroup, or
forum that is dedicated to the topic of AIDS awareness, it is not a good idea to
start a conversation about the gold medal count of the last Olympics. People
who are participating in the discussion are there for a reason.

4. DON’T SCREAM. WHEN YOU TYPE A MESSAGE IN ALL CAPITAL
LETTERS, IT LOOKS LIKE YOU ARE SCREAMING. IN ADDITION,
IT IS MUCH HARDER TO READ. Type everything in lowercase letters or
mixed case if you want your communiqués to be read and accepted.

5. Avoid flame wars. Messages written to irritate the recipient are referred to as
a flame. Flames often contain offensive material and are not considered ap-
propriate electronic dialogue. The term is also used as a verb: If I send nasty
emails to a colleague, then I have flamed him. It is a faux pas to electronically
flame others. Keep in mind that the most effective way to end a flame is to ig-
nore it. It is hard to fight with someone who does not fight back.

6. Think before you type. Unless your message is encrypted, it is not secure;
thus it may be read by unintended recipients. Be certain what you type today
is safe to be read later. 

7. Provide the subject. The subject line helps the recipient to filter and to pri-
oritize electronic correspondences. A brief, yet descriptive, subject line can
alert the individual to items of high interest.

8. Lurk before you post. Before posting messages, take time to review the guide-
lines and explore what is currently posted. This practice is known as lurking.
It is possible that the comment or question you might want to ask has already
been asked and is available in the discussion archives or available in a FAQ
(frequently asked questions) section.

Netiquette
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search on this topic, and try to identify two
sites that offer opposite viewpoints. In your
opinion, which site appears to be the most
credible, and why?
4. Access an electronic health-related jour-
nal, and then read and critique in writing any 
article that you choose from the journal. 
5. Access an electronic journal article. Com-
pare and contrast its layout style to that of a
traditional paper article.
6. Select a health topic of interest, and use
the Internet to see if you can obtain the most
recent incidence or prevalence data for that
particular topic. What is the source for your
data, and would you consider it reliable?

7. Locate the email addresses and websites of
the authors of the textbook.
8. Locate chat rooms for prostate cancer and
breast cancer.
9. Find the website for HEDIR, and determine
what role students can play in it.
10. Examine the distance education offerings
of your campus. Find a health education
course similar to this one on the Internet.
What do you see as the strengths and weak-
nesses of such courses?
11. Complete the Health Internet Scavenger
Hunt found in Figure 6-5.

Robyn clearly felt overextended and preoccupied as she prepared materials
for her workshop. This may have just been a bad day for her, or it may have
been indicative of a chronic problem with leaving things until the last mo-
ment. Robyn’s dilemma cannot be blamed on the Internet; however, this
case provides an excellent example of the dangers of collecting information
from a website without evaluating the source. Following the evaluative steps
discussed in this chapter cannot guarantee that information gleaned from
the Web will always be absolutely correct, but had Robyn performed even a
cursory eval-uation of the websites, she might have avoided what must have
been total humiliation and loss of face. The mere existence of a website 
is in no way indicative of legitimacy . . . check the source! (See page 223.)

A phrase such as “proven to eliminate” and the unorthodox approach to
treatment appears to be easily recognizable as questionable, yet in Pat’s des-
perate attempt to find relief he may be vulnerable to the charms of a mod-
ern day “snake oil” salesman.

After a month of “inversion therapy,” Pat is not feeling well. He returns
to his physician, who says the cancer has progressed far more than expected.
Probing, she learns of Pat’s self-treatment. She encourages him to go back
to his chemotherapy and warns him of the dangers of self-treatment. The
physician also discusses the proper use of the Internet and even encourages
such use and sharing of information. She also says Pat can use “inversion
therapy” if he wants to as long as it does no harm but explains that she is
ethically bound to inform him that she knows of no study that supports the

Case Study 
Revisited: Pat

Case Study 
Revisited: Robyn

CA S E  S T U D I E S  R E V I S I T E D

59292_CH06_221_250.qxd  10/28/09  12:30 PM  Page 247



248 References and Resources

S U M M A RY

1. The information explosion that occurred
mostly in the 1990s has created an “age of in-
formation,” and health educators need to be
proficient and comfortable using this new
medium to their best advantage.
2. The Internet offers a wealth of information
sources that represent a great opportunity for
all users. However, unlike written resources,
most materials placed on the Internet are vir-
tually unregulated in any way, and users need
to develop evaluative skills to protect them-
selves from erroneous, misleading, and biased
information.

3. Through the use of technology, teachers,
presenters, and workshop facilitators have an
outstanding opportunity to expand the world
of their students/participants. Health educa-
tional professionals need to become familiar
with as many facets of this technology as pos-
sible.
4. When using the Internet for research pur-
poses, health educators should be able to 
effectively assess the legitimacy of the infor-
mation and correctly cite the source of in-
formation.R E F E R E N C E S

claims of the treatment. She seems relieved when he says he will stay with
chemotherapy and drop the “inversion therapy.” Later Pat learns that Dr.
Samm has a Ph.D. in geology and makes “inversion therapy” equipment in
his basement. (See page 242.)
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7
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251

Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate a plan of action.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility VI: Serve as a Health Education Resource Person
Competency A: Use health-related information resources.
Competency C: Select resource materials for dissemination.

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency B: Apply a variety of communication methods and techniques.

Note: The competencies listed above, which are addressed in this chapter, are considered
to be both entry-level and Advanced 1 competencies by the National Commission for
Health Education Credentialing, Inc. They are taken from A Framework for the Develop-
ment of Competency Based Curricula for Entry Level Health Educators by the National
Task Force for the Preparation and Practice of Health Education, 1985; A Competency-
Based Framework for Graduate Level Health Educators, by the National Task Force for the
Preparation and Practice of Health Education, 1999; and A Competency-Based Frame-
work for Health Educators—The Competencies Update Project (CUP), 2006.
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After studying the chapter the reader will be able to:

• Justify the need for media literacy.
• Explain the criteria for selection.
• Describe the major steps involved in media development.
• Develop a personal checklist for media evaluation.
• Describe the major advantages and disadvantages of using each media

method and its required equipment.
• Present a rationale for using a particular form of media, including how

that medium complements the overall learning objectives.

Media literacy • DVDs
Selecting and evaluating media • Document cameras
Media development • Interactive whiteboards
Equipment dinosaurs • Presentation software
Major types of media equipment: • Audience response systems

• Personal computers

Media Literacy

The powerful nature of the media and its influences on young people’s lives
is well documented. It has been suggested that media could be considered as
a “super peer” in the lives of young people (Ziegler, 2007). With the contin-
uous exposure to messages from advertisements, television programs,
movies, song lyrics, and video games, one cannot deny the potential for me-
dia sources to influence today’s youth. According to Rideout, Roberts, and
Foehr (2005), children ages 3–12 spend what is considered hours equivalent
to a full-time job with overtime (44� hours per week) engaged in some form
of media, averaging 6.3 hours per day. The average person in the United
States spends 4 hours a day watching television (Herr, 2001). 

Although television’s primary purpose is to entertain, it has the ability to
convey messages about serious health issues. In an effort to understand the po-
tential of educational (edutainment) entertainment, the Kaiser Family Foun-
dation supports research to explore the use of edutainment to promote health. 

In one study, conducted by Victoria Rideout (2008), the writers of a
prime-time soap opera–style medical program, Grey’s Anatomy, embedded
health messages related to HIV into one of its episodes. Viewers were pre-
and post-surveyed to identify changes in knowledge related to the content of
the embedded massage. Rideout concluded:

This study documents the enormous potential of popular entertainment tele-
vision to serve as a health educator—even on a show that has a “soap-opera”-
like feel and a comedic bent. A very large proportion of viewers absorbed the
information that was provided in Grey’s Anatomy, and many of them had re-
tained that knowledge six weeks later. (p. 8)

K E Y  I S S U E S

O B J E C T I V E S
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Media has become such an intricate part of society—it is no longer con-
sidered to be just a part of our culture, it is considered a culture on its own
(Ziegler, 2007). With the explosive growth in the number and types of de-
vices that provide instant access to media sources, it is unlikely that the “me-
dia culture” is a temporary phenomenon.

The concept of media literacy emerged during the 1980s and continues
to receive much attention. Media literacy is based on the premise that much
of what people see and believe is derived from contact with various forms of
media, which would not represent a problem if what the media provided was
consistently accurate, honest, unbiased, and neutral information. In reality,
financial profits tend to drive the agenda of many privately owned media or-
ganizations; thus, the neutrality of the message may get lost in the desire to
attract audiences. Consequently, the messages rendered by media sources 
“. . . can be confusing or disruptive to individuals looking to the media for
direction, purpose and meaning” (Silverblatt, 2004). Many writers and re-
searchers have suggested that media is more interested in ratings and sales
than in presenting an undistorted reality (Considine, 1990; Melamed, 1989;
Silverblatt, 2004); therefore, in order to protect individuals from falling prey
to the vagaries of media messages, media education should become a neces-
sary part of existing educational programs (Dorman, 2000; Ziegler, 2007).
The public’s reliance on the media, coupled with their inability to effec-
tively scrutinize its content, can be problematic without the ability or desire
to filter its content—which is the point of teaching media literacy.

Early definitions of media literacy were based on the idea of helping
young people develop an informed and critical understanding of the nature
of mass media, the techniques utilized by various media, and how these
techniques influence each individual’s perceived reality (Ontario Ministry
of Education, 1989). As the interest in media literacy grew, basic definitions
broadened to include all populations. Currently, media literacy is consid-
ered as having the competencies to access, analyze, evaluate, and communi-
cate information in both print and electronic venues (Aufderheide, 1993;
Considine, 1995; Galician, 2004; Ziegler, 2007). According to the Center
for Media Literacy (CML, 2004), media literacy is a four-step process of in-
formed inquiry that includes: 

• Awareness: Exploring a variety of media sources by accessing information
from multiple sources

• Analysis: Exploring how messages are assembled while identifying, com-
paring, and contrasting the content from various sources

• Reflection: Evaluating the implicit and explicit messages from one’s own
philosophy

• Reaction: Using media devices to participate in the exchange of ideas by
expressing or creating messages using media devices

Clearly, if the mass media plays some type of role, either intentionally or
unwittingly, in distributing material that somehow contributes to the negative
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health status of the public, then a logical preventive measure would be to
better educate the public on how to be more critically aware of received
messages. Expecting the producers of mass media to take a more open and
perhaps honest approach to programming is unrealistic in that the driving
force of private media is a sound profit margin. Given this stark reality, me-
dia literacy becomes an important concept to consider in the realm of
health education. A greater understanding of how mass media can shape
people’s perceptions can only help to make individuals more critical and se-
lective when receiving health-related messages. These same analytical skills
are also fundamental in the evaluation of health information and the devel-
opment of health literacy (see Chapter 8).

An abundance of available information exists regarding media literacy, and
much of it can be found on the Internet. Here are three websites that provide
some excellent resources in addition to a wealth of links to other related sites:

• The Media Literacy OnLine Project: This website, maintained by the
University of Oregon, has a wealth of information on this topic in addi-
tion to a large number of links to related websites. (http://interact.uoregon
.edu/medialit/mlr/home)

• Center for Media Education: This is the home page for a national, non-
profit organization “dedicated to improving the quality of the electronic
media.” Information on research, advocacy, policy making, and public
education. (http://www.densondesign.com/CME.html)

• Center for Media Literacy: This nonprofit organization, established in
1989, develops and distributes educational materials and programs that
“promote critical thinking about the media.” This website has a large
amount of resources on this topic including books, videotapes, and teaching

Resources

The media, especially
television, is one of the
biggest educators in 
today’s society.
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materials and also provides a free email bulletin, a discussion group, and a cal-
endar of events describing upcoming conferences and training. (http://www
.medialit.org)

Selecting and Evaluating Media

The selection of visual media forms is crucially important, particularly in
health education. All too often, audiovisual materials are used for the wrong
reasons. For example:

• Because the item (videotape or DVD) has always been used for a certain
topic.

• To fill a blank space on the schedule.
• Because a particular item is the only one available.
• Because an item is the only one that can be afforded.
• Because the topic is applicable, even though the level of the material is

inappropriate.

Although these reasons for using audiovisual materials may seem obvi-
ously inappropriate, they occur frequently. The use of visual media is rou-
tine; unfortunately, there is limited research on the criteria to evaluate its
quality.

There have been some early attempts to somehow objectively evaluate
media, particularly in the area of drug education. The Audiovisual Group of
the Addiction Research Foundation (ARF) provided a rating of films based
on the following nine criteria (Fejer et al., 1972):

1. The scientific accuracy of information presented
2. Its merits as a teaching aid
3. Whether or not it was contemporary
4. The clarity of the message
5. Whether or not it could influence attitudes
6. Its believability
7. Its technical merits
8. Whether or not it maintained interest
9. Whether or not it was applicable to individuals from different social strata

Although this early effort at least provided some basic guidelines for au-
diovisual material selection, the ambiguities of its components are obvious.
It is not within the scope of this text to document further specific audiovisual
research in health education, but a review of the literature clearly denotes a
paucity of meaningful evaluation . . . a sad commentary, particularly in the
light of how frequently such materials are used today.

To aid the health educator in choosing the most appropriate media mate-
rials, a helpful evaluation checklist has been designed (see Figure 7-1).

59292_CH07_251_286.qxd  10/28/09  12:31 PM  Page 255



256 Selecting and Evaluating Media

This checklist is by no means exhaustive, and additional categories could
be added, but those included here are some basic principles to consider
when selecting media materials. Let us examine each of these in detail,
bearing in mind that the order of the items implies no ranking. For a more
comprehensive and complicated media rating system, health educators
should examine a scale called “An Analysis Checklist for Audiovisuals” de-
veloped by Martin and Stainbrook (1986). Another valuable resource avail-
able from the Food and Nutrition Information Center of the USDA’s
National Agricultural Library is a publication summarizing a collection of
resources on the topic of health literacy, tools for developing/evaluating ma-
terials, and sources of easy-to-read nutrition materials (Widen, Pellechia, &
Schneider, 2007). Although much of the content is tied to nutrition, the
principles of development and evaluation of media are fundamental and
easily applied to other health-related topics.

Will the materials used fulfill or facilitate achieving the objective(s) of the
presentation? All too often materials are chosen because they are topic

Media Objectives

MEDIA EVALUATION CHECKLIST

Media Objectives

Level of Media

Language

Content

Culture/Ethnicity

Time/Duration of Media

Cost

Interest Level

Production Qualities

Evaluation of Media

Availability

Format

Approved Material

Others

Figure 7-1
Choosing Appropriate 
Media
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appropriate, and yet they may do little to achieve objectives. For example, in
AIDS education, films depicting factual information about the disease or
showing interviews of people with AIDS have traditionally been shown in
school and community settings in an attempt to elicit attitude and sexual be-
havior change. Using cognitive information may well improve knowledge
levels, but such an approach does little to influence attitude or behavior. If
attitude change is an objective—perhaps in this case, in dealing with AIDS
education, the objective might be to increase perceived susceptibility to
HIV—then the film selected should be affective in nature and not didactic.
If a simple increase in knowledge is the objective, then the factual film is ap-
propriate. Clearly, an awareness of specific objectives is crucial to media
selection.

One condition that has exacerbated this problem is that until relatively
recently the vast majority of available media materials has been of the fac-
tual variety, thus perpetuating the axiom of “if that’s all there is, then we’ll
have to use it!” On many occasions using nothing is more appropriate than
using ineffective, inappropriate materials! Since factual information can be
addressed through many different methods, using media to address affective
or other more difficult objectives can often be a useful strategy.

Is the level of the material suitable for the audience? It is important to con-
sider the learning styles and levels of the audience when considering media
materials. If the material is either too complex and difficult or too simplistic,
the audience may become, respectively, frustrated or uninterested. Again,
the availability of level-appropriate materials might be limited, so the health
educator must make a decision as to the material’s potential utility. As stated
earlier, inappropriate materials may well do more harm than good.

Is the language used in the materials appropriate for the audience? This
question can be posed on two levels: Is the language used offensive in any
way, and possibly inappropriate, particularly in school settings? Perhaps
more important, is the language intelligible to the audience? For example,
can you use a film in English in a predominantly Hispanic setting? There
are no easy answers to these questions, and solutions may be different in
each case. For example, if the only film available on a certain topic is in
English, showing such a film to an Asian or Hispanic group is not necessar-
ily out of the question. The group’s level of English may be quite sufficient
to understand the meaning of the film. Health educators should consider
both the language capabilities of the group, and the language complexity of
the media materials.

Is the content of the materials accurate and up to date? Here is where the
“we’ve always used this film!” doctrine can be dangerous. Many health is-
sues change so quickly that as new information succeeds the old, media ma-
terials can become outdated and, even worse, inaccurate in relatively short

Content
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periods of time. The high cost of some materials makes updating media
libraries a difficult task, and, again, the health educator may be faced with
the decision of not using media materials rather than risking the dissemina-
tion of inaccurate information. It is perhaps useful to note that affective ma-
terials less concerned with cognitive information probably have a longer
“shelf life” than their more factual counterparts.

Are the media materials culturally sensitive? That is, are they appropriate for
a specific audience? This question is probably one of the most difficult to ad-
dress in a satisfactory manner. In an ideal situation the health educator
would be able to choose media materials that are both topic specific and
completely culturally appropriate. For example, when considering a drug
education film, the health educator should ideally be able to choose from af-
fective to factual films, with alternative versions for each different ethnic
group, whether black, Hispanic, Asian, white, and so on. But wouldn’t we
then also have to have even more versions, not only for race but for socio-
economic status? It would certainly seem insensitive to assume that individ-
uals within races are all the same! To that end, achieving this Utopia would
necessitate the development of literally hundreds of new media materials,
each culturally specific and appropriate. Given the cost of media develop-
ment, this situation will never exist, and the health educator is again left
with making some type of compromise. The search for media materials that
will satisfy the needs of every group is both futile and unreasonable. The
health educator must make every effort to obtain materials that are as inclu-
sive as possible and will not patently offend groups or individuals. A decision
that no useful or appropriate materials are available to be used in certain
contexts would not be unusual.

Just how long does it take to show specific materials? Is it reasonable to take
up the entire 50-minute classroom period to show a film? In the community
setting while facilitating a 90-minute workshop, what length of DVD would
be reasonable to show? Is it reasonable to show a film in two parts because
the film is too long to complete in one session? Again, each situation must
be evaluated individually, with both the context of the presentation and the
objectives of using specific media materials being of paramount importance
in making a decision. What should be avoided is the selection of media
materials because they happen to fit the presentation time frame. If some
materials are deemed to be valuable but too lengthy, perhaps with careful
preparation crucial pieces can be substituted for the whole. Another thing to
remember is the attention span of the audience. Adult learners find it diffi-
cult to concentrate for more than 20 minutes (Protective Services Training
Institute, 2004). Generally a 10- to 15-minute window of time is optimal for
maintaining focus in adult audiences.

No matter how useful some educational materials may be, there will always
be the question of cost. As with anything related to consumerism, you tend

Cost
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to get what you pay for. High-quality, well-produced, interesting, educa-
tionally sound media materials are usually expensive. As production costs
continue to rise, the price of the finished media products also increases. The
average cost of a high-quality 20-minute DVD will range from $150 to $400.
With ever diminishing budgets in both the school and community settings,
media selection must be made very carefully, and made with an eye to
longevity and maximized usefulness of the materials. It is perhaps sad to
note that with all the important factors incorporated in media selection in
an effort to maximize the educational experience, the single greatest factor
determining the final decision may well be the issue of cost.

How interesting are the materials? Will students in the classroom find the
materials so dull that they mentally absent themselves from the experience,
making the time and expense of using such materials futile? Will the com-
munity health smoking-cessation group find the DVD “talking head” to be
so technical and boring that they begin to question continuing their involve-
ment in the program? Perhaps the single most common criticism of health
education materials has been their dull, lifeless, uninspiring format. No mat-
ter how important and useful the health information may be, if individuals
have “tuned out,” then the whole experience has achieved nothing. One
useful tip when seeking media materials is to look for something the audi-
ence can closely relate to. For example, some of the best health education
films for middle and high school audiences have been media sources from
the Public Broadcasting System series PBS Kids. But would this material be
applicable to college students, or would they dismiss the information as
irrelevant because of the age difference? Is it effective to show a predomi-
nantly young, heterosexual, non-drug-using college population a film de-
picting middle-aged drug abusers or homosexual men describing how they
contracted AIDS? The ability of the audience to see themselves in the sce-
nario promotes interest in the outcome and enables the audience to explore
their own feelings or perspectives about the scenario. As participant interest
increases it is “. . . likely to result in greater student engagement, higher levels
of intrinsic motivation, higher student productivity, greater student auton-
omy, increased achievement, and an improved sense of self-competence”
(Cox, 2008, p. 53). Health education materials have certainly improved over
the past few years, but in selecting such products, health educators should
never underestimate the importance of interest levels in making their final
decision.

How good are the production levels of health education materials? Histori-
cally, health education materials have been of poor quality. Over a decade
ago, health education leaders were complaining about the appalling quality
of educational materials. These materials were being produced to combat the
much more sophisticated and glossy materials originating on Madison Av-
enue to promote unhealthy products. The criticism of the health education
productions was that they tended to be boring, preachy, and unimaginative

Production Quality
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and that by making such films, health educators were wasting the most pow-
erful medium of all. Today’s youth in particular has become accustomed to
the high-tech, high-quality level of media typically found in contemporary
television. To present health education materials in a form any less sophisti-
cated is to risk a total loss of credibility and usefulness. High-quality, interest-
ing health education materials are now becoming more common, but as
mentioned earlier, they come at a significant cost. Health educators may well
be faced with deciding between using materials of poor quality, or using noth-
ing at all . . . and it would not be unreasonable to choose the latter.

One factor to consider is, have the materials under review ever been evalu-
ated in any way? It would probably be safe to say that the vast majority of me-
dia materials have never been evaluated. DVDs may have been reviewed by
other health educators, but often these reviews are very subjective and are
prey to the vagaries of personal opinion. Little or no quantitative evaluation
exists that examines the effects of specific forms of media (Sawyer & Beck,
1991). Most evaluation tends to center around the effects of specific pro-
grams or courses of study, giving scant attention to the individual compo-
nent of media. With such little objective data available, the health educator
should take great care to always preview new materials prior to use, and if
necessary seek additional opinions from colleagues.

In selecting educational materials, the health educator needs to be con-
cerned with the issue of availability. Do companies provide preview copies of
materials? How long can you keep the materials? Is renting expensive prod-
ucts an option? If so, how much notice is needed for reservations? If you want
to purchase something, how long will it take to receive the material? Al-
though these questions appear to be fairly obvious concerns, the importance
of planning ahead and gaining all possible relevant information cannot be
overemphasized. If, for example, a film is a crucial part of a presentation, then
the presenter should begin planning to obtain the film well in advance of the
presentation. All types of complications are possible, and the simple process
of determining the availability of materials can prevent many problems.

Format is a particular concern in the area of videotape and computer usage.
As will be discussed later, videotape is now used much less frequently than
DVD. To that end, many productions are no longer available on VHS, or
have become prohibitively expensive. Health educators need to establish
what type of equipment is available before ordering. Ordering software for
computer usage also presents some choices. Some software is still not compat-
ible with other types, so if educators see software programs that they want to or-
der, they must make sure that the program is available in the correct format.

Being able to use specific media materials in an educational setting may well
be determined not by the individual health educator but by outside agencies.
For example, in most public school settings any materials used in the classroom

Approval
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must be preapproved by a board or committee in the school system. This is
particularly common when teaching “sensitive” topics such as human sexu-
ality. A school health educator would obviously be well advised to ensure
that materials he or she intends to use are “approved.” Individual teachers
may not always agree with a committee’s opinions on which materials are ac-
ceptable, yet ignoring this approval process invites professional sanctions.
The community health educator is less likely to confront such formal ap-
proval procedures. Nevertheless, the educator should take every precaution
to ensure that he or she selects materials that will be deemed appropriate by
the community. Consultation with professional peers and community lead-
ers would certainly reduce the possibility of embarrassment.

Objective: After reviewing the case study, the reader will recommend two
strategies Amy could implement to ensure the selection of useful media
products.

Amy has some end-of-the-year funds in her budget and decides to spend
the money on some educational DVDs that look very good in the cata-
logue. Later she is disappointed when her staff gives the media resources
poor reviews and most refuse to use them. It appears that Amy has wasted
valuable resources. What steps could Amy have taken to prevent this situa-
tion? (See Case Studies Revisited page 281.)

Questions to consider:

1. What are some ways Amy could involve her staff when making her me-
dia selections?

2. What are the advantages and disadvantages of previewing the material
prior to purchase? Do you believe the advantages outweigh the disad-
vantages? Explain your position.

Media Development

One of the major problems of applying rigorous evaluation standards to me-
dia materials is that given the limitations of many of the products currently
available, the health educator may be unable to find anything suitable.
Some individuals may be able to compromise and use the materials despite
their obvious limitations. Others may decide that the price of compromise is
too high, and the media materials are simply not used. Finally, some indi-
viduals may decide in the absence of useful materials that they will develop
their own.

Historically, health education materials have been designed by media pro-
duction companies, not health educators, and health educators have used them
because the subject matter has been health-related . . . a sort of marriage of

Case Study: Amy
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convenience. This situation has often resulted in high-quality production lev-
els but less effective health education messages than desired. Conversely,
many of the productions designed by health educators have adhered more
closely to principles of health education but because of low production qual-
ities were viewed as boring, amateurish, and ineffectual. The development of
high-quality, credible health education materials that can compete with
glossy and sophisticated commercial productions is of paramount impor-
tance. Health educators know better than anyone else the types of materials
that would be effective. Unfortunately, their lack of technical expertise makes
them reluctant to embark on media development. Although the develop-
ment of new, exciting, high-quality materials is not easy, the process is well
within the grasp of many educators. Some important points to consider
when contemplating media development follow:

1. Objectives
2. Present resources
3. Format
4. Expertise
5. Cost
6. Financing
7. Marketing
8. Production quality
9. Evaluation

Once again, this list is not exhaustive, but it provides some useful funda-
mental questions that you, the health educator, should consider. Let us ex-
amine each in detail.

What do you specifically want to accomplish? The development of specific
objectives or learning outcomes is the first crucial step in material develop-
ment. From which domains are the objectives derived: cognitive, affective,
or psychomotor? Do the objectives include components from more than
one domain? Before even deciding what type of media to produce, think
through and commit to paper no more than three behavioral objectives. A
common mistake is expecting to be able to accomplish multiple objectives
from one production . . . an incredibly difficult task irrespective of the elab-
orate nature of the materials. You may well find yourself needing to concen-
trate on and limit yourself to only one major objective.

Does a vehicle already exist that will meet your desired objective(s)? Before
embarking on what is usually a very time-consuming and often expensive
venture, you need to be absolutely certain that such materials have not al-
ready been developed. This is of particular importance if you intend to mar-
ket your materials in an effort to recoup production costs.

Present Resources

Objectives
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What will be the most effective format for the new materials—PowerPoint
presentation, billboard, poster, DVD? Unfortunately, the most effective for-
mat is not necessarily the most practical. For example, a DVD might be con-
sidered the most effective manner to lessen the fears of adolescents before
experiencing their first pelvic examination. However, the production of a
good-quality DVD can be quite involved and very expensive. The health ed-
ucator might decide that the development of a high-quality set of PowerPoint
slides accompanied by a well-written script would be a more practical strat-
egy. The sequence of brainstorming here is important. Begin by thinking
through the most effective format, regardless of cost and impracticality, and
do not compromise until you have explored every possibility to develop your
first choice. Talk to others in your field or individuals who have expertise in
media development—you may be surprised at what is possible!

Do you have the knowledge and level of expertise necessary to develop your
own materials? For most of us in health education the answer to this ques-
tion will be a resounding “No!” . . . and that’s all right. You may be an ex-
pert in health education, but probably your skills and knowledge concerning
the intricacies of media production are limited. Finding individuals who are
skilled in production is an absolutely vital component in the successful de-
velopment of quality materials. Such individuals exist in many settings, not
only the expensive, professional film production company but also the uni-
versity where talented students are studying film and television, graphics,
art, journalism, and other related fields. Develop your ideas for media mate-
rials, shape them into a preliminary proposal, and then seek out some in-
dividuals who can react to your ideas. Many individuals in the university
setting would be delighted to be involved in media development. Some will
be looking for payment, but not necessarily exorbitant payment. Students
might be interested in course credit. Other individuals might simply be in-
terested in the experience. The key point here is to pursue your ideas with
enthusiasm. You won’t know what is possible unless you try!

How much will the development and production of your materials cost?
The answer is nearly always “too much!” In most cases the cost of produc-
tion will be the critical determining factor in deciding on the media format.
Once again, as a health educator, you might have little idea as to production
costs, so the necessity of consulting the media professional becomes obvious.
For example, if your initial objective is to produce a DVD, in order to obtain
a fairly accurate estimate of cost, you would need to develop a rough script
and outline. If money is no problem, a production company could do this
for you, but a more likely scenario is to collaborate with someone who has
an interest in this area. The DVD producer can then give you a fairly accu-
rate estimate of cost, given your project requirements.

Cost

Expertise

Format
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The sequence of events is fairly similar for all media formats—think
through your ideas, focus on specific objectives, develop an outline and pro-
posal, and then research cost. Obviously, selecting a less involved format of
materials means that you can do more of the production yourself and be less
concerned with cost. Once you feel that you have a fairly accurate estimate,
the next step is to seek financing.

Can you access sufficient sources of funding to develop your materials? Now
that you know what you would like to produce and how much it is going to
cost, you need to work out if you can fund the materials. If you feel that your
intended materials might fill a need shared by others, then with some persis-
tent searching you may be able to find some financial help. Collaboration
with several groups, organizations, or departments will certainly reduce indi-
vidual burdens. Investigate the possibility of funding through grant writing.
Many federal, state, and private organizations offer grants for health-
related issues, and the development of educational materials is certainly a 
legitimate avenue. Again, consulting with individuals who are knowledge-
able in obtaining grants would be very useful.

Also, approach private companies who manufacture products relevant to
your topic. Although you would need to tread carefully in the area of spon-
sorship, the development of useful new educational materials can sometimes
be facilitated by collaboration with the private sector. Media distributors who
produce their own materials may be receptive to a proposal, leading to their
producing the educational materials. Often the key to confronting the cost of
media development is a combination of creativity and sheer persistence. Be-
fore you decide that the cost of developing your materials is too prohibitive,
make sure that you have solicited every source!

Do you intend to develop your materials for personal use, or would you con-
sider marketing your product at the local or national level? One important
point to consider is that if you are developing materials because a void exists
in what is currently available, there is a good chance that other health edu-
cators are experiencing the same problem and may be interested in what you
produce. This whole issue is integrally linked to obtaining initial funding. If
you can provide a very strong proposal that includes evidence of a wide-
spread universal need for your materials, the chance of winning some type of
funding is greatly enhanced. If individuals or groups are likely to recoup
their initial investment and even perhaps make a profit, they are far more
likely to help finance a project than if they perceive their support as a dona-
tion. Health educators could certainly distribute their own materials, but
without any real expertise in this area, their success would be limited.

Professional organizations could be helpful in this process, either in
distributing the actual materials or in providing mailing lists of fellow profes-
sionals (at a cost!). Examples of such organizations are the American Col-
lege Health Association (ACHA); American Alliance for Health, Physical
Education, Recreation and Dance (AAHPERD); American School Health
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Association (ASHA); and American Public Health Association (APHA). In
addition to professional organizations, commercial media distribution com-
panies are only too glad to distribute high quality products, but at a large cost
to the developer. For example, commercial distributors of DVDs will cus-
tomarily take 70–75% of the selling price of each disc sold, leaving the pro-
ducer with a much lower 25–30% of the share. Although the rates might
seem unreasonable, a good, aggressive distribution company can potentially
sell many more DVDs than could the producer, thus compensating for of-
fering a smaller share of the profits. As with sponsorship discussed in the pre-
vious section, association with commercial distribution companies should
be thoroughly investigated, often with legal advice, before any commitment
is made.

Finally, be advised that publishing companies that previously concen-
trated only on printed materials have begun to broaden their horizons. In
the light of diminishing book sales these companies are becoming more
progressive and are demonstrating a firm interest in alternative or supple-
mentary educational materials, in particular DVDs, interactive DVDs, and
computer software programs.

What level of production quality do you anticipate developing? A good part
of this question will have already been answered by considering the factors
of cost and marketing previously mentioned. These factors are inextricably
linked and probably should be considered simultaneously. Obviously, if na-
tional marketing is anticipated, then production qualities must be of the
highest order. This in turn will ensure that production costs are fairly high.
On the other hand, there is absolutely nothing wrong with setting your sights
lower, keeping production costs to a minimum, and confining the use of the
materials to yourself and local colleagues.

Although the vast majority of media materials has not been exposed to rigor-
ous outcome evaluation, many of the products currently available have at
least been developed through some type of professional and/or student vali-
dation. When developing media materials it is often useful to involve the in-
tended target audience in the production. Small focus groups to test various
components of the materials can provide invaluable feedback, as can input
by fellow professionals. Changes and alterations can easily be made along
the way, whereas attempting to change completed materials can be expen-
sive, time-consuming, and sometimes impossible.

Major Types of Media Equipment

Community health, school health, small groups, large groups, schoolchildren,
or senior citizens—no matter what the setting or clientele, the health educa-
tor will usually use some form of audiovisual equipment or media. Devices
aimed at optimizing the effectiveness of presentations are numerous, and

Evaluation
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the past decade has seen incredible technological advances, providing the
presenter with some interesting choices. This section is intended to describe
the available types of equipment and help the potential user grasp some of
the advantages and disadvantages of each one.

The major types of media equipment include:

• DVDs
• Document cameras
• Interactive whiteboards
• Presentation software
• Audience response systems
• Personal computers

The DVD has become the dominant format for data storage and the distrib-
ution of prerecorded content. Like most sources of media, video storage for-
mats continue to evolve. The DVD (digital video disc or digital versatile
disc) essentially replaced outdated formats such as laserdiscs, VHS (tapes),
and CDs. The optical disc storage provided by a DVD continues to improve
in quality with the addition of high definition and Blu-ray.

Advantages

1. Instructors have many options of how to use a DVD. For example, the
disc can be stopped and then restarted at any point the instructor selects.
This allows the instructor to efficiently skip to desired segments of the
content contained on the disc.

DVDs

DVDs are a cheap and
easy method to bring
new information into
your classroom.
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2. Quite often, DVDs are designed to encourage frequent pauses to allow for
discussion. This is particularly useful for reinforcing cognitive information
and permitting processing of affective ideas. It is also a major advantage
for instructors dealing with groups who have short attention spans!

3. Perhaps the greatest advantage of the DVD is its interactive nature. This
allows learning to be less of a spectator sport and more of a mutual en-
deavor. Groups can interact with the program in a community or class-
room setting, or programs can be utilized that focus on the individual.
The individual focus is particularly useful when dealing with sensitive,
personal issues such as human sexuality and drug abuse.

4. Increasingly, DVDs are being produced with two soundtracks, one in
English and another in a second language, usually Spanish.

5. Because this technology is relatively new, the programs that exist tend to
be more current than some of the other forms of instructional materials.
Additionally, the ability to digitize archived content enables the user to
include pieces of data that have historical relevance.

6. The sound and picture quality of the DVD are outstanding.
7. DVDs can be played on many laptop computers and used in conjunction

with the most recent video projectors, which are both small and relatively
portable.

Disadvantages

1. The enhancement of features provided by the DVD often requires more
advanced and sometimes costly systems, such as Blu-ray players, to dis-
play the content.

2. Scratches to the DVD can result in diminished ability to view or hear the
content. Care must be taken to avoid scratching the disc.

Think of a document camera as the hybrid of its predecessors, the opaque
and overhead projectors. The document camera—commonly known as a
video visualizer/presenter—is a modern replacement for the stand-alone
overhead transparency projector, a device first developed to train soldiers
during World War II (Crystal, 2008). 

An illuminated platform serves as a display base for a mounted camera.
The camera lens is pointed at the material placed upon the platform, which
is then projected onto a TV monitor or ceiling projector using an S-Video
cable. The document camera is superior to its predecessors in that almost
anything can be enlarged and displayed under its lens. In addition to the
ability to project transparencies using the base light, it can also display paper
printouts, pages from a book, photographs, and three-dimensional (3D) ob-
jects without losing the ability to see the colors of the original document
(Frisk, 2008). The camera can even display live images. For example, an ed-
ucator might use the document camera to display a breast model while per-
forming the steps of a breast self-exam. The students would be able to view
the teacher’s movements in actual time, allowing the participants to follow
along step-by-step. The zooming feature allows the educator to isolate

Document Cameras
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specific parts of the displayed object. An additional feature is the ability to al-
low students to display their artifacts without changing the integrity of the
product. Although there are some disadvantages of using document cam-
eras, according to Frisk, the advantages are significantly greater. Its advan-
tages and disadvantages follow:

Advantages

1. The technology is easy to use with a short learning curve limited to ad-
justing the zooming features.

2. It enables the educator to display fragile or 3D objects without fear of
damage.

3. It does not require a computer or networking.  
4. It eliminates the need to transfer materials into other formats such as

transparencies, thus reducing preparation time and additional costs.

Disadvantages

1. Like most technology, the cost of the equipment can be quite expensive,
far greater than the cost of a stand-alone transparency projector. How-
ever, as this medium becomes more commonly used, the cost of pur-
chase is likely to decrease.

2. The camera requires a projection unit or TV to display the image.
3. When displaying handwritten materials, illegible handwriting may inter-

fere with the effectiveness of the technology.

Three-dimensional
objects are easily
displayed using a
document camera.

59292_CH07_251_286.qxd  10/28/09  12:31 PM  Page 268



Chapter 7 Use of Media in Health Education 269

An interactive whiteboard is basically a giant touch screen computer. When
the board is connected to a computer and digital projector, the software en-
ables the computer applications to respond to touch commands from the
whiteboard. This feature minimizes the amount of time spent returning to
the computer to change applications. An additional feature is the ability to
write notes using “digital ink,” which can be saved and be reproduced at a
later time. The ability to have multiple applications available at the touch of
a finger allows the instructor to move smoothly among methods of deliver-
ing content. A health educator presenting a lecture on chronic obstructive
pulmonary disease (COPD), for example, could transition, with a touch of
the screen, to a media clip showing how to use an inhaler. Following the me-
dia clip, the instructor might use the digital pen to record brainstormed
ideas about eliminating barriers to using inhalers, and then print or email
the entire presentation to the participants later. Advantages and disadvan-
tages of interactive whiteboard use are as follows:

Advantages

1. The interactive boards accommodate many learning styles, are appropri-
ate for a wide range of age groups, and can accommodate participants
with limited motor skills (Bell, 2002). 

2. The ability to create, save, post, and share lessons allows the educator to
create a library of resources.

3. They potentially expand the amount and variety of content that can be
delivered in an educational session. The whiteboard interfaces well with
the document camera. 

4. They also have the potential to engage participants by having them touch
or draw on the board.

5. Numerous interactive templates and activities are readily available on the
Internet.

6. The digital markers can be used to underline, circle, or highlight informa-
tion, allowing the educator to add emphasis to key concepts.

7. It is user friendly, but it does take practice to adjust to the sensitivity of the
board and the response of the digital ink pens.

Disadvantages

1. The expense and necessary electronic ancillaries make interactive boards
expensive. 

2. Setup and maintenance of the equipment can be complicated, because
the board must be calibrated to ensure that the display is congruent with
the position of the virtual digital ink. 

3. Lighting of the room can impact the clarity of the projected image. The
boards need to be mounted or placed in locations within the room where
light is limited. 

4. The size of the board and its required ancillaries limit its portability. 

Interactive
Whiteboards
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Imagine a really slick, colorful, sophisticated, personalized, easily operated
set of overhead transparencies and you will have the sense of what presenta-
tion software can provide. To continue the media analogy, presentation soft-
ware is to the overhead what the DVD is to the videotape . . . more sophis-
ticated, professional, and definitely more impressive. There are different
types of available presentation software, but Microsoft’s PowerPoint is by far
the most used and has become the accepted standard. PowerPoint allows the
user to basically custom create a set of slides or transparencies for use in a
presentation. The program provides a set of templates with many different
features, including subtle backgrounds, interesting title styles, and organiza-
tional choices. The ideal use of such a program is to store the presentation
materials on a disc or hard drive, then connect a computer to a video/
computer projector to display the materials with the click of a mouse. If a
computer/projector setup is not available, with the use of a color printer,
PowerPoint materials can be displayed on a document camera or can be
used to develop overhead transparencies. Simply print the materials directly
onto transparencies. Although your presentation may not look quite as pol-
ished as the computer/projector version, you will still have a set of very
professional-looking resources. Advantages and disadvantages of presenta-
tion software are as follows:

Advantages

1. Presentation software allows the instructor to custom develop his or her
own materials, thereby tailoring presentations specifically to the instruc-
tor’s goals, rather than merely adapting less suitable material.

Presentation 
Software

Interactive whiteboards
provide another oppor-
tunity to actively engage
participantss in the
learning process.
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2. Using the computer/projector or document camera, the instructor will
be able to easily show materials to small or large groups.

3. Materials developed with presentation software such as PowerPoint look
very professional.

4. Written material and tables can be displayed on a large screen, making
visibility for the audience very easy.

5. The order of presentation can be readily changed, and previous slides
can be revisited with little difficulty.

6. Presentation slides can be made from just about anything, so information
from books, magazine advertisements, newspaper headlines, and so forth
can all be used in a very creative manner. Additionally, there are many
commercially prepared slide programs available.

7. The computer/projector setup is becoming more feasible as both the
price and size of computers and projectors become smaller.

8. Presentations can be stored on portable flash drives, allowing the presen-
ter to carry a pocket-sized version of the presentation.

9. Presentation files can be sent to others electronically via the Internet.

Disadvantages

1. The instructor will need to use some type of screen or find a very white
wall to use either a computer or a document camera.

2. Use of either form of projector necessitates semi-darkness. This has the
potential for lessening the speaker/audience bond—and in the classroom
setting can initiate disruption.

3. Although laptop computers are readily available and projectors are be-
coming more portable, the inconvenience of transporting expensive and
sometimes awkward equipment should still be considered a disadvantage.

4. Again, although the cost of computer equipment has steadily fallen into
the relatively affordable range, the initial outlay for both hardware and
software could, in some cases, be prohibitive.

5. The development of PowerPoint presentations necessitates access to both
a computer and available software, in addition to a reasonable amount of
computer expertise.

6. Because PowerPoint presentations take some time and effort to create,
this could be a great barrier for many individuals.

7. PowerPoint presentations have the potential of being very boring. With
the lights necessarily being lowered, the potential exists for behavior
problems in a classroom setting and lack of interest/attention in a com-
munity setting.

“Toss me my remote” seems like an unusual phrase to hear in an educa-
tional setting, yet it is one you might hear more often as “clickers” become as
commonplace as pencils in a classroom. An audience response system or
“clicker” is a handheld transmitting device that uses wireless technology to
beam audience responses to a receiver attached to a computer. Clickers can
be used for a variety of applications such as administering in-class quizzes,

Audience Response
Systems
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voting on debate issues, surveying game show audiences, or even polling reg-
istered voters. The audience response system can instantly display the re-
sults, tally them, and present them in elaborate spreadsheets using eye-
catching graphics like spaceships or Jeopardy!-style boards (Hu, 2008).
Participant responses are linked to the clicker being used by a serial number,
thus the anonymity of the participant is well protected. The ability of the
clicker’s computer program to monitor participation rates and track the per-
centages of accurate responses provides instant feedback and gratification for
both the instructor and participant (Hu, 2008). The educator has the ability to
embed questions into presentation software, allowing the question to appear
during the lecture and thereby challenging all the audience members to ac-
tively participate by responding to the question. “Student response systems can
be used in situations where students are required to apply prior knowledge or
use higher-level, critical thinking skills to predict an outcome” (Chapman &
Conner, 2006, p. 1). For example, after reviewing the health profiles of three
individuals (A, B, and C), students can be asked to predict which one is at
greatest risk for a stroke. The data collected from the use of clickers could be
of great value when providing evidence of formative assessment, especially in
a community health setting. Draper and Brown (2004) have identified the fol-
lowing advantages and disadvantages of using audience responses: 

Advantages

1. The lectures become more interactive and interesting because partici-
pants are able to contribute without embarrassing themselves.

2. The ability to respond and see the responses of others provides feedback
on individual performance in relationship to other individuals.

3. Techniques can provide feedback on student comprehension and help to
identify content that needs greater clarification. 

4. The technology is relatively inexpensive. A price range for a typical
clicker is about $15 to $25, in addition to a registration fee to the service
provider. Classroom sets are available to instructors for about $800 to
$1,000, which includes the registration fee.

Disadvantages

1. Setting up of handsets and incorporating the technology into a lesson can
be time consuming.

2. Overuse of questions can distract from learning. It is recommended that
no more than five or six questions be asked within a typical 50-minute ed-
ucational session. 

3. They can facilitate low-level cognition if questions are poorly designed
and limited to assessing the comprehension level of thought.

4. Intentional mis-voting can skew the accuracy of the displayed data.
5. The clicker devices are battery operated, thus dead batteries can inhibit

the use of the technology.
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Personal computer (PC) technology has become a legitimate health education
instructional tool in both the school and community settings. Computer appli-
cations are diverse, including small-group or individualized usage and span-
ning a full range of interest areas from health assessments to health education
games and puzzles to statistical analysis. The most significant advantage of us-
ing personal computers is the ability to individualize instruction. By using a
PC, one can input data specific to his or her health condition; then one can ac-
cess reliable information that is tailored to his or her demographic. The ability
to interact with the computer empowers the person to analyze his or her well-
ness concerns and exert control over health choices (Steinbronn & Merideth,
2003). (For more complete information on the computer, see Chapter 6.)

Advantages and disadvantages of personal computers are as follows:

Advantages

1. Computers offer an incredibly diverse set of possibilities for use in health
education, ranging from complicated statistical analysis to simplified ele-
mentary school–level health education games.

2. Computers can be fun to use and of particular value in the classroom as
a motivational tool.

3. Computers can allow individual usage that permits working on personal
programs where privacy might be a concern.

Disadvantages

1. The format of one computer per person is ideal but not always feasible.
Although greatly reduced in price (compared to a few years ago), com-
puters are still relatively expensive, and therefore, accessibility can be
limited. Having three or four individuals crowded around one terminal
can become frustrating and lower the effectiveness of the method.

2. Computer equipment can vary greatly from one machine or piece of soft-
ware to the next. Some individuals may be expert on one type of machine
yet total novices on another type. Learning can be difficult with such dif-
fering levels of skill and experience.

3. Some health educators rely on the technology to accomplish health edu-
cation instead of viewing it as an additional tool in their repertoire.

The Dinosaur Section

The rapid pace of technological change inevitably consigns some of the
older forms of media to the proverbial scrap heap. However, in the rare like-
lihood that some hapless health educator finds him- or herself confronted by
such dinosaurs, we have not completely obliterated from this text the exis-
tence of these “not so new” forms of media!

Table 7-1 summarizes the evolution of these proverbial dinosaurs. Figure
7-2 serves to remind us that failure to keep up with the advances in technol-
ogy can reflect poorly upon the health educator’s efforts. 

Personal Computers
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Objective: After reviewing the case study, the reader will identify three or
more indicators that suggest the medium being used is outdated and, con-
sequently, is a contributor to the participant’s disinterest.

The room was hot and dark. Jason was trying to count the number of dust
motes as they slowly passed in front of the projector’s rays of light. At a sub-
conscious level, he could hear the narrator’s voice droning on interminably
about the effects of alcohol on the liver, but even a pictorial switch from
talking head to a grossly abused and swollen liver was insufficient to disturb
Jason’s reverie. Sure, he saw the offending organ, glistening on the marble
slab . . . sure, he could hear the narrator listing the dangers of an intem-
perate lifestyle . . . but Jason wasn’t actually in the room. The warmth and
darkness had transported him to a far more interesting place . . . his imag-
ination. The football game this weekend . . . the party at Scott’s place . . .
catching that new movie . . . much more interesting than the talking head
who had just returned to the screen. The visual switch was enough to make

Case Study: Jason

Dinosaur Device Replaced By

Chalkboard and chalk Whiteboard and dry erase markers

Overhead projector Document camera

Slide projector Document camera 
Presentation software

Film DVD movies

Filmstrips Electronic video clips (see Chapter 6)
DVD short takes

Table 7-1 Evolution of Media Equipment

Figure 7-2
Are You Guilty of 
Not Evolving with
Technology?
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Jason briefly wonder why all talking heads wore white coats and horn-
rimmed glasses, and sported haircuts from the 1960s . . . not that it really
mattered; it was back to the party for him! Boy, the party was crowded—
was everyone in the room counting dust motes and partying? . . . an
alarming prospect! (See Case Studies Revisited page 282.)

Questions to consider:

1. What are some indicators that suggest the medium being used is out-
dated?

2. How might the use of outdated media devices impact the effectiveness
of health education efforts?

Preparing Visual Materials

Eight specific problems to avoid when preparing visual materials with presen-
tation software follow (Figures 7-3 and 7-4 illustrate a poor use of graphics 
and good use, respectively, which can either confuse or help the viewer un-
derstand your message):

1. Beware of using a tiny font size. Many presenters simply copy their notes
onto a transparency for use with groups, thus importing a size 12 font that
may look fine on a printed page but proves unrecognizable from the back
of a large room! Always increase font size to at least 16 or 18, particularly
when using smaller fonts like Times.

2. If you ever hear yourself saying, “You probably can’t read this, but . . .”
you probably shouldn’t be projecting the text. If people can’t read what
you have provided, you either need to redo the document, making it leg-
ible, or think of another method of presentation without the fairly useless
visual.

3. The rainbow effect is undesirable. Some presenters equate lots of color
with high-quality visuals, but instead of being impressive, overly colorful
materials are distracting and difficult to read. The rule of thumb is to
keep things simple and clear. Color can be very effective . . . just don’t
overdo it!

4. Busy, busy, busy . . . some transparencies have way too much material
on them and are so crammed with information that they become over-
whelming and ultimately confusing. Rather than trying to put literally
everything on the screen, limit the type of material you put on any slide
to core issues and essentials, adding to and expanding information from
your narrative. Most people are easily bored and do not want to look at
the same transparency for very long, so have more, shorter transparencies
rather than fewer, complex images.

5. More busy, busy, busy . . . in addition to too much material, some presen-
ters tend to confuse the inclusion of a logo or background image common
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Health Education Notes 
to the Wise

• Do not mix unlike
graphics

• Do not clutter text
• Be careful when mixing fonts and font sizes

• Be careful of color choices

• Don’t overuse the 
same graphics

Figure 7-3
Disorganized Clutter

Slide Design

� Avoid clutter

� Simple color scheme

� Do not overdo message

� Preview under conditions of use

Figure 7-4
Organized Design
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to all the transparencies with sophistication and quality. Logos or icons
can prove to be very distracting and detract from the message. Keep
things simple and clear.

6. Avoid using too many font changes. Some transparencies look like a ran-
som note—as if the presenter couldn’t decide which font to use, so decided
to use them all! Unless you need to change font types to make a specific
point, be consistent with the appearance of the transparency, again to avoid
detracting from the material itself. Strive to limit yourself to two typefaces
to minimize visual confusion. AVOID USING ALL CAPS; it is harder for
the eye to differentiate between the letters when they are all the same size.

7. Organize your information with boxes, borders, and areas of contrasting
color. This allows the participant to visually take in the content in smaller
segments, making it easier to retain.

8. Keep it simple. The visual aids that you develop should be just that, aids
to complement your presentation, not a colorful extravaganza to adver-
tise the fact that you’ve just got a new computer! Develop and use only
what will enhance your presentation, and avoid bombarding the audi-
ence with too much material that ultimately may swallow up the point of
your presentation. Always test your materials in the actual room of deliv-
ery (if possible). Otherwise, find a similar room with similar lighting to
test the presentation. Be certain to stand in the back of the room.

Marketing Interventions 

Effective interventions don’t happen by chance; they require hours of ad-
vanced planning and preparation. The majority of the work of a health edu-
cator is done long before the presentation of the program. It is not enough to
create dynamic programs; one must also be effective in enticing participants
to attend. How dreadful it would be to spend countless hours creating a dy-
namic intervention that no one or very few attended. For this reason, it is
critical to at least consider some fundamental aspects of marketing. 

According to the Centers for Disease Control and Prevention (CDC,
2006), health marketing is the creating, communicating, and delivering of
health information and interventions using customer-centered and science-
based strategies to protect and promote the health of diverse populations. Ef-
fective health marketing ensures that a product is tailored to meet customer
needs, realistically priced, conveniently delivered, and effectively promoted to
the target population (Lovelock & Wirtz, 2004). There are four fundamental
elements that should be present when developing a marketing plan; these four
elements are referred to as the “four Ps” in the marketing mix (CDC, 2006): 

• Product: The item being promoted and the benefits of the item to the
targeted consumer 

• Price: The monetary and nonmonetary costs of the item
• Place: Where or how the product can be obtained
• Promotion: The mechanisms used to publicize and advertise the product
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These elements are important to consider as health educators develop inter-
ventions and strategies to deliver them. The quality of a product is irrelevant
if consumers cannot obtain it.  

Objective: Using the example in the case study, the reader will be able to
identify the activities that represent each of the “Four Ps.” 

Lauren works as the health educator on the campus of a major university.
During a staff meeting, the director of health services reports that there has
been a dramatic increase in the number of clients they are seeing in the
sick clinic. The one thing most of these clients have in common is the use
of the open access computer labs (OACLs) on campus.  Lauren is charged
to design an intervention to control the spread of infectious disease in the
computer labs. After many hours of research and planning, she develops a
1-day educational seminar targeting the student workers in the OACL. In
this seminar, student workers will be trained to promote sanitary practices
such as the proper use of hand sanitizers and the skills related to sanitizing
computer stations between clients. The student workers will not only act as
a catalyst in reducing the spread of disease, but also decrease their individ-
ual risk for contracting an infectious disease. 

Lauren secures financial backing from the university’s Department of
Environmental Health and Safety. Their support enables Lauren to offer
the training as a free service to the student workers and provide incentives
for those who attend. She schedules the workshop during the days allotted
for mandatory training and hosts the program at the central computer lab
on campus. The workers will be able to choose between Lauren’s work-
shop and their normally scheduled in-service training. 

Using the roster provided by computer services, Lauren sends a flyer de-
scribing the program and its benefits for attendees via email to the inboxes
of each student worker. The email includes a link enabling the workers to
register for the workshop electronically. Workers are encouraged to sign up
quickly for the limited number of spaces available. The electronic sign-up
allows Lauren to send additional reminders to registered participants and re-
cruitment emails to those who have not registered yet. Five days prior to the
scheduled workshop, Lauren is almost at capacity for the training. It appears
that her marketing plan was a success. (See Case Studies Revisited page 282.)

Questions to consider:

1. What would you consider to be the product, price, place, and promo-
tion of Lauren’s intervention?

2. What elements of Lauren’s plan do you believe contributed most to the
success of her marketing?

3. Lauren chose to make the program available to the participants free of
charge. In your opinion, is this the best approach? How might charging
a fee for the program impact the participation rate? 

Case Study: Lauren
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In an ideal world, health educators would have the ability to hire advertising
firms to develop slick promotional campaigns; however, budget limitations
often dictate this becoming the responsibility of the community health edu-
cator. A fundamental concept is to market where your target population is
likely to be found. If promoting proper use of infant car seats, it would be il-
logical to post flyers at the community senior center. It makes much more
sense to post these flyers in the windows of the local toy store or distribute
program information via the community pediatric clinic. 

Consider a variety of venues to deliver your message, including newspa-
per advertisements, pamphlets, flyers, webpages, emails, and bulletin boards
or billboards. Today, an event T-shirt is often given as an incentive, which
serves as a walking advertisement for anything and everything. Movie the-
ater, television, and radio advertisements are more expensive options to
reach an expanded target audience. One free resource available to commu-
nity interest groups is the public service announcement (PSA). Broadcast
companies are required by the Federal Communications Commission
(FCC) to donate a percentage of their air time to playing PSAs. Theoreti-
cally, this appears to be an ideal venue for advertising programs; however,
the lack of regulations about the placement of the PSA within the program-
ming schedule leads to less than optimal airtime placement. “Overall, the
data suggest that despite the seemingly large amount of airtime and media
dollars donated to PSAs by television stations, the advertisements are reach-
ing a very limited number of people” (Lancaster & Lancaster, 2002). When
using broadcast media, it might be worth considering the use of PSAs in
conjunction with other promotional efforts. 

The following tips are suggestions to help you develop promotional ma-
terials that will stand out and ideally have a positive impact on your adver-
tisement efforts:

1. Be consistent in your marketing message. Repeat the same ideas, color
schemes, logos, and basic information on all your materials. Repetition is
an effective technique to helping potential consumers remember the dy-
namics of your product.

2. Strive to draw the attention of the consumer by using a catchy title or a
colorful/striking logo or photograph. Buzz words or phrases often entice
the reader to take a look at or listen to the advertisement. Some common
buzz words/phrases might include: 
• Easy 
• Discover
• The secret to
• Unlock
• Insider
• How to
• Free
• Now you can

Preparing
Promotional

Materials
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Be careful not to make unrealistic claims that might cause the consumer
to discredit your product based on the advertisement. The use of the buzz
word “proven” is problematic, for example, because it is very difficult to
prove anything. There may be a strong correlation between your product
and its ability to achieve its goals, but it is improbable that the product
will have perfect results every time. 

When developing a logo, remember the cliché, “simple is elegant.”
One simple large image is better than many small images. The validity of
the concept can be clearly seen in the ability of a multi-million-dollar
business to get the average consumer to associate a large, golden, arching
M with its chain of hamburger restaurants.

3. Promote the benefits of participation to the target audience. What will
your participants gain from using your product? Consider using testimo-
nials that focus on the benefits. Entice the consumer by listing and pro-
moting the incentives that are included with the product. For example:
“You can present the tear-off coupon at the bottom of this flyer to receive
a free T-shirt upon arrival.” Use words that promote individual gain like
“you” and “your” instead of words like, “we,” “us,” “I,” or “our.”

4. Provide the necessary information on how to obtain the product or more
information about the product. This might include dates, times, loca-
tions, web addresses, and the name, email address, and phone number
for a contact person. 

5. In addition to the same guidelines suggested earlier in this chapter on
preparing visual presentations, be certain to have an outsider proofread
your materials prior to printing. This includes dialing the listed phone
numbers, connecting to the webpages using the provided web address,
and emailing the person listed as the point of contact. It is a sickening
feeling to know that you just printed 1,000 flyers with the name of your
program spelled incorrectly. 

The promotion of a product can be very costly, so three key ideas to remem-
ber with your promotion campaign are:

• Kiss it!: Keep it simple, sweetie.
• Proof it!: Proofread everything. 
• Budget it!: Select promotional materials that will enable you to get the

most exposure for the least monetary and nonmonetary expense.

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.
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E X E R C I S E S

1. You are a high school health teacher and
have just been told by a friend about a new
DVD on HIV/AIDS. You are scheduled to teach
a unit on AIDS in a few weeks and would po-
tentially like to use the DVD. Carefully de-
scribe all the steps you would take to achieve
this goal.
2. You are a school or community health edu-
cator who has received a $1,000 grant to pur-
chase media materials related to heart health.
Make a detailed budget list of the materials
you will purchase. (Do not make up a ficti-
tious list! Do some research and consult some
audiovisual catalogues, libraries, bookstores,
health professionals, etc.). You must reference
all items, for example, the name of the DVD
distributor, address, cost, and so on. You may
be surprised how little you get for $1,000!
3. You are a school or community health ed-

ucator who is interested in media materials.
Thinking of your particular area of interest or
expertise (if you do not have one, just select a
health topic), what sort of media materials
could be developed that would really enhance
education in this area? Where do you consider
the gaps to be in available media when related
to your area of particular interest? Do some
initial research to ensure that the materials do

not already exist, and then write a descriptive
outline of your proposed new media materials.
Be creative! Do not worry about budget or lack
of previous experience. What do you think
would really enhance your teaching or pre-
sentations? What type of media would you
develop? What would be your goals and objec-
tives? What type of approach would you use?
Give it a try!
4. Select two videotapes or DVDs from the
same subject area, and, utilizing Figure 7-1 (or,
if you prefer, a similar instrument), evaluate the
videotapes/DVDs. Include in your evaluation
what you would consider the goals and objec-
tives of each videotape/DVD and whether or
not you would use either of them in your work.
5. Collect two or three samples of flyers dis-
played in your community. Determine which
of your examples meet the criteria described
for creating effective marketing materials. De-
sign a flyer based on the principles discussed
in the text to promote the “anti-bullying pro-
gram” you have created for the children at the
community youth center.
6. Using the National Institutes of Health web-
site (http://www.nih.gov), identify a grant that
could be used to support the production of me-
dia for your topic selected in exercise 3.

CA S E  S T U D I E S  R E V I S I T E D

Amy should probably have consulted her staff initially to see whether they
had seen the DVDs that she was about to order and also to ask them if they
had any suggestions. Also, to purchase a DVD without previewing it is a very
risky if not foolhardy practice. Most media companies will allow the cus-
tomer to preview prior to purchase. Amy would have been wise to do just
that, in addition to asking her staff members to preview the materials with
her to obtain some additional input. (See page 261.)

Case Study 
Revisited: Amy
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This case presents an alarming prospect indeed, but unfortunately an all
too common one. As modern technology has become more sophisticated
and available, the use of educational media has increased in both the
school and community settings. This increased usage, however, has not al-
ways proved beneficial to program participants. Too often the materials
used are outdated, of poor technical quality, too heavily laden with facts, in-
appropriate for the audience, or, perhaps the greatest sin of all, they are of-
ten excruciatingly boring! Modern-day individuals like Jason, who have
been nurtured on extremely high production-quality shows on television
(like MTV) and in movie theaters have developed the uncanny ability of
being able to identify poor quality in health education media within a mat-
ter of seconds. The classic clues on a media source might include an ex-
tremely dated soundtrack, characters wearing flared pants and giving the
“peace” sign, no sign of any automobiles built since 1978, and the talking
head in the form of a physician wearing the ubiquitous white coat and
pointing to a list of written information. Any or all of these attributes are
guaranteed to encourage Jason and his peers to leave their bodies in search
of greater stimulation! (See page 274.)

Lauren has done several things right in her marketing plan. Her interven-
tion addresses a need and targets a specific clientele, allowing Lauren to tai-
lor her marketing efforts. When considering the 4 Ps, Lauren appears to
have included all the necessary elements:

• Product: The training workshop benefits the target population by reduc-
ing their individual risk for disease while increasing the environmental
quality of their work environment. 

• Price: Lauren has addressed the monetary barriers by identifying 
a sponsor to underwrite the initiative while minimizing the non-
monetary costs by offering the program when the student workers would
normally be in training. Additionally, she increases the likelihood that the
workers will choose her workshop over their typical in-service by offering
incentives for attending. 

• Place: Lauren has selected a central location that is easily accessible by
the target population. 

• Promotion: Considering the target population, Lauren’s choice to use
electronic means to publicize the workshop makes sense. Her ability to
monitor sign-up within her promotional materials is an effective use of re-
sources. Her choice to promote the limited availability of spaces may have
been directly related to the early participant sign-up.

Lauren’s choice to underwrite the participant cost was likely a good one in
this situation. When participants are placed in a forced compliance situation,
as is the case with a mandatory attendance policy, they often begrudge having
to attend. Eliminating participant costs can serve to minimize the negative
emotions related to the mandatory compliance. Free, however, is not always

Case Study 
Revisited: Lauren

Case Study 
Revisited: Jason
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best. It is human nature to be skeptical of the quality of a product when it is
free. It is sometimes advantageous to charge a minimal fee for participation.
When participants pay, they tend to place more value on the product because
there is a vested interest. (See page 278.)

1. Media literacy is a field that advocates the
critical analysis of mass media messages to en-
able the individual to more accurately distin-
guish between reality and the media’s version
of the truth.
2. The use of media materials in health edu-
cation has become extremely common. Un-
fortunately, much of the material produced in
earlier years is of poor production quality and
low interest and generally does little to en-
hance health education programming.
3. Media selection is a multifaceted process
that should be based on a combination of
sound principles described in this chapter.
4. Selecting media materials should be based
on more than cost, availability, and personal
preference. Selection should be based on the
goal of achieving behavioral objectives formu-
lated before the review process.
5. The decision to use no media material
rather than something of dubious quality will
usually be the right decision. Poor-quality, out-
dated, or boring materials will usually have a
detrimental effect on the presentation.

6. Media materials should be viewed as vehi-
cles to enhance learning, not products that
stand alone. Processing materials is an essen-
tial part of using educational resources.
7. New media development should always be
considered an option when existing materials
are deemed to be insufficient. The production of
media should be based on the sound principles
of development discussed in this chapter.
8. A recent trend in media materials is a move
away from the fact-filled production to a more
affective, process-oriented approach.
9. There is an obvious need for health educa-
tors to use materials that match the quality of
shows produced by commercial agencies that
often promote unhealthy lifestyles.
10. Health educators need to be aware of the
advantages and disadvantages of the various
forms of media.
11. Health educators would be well advised
to develop a basic operating knowledge of
media equipment.
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C H A P T E R

287

Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility I: Assess Individual and Community Needs for Health Education
Competency A: Access existing health-related data.
Competency F: Infer needs for health education from obtained data.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency A: Analyze and respond to current and future needs in health education.
Competency D: Influence health policy to promote health.

Note: The competencies listed above, which are addressed in this chapter, are considered to
be both entry-level and Advanced I competencies by the National Commission for Health
Education Credentialing, Inc. They are taken from A Framework for the Development of
Competency Based Curricula for Entry Level Health Educators by the National Task Force
for the Preparation and Practice of Health Education, 1985; A Competency-Based Frame-
work for Graduate Level Health Educators, by the National Task Force for the Preparation
and Practice of Health Education, 1999; and A Competency-Based Framework for Health
Educators—The Competencies Project (CUP), 2006.
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288 Key Topics

After studying this chapter the reader should be able to:

• List some populations that might require the health educator to prepare
material differently for presentation.

• Describe ethnic and racial disparities in selected areas of health.
• Describe the extent of research related to health and minority popula-

tions.
• Justify the need for the development of health literacy in minority popu-

lations.
• Explain the research concerns and difficulties in studying minority health.
• Describe the legacy of suspicion and concern among ethnic and racial

minorities in the wake of the Tuskegee study.

Race Cultural competence
Ethnicity Health knowledge levels
Culture Sources of health information
Literacy levels Political awareness
Language Institutional review board
Health literacy Community gatekeepers

Proportionately, most health educators today are both white and middle
class. As opportunities for ethnic minorities increase, the discipline will
become more multicultural and sensitive to the specific needs of others
will be heightened. However, health educators currently practicing in the
United States need to make great efforts to gain information about the
individuals or groups with whom they will be working. Sometimes that
information will make little difference to how a presentation is made, but
in other situations radical change will be necessary. The key to successful
teaching and presentations in any discipline is preparation, and learning
about the lives of different populations is essential to preparation. This
chapter presents suggestions for facilitating this learning process, but, as
the reader will discover, for some minority populations little research has
been performed to identify specific health needs; in these cases, docu-
mented methodologies for health education interventions are scarce.

Objective: After reviewing the case study, the reader will identify three or
more potential cultural barriers that can interfere with the delivery of
health education.

Susan is a community health educator who has recently been planning
and implementing presentations related to increasing the number of
women receiving pelvic examinations. She has been asked to present a pro-
gram to a women’s group on the east side of the city. Having performed sev-
eral of these presentations before, Susan gives little thought to preparation

Case Study: Susan

K E Y  TO P I C S

O B J E C T I V E S
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Chapter 8 Minority Health 289

and arrives with her materials at the appointed time and place. Susan
quickly realizes that this will not be a “standard” presentation because the
audience is predominantly Asian, with almost no grasp of English. The
group leader graciously offers to translate, and the presentation moves la-
boriously along despite the translator obviously being troubled at having to
translate graphic information related to sexuality. The presentation finally
concludes with both audience and presenter feeling uncomfortable and
dissatisfied. How could Susan have reduced the likelihood of this situation
occurring? (See Case Studies Revisited page 318.)

Question to consider:

When planning for a presentation where language is a barrier, what rec-
ommendation would you make to improve the delivery of the content?

Changing Demographics in the United States

The United States has often been described as a “melting pot” in reference
to the diverse ethnic backgrounds of its population. This country is indeed
heterogeneous, and along with the richness and vitality that such diversity
brings comes an intriguing complexity. Here are some important questions
to consider:

• Are all ethnic groups affected in the same way by specific health problems?
• Do we even have data that will enable us to generalize about health prob-

lems of certain ethnic groups?

Health educators must
consider ethnic diversity
when planning pro-
grams and strategies.
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290 Changing Demographics in the United States

Figure 8-1
Distribution of U.S. Population by Race/Ethnicity, 2000 and 2050
Source:Kaiser Slides, TheHenry J. Kaiser Family Foundation. (2008,May). Based onU.S. Census Bureau (2004). U.S. Interim Pro-
jections by Age, Sex, Race, and Hispanic Origin. Available at http://www.census.gov/population/www/projections/popproj.html.
Reprinted with permission. The Kaiser Family Foundation is a nonprofit private operating foundation, based in Menlo Park, Cali-
fornia, dedicated to producing and communicating the best possible information, research, and analysis on health issues.

• Will an educational intervention that seems to be successful with one
group work with another?

• Can only health educators who are themselves from an ethnic group
work successfully with that particular group?

• Do ethnic groups trust “outside” sources of information?
• Is ethnicity the real “key” to planning health behavior interventions, or is
socioeconomic status a more powerful factor?

These are important questions to consider, particularly in the light of the
rapidly changing demographic face of America. According to the 2000
United States Census (2008), minorities represent roughly one-third of the
U.S. population and are expected to become the majority in 2042. In the
year 2039, the population of the nation is expected to reach the 400 million
milestone. Projections suggest that by the year 2050 the nation will be 52%
minority (U.S. Census Bureau, 2008). The graph in Figure 8-1 vividly
demonstrates the projected population changes the United States will expe-
rience in the first half of the 21st century. Such a shift in populations will in-
evitably affect the healthcare system and, specifically, how health educators
develop and implement successful programming with the ever increasing
diversity of communities. The graph was developed by the Kaiser Family
Foundation (2008b), based on U.S. Census Bureau, 2004, U.S. interim pro-
jections by age, sex, race, and Hispanic origin.

Content removed due to copyright restrictions
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Should We Study Minority Health?

Although many health professionals believe studying minority health as a
separate entity is a reasonable strategy, an opposing viewpoint certainly ex-
ists. Some researchers argue that separating health issues out by race, and ex-
amining race as a unique variable, encourages misinterpretation of the data
and potentially increases racism. The argument continues that because race
is not considered a scientifically valid biological concept, discrepancies in
race data serve only to perpetuate racist stereotypes about biological differ-
ences and genetic inferiority (Leslie, 1990; Leonard, 2006; Osborne & Feit,
1992). However, other health professionals argue that we need more, not
less, research on minority health and, to avoid encouraging racism, that we
simply need to do a better job of performing the research (LaVeist, 2002).

One criticism of using race as a variable in health studies is that the term
race is poorly defined. All too often, researchers assume that there is no vari-
ance within ethnicity, nationality, or culture, lumping individuals together
because they speak the same language (Spanish–Hispanic) or because they
originate from approximately the same part of the world (Asian). Two indi-
viduals, one from Mississippi and one from Haiti, may both be black, but
they come from cultures worlds apart and may engage in completely differ-
ent patterns of health behavior. Hispanic Americans originate from many
different countries and continents, such as Mexico, Puerto Rico, South
America, Central America, and Cuba, as indicated in Figure 8-2. Addition-
ally, many Dominicans and some Puerto Ricans consider themselves
racially black but ethnically Hispanic, while Hispanics from some Central
American countries are racially Indian (Bowsworth, 2008; Nickens, 1995).

Similar ranges of diversity are also found in what is known as the “Asian”
population. Such a blanket term actually tells us very little with regard to

Figure 8-2
Hispanic Americans in the United States, 2006
Source: U.S. Census Bureau. (2007, October). Current population survey. Annual Social and Economic Supplement,
Ethnicity and Ancestry Statistics Branch, Population Division. Retrieved on January 3, 2009, from http://www.census.gov/
population/socdemo/ hispanic/cps2006/2006_tab1.2a.xls
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12%

25%

29%

30%

12%

30%

38%

26%

Uninsured
36.1 million

Total

182.8 million

College graduate

Some college

High school
graduate

Less than
high school

Notes: “Some college” category included respondents with an associate’s degree. Adults includes all 
individuals aged 19 to 64. Data may not total 100% due to rounding.

Figure 8-3
Uninsured Adults vs. All Adults, by Education, 2007
Source: Kaiser Slides, The Henry J. Kaiser Family Foundation. (2007, October). Kaiser Commission on Medicaid and the
Uninsured/Urban Institute Analysis of 2008 ASEC Supplement to the CPS. Reprinted with permission. The Kaiser Family
Foundation is a nonprofit private operating foundation, based in Menlo Park, California, dedicated to  producing and commu-
nicating the best possible information, research, and analysis on health issues.

292 Should We Study Minority Health?

specific ethnicity or culture in groups of individuals originating from coun-
tries such as China, Vietnam, Japan, Korea, or the Philippines. In addition,
such broad categories result in missing many differences within groups or
categories. For example, Americans of Vietnamese and Mexican origin tend
to have low mean family incomes and low median age, whereas Japanese
Americans and Cuban Americans have relatively high mean incomes and
high median age (U.S. Census Bureau, 2007). In fact, one could argue fur-
ther that although the white majority population in the United States today
is also all categorized as one entity, the health behaviors of Irish, Italian,
Swedish, and German Americans are not necessarily the same.

The authors of this text believe that health issues as they relate to minor-
ity populations should indeed be discussed, with the condition that such top-
ics be viewed not through the narrow lens of race alone, but rather within a
fuller context that more accurately reflects the complexity involved. There is
a clear need to look beyond the obvious markers of race such as skin color or
language and examine the additional factors of culture, country of origin,
and socioeconomic status. For example, an obvious influence on health sta-
tus is access to health insurance coverage, and as Figure 8-3 clearly shows,
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access is by no means equal and is affected by, among other things, educa-
tional levels. As the level of education increases, so does access to higher-
skilled jobs that are more likely to provide health coverage (Kaiser Family
Foundation, 2008b). Additionally, there are numerous intervening factors
that shape the connection of race and health outcomes, as illustrated in
Figure 8-4. Health educators need to understand that looking at race or eth-
nicity as a single descriptor is too simplistic; additional factors should also
be considered.

Race
(effects vary by
gender and age)

Biological

Cultural

Socioeconomic

Racism

Political

Historical

Legal

Health Practices
• Smoking
• Alcohol
• Nutrition
• Other

Psychosocial Stress
• Smoking
• Alcohol
• Nutrition
• Other

Environmental Stress
• Residential
• Occupational
• Other

Psychosocial Resources
• Social ties
• Perceptions of control
• Coping patterns

Medical Care
• Need
• Access
• Quality

Biological
Processes

Health
Outcomes

Figure 8-4
A Framework for Understanding the Relationship Between Race and Health
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Racial and Ethnic Disparities in Health

Rather than develop an exhaustive list of health problems, laboriously bro-
ken down by ethnicity, the reader might be better served by examining a se-
lected number of important contemporary health issues that provide telling
examples of discrepancies by ethnicity. The following section describes six
health problems that have been targeted by the federal government in an at-
tempt to eliminate such discrepancies and is taken from the Office of Mi-
nority Health and Health Disparities (OMHD) (Centers for Disease Con-
trol and Prevention [CDC], 2007a).

The Initiative to Eliminate Racial and Ethnic Disparities in Health

Based on the nation’s Healthy People (HP) 2010 goals, these six identified
areas were selected from a list of 28 objectives because they represent multiple
racial and ethnic groups at various life stages. At the time HP 2010 was devel-
oped, near-term goals were established for the year 2000 to help measure
progress toward the 2010 goal. Revisions to the existing goals are currently un-
derway. Policy makers are reviewing progress toward the objectives as they out-
line directives for the nation’s future goals in the year 2020. Healthy People
2020 objectives are expected to be released in January 2010 along with guide-
lines for the new 10-year near-term goals. The Department of Health and Hu-
man Services (HHS) is leading the effort to eliminate disparities in health ac-
cess and outcomes in the following areas:

Goal 1. Infant Mortality Rates

Infant mortality is often cited as a measure of a country’s health status. The in-
fant mortality rate—the rate at which babies less than 1 year of age die—has
been decreasing over the past few decades. In 2000 it was at a record low of 6.9
deaths per 1,000 live births in the United States. This is significant progress
when you consider that in 1960 the infant mortality rate was 26.0 per 1,000
live births. The United States, however, still ranks 28th in infant mortality
compared to other Western industrialized nations, largely due to the dispari-
ties among the African American population (CDC, 2002).

Rates of infant mortality vary greatly between and within racial and ethnic
groups (African American, American Indians, Alaska Natives, and Hispanics).
The infant death rate among African Americans was 14.1 per 1,000 live births,
more than double that of the national average (6.9 per 1,000 live births in
2000). Sudden infant death syndrome (SIDS), pre-term/low birth weight,
complications associated with pregnancy, and respiratory distress are leading
causes for elevated mortality rates. Although American Indians and Alaska Na-
tives represent a small portion of the population, SIDS deaths are 2.3 times
the rate for non-Hispanic white mothers (CDC, 2007a). 

One well-established predictor of improved pregnancy outcome is involve-
ment in prenatal care, particularly in the first trimester of pregnancy. The like-
lihood of delivering a very low birth weight (VLBW) baby (less than 3 lb 4 oz)
is estimated to be 40% higher among women who receive late or no prenatal
care compared to women entering prenatal care during the first trimester. Ap-
proximately 95% of VLBW babies are born early (less than 37 weeks) and the
risk of death for VLBW babies is about 65 times that of infants who weigh at
least 3 lb 4 oz. Rates of preterm birth among black women have remained rel-
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atively constant at 18% over the last few years and are higher than that of any
other racial or ethnic group (Hamilton, Martin, & Sutton, 2003).

In 2002 the proportion of pregnant women in the United States receiving pre-
natal care in the first trimester was 83.8% (Hamilton et al., 2003) This propor-
tion reflects a consistent improvement from the 1996 figure of 81.8% and the
1989 figure of 75.5%. However, the sad fact remains that one in five pregnant
women, nearly three-quarters of a million women, did not receive timely prena-
tal care, and nearly 47,000 pregnant women received absolutely no prenatal
care. There are substantial racial disparities in the receipt of prenatal care. Al-
though 88.7% of white pregnant women received timely prenatal care in 2005,
that proportion was only 76.5% for black and 77.6% for Hispanic pregnant
women (U.S. Department of Health and Human Services [USDHHS], 2007).

When examining specific causes of infant deaths, racial and ethnic dispari-
ties seem to be particularly acute in preterm or premature birth (PTB) and
SIDS. A much higher incidence of PTBs occurs among black mothers than
among white mothers (17.7 versus 9.7), with nearly two-thirds of the deaths re-
lated to infant mortality being attributed to PTBs in African American women
(Savage et al., 2007). SIDS, which accounts for approximately 10% of all first-
year infant deaths, is also more common in minority populations.

Higher rates of infant mortality in minority groups are influenced by many
factors, such as socioeconomic and demographic factors, medical conditions,
and quality of and access to health care. The near-term goal is to reduce infant
mortality in African Americans (the group with the greatest disparity in terms
of infant death rates) by at least 22%, from the 1996 rate by the year 2000—or
from 14.1 per 1,000 to 11.0 per 1,000 live births.

Near-Term Goal: Reduce infant mortality among African Americans by 22%.
Goal Progress: As of 2005, the infant mortality rate for African Americans

was 13.6 per 1,000 live births, indicating the near-term goal has not been met
(CDC, 2008a).

Prenatal care is an 
important factor in the 
effort to reduce infant
mortality.
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Goal 2. Cancer Screening and Management

Cancer is the second leading cause of death in the United States, resulting in
more than 553,800 deaths each year. The chances of developing cancer in a life-
time are nearly 45% for men and nearly 41% for women. Although cancer
deaths are on the decline, racial disparities exist in both mortality and incidence
rates. For example, African Americans in the United States carry the greatest
burden for all cancer types combined with a death rate 25% higher than that of
whites (National Cancer Institute, 2008). Table 8-1 summarizes the incidence
and death rates in the United States for all cancers by racial/ethnic group.

Major Mortality Discrepancies:

• African Americans have a cancer death rate about 35% higher in men and
18% higher in women than that of whites.

• The African American male cancer death rate is about 50% higher than it is
for white men.

• The death rate for lung cancer is about 30% higher for African Americans
than for whites.

• The prostate cancer mortality rate for African American men is 60% higher
than that of white men.

Major Incidence Discrepancies:

• The incidence of lung cancer in African American men is about 40%
higher than in white men.

• Native Hawaiian men have elevated rates of lung cancer compared with
white men.

• Alaska Native men and women suffer disproportionately higher rates of can-
cers of the colon and rectum than do whites.

• Vietnamese women in the United States have a cervical cancer incidence
rate more than five times greater than white women. Hispanic women also
suffer elevated rates of cervical cancer.

All Sites

Racial/Ethnic Group Incidence Death

All 470.1 192.7
African American/Black 504.1 238.8
Asian/Pacific Islander 314.9 115.5
Hispanic/Latino 356.0 129.1
American Indian/Alaska Native 297.6 160.4
White 477.5 190.7

Statistics are for 2000–2004, age-adjusted to the 2000 U.S. standard million population,
and represent the number of new cases of invasive cancer and deaths per year per
100,000 men and women.

Source: National Cancer Institute. (2008). Cancer disparities: Questions and answers.
National Institutes of Health. Retrieved January 6, 2009, from http://www.cancer.gov/
cancertopics/factsheet/cancer-health-disparities

Table 8-1 Incidence and Death Rates in the United States for All Cancers, 
by Racial/Ethnic Groups
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The incidence of certain forms of cancer could be greatly reduced through
various types of prevention. For example, tobacco use is responsible for nearly
one-third of all cancer deaths, while evidence suggests that diet and nutrition are
probably associated with another 30–40% of cancer deaths. For the forms of can-
cer we do not know how to prevent, early detection can reduce the risk of death.
Regular mammography screening and follow-up can reduce deaths from breast
cancer by about 30% for women 50 years of age or older, while regular Pap tests
for cervical cancer along with follow-up care can virtually eliminate the risk of
developing this disease. Despite the gains in screening in the African American
community, the mortality rate from breast cancer for black women is greater
than that for white women. Some possible reasons for this might include irregu-
lar screening, limited follow-up opportunities, and lack of access to treatment
services. Hispanic, American Indian, Alaska Native, and Asian and Pacific
Islander women also experience similar barriers related to screening, access to
treatment, and follow-up, often compounded by problems such as culture dif-
ferences, language, and in some cases, negative provider attitudes.

This HHS initiative hopes to decrease the existing discrepancies in this cat-
egory by eliminating these barriers to prevention and screening practices.

Cervical cancer: The goal for the year 2000 is to increase to at least 85% the
proportion of all women age 18 or older who have received a Pap test within
the preceding 3 years.

Goal Progress: As of 2006, there has been no change in the percentage of
women obtaining Pap tests (USDHHS, CDC, & NIH, 2007).

Near-Term Goal: Increase to at least 60% those women of all racial or eth-
nic groups, age 50 or older, who have received a clinical breast exam and a
mammogram within the preceding 2 years.

Goal Progress: As of 2006, the target for this objective has been met 
(USDHHS et al., 2007).

Equal access to health-
care screening is essen-
tial to reduce cancer
mortalities in minorities.
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Goal 3. Cardiovascular Disease

Cardiovascular disease, primarily coronary heart disease and stroke, kills
nearly as many Americans as all other diseases combined. The annual na-
tional economic impact of cardiovascular disease is estimated at $300 billion
as measured in healthcare expenditures, medications, and lost productivity
due to disability and death. The major modifiable risk factors for cardiovascu-
lar disease are high blood pressure, high blood cholesterol, cigarette smoking,
excessive body weight, and lack of physical activity.

Major disparities exist among minority groups, with a disproportionate bur-
den of death and disability from cardiovascular disease existing in minority
and low-income populations.

• The age-adjusted death rate for coronary heart disease for the total popula-
tion declined by 46% from 1997–1998; for African Americans, the overall
decrease was only 33%.

• Compared to non-Hispanic white men, African American men were 30%
more likely to die from heart disease in the year 2005.

• High blood pressure is 1.4 times more common in African Americans than
in non-Hispanic whites.

• Obesity is 1.7 times greater in African American women and 1.2 times more
likely in Mexican American women than in non-Hispanic white women.

• Non-Hispanic white men were 70% more likely to die from heart disease
compared to Mexican American men in 2005.

• Compared to their white counterparts, African American adults are twice as
likely to have a stroke. 

• In general, American Indian/Alaska Native adults are 60% more likely to
have a stroke than their white adult counterparts.

Not all racial minority groups, however, are at a disadvantage:

• Heart disease is less common in Asian/Pacific Islander adults, and they are
less likely to die from heart disease compared to non-Hispanic white adults. 

• Asian/Pacific Islander adults are less likely to die from or experience a stroke
than white adults. 

• In 2005, Hispanic men were 15% less likely to die from a stroke than non-
Hispanic white men.

• Hispanics, in 2006, were 10% less likely to have heart disease compared to
non-Hispanic whites.

Near-Term Goals:

• Reduce the heart disease mortality rate among African Americans by 25%.
• Reduce the stroke mortality rate among African Americans by 40%.

Goal Progress: As of 2006, progress was made toward both of these goals. In
2002 the coronary heart disease death rate dropped from 203 deaths per
100,000 population to 180 per 100,000 population, moving toward the target
of 162 per 100,000 population. The decline in stroke-related deaths is attrib-
uted to a decrease in smoking behaviors, an increase in blood pressure and
cholesterol level management, and an increase in physical activity and leisure
time (USDHHS et al., 2007).
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Goal 4. Diabetes

Diabetes is the sixth leading cause of death in the United States and is a seri-
ous public health problem, affecting nearly 20.8 million Americans. A signifi-
cant strain is placed upon the healthcare system as the number of persons with
diabetes or diabetes-related complications continues to grow. It has been sug-
gested that the existing healthcare system could be overwhelmed by the num-
ber of persons with diabetes mellitus (USDHHS et al., 2007). By 2050, the
CDC projects the prevalence of diagnosed diabetes in the United States will
increase 165%. The estimated direct and indirect costs of diabetes to the na-
tion was estimated to be $174 billion in 2007.

• The prevalence of diabetes in African Americans is approximately 70%
higher than in whites, and the prevalence in Hispanics is nearly double that
of whites.

• African Americans and Hispanics born in the year 2000 have a 2 in 5 risk for
diabetes.

• The prevalence rates among American Indians and Alaska Natives is more
than twice that for the total population, and at least one tribe, the Pimas of
Arizona, have the highest known prevalence of diabetes of any population
in the world.

• Among people younger than 20, American Indians ages 10–19 have the
highest prevalence of type 2 diabetes.

Diabetes is a serious
health problem dispro-
portionately affecting
minorities.
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Cardiovascular disease is the leading cause of death among people with dia-
betes, killing almost 75% of all diabetics. Achieving mortality reduction among
high-risk populations will require an effort to reduce cardiovascular risk factors
among these groups. Individuals with diabetes not only face a reduced life
span, but also the possibility of many acute and chronic complications, in-
cluding end-stage renal disease (ESRD), blindness, and lower extremity am-
putations. All of these complications have the potential to be prevented:

• If uncontrolled hypertension among people with diabetes were reduced by
half, about 25% of ESRD due to diabetes could be prevented.

• Diabetic retinopathy is the leading cause of new cases of blindness among
people 20–74 years of age. Clinical trials have demonstrated that approxi-
mately 60% of diabetes-related blindness can be prevented with good blood
glucose control or by early detection and laser photocoagulation treatment,
which is widely available but underused.

• One half of all lower extremity amputations can be prevented through
proper foot care and by reducing risk factors such as hyperglycemia (abnor-
mally high blood sugar), cigarette smoking, and high blood pressure.

Preventive interventions should target high-risk groups. African Americans
and American Indians, for example, are more likely than white populations to
experience diabetes-related complications such as ESRD and amputations.
Even among similarly insured populations, such as Medicare recipients,
African Americans are more likely than whites to be hospitalized with sep-
ticemia, debridement, and amputations—signs of poor diabetic control. Al-
though diabetes is a serious problem, recent studies have shown that careful
control of blood glucose levels is a strategy that can be successful for prevent-
ing complications of diabetes. The challenge is to make proper diabetes man-
agement part of daily clinical and public health practice.

Near-Term Goal: Reduce the rate of ESRD from diabetes among African
Americans and American Indians/Alaska Natives by 65%.

Goal Progress: The data on ESRD rates are not promising. In 2006, the
rate increased by 2.5% (159 per million population) from what was considered
a stabilized rate in 2001. This rate—significantly higher than the HP 2010 tar-
get of 90 per million—is reflective of the prevalence of diabetes in the general
population. In 2006, rates of ESRD by race and ethnicity were three times
greater in African Americans. Some improvement, however, has occurred in
the Native American population. The rate of ESRD among Native Americans
has decreased by 27.7% since 1995, suggesting that some progress had been
made (U.S. Renal Data System, 2008).

Goal 5. HIV Infection/AIDS

In 1998, HIV infection/AIDS was the leading cause of death for all persons 25
to 44 years of age. Between 650,000 and 900,000 Americans were estimated to
be living with HIV infection, while by June 1998, over 400,000 of the 665,357
adults and adolescents reported with AIDS in the United States had died from
the disease (CDC, 1999). By the year 2003, over a million persons in the
United States were living with HIV/AIDS and approximately 25% of them
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were unaware of their infection (Glynn & Rhodes, 2005). Although from 2003
through 2006 the estimated number of newly diagnosed HIV/AIDS cases in-
creased among whites (8.2 per 100,000) and Asians/Pacific Islanders (6.7 per
100,000), the incidence rates were still clearly disproportionately elevated in
the black (67.7 per 100,000) and Hispanic (25.5 per 100,000) populations
(CDC, 2008b).

AIDS has clearly disproportionately affected minority populations.

• In 2002, racial and ethnic minorities accounted for almost 70% of the newly
diagnosed cases of HIV/AIDS.

• In 2006, blacks accounted for 49% of all HIV/AIDS cases diagnosed (CDC,
2008b).

• Of the babies born with HIV, more than 90% belong to minority groups.
• Racial and ethnic minorities constitute about 26% of the total U.S. popula-

tion, and yet they account for nearly 67% of all AIDS cases.
• While the epidemic is decreasing in some populations, the number of new

AIDS cases among African Americans is now greater than the number of
new AIDS cases among whites. Data from the 2000 census indicate that
blacks make up approximately 13% of the U.S. population. Yet in 2005, an
estimated 37,331 new cases were diagnosed in the United States with
blacks, alarmingly, accounting for 18,121 (49%) in the 33 states with long-
term, confidential name-based HIV reporting (CDC, 2007b).

• Women constitute roughly 25% of the population living with HIV/AIDS.
Of the 126,964 women living with HIV/AIDS, black women are dispropor-
tionally over-represented. Of those afflicted, 64% were black, 19% were
white, 15% were Hispanic, 1% were Asian or Pacific Islander, and less than
1% were American Indian or Alaska Native (CDC, 2007b).

• Although the number of AIDS diagnoses among men who have sex with
men (MSM) has decreased dramatically since 1989, the number of AIDS
diagnoses among African American men having same-gender sex has
increased.

Innovative methods 
of education can help 
to reduce high-risk
behaviors.
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• New cases of AIDS where the identifiable route of transmission is injecting
drug use are increasingly concentrated in minorities; of these cases almost
75% are among minority groups (56% African American and 20% Hispanic).

• American Indians are three times more likely to have AIDS than whites.

In addition to disproportionate rates of AIDS, minority groups have not kept
pace with reduced death rates reported in majority populations. For example,
in each racial/ethnic group, the rate decreased significantly from 1995 through
1998. Among non-Hispanic blacks, however, the percentage decrease in the
rate was proportionally smaller (58%) than in the other radical/ethnic groups.
The percentage decrease in the other groups ranged from 67% among Ameri-
can Indians/Alaska Natives to 76% among non-Hispanic whites (see Figure 
8-5). Major contributing factors to this discrepancy include late identification
of disease and lack of health insurance to pay for drug therapies and treatment
that can cost between $20,000 and $25,000 per patient per year.

The stability in the mortality rate from 1999 to 2005 is an important sign of
progress considering that the total number of people living with HIV is increas-
ing. Inadequate recognition of risk—detection of infection and referral to
follow-up care—is a major issue for high-risk populations. It is estimated that
about one-third of persons who are at risk of HIV/AIDS have never been tested.
More effective prevention strategies are needed that are acceptable to the target
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Figure 8-5
HIV Morbidity Rates by Ethnicity
Source: Centers for Disease Control and Prevention. (2008c). HIV mortality (through 2005). U.S. Department of Health and
Human Services, Division of HIV/AIDS Prevention. Retrieved January 13, 2009, from http://cdc.gov/hiv/topics/surveillance/
resources/slides/mortality/slides/mortality13.ppt
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audience (i.e., they must be culturally and linguistically appropriate). Organi-
zations serving at-risk populations need to develop, implement, evaluate, and
fund programs that promote basic knowledge and skills such as knowing one’s
serostatus and being able to access counseling, testing, and referrals to medical
services, including efficacious therapies. Such promotion will continue to
guide the development and administration of federal initiatives to prevent HIV
transmission and improve access to care for individuals living with HIV/AIDS.

Near-Term Goal: Make appropriate health services more available.
Goal Progress: Some progress has been made toward reaching the near-

term target. Three of four measurable subobjectives are related to the propor-
tion of HIV-infected adolescents and adults who receive testing, treatment, and
prophylaxis consistent with current treatment guidelines. The data suggest that
use of highly active antiretroviral therapy achieved 51% of the targeted change,
use of any antiretroviral therapy demonstrated 33% of the targeted change, and
Mycobacterium avium complex prophylaxis achieved 29% of the targeted
change (USDHHS et al., 2007).

Goal 6. Child and Adult Immunization

The reduction in incidence of vaccine-preventable diseases is one of the most
significant public health achievements of the past century. This success is best
illustrated by the global suppression of smallpox. The major factor in this suc-
cess is the development and widespread use of vaccines, which are among the
safest and most effective preventive measures.

Childhood immunization rates are at an all-time high, with the most critical
vaccine doses reflecting coverage rates of over 90%. The 1996 immunization
targets for all five vaccines (measles, mumps, and rubella [MMR]; polio; diph-
theria, tetanus, and pertussis [DPT]; Haemophilus influenzae type B [Hib]; and
hepatitis B [Hep B] were exceeded. Although immunization rates have been
lower in minority populations compared with the white population, minority
rates have been increasing at a more rapid rate, thus significantly narrowing the
gap. However, efforts must be made to achieve and maintain at least 90% cov-
erage for all recommended vaccines in all populations. Particular areas of con-
cern are pockets of need within each state and major city where numbers of
under-immunized children reside. These areas are of great concern because,
particularly in large, urban areas with traditionally underserved populations,
there is a potential for outbreaks of vaccine-preventable diseases.

In addition to the very young, older adults are also at increased risk for many
vaccine-preventable diseases. Approximately 90% of all influenza-associated
deaths in the United States occur in people age 65 or older, the fastest growing
age group of the population. Reduction of deaths in this age group has been
hindered in part by relatively low vaccine utilization. Each year, an estimated
50,000 adults die of infections related to influenza, pneumococcal infections,
and hepatitis B despite the availability of safe and effective vaccines to prevent
these conditions and their complications. There is a disproportionate burden
of these diseases in minority and underserved populations. Although vaccina-
tion levels against pneumococcal infections and influenza among people 65
years or over have increased slightly for African Americans and Hispanics, the
coverage in these groups remains substantially below the general population
and the year 2000 targets.
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Childhood Immunization:

Near-Term Goal: Achieve and maintain at least 90% coverage for all
recommended childhood vaccines in all populations.

Goal Progress: This goal continues to meet the HP 2010 objectives. Evi-
dence suggests that providing pneumococcal vaccine to children has con-
tributed to a decrease in new cases of invasive pneumococcal disease in adults
(CDC, 2005).

Adult Immunization:

In order to achieve this near-term goal, the 1994 influenza immunization rates
among African Americans, Hispanics, and Asians and Pacific Islanders will
need to nearly double, and among these same groups, the 1994 pneumococ-
cal immunization rates will need to quadruple.

Near-Term Goal: Increase pneumococcal and influenza immunizations
among all adults age 65 years or older to 60%.

Goal Progress: Immunization for influenza and pneumococcal disease of
high-risk adults has exceeded its near-term target but still has room for
improvement to reach the HP 2010 goal. Data from the 2006 and 2007
Behavorial Risk Factor Surveillance System (BRFSS) suggest that only 72.1%
of adults over the age of 65 were vaccinated in the 2006–2007 season (CDC,
2005).

Immunization contin-
ues to be one of the
most effective methods
of controlling infectious
diseases.
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Health Literacy

Health outcomes for minority populations often differ from those of the ma-
jority population; such health disparities are a consequence of multiple fac-
tors, one of which is poor health literacy. Health literacy is “the degree to
which individuals have the capacity to obtain, process, and understand basic
health information and services needed to make appropriate health deci-
sions” (USDHHS, 2000). Estimates indicate that approximately 9 out of 10
adults lack proficient health literacy skills (Agency for Healthcare Research
and Quality [AHRQ], 2007). As one might expect, the absence of these req-
uisite skills results in poorer health outcomes due to the difficulty or inabil-
ity to manage one’s health. Adverse effects of poor health literacy rates are as-
sociated with “. . . low health knowledge, increased incidence of chronic
illness, higher risk of hospitalization, and less than optimal use of preventive
health services” (AHRQ, 2007). Health literacy is not just about being able
to locate and read health information—it is the ability to interpret and apply
the information to improve one’s quality of life. In addition to a basic under-
standing of health topics, the consumer must be able to provide an accurate
health history, access healthcare services, practice numeric skills, follow di-
rective documents, and communicate personal needs (see Figure 8-6).
Health professionals often underestimate how overwhelming it can be to be
diagnosed with a health complication.

Figure 8-6
The Ability to Follow Directives
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The development of health literacy skills is paramount to obtaining op-
timal outcomes. Imagine the shock a patient feels when he makes an
appointment with the doctor to see about his extreme fatigue, frequent uri-
nation, and thirst and is surprisingly diagnosed with type 2 diabetes. Al-
though the physician’s diagnosis was likely explained in detail, the patient’s
lack of time to process the information, especially in an emotional state, may
result in the inability to comprehend the content or to retain the informa-
tion. The need for oral communication skills becomes evident as healthcare
providers attempt to identify aspects of the patient’s condition related to his
or her health history and current lifestyle. A patient must be able to articu-
late his or her health concerns and describe his or her symptoms accurately.
Often the provider and patient need skills to negotiate beyond cultural, lan-
guage, and literacy barriers to effectively communicate (Smith et al., 2007).

As patients get inundated with new directives to self-manage their health
care, the need for health literacy skills becomes more apparent. It is critical
that the patient be knowledgeable about the disease process and the signs
and symptoms of his or her condition so that he or she can report changes
that indicate control or lack of control of the disease. Without this knowl-
edge, he or she may not understand the relationship between lifestyle factors
such as diet and exercise and various health outcomes (USDHHS, 2000).
Mathematical (numeracy) skills also play an important role in disease man-
agement. To effectively manage blood glucose levels, the patient will need to
calculate sugar levels, measure medication dosages, and interpret nutrition
values from food labels. Numeracy skills will also be vital when estimating
the cost of treatment—co-pays, insurance premiums, medications, and de-
ductibles (Kelly, 2007). Skills related to visual literacy also become necessary
when interpreting graphs or information presented in illustrated formats. 

Finally, skills related to analyzing and evaluating become the foundation
for allowing patients to make informed choices. The development of decision-
making skills enables the consumer to analyze options by comparing and
contrasting the negative and positive aspects of his or her options. 

The development of health literacy has been identified as a cornerstone
for the reduction of health disparities. Healthy People 2010 emphasizes two
key areas for attaining measurable improvements: to develop materials for
audiences with limited literacy and to target the development of the health
literacy skills mentioned above (USDHHS, 2006).

The U.S. Department of Health and Human Services, Office of Disease
Prevention and Health Promotion (n.d.) has developed a quick guide that
provides strategies to improve the development of usable health informa-
tion. Tables 8-2 through 8-4 provide three key questions to ask along with as-
pects to consider when designing and disseminating health information. 

Improving health literacy, especially for minority populations, will be a
step in the right direction toward minimizing health disparities. Application
of improved communication techniques and implementation of suggested
guidelines in developing materials offers a good possibility for success.

Guidelines for
Developing

Materials for 
Health Literacy
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Table 8-2 Question #1 for Improving the Usability of Health Information

Question #1: Is the information appropriate for the users?

Identify the users. • Identify the intended users based on epidemiology (who is
affected?), demographics, behavior, culture, and attitude.

• Be sure the materials and messages reflect the age, social and
cultural diversity, language, and literacy skills of the intended
users.

• Consider the communication capacities of the intended users.

Evaluate user understanding before, • Determine the target population’s need for communication 
during, and after introduction of materials before they are designed.
information and services. • Design a method to test the effectiveness of your communi-

cation materials.

Acknowledge cultural differences and • Ensure that health information is relevant to the 
practice respect. intended users’ social and cultural contexts.

• Some aspects to consider include:
• Accepted male/female roles
• Value of traditional medicine over Western medicine
• Favorite and forbidden foods
• Manner of dress
• Being aware of body language and concerns related to

touching or proximity in various situations (National
Cancer Institute, n.d.)

Table 8-3 Question #2 for Improving the Usability of Health Information

Question #2: Is this information easy to use?

Keep it simple. • Limit the number of messages to four or fewer.
• Use plain language in simple sentences that avoid jargon.
• Focus on action; request the performance of a behavior. 

Supplement instructions with pictures. • Graphics should function to enhance the delivery of
information—not just to decorate.

• Add captions under pictures to clarify meaning.
• Use images that are familiar and culturally relevant to the

audience (Doak, Doak, & Root, 1996). 
Make written communication • Select easy-to-read fonts of 12 points or greater.
easy to read. • Keep text plain, reserving bolding for key points.

• Use bullets and white space to break up the text.

Improve usability of information • Enhance text with video or audio files.
on the Internet. • Include interactive features and personalized content.

• Use uniform navigation.
• Organize information to minimize searching and scrolling

(USDHHS, 2005).
• Give users the option to navigate from simple to complex

information.
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Cultural Competency

Another fundamental concept aimed at improving health outcomes for tra-
ditionally underserved populations is that of cultural competency. This
concept developed from the premise that not all individuals within the
healthcare system are treated equally, particularly those with cultural mores
outside the “mainstream.” Cultural competency is intended to optimize the
likelihood that individuals from all cultures, ethnicities, and races will re-
ceive appropriate and sensitive care. This is considered to be one of the
main ingredients in closing the disparities gap in health care. In response to
Public Law 101-527, the Office of Minority Health created the Center for
Linguistic and Cultural Competence in Health Care (CLCCHC). The role
of the center is to fulfill the law’s mandate to support research, demonstra-
tions, and evaluations and to test innovative models designed to ameliorate
cultural and linguistic barriers to health care while promoting understand-
ing of health risk factors and preventive measures. Through collaboration
with federal agencies and other public and private entities, the CLCCHC
strives to enhance the quality of the healthcare system to provide informa-
tion and service to populations with limited English-speaking proficiency. In
an effort to promote cultural and linguistic competency, a set of standards
has been developed and organized around three key themes. 

• Theme 1: Developing culturally competent care by:
• Providing care that is respectful of and compatible with the client’s

cultural health beliefs, practices, and preferred language
• Implementing strategies to recruit and retain a diverse staff that is rep-

resentative of the demographic characteristics of its clientele
• Providing training in culturally and linguistically sensitive service

delivery

Table 8-4 Question #3 for Improving the Usability of Health Information

Question #3: Are you speaking clearly and listening carefully?

Ask open-ended questions. • Eliminate the use of questions that can be answered by
simple one-word answers (i.e., yes or no).

• Strive to use “what,” “how,” or “why” as part of the question.

Use a medically trained interpreter. • Use interpreters who can provide examples in culturally
relevant terms to enhance communication.

Check for understanding. • Have the receiver of the information restate the content in his
or her own words. 

• Restate, act out, or use graphics to clarify information when
needed.

Get adequate training. • Participate in plain language and cultural competency training.
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• Theme 2: Increasing language access services by:
• Providing timely language assistance services (verbal offers and written

notices) in the client’s preferred language about his or her right to re-
ceive language assistance services

• Ensuring the competencies of individuals providing language assis-
tance

• Ensuring patient-related signage and materials are easily understood
by the clientele according to demographic characteristics

• Theme 3: Utilizing organizational supports by:
• Establishing written policies related to providing culturally and lin-

guistically appropriate services
• Conducting training and incorporating evaluation techniques to

maintain or improve strategies for cultural and linguistic competency
• Integrating and updating demographic data into organizations’ man-

agement information systems to be used in planning and implementa-
tion of services

• Developing partnerships to facilitate community involvement
• Establishing policies related to grievance resolution
• Communicating public information, strategies, and progress related to

building cultural and linguistic competency 

The intent of these standards is evident—we should be taking the extra steps
to ensure that all individuals are treated equally. 

When planning interventions and interacting with people of other cul-
tures, it is important to be cognizant of potential barriers. A common cultural
barrier is verbal communication, but one must also consider the impact of
nonverbal communication. Approximately 70% of the messages we send
and receive are nonverbal. For example, in the Middle Eastern culture, in-
tense eye contact communicates respect for the speaker if male; however, in
U.S. culture intense eye contact can be misconstrued as a sign of hostility.
Personal space is also an important consideration. A person from one sub-
culture might touch or move closer to another as a friendly gesture, whereas
someone from a different culture might consider such behavior invasive. Al-
though people’s comfort zones vary, spatial requirements tend to be similar
among cultural groups. Latin Americans typically have a much tighter prox-
imity zone that may cause some Europeans to feel as if their privacy were
being invaded. Social organizations—such as family, kinships, tribes, and
political, economic, and religious groups—are critical in the socialization of
a culture. An understanding of the socialization of a culture can provide insight
for the health educator. Understanding the close-knit familial relationships
that are common in a Hispanic culture, for example, can yield a potential
source for influencing behaviors through subjective norms. 

A barrier that is commonly ignored when considering cultural values is
time. As health educators, we often have an extreme sense of urgency in
our desire to motivate behavior. Failing to consider cultural influences re-
lated to time—such as worship, fasting, or meal time—when setting goals
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for self-managed care can lead to frustration and noncompliance. Although
these are only a few examples of barriers to consider, they help to emphasize
the need to target interventions that are culturally sensitive. 

Obviously, the development of effective cultural competence in the
health professions could have a profound effect on potential or existing
clients, particularly those who have felt marginalized by the system. Health
care should acknowledge the client’s health-related beliefs and cultural
mores, as well as consider the community from which the person has come.

Objective: After reviewing the case study, the reader will recommend two or
more suggestions related to cultural competency that could improve Denise’s
ability to discover this target population perceived need for health services.

Denise, a community health educator, has been asked to speak with repre-
sentatives from several local Hispanic women’s groups to explore their per-
ceived needs concerning preventive health services. Eager to be prepared
for the encounter, Denise thoroughly researches health issues relevant to
Mexican Americans. On learning that fluency in English among the
women is very limited, she persuades a good friend visiting from Madrid to
accompany her in the role of translator. Denise’s confidence that she is
well prepared is short-lived as the workshop begins. Denise had made the
seriously wrong assumption that all Hispanic people are alike and come
from the same culture. The women at the workshop represent group mem-
bers from Mexico, South America, Central America, Cuba, and Puerto
Rico. Although the women had some similar concerns, they were offended
that Denise was making broad assumptions based on information that was
foreign to their particular cultures. To make matters worse, Denise’s inter-
preter friend was experiencing major difficulties understanding and being
understood! This exploratory session was rather less than effective. (See
Case Studies Revisited page 318.)

Questions to consider:

1. What type of impact did Denise’s assumptions have on her workshop?
2. How could she avoid making that same mistake again?

Tuskegee—A Legacy of Doubt

One of the major issues discussed in this chapter is the difficulty experi-
enced by health educators attempting to plan and effectively implement
programs when viewed as an “outsider.” Although most young health educa-
tion students will probably be unaware of research begun in the 1930s, the
Tuskegee Syphilis Study provides an excellent example of why a commu-
nity, in this case the African American community, might exhibit a pervasive
sense of distrust of public health agencies.

Case Study: Denise
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In the late 1920s the Public Health Service (PHS) was completing a
study of the prevalence of syphilis in the black population in Mississippi. In
order to expand syphilis research in the rural south, the PHS was awarded a
grant from the Julius Rosenwald Foundation, a philanthropic organization
located in Chicago. The research was to study the testing and treatment of
syphilis in five rural counties in the south: Albemarle County, Virginia;
Glynn County, Georgia; Pitt County, North Carolina; Macon County, Al-
abama; and Tipton County, Tennessee (Parran, 1937).

The Depression, beginning in 1929, played havoc with the research fund-
ing, and the treatment phase of the study was never completed. In Macon
County, Alabama, the prevalence of syphilis had been reported as high as
35–40% of all age groups tested. It was this community in Alabama that was to
serve as the proving ground for the effects of untreated syphilis. A PHS physi-
cian, T. Clark, stated simply, “The Alabama community offered an unparal-
leled opportunity for the study of the effect of untreated syphilis” (Jones, 1981).

One of the great ironies of this study was the astonishingly thorough and
textbook approach taken by the PHS in implementing the program. Presti-
gious black institutions were persuaded to cooperate, several black churches
added their credibility, and individual black community leaders ensured par-
ticipation (Thomas & Quinn, 1991). The research continued, and little con-
cern was voiced that anything questionable was taking place. However, in
addition to not treating the infected individuals, the PHS team also chose
not to provide any education about syphilis (Jones, 1981). No mention was
made of the disease by name. It was simply referred to as “bad blood,” a
rural, southern term descriptive of many health problems at that time. Indi-
viduals were not told that the disease could be sexually transmitted, or that
infants could be born infected (Thomas & Quinn, 1991).

America’s involvement in World War II began in 1941. The PHS was so
desperate to avoid losing their subjects to the war that they pressured the
draft board to exclude these men from the draft. In 1943 the recently devel-
oped “miracle drug” penicillin was being widely used, including in the treat-
ment of people infected with syphilis. This effective form of treatment was
withheld from the men in the study. Clearly, treatment of the infected indi-
viduals would end the study and future research, something the PHS did not
want to occur. The study and the withholding of treatment continued until
1972 when the Washington Star’s front-page exposé created enormous pub-
lic outcry, finally stirring health officials into ending the study.

What are the implications of the Tuskegee study for health educators?
What can we learn from this obviously inhumane and unethical research?
Thomas and Quinn (1991) draw a powerful connection between the Tuske-
gee study and the current AIDS epidemic. The authors point out that the
legacy of Tuskegee is a legitimate and understandable fear and distrust of
the “health establishment.” They cite the fears of some African Americans
who believe that AIDS is an agent of white forces developed as a form of
genocide. Mark Smith from Johns Hopkins University described the African
American community as “already alienated from the health care system
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. . . and somewhat cynical about the motives of those who arrive in their
communities to help them” (National Commission on AIDS, 1990, p. 19).
A health educator from Dallas, testifying before the National Commission
on AIDS, commented, “So many African American people that I work with
do not trust hospitals or any of the other community health care service
providers because of that Tuskegee experiment. It is like . . . if they did it
then, they will do it again” (National Commission on AIDS, 1990, p. 43).

The sentiments of distrust continue to be a barrier to reducing health dis-
parities. In a study conducted by Braunstine, Sherber, Schulman, Ding, and
Powe (2008), the researchers report that almost twice as many blacks as whites
believe that their physicians secretly experiment on patients. “African Ameri-
can participants expressed markedly greater concerns about experiencing harm
from participation in clinical trials and distrust toward medical researchers than
white participants” (Braunstine et al., 2008, p. 1). They suggest that this distrust
is correlated to the reluctance of African Americans to participate in clinical
trials. Lack of participation in clinical trials handicaps minority populations be-
cause they are left out of important findings about treatments and new medica-
tions for disease (Braunstine et al., 2008). It seems apparent that the legacy of
doubt left by Tuskegee is still a mitigating factor in reducing disparities. 

As health educators, we must not underestimate the importance and
power of past events. Over 35 years after the study ended, and over 75 years
since it began, the effects of the Tuskegee study are still with us. It would be
easy to dismiss as preposterous the notion that AIDS is a deliberate attempt at
genocide. Yet, in the light of Tuskegee, is that type of fear so far-fetched?
Thomas and Quinn (1991) make a forceful point when they describe the
necessary ingredients for a successful community-based HIV education pro-
gram that is ethnically acceptable and culturally sensitive: (1) the use of
program staff indigenous to the community, (2) the use of incentives, and 
(3) the delivery of health services within the target community. The authors
comment, though, that these were the exact methods used in the Tuskegee
study and that health educators will have to work hard to ensure that these
sound strategies are not diminished by their association with this fateful study. 

Tuskegee Postscript

In a White House ceremony on May 16, 1997, nearly 65 years after the advent
of the now notorious Tuskegee study, President William Clinton apologized for
the 40-year government study. In 1997 there were only eight survivors of the
Tuskegee experiment still alive, and five of them, accompanied by family mem-
bers of some of the deceased, attended the ceremony. The president remarked,

The legacy of the study at Tuskegee has reached far and deep, in ways that
hurt our progress and divide our nation. We cannot be one America when a
whole segment of our nation has no trust in America. What was done cannot
be undone, but we can end the silence, we can stop turning our heads away,
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NOTEWORTHY

President Clinton’s words were prophetic in that in September 1997 the media
and popular press had picked up a controversy surrounding the Centers for Dis-
ease Control and Prevention (CDC) and National Institutes of Health (NIH)
sponsored drug treatment trials in Third World areas. One trial under scrutiny
was a project that sought to test the efficacy of reduced dosage treatment of an
AIDS drug, AZT, in a population of more than 12,000 HIV-positive pregnant
women. The study design included one group that was to receive the full dose,
another that was to receive a half dosage, and a control group that would receive
a placebo. The purpose of the study was pragmatic in that most developing coun-
tries could not afford expensive medications such as AZT, and researchers were
trying to see whether or not a lower, less expensive dose would still be effective.
The withholding of an effective treatment regimen certainly reminded some
ethicists of the Tuskegee situation. Writing in the Washington Post, William
Raspberry described how Marcia Angell, the executive editor of the New En-
gland Journal of Medicine, had written an editorial fiercely criticizing such stud-
ies, calling them unethical and akin to the Tuskegee study (Raspberry, 1997).
Dr. Angell asserted, “Some of the same arguments that were made in favor of the
Tuskegee study many years ago are emerging in a new form in the AZT studies
in the third world.” Raspberry had also talked to two ethics professors about the
issue, both of whom thought that the removal of the control group would elimi-
nate any ethical problems.

Elizabeth Kiss of Duke University stated, “The inarguable point is that it is to-
tally unethical to withhold a known effective treatment,” while Arthur Kaplan of
the University of Pennsylvania remarked that the Tuskegee comparison was rash.
He stated, “Tuskegee was clearly in the inexcusable zone, because it didn’t have
the interest of the subjects at heart. The AIDS research, on the other hand, is un-
dertaken by people who are seriously trying to do something to help poor people
who otherwise might get no effective treatment at all.” Responding to the criti-
cism of the studies, Dr. Helene Gayle, director of the CDC’s National Center for
HIV, STD, and TB prevention, stated that the tests had not been carried out “be-
hind closed doors” and noted that “this was done with a lot of discussion from the
international community” (Stolberg, 1997).

Whether or not this latter day example of medical research could be construed
as “another Tuskegee” is a matter for discussion. What is perhaps a positive legacy
of Tuskegee is the fact that individuals are now more sensitized to the obvious un-
ethical and inexcusable treatment of individuals in a government-sponsored
research project, and future studies will be scrutinized far more carefully in the
light of the shameful events that have become known simply as “the Tuskegee
study.”

Tuskegee Revisited?
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we can look at you, in the eye, and finally say, on behalf of the American peo-
ple, what the United States government did was shameful, and I am sorry.
(White House, 1997)

President Clinton also announced that he was awarding a $200,000 grant
to Alabama’s Tuskegee University to help build a center on bioethics and re-
search and that he had directed Donna Shalala, secretary for the Depart-
ment of Health and Human Services, to report back to him in 180 days with
recommendations for how to more effectively include minority populations
in healthcare research (Harris & Fletcher, 1997). In 2004, the last living sur-
vivor of the Tuskegee Syphilis Study, Ernest Hendon, died at the age of 96 in
his home state of Alabama.

Institutional Review Boards

One of the more positive consequences of the Tuskegee legacy was the de-
velopment of regulatory agencies, known as the institutional review board

Sixty-five years after the
Tuskegee study began,
President William
Clinton apologized to
the survivors.
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(IRB), to ensure research protocols are ethically appropriate. IRBs are re-
sponsible for protecting the rights and welfare of human research subjects.
Under federal regulations and local institutional policies, an IRB can ap-
prove, require modifications to, or disapprove all research activities that are
under its jurisdiction (Penslar & Porter, n.d.). All research endeavors must
be approved by an IRB prior to conducting any type of research. Additional
protocols are included in an IRB’s review of research that investigates vul-
nerable populations such as prisoners, pregnant women, fetuses, and chil-
dren. Although this watchdog group presents another barrier to research, it
performs a valuable service to protect the integrity of research and the in-
volved participants. 

Suggested Health Promotion Strategies 
for Diverse Cultures

Promoting health in diverse populations is best accomplished when strate-
gies that target three key areas are combined. Interventions should strive to
strengthen the individual, strengthen the community, and reduce barriers to
eliminate disparity in health care. Early work by the Task Force on Black
and Minority Health (1985) provided the guiding principles for designing
programs that better promote health in minority populations (CDC, 2007).
The strategies offered here are reflections of the suggestions from the task
force categorized by target area.

• Involve family, churches, employers, and community organizations as a
support system for the individual to facilitate and sustain behavior change
to a more healthful lifestyle. For example, although hypertension con-
trols in African Americans depend on appropriate medical therapy, blood
pressure control can be improved and maintained by family and commu-
nity support of activities such as proper diet and exercise.

• Data suggest that health messages are more readily accepted if they do
not conflict with existing cultural beliefs. Where appropriate, messages
should acknowledge and incorporate existing cultural beliefs.

• Channel efforts for minority communities through local leaders who
could represent a powerful force for promoting acceptance and reinforce-
ment of the central themes of health promotion messages.

• Encourage private organizations, such as religious and community orga-
nizations, clubs, and schools, to participate in developing minority sup-
port networks and other incentive techniques to facilitate the acceptance
of health information and education.

• Language barriers, cultural differences, and lack of adequate information
on access to care can complicate health maintenance and treatment.
Health educators must ensure that culturally sensitive information is

Reducing Barriers

Strengthening the
Community

Strengthening the
Individual
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available in many forms within a specific community. This information
should not only be subject-specific, but also include basic explanations of
how to determine services.

• Assess suitability of existing information and materials and/or develop
new, culturally sensitive materials. Enlist the participation of professional
and lay members of each minority group to determine the suitability of
the materials.

Important points to consider before teaching and/or presenting to diverse
populations follow:

• What is the precise ethnic mix of the class or audience? A description of
Hispanic or Asian is probably not precise enough. Obtain as much spe-
cific information as possible.

• Find out more about the demographics of the group. Where do they
live—in an urban, a suburban, or a rural setting? Do you have any infor-
mation about educational levels or socioeconomic status?

• Consider the language proficiency of classes or groups. Is there a high
proportion of recent immigrants who speak little English? Is a translator
necessary, and, if so, can you find one?

• Are there any health problems unique to this group of which you should
be aware? Research the health status of the group.

• Identify and consult individuals, perhaps school and community leaders,
who are from, or at least familiar with, a specific race or culture.

• Adopt teaching or presentation strategies that will be culturally sensitive
to specific groups. Your presentations will be much more effective and
accepted better if the students/audience can closely relate to your style
and content.

• Be aware of strong cultural influences within specific cultures, such as
the family and the church. Gaining support and even cooperation from
both these areas will add much credibility to the learning experience.

Objective: After reviewing the case study, the reader will provide justifica-
tion for the necessity of researching the target population when selecting
methods for interventions.

Monica is a young and inexperienced community health educator pre-
senting a workshop to a group of middle-aged Hispanic (Mexican Ameri-
can) women. The topic of the workshop is the importance of having a
regular pelvic examination. Monica has been told that Hispanic women
tend to report low rates of Pap smear screening, and Monica’s main ob-
jective is to increase compliance with this important test. Monica be-
lieves that many women feel uncomfortable with their own bodies and

Case Study: Monica
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has decided to begin the workshop with an exercise designed to reduce
this discomfort. To the amazement of the group of Hispanic women,
Monica lies down on the table at the front of the room, lifts up her dress,
pulls off her underwear, and proceeds to identify her cervix with the aid
of a mirror. Meanwhile, an assistant moves around the audience slowly,
handing out similar mirrors to the stunned and silent group. Once the
audience realizes the intention of the instructor, there is a mass exodus
toward the nearest exit . . . the workshop is over. (See Case Studies Re-
visited page 319.)

Questions to consider: 

1. Was this appropriate strategy to use with any group? If not, why not?
2. How else could Monica have accomplished her objective?

Ethnicity and the Health Educator

One question that is often raised with regard to health education and race is
whether the race of the health educator need always be the same as the race
of the intended audience. This often becomes a moot point in that there are
simply insufficient numbers of minority health educators to serve all popula-
tions. However, all things being equal, the consensus seems to be that a 
presenter/teacher of similar culture to the audience is preferable. Obviously,
familiarity with a culture would avoid some major pitfalls in sensitivity, as,
for example, were committed by the overzealous Monica in the case study.
The issue of trust must also be considered. The Tuskegee study is an excel-
lent illustration of why some cultures are suspicious of “external” interfer-
ence. A more recent study seems to confirm the continuing suspicion of 
certain populations toward “outside influences.” In a study of African Amer-
ican women attending a public health clinic, the researcher found that 21%
of the women did not trust the federal government’s reports on AIDS, and
54% were uncertain about them. In addition, when questioned as to
whether they considered AIDS to be an act of genocide against the black
race, only 52% disagreed with the notion (Sharon, 1992). Given this issue of
mistrust, a same-race health educator would seem to be optimal. Ironically,
among the women in the previously mentioned study, 70%, when asked if
the race of the information “messenger” was of any consequence, responded
that it was not.

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.
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E X E R C I S E S

1. Consider the case study where Monica’s
presentation to the Mexican American
women went so poorly. You have been asked
to perform the same 1-hour workshop for
middle-aged Mexican American women on
the importance of having a pelvic exam. Tak-
ing into account the features of this popula-
tion, design a presentation plan (including
behavioral objectives) that you think would
be appropriate.
2. You have been asked to present a program
on HIV/AIDS to an African American youth
group (approximately 20 boys and girls ages
14–16 years). Write two objectives that you
feel would be appropriate in this situation,
then select two strategies/methods that you
feel might be successful (keeping in mind
what your objectives are). Justify your objec-
tive selection and choice of strategies.
3. In the light of what you know about the
Tuskegee study and the more recent contro-

versy concerning AIDS treatment studies in the
third world, describe another contemporary
minority health issue that might have the po-
tential to cause some concern or suspicion
within ethnic or racial minorities.
4. Selecting one of the areas of health tar-
geted by the Initiative to Eliminate Racial and
Ethnic Disparities in Health, briefly describe
what you perceive to be the major barriers to
effectively reducing discrepancies in the cho-
sen area.
5. Using the guidelines provided in the chap-
ter for promoting health literacy, design a
pamphlet for promoting proper hand-washing
techniques.
6. Define the term cultural competency, and
briefly describe some practical measures that
might increase the likelihood that cultural
competency could be achieved.

CA S E  S T U D I E S  R E V I S I T E D

Susan had been presenting her important information to very homogenous
groups and had not stopped to consider the culture of this latest group. Had
she discovered the ethnic background of the participants beforehand, Susan
could have identified levels of language, knowledge, and specific perceived
needs of this population. Although advanced planning would not have re-
moved the language issue, Susan could have taken steps to alleviate the
problem. For example, she might have been able to identify a nurse or other
health professional who was from that particular community and would
have been willing to assist with the presentation, providing invaluable trans-
lation skills. (See page 288.)

Although Denise’s motives were laudable, she made some obvious mistakes
based on erroneous assumptions. If a health educator has any doubts at all
about a group or population with which he or she is unfamiliar, questions
should be directed whenever possible to individuals within the group in
question. Denise could have contacted some of the women leaders before-
hand to familiarize herself with the group and assess what would be required

Case Study 
Revisited: Denise

Case Study 
Revisited: Susan
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to make the workshop successful. If this is not possible, perhaps there are fel-
low educators who have worked with these individuals or groups before who
could provide information and advice. Working with diverse populations is
not a simple matter, and we should all definitely avoid making assumptions
based on what may not be true. (See page 310.)

Monica’s rather radical introduction to the workshop is a great example of
poor method selection! This type of activity might have been problematic in
many settings, and had Monica carried out the necessary research on this
particular target population she would have realized that such a strategy was
entirely inappropriate. Although Monica’s intention was understandable,
this type of overt and direct activity could not be successful with a popula-
tion that is generally modest and self-conscious about sexuality. This rather
disastrous workshop illustrates the necessity for thoroughly researching 
the characteristics of specific populations before designing intervention
strategies. (See page 316.)

Case Study 
Revisited: Monica

1. Health educators need to have a good
working knowledge of non-majority popula-
tions, including important information such as
basic demographics and health disparities.
2. All individuals within minority populations
are not the same. Appropriate methods of pre-
sentation must be considered to optimize the
effectiveness of the program. Health educators
can consult community members to help in
developing potentially effective strategies.
3. The promotion of skills to develop health
literacy will be critical in the elimination of
health disparities.

4. Cultural competency is a concept designed
to optimize the service and treatment received
by racial and ethnic minorities within the
healthcare system.
5. Health educators need to be aware of the
influence of history on the receptiveness of
racial and ethnic minorities to “outside” inter-
ventions.
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Entry-Level and Advance 1-Level Health Educator Competencies Addressed in This Chapter

Responsibility I: Assess Individual and Community Needs for Health Education
Competency A: Access existing health-related data.
Competency F: Infer needs for health education from obtained data.

Responsibility III: Implementing Health Education Strategies, Interventions, and Programs
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency B: Apply a variety of communication methods and techniques.
Competency D: Influence health policy to promote health.

Note: The competencies listed above, which are addressed in this chapter, are considered
to be both entry-level and Advanced level 1 competencies by the National Commission
for Health Education Credentialing, Inc. They are taken from A Framework for the Devel-
opment of Competency Based Curricula for Entry Level Health Educators by the National
Task Force for the Preparation and Practice of Health Education, 1985; A Competency-
Based Framework for Graduate Level Health Educators by the National Task Force for the
Preparation and Practice of Health Education, 1999; and A Competency-Based Frame-
work for Health Educators—The Competencies Update Project (CUP), 2006.
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After studying the chapter the reader should be able to:

• List populations that might require the health educator to prepare mate-
rial differently for presentation.

• Describe health concerns unique to certain populations.
• Define terms related to disability and exceptionality.
• List some common mistakes when working with special populations.
• Describe strategies to enhance presentations for special populations.

Culture Exceptional populations
Literacy levels Health knowledge levels
Language Sources of health information
Political awareness Presentation preparation

Just as health educators have to adapt their presentations to accommodate
the needs of ethnically diverse populations, so must they do the same for
groups or individuals who have particular special needs. Becoming an expert
in all the subsets of populations that might utilize health education services
is an unlikely and unrealistic proposition, yet health educators need to con-
sider some of the challenges inherent when working in diverse settings. Sim-
ply considering and finding out about populations would be a solid first step
in preparing more effective interventions. In some instances, unique factors
that exist in certain populations may make little difference in how a presen-
tation is made, yet the health educator needs to at least consider these fac-
tors in his or her preparation. It is beyond the scope of this text to focus in
great depth on all different populations with special needs, so the intent of
this chapter is simply to give health educators a glimpse into the worlds of
individuals with whom they may at some point be working.

Objective: After reviewing the case study, the reader will suggest two po-
tential methods available to reduce Kareem’s narrow-minded thinking and
increase his awareness of his target population and their needs.

Kareem, a community health educator, has been asked to make a presen-
tation on contraception to students at a school for special students. He has
made many such presentations to students in the local high schools on this
topic but has never worked with an exceptional population. Kareem is sur-
prised at the request, believing that such a population doesn’t really need
this type of education; after all, aren’t they supervised most of the time?
Maybe he could wait until next year, when many of the students will be
placed in regular schools. Kareem really doesn’t understand the point of
covering such material with them. (See Case Studies Revisited page 353.)

Question to consider:

What do you think of Kareem’s reaction?

Case Study: Kareem

K E Y  TO P I C S

O B J E C T I V E S
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Exceptional Populations

A much underserved and underconsidered population with regard to
health education is one often labeled as exceptional. Exceptional learners
are atypical in that their performance deviates from what is expected—
either by a higher or lower performance. The needs of exceptional learners
vary widely. They often require differing types, intensity, and frequency of
services (Office of Program Policy Analysis and Government Accountabil-
ity [OPPAGA], 2008). Mainstream health education students may be justi-
fiably confused by descriptive labels related to this area, so some definition
is necessary. The United Nations Educational, Scientific and Cultural Or-
ganization (n.d.) offers three fairly straightforward clarifications of often-
used labels:

• Impairment: Refers to an abnormality in the function of organs or sys-
tems. Impairments are typically associated with a medical or organic con-
dition, such as being near-sighted, heart conditions, cerebral palsy, or
hearing disorders.

• Disability: Refers to the impact of impairment on functional ability. This
might include total or partial behavioral, mental, physical, or sensorial
loss of functioning. For example, as a consequence of a spinal cord injury,
a patient may be unable to use her limbs and may use “mouthsticks” for
most manipulations. A person with limited hearing, however, may be
able to correct hearing loss with the use of hearing aids and thus has im-
pairment but no disability. All disabled people are exceptional, but the re-
verse is not necessarily true.

Health educators can
expect to work with indi-
viduals from exceptional
populations.
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• Handicap: Refers to the social or environmental restrictions placed on a
person’s life as a result of a disability. Lack of environmental accom-
modation, such as wheelchair access ramps, handicap the ability of the
disabled individual to perform. Although handicapped people are excep-
tional, not all disabled people are handicapped.

To illustrate the endless possibility of variations of exceptionality, consider
the following case study. A 6-year-old boy named James was born with spina
bifida, a condition where the spinal column fails to close and where the ex-
tent of disability can be extremely varied. James has limited use of his legs
and has no bowel or bladder control. With regard to academic potential, he
has been identified as gifted, and he attends a regular first-grade class. Table
9-1 shows how James would fit into the preceding definitions.

This profile clearly illustrates how labeling can be applied to specific
conditions. However, although labeling serves a useful purpose in identi-
fying the type of educational interventions that might prove optimal for in-
dividual development, the procedure is not without criticism. Labeling, or
classifying an individual, has clearly been established as problematic for a
variety of reasons (Hallahan & Kauffman, 2000; Markham, 2005; Meyen,
1978). The following summarizes a few of these:

1. All too often the label emphasizes the negative instead of stressing the
positive. Specific learning disability labels can affect perceptions of the
labeled individual (Hunt, 2006). This stresses the individual’s limitations
not strengths . . . what the person cannot do rather than can. This may
become a self-fulfilling prophecy.

2. The accuracy of the label may be questionable. Often labels are simplis-
tically given on the basis of single factors and, thus, may conceal a more
complex causation. The individuality of the student may be lost as a stu-
dent is viewed according to his or her disability, not as a student with a
disability.

Table 9-1 Applications of Defined Terms

Exceptional: James is considered exceptional because he deviates from the norm (below average with
regard to physical performance and exceeding the norm in intellectual performance).

Label Corresponding Application

Impairment The failure of the spinal column to close completely during gestation has resulted in a
decreased ability of the spinal cord to function properly. 

Disability James is unable to walk or control bowel and bladder functions.

Handicap James cannot move physically through his environment without assistance. In addition,
he requires educational programs for the academically talented. (Although giftedness
is not considered by most to be a handicap, it is the authors’ opinion that gifted
persons are socially handicapped in their superior abilities. For the most part, their
abilities are not developed in most traditional educational programs.)

Beware, for the most 
sacred cow may become
the tiger’s breakfast.
—Mohan Singh
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3. Labeling does not accurately account for differences within individual clas-
sifications. A broad range of disability can be found within any classifica-
tion, a good example of this being hearing loss (discussed in this chapter).

4. Conditions of individuals rarely remain static, and classifications do a
poor job of including this temporal concept. Individuals tend to change
over time, as will their educational needs. Specific labeling, therefore,
may no longer be accurate after a period of time.

As a result of these concerns about labeling, some propose abandoning
the practice completely. In its place, educators should recognize individual
differences and develop learning strategies that capitalize on learners’
strengths, which empower them to be successful (Markham, 2005).

The passage of Public Law 94-142 in 1975 codified the rights of all excep-
tional children and youth to a free, appropriate education. In 2004, Public
Law 108-446, known as the Individuals with Disabilities Education Act
(IDEA), updated the guidelines outlined in PL 94-142. Exceptional
children who are eligible by law for services through special educational
placements are categorized as follows: autism, deaf-blindness, deafness,
developmental delay, emotionally disabled, hearing impairment, mental re-
tardation, multiple disabilities, orthopedic impairment, other health impair-
ment, specific learning disabilities, speech/language impairment, traumatic
brain injury, and visual impairment including blindness. These descriptors,
or labels, are very broad, and to fully describe the population served by this
law, a more precise definition is needed. The National Dissemination Cen-
ter for Children with Disabilities (NICHCY, 2008) summarizes the rules
and regulations of PL 108-446 and defines its labels as follows:

Autism is considered a developmental disability, generally evident before
age 3, that significantly affects verbal and nonverbal communication, social
interaction, and educational performance. Other characteristics often associ-
ated with autism are engagement in repetitive activities and stereotyped move-
ments, resistance to environmental change or change in daily routines, and
unusual responses to sensory experiences.

Deaf-blindness means concomitant hearing and visual impairments, the
combination of which causes such severe communication and other develop-
mental and educational needs that the person cannot be accommodated in
special education programs solely for children with deafness or children with
blindness.

Deafness indicates a hearing impairment that is so severe that it diminishes
a learner’s processing of linguistic information through hearing—with or with-
out amplification—and adversely affects a child’s educational performance.

Developmental delay occurs when children ages 3 through 9 experience a
developmental disability as defined by the state and as measured by appropri-
ate diagnostic instruments and procedures in one or more of the following
areas—physical development, cognitive development, communication devel-
opment, social or emotional development, or adaptive development—and
who, by reason thereof, need special education and related services.

Categories 
of Exceptional

Children

59292_CH09_323_356.qxd  10/28/09  12:33 PM  Page 327



328 Exceptional Populations

Emotionally disabled is considered a condition exhibiting one or more of
the following characteristics over a long period of time and that adversely af-
fects a child’s educational performance to a marked degree: 

• An inability to learn that cannot be explained by intellectual, sensory, or
health factors

• An inability to build or maintain satisfactory interpersonal relationships
with peers and teachers

• Inappropriate types of behavior or feelings under normal circumstances
• A general pervasive mood of unhappiness or depression
• A tendency to develop physical symptoms or fears associated with personal

or school problems 

Emotional disability includes schizophrenia. The term does not apply to
children who are socially maladjusted, unless it is determined that they have
an emotional disturbance.

Hearing impairment, whether permanent or fluctuating, adversely affects a
child’s educational performance, but is not included under the definition of
deafness in this section.

Mental retardation includes significantly subaverage general intellectual
functioning, existing concurrently with deficits in adaptive behavior and man-
ifested during the developmental period, that adversely affects a child’s educa-
tional performance.

Multiple disabilities means concomitant impairments (such as mental
retardation–blindness, mental retardation–orthopedic impairment, etc.), the
combination of which causes such severe educational needs that they cannot
be accommodated in special education programs solely for one of the impair-
ments. Multiple disabilities do not include deaf-blindness.

Orthopedic impairment includes a severe orthopedic impairment that
adversely affects a child’s educational performance. The term includes im-
pairments caused by a congenital anomaly, disease (e.g., poliomyelitis, bone
tuberculosis, etc.), and other causes (e.g., cerebral palsy, amputations, and
fractures or burns that cause contractures).

Other health impairment means having limited strength, vitality, or alert-
ness, including a heightened alertness to environmental stimuli, that results in
limited alertness with respect to the educational environment and adversely
affects a child’s educational performance. This can be due to chronic or acute
health problems such as asthma, attention deficit disorder or attention deficit
hyperactivity disorder, diabetes, epilepsy, a heart condition, hemophilia, lead
poisoning, leukemia, nephritis, rheumatic fever, and sickle cell anemia.

Specific learning disability is a disorder in one or more of the basic psy-
chological processes involved in understanding or in using language, spoken
or written, that may manifest itself in the imperfect ability to listen, think,
speak, read, write, spell, or do mathematical calculations, including condi-
tions such as perceptual disabilities, brain injury, minimal brain dysfunction,
dyslexia, and developmental aphasia. Specific learning disability does not in-
clude learning problems that are primarily the result of visual, hearing, or mo-
tor disabilities; mental retardation; emotional disturbance; or environmental,
cultural, or economic disadvantage.

Speech/language impairment is a communication disorder, such as stut-
tering, impaired articulation, or a language or voice impairment, that ad-
versely affects a child’s educational performance.
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Traumatic brain injury means an acquired injury to the brain caused by an
external physical force, resulting in total or partial functional disability or psy-
chosocial impairment, or both, that adversely affects a child’s educational per-
formance. Traumatic brain injury applies to open or closed head injuries
resulting in impairments in one or more areas, such as cognition; language;
memory; attention; reasoning; abstract thinking; judgment; problem-solving;
sensory, perceptual, and motor abilities; psychosocial behavior; physical func-
tions; information processing; and speech. Traumatic brain injury does not ap-
ply to brain injuries that are congenital or degenerative, or to brain injuries
induced by birth trauma.

Visual impairment including blindness means an impairment in vision
that, even with correction, adversely affects a child’s educational performance.
The term includes both partial sight and blindness.

It is not practical, nor is it within the scope of this text, to describe in
great detail all these categories of “exceptionality.” The majority of main-
stream health educators will have extremely limited contact with individ-
uals included in some of these categories. Consequently, the remainder of
this chapter will focus on the categories of exceptionality with which
school and community health educators are likely to have the most fre-
quent contact.

Visually Impaired

Definitions of visual impairment or blindness can be either legally or educa-
tionally based. Legal definitions are based on a technical evaluation,
whereas educational definitions tend to be more pragmatic and simplified.
Regardless, it is essential that an appropriate learning medium be carefully
chosen no matter how much functional vision a student displays. This is an
important population for the health educator to be familiar with, because
many individuals with visual impairments are being mainstreamed in both
school and community settings.

As with the deaf population, the effects of health education for visually
impaired people depend to a great extent on the age of onset of visual im-
pairment, the degree of any accompanying disability, and the availability of
developmental opportunities. Identifying the extent of visual impairment is
reasonably straightforward, but measuring secondary effects of impairment
on such things as language development and cognition skills is more diffi-
cult, simply because most available instruments and standardized tests are
written and are not available in braille. Even if they were available in braille,
many participants could not use them, because not all visually impaired
people know braille.

Individuals who are visually impaired are often restricted in their social
and environmental experiences. The ability to move about the environment
is particularly important, because it is this freedom that provides the sighted
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individual the opportunity for observation and experience. The absence of
this opportunity will obviously affect the development of any individual. A
concrete example of restricted experience is in the development of language.
As most children develop, they take notice of what is happening around
them. Children can then question a parent or other person about what they
see . . . sometimes in an endless string of questions that only children can
ask! A child who does not see a small animal or large gray raincloud has a
compromised ability to ask questions and learn about the world. Vocabulary
may then become limited, as will comprehension of the environment.

Objective: After reviewing the case study, the reader will suggest two or
more ways Robert could enhance the effectiveness of his workshop for the
exceptional participants.

Robert is preparing to present a workshop on nutrition and fitness for col-
lege students. He has ascertained that approximately 35 students will at-
tend. In anticipation of a workshop filled with a great deal of information,
he has prepared a large number of overhead transparencies to facilitate
teaching. As Robert is adjusting the focus on the overhead projector, he no-
tices two students with canes carefully entering the classroom. They are
obviously significantly visually impaired. Robert has a sinking feeling as he
stares at his pile of overhead transparencies and wonders what to do next.
(See Case Studies Revisited page 353.)

Question to consider:

What would you do next if you were in Robert’s situation?

In its initial stages, motor development is dependent on vision. Seeing ob-
jects in the immediate environment stimulates an infant to raise a head or
reach out a hand. If an infant is blind, the motivation to move may well be in-
hibited, and subsequently the visually impaired child cannot develop the ex-
perience of being able to move through his or her environment. The obvious
lack of visual stimulation can lead some blind individuals to resort to
blindisms, or primitive movements—perhaps a rocking back and forth motion,
or excessive rubbing of the eyes (Blake, 2002). Providing visually impaired in-
dividuals with an environment that stimulates and encourages physical re-
sponse will contribute to the development of motor and social skills.

Frazer and Maguvhe (2008) suggest some important principles that the
teacher of any subject should consider when instructing visually impaired
people:

1. Because all visually impaired people are not the same, instruction should
be individualized as much as possible to capitalize on the strengths of the
learner.

Case Study: Robert
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2. Teachers should stress, as much as possible, relationships between things in
the environment that are not discernible to the blind. Strive to use concrete
examples to show similarities and differences and avoid abstract things like
light and darkness, black and white, beautiful and ugly.

3. Vary sources of stimulation—auditory, tactile, oral, olfactory, and visual—
to attract and maintain attention.

4. Some visually impaired children must be taught to actively engage in the
learning process. Children devoid of stimuli might tend to be somewhat pas-
sive and need to be taught how to become more involved. Professionals work-
ing with blind (and visually impaired) learners should incorporate multiple
methods for delivery of educational experiences (e.g., collaborative learning,
cooperative teaching, peer tutoring, and other innovative scheduling and
planning activities) to yield better outcomes in teaching and learning.

Some valuable suggestions for individuals who might be teaching visually im-
paired people are offered by Mandell and Fiscus (1981) and Biggers (2002):

• Explain about and allow individuals to explore their physical environ-
ment—classroom, meeting room, and so on.

• Maximize the remaining vision of the visually impaired—consider ade-
quate levels of light, classroom seating, using larger writing, and the like.

• In the school setting, give non-visually impaired children the opportunity
to discuss blindness with the students who have vision problems.

• Provide learning opportunities that will actively include people who are
blind. For example, slip items into the hands of the learner so she might
“see” the heart model through the sense of touch.

• Ask other involved professionals, or in the case of children, ask parents,
“What works?” Don’t be afraid to ask for advice.

• In the classroom setting, be sure to orally repeat anything that is written
on the blackboard.

• Verbally clarify any predominantly visual materials that you may be using
(e.g., maps, charts, and graphs).

• Expand your explanations and descriptions to tell more about the item.
• If an individual is utilizing braille, allow additional time.
• Encourage individuals to utilize any alternative techniques and/or tech-

nology that might facilitate learning.

Learning aids can basically be divided into two categories: optical and
nonoptical. Examples of optical aids might be glasses and magnifiers; an ex-
ample of a nonoptical aid would be the use of braille. Simply stated, braille
consists of a series of raised dot patterns that represent elements of language.
The dot patterns are placed within a six-dot cell to denote letters of the al-
phabet, numbers, and punctuation. (See Figure 9-1.) The braille characters
are “read” by a person’s fingertips.

An important point for educators to remember is that braille is more am-
biguous than the printed word. Individuals who are blind and utilizing braille
might take longer to read material than seeing people who are reading print.

Learning Aids 
and Material for the

Visually Impaired
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For example, in a study comparing the reading speeds of blind and seeing adults
“the average print-reading rate ranged from 30% (oral reading) to 60% (silent
reading) faster than the average braille-reading rate for the various reading tasks”
(Wetzel & Knowlton, 2000, p. 152). Proficient readers of braille typically read
with two hands, starting the line with the left hand and finishing it with the right
(Whittle, 2005). Two-handed braille reading helps to increase reading speed;
however, a time discrepancy may still exist. This time discrepancy must be ac-
knowledged and considered when planning presentations or lessons.

Individuals who are blind may also write in braille. The two major options
for doing this are a braillewriter, a machine somewhat similar to a typewriter
in appearance that embosses paper with the braille code, and a slate and sty-
lus. The latter device consists of a hinged frame within which paper is
clamped. The writer presses down with the stylus, pushing the paper onto the

a b c d e f g h i j

k l m n o p q r s t

u v w x y z

Figure 9-1
Braille: A Nonoptical
Reading Aid

A person reading with
braille might require
additional time.
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back of the frame, which contains six depressions arranged like dots in the
braille cell. The writer thus creates the braille cells by hand as opposed to us-
ing a machine, the braillewriter, which performs this function more easily.

Additional and frequently utilized non-optical aids include audio forms
of media such as CDs, MP3 players, or iPods. These media sources are rela-
tively inexpensive and easy to use, providing the opportunity for the visually
impaired to listen to a lecture, take a test from a tape, or even listen to a best-
selling novel that has been downloaded to the individual’s electronic device.

Many individuals who are not blind, nevertheless have a vision impairment.
Thus, they are able to only partially see. These individuals might be helped by
taking the following simple steps, proposed by Rao (2005), to facilitate learning:

• Use specially adapted books with larger print (Figure 9-2).
• Use preferential seating to ensure the learner is placed where he or she

sees well. Seating an individual at the front of the room might be helpful.
• Carefully consider background colors when preparing presentation ma-

terials. Ensure that print and graphics are clearly defined against the
background. Clear contrast between the print and background is essen-
tial. Black print on white paper is usually best, and clarity is enhanced
when there is contrast in print style and spacing of letters.

Assisting the
Partially Sighted

This is the type of font
size that is often used in
books and other written
resources specifically
developed for people
with visual impairment.
Notice how different the above font size is to this
example (Times 12), a font typically used for individ-
uals without any form of visual impairment.

Figure 9-2
Enlarge Font Size to
Help Those with 
Visual Impairments
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• Ensure that adequate levels of lighting are available; reduce glare from
windows by placing the learner’s back to the windows as much as possible.

• Allow extra time for completion of work.
• Avoid using word games, puzzles, and graphs that may be inappropriate

for low vision learners.
• For some individuals, listening might be a more effective learning device

than reading. To that end, ensure that a quiet atmosphere exists that
might be more conducive to learning.

One of the primary agencies providing resources for those with visual im-
pairments is the American Printing House for the Blind in Louisville, Ken-
tucky. For additional information, see the appendix.

Learning Disabled

Learning disabilities are more common than one might expect. Approximately
one in five persons in the United States is considered learning disabled
(NICHCY, 2008). Learning disabled individuals are generally of average or
above average intelligence; however, a gap exists between the person’s potential
and actual achievement (Learning Disabled Association of Canada, 2004).

The label of learning disabled has become a somewhat amorphous term,
often applied to any students who do not succeed in school. Some definitions
include “slow learners” or “mentally retarded,” and others incorporate “emo-
tionally unstable” and even blindness. Other experts in this field believe that
the label of “learning disabled” should be much more specific than failing to
succeed in school. There are obviously many reasons why children might fail
in school that would hardly be designated as a learning disability—lack of mo-
tivation, inappropriate or mediocre teaching methods, difficulties in the
home life, poor nutrition, lack of sleep, and so on. Even the stigma of being la-
beled learning disabled could contribute to poor performance of a learner.
According to Markham (2005), “The term able means the ability to do; if we
add the prefix dis- meaning not, we identify these students as not being able to
learn” (p. 6). Mandell and Fiscus (1981) suggest this yardstick: if learning dif-
ficulties can be overcome by a different type of instruction, then the child
should not be considered learning disabled.

Perhaps following Markham’s suggestion to think of learning disabled stu-
dents as students who learn differently will enable the health educator to bet-
ter design learning experiences for these learners. 

A national definition of learning disabled was established in 1977 as a re-
sult of PL 94-142 (Federal Register, 1977):

Specific learning disability means a disorder in one or more of the basic psy-
chological processes involved in understanding or in using language spoken
or written which may manifest itself in an imperfect ability to listen, think,
speak, read, write, spell or to do mathematical calculations. The term includes
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such conditions as perceptual handicaps, brain injury, minimum brain dys-
function, dyslexial and developmental aphasia. The term does not include
children who have learning problems which are primarily the result of visual,
hearing or motor handicaps, of mental retardation, of emotional disturbance,
or of environmental, cultural or economic disadvantage.

Although this definition has remained fairly static since it was developed,
regulations related to methodologies for evaluating students have been
added. The Individuals with Disabilities Education Act (IDEA 2004) out-
lines the criteria to be used by states when determining whether a student
qualifies as learning disabled. Both IDEA 2004 (effective July 1, 2005) and
IDEA 2004 federal regulations (effective October 13, 2006) maintain the
same definitions of SLD (specific learning disability) as PL 94-142; however,
IDEA 2004 eliminates the requirement to show a “severe discrepancy” be-
tween intellectual ability and academic achievement. 

Prior to IDEA (2004), the Federal Register considered seven areas where
a severe discrepancy may exist between ability and achievement:

1. Oral expression
2. Listening comprehension
3. Written expression
4. Basic reading skill
5. Reading comprehension
6. Mathematics calculation
7. Mathematics reasoning

These categories are still used; however, altering the “severe discrepancy” re-
quirement has helped to reduce late identification and misidentification of
SLD students (Cotiella, 2006). 

In order for a child to be eligible for special educational services, an eval-
uation team must agree that

• The child must exhibit learning difficulties in at least one of the seven ar-
eas just listed.

• The child has a severe learning achievement problem.
• The major reason for the discrepancy between achievement and ability is

not other handicapping conditions or sociological factors.

IDEA 2004 federal regulations added the following criteria:

• Must not require a school to use a “severe discrepancy” between intellec-
tual ability and achievement for learning disability determination

• Must allow the use of a process designed to determine if a student
responds to scientific, research-based interventions or other alternative
research-based procedures

• Must align with the criteria established by IDEA 2004 federal regula-
tions, as stated above 
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Often the health educator, especially in the community setting, is not made
aware of the presence of a learning disability in the individuals he or she is
teaching. In school settings, information from the student’s IEP (Individual
Educational Program) should be provided to all teachers working with the
student. School health education teachers also should consult with SPED
teachers for appropriate strategies to work with various disabilities. The au-
thors recommend becoming familiar with some of the more frequently
cited characteristics of learning disabled children and adult learners. Being
aware of some of the more prevalent characteristics might be useful to the
health educator in considering health education methodology:

1. Impairment of motor skills: Experiencing difficulty reproducing infor-
mation received through the senses. Difficulty with copying, problems
with written information, identifying letters of the alphabet, reading from
left to right, and reproducing basic shapes are characteristics of this im-
pairment. Writing samples are often poor and laborious with bizarre
spelling mistakes. One of the better known learning disabilities in this cat-
egory is dyslexia.

2. Limited attention and self-control: A problem with focusing and holding
attention for any length of time. Individuals might experience difficulty in
completing tasks, are easily distracted, and often cannot remain seated for
long periods of time.

Learning disabilities can
sometimes be difficult to
detect.
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3. Speech and hearing impairments: Some children who have a form of
communication disorder might have a problem with using correct gram-
mar, and articulating words and thoughts. Another indicator might be a
repetition of the same phrases over and over, resulting from restricted lan-
guage development.

4. Memory: Difficulty in memorizing information over long and short peri-
ods of time. Indicators might include an inability to remember basic in-
formation like the family’s address and telephone number or being unable
to remember things learned the day before.

5. Emotional delay: Some children might not have developed emotionally
and socially to an age-appropriate level. This may result in a low threshold
for frustration, difficulty with social interaction, and on occasion a temper
tantrum. As a consequence, peer relationships may be limited or may be
more common with younger groups.

6. Literal interpretations: Some children have a difficult time with abstract
ideas, which makes them appear to be rigid, humorless, or gullible. For ex-
ample, a learning disabled individual might misinterpret the meaning of
the statement, “Wow . . . your hat is so cool” to mean that his hat is cold.

7. Impulsivity: These children rush into reactions or responses without any
thought for the consequences. This characteristic could be manifested by
writing down the first answer that comes to mind in a test or running out
into the street after a ball without regard for traffic.

8. Learning deficits in basic academic subjects: These students may
demonstrate a wide discrepancy in achievement between subjects. For ex-
ample, a student might be a full grade level ahead in reading ability but
two years below in math. Relevant terms in this section are
Dyslexia: Problems in reading or a reading disability (commonly known
as word blind)
Dysgraphia: Problems in writing
Dyscalcula: Problems with arithmetic (commonly known as number blind)

9. Equivocal neurological signs: Equivocal means questionable or uncer-
tain. For children in this category, there is no direct evidence of neuro-
logical damage, yet the individuals demonstrate characteristics such as hy-
peractivity, poor attention, problems with concentration, distraction,
impulsivity, or poor motor functioning.

Learning disabilities in adults often go undetected. As adults, these learners
have developed coping mechanisms that often mask their disability. For ex-
ample, they may choose to participate in oral discussions but make excuses
to avoid producing written materials. Identifying an adult as learning dis-
abled becomes a challenge. Some common indicators identified by the
Learning Disabilities Association of Canada (2005) might include: 

• Displays well-developed verbal ability but has difficulty expressing ideas
on paper 

• Likely to have poor skills related to reading, writing, or spelling
• Enjoys taking things apart and putting them back together
• Lacks social tact or displays socially inappropriate behavior
• Likely to have poorly developed peer relationships 
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• Appears to be irresponsible with personal belongings, time, or commitments
• Appears to be high-strung and lacking self-esteem

These indicators suggest that this type of learner will be more successful
when methodologies are used that allow the learner to manipulate the con-
tent. A standard lecture is likely to be a less effective method than something
like a discussion or simulation. Considering the disabled learner is impor-
tant in the planning process, for it helps the health educator to plan the ed-
ucational environment to meet the needs of all the participants. 

On March 12, 1999, the federal government released the final regulations to
the Individuals with Disabilities Education Act (IDEA). These regulations
were an attempt to more tightly define and operationalize already estab-
lished rules and regulations for ensuring educational access to all people
and were intended to be incorporated into each state’s existing standards.
Prior to these new regulations, children with attention deficit disorder
(ADD) or attention deficit hyperactivity disorder (ADHD) were eligible for
special educational services only if their difficulties were accompanied by an
additional qualifying disorder. Now ADHD (which includes ADD) alone
can make a child eligible for special educational services. The Centers for
Disease Control and Prevention (CDC, 2005) defines ADHD as a neurobe-
havior disorder characterized by pervasive inattention and/or hyperactivity-
impulsivity resulting in significant functional impairment. The CDC estimates
“. . . that 4.4 million youth ages 4–17 have been diagnosed with ADHD by a
healthcare professional, and as of 2003, 2.5 million youth ages 4–17 are cur-
rently receiving medication treatment for the disorder. In 2003 7.8% of
school-aged children were reported to have an ADHD diagnosis by their par-
ent” (p. 1). Although a small percentage of ADHD students are taught in
self-contained classrooms, the vast majority will spend at least part of a day
in a regular setting. Thus, health educators are very likely to encounter chil-
dren and adults with ADHD in both the school and community settings.
When designing lessons to accommodate the ADHD learner, it is best to
provide a structured and well-organized lesson that has clear expectations
for learning. The U.S. Department of Education (2006) recommends a
number of teaching-related practices that have been found especially useful
in facilitating this process: 

• Provide an advance organizer. Prepare participants for the lesson by
quickly summarizing the order of various activities planned. Explain, for
example, that you will use your handouts from the previous lesson to
guide you in performing the Heimlich maneuver on the mannequin fol-
lowed by a group evaluation of your performance. 

• Review previous lessons. For example, remind learners that yesterday’s
lesson focused on how to clear a blocked airway in a choking victim. Re-
view several problems before describing the current lesson. 

Attention Deficit
Disorder (ADD) and

Attention Deficit
Hyperactivity

Disorder (ADHD)
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• Set learning expectations. State what learners are expected to learn dur-
ing the lesson. As mentioned in previous chapters of this book, stating the
objective for learning is a fundamental practice. It becomes especially
important, however, for organizing information for individuals with dis-
abilities. For example, explain to students that the focus of today’s session
is to learn the sequence of steps for administering cardiopulmonary resus-
citation (CPR).

• Set behavioral expectations. Describe how learners are expected to be-
have during the lesson. Tell the participants what they will be doing and
how to accomplish their task. For example, “Today you will be working in
groups of two. Take turns practicing your skills and helping each another
practice the correct sequence of steps. If you need assistance, feel free to
raise your hand and call me over.” 

• State needed materials. Identify all materials that the participants will
need during the lesson, rather than leaving them to figure out on their
own the materials required. For example, specify that participants will
need alcohol wipes for cleaning and a barrier device—such as a pocket
mask—for ventilating the mannequin. 

• Explain additional resources. Tell participants how to obtain help in
mastering the lesson. For example, refer learners to a particular page in
the textbook for guidance on completing a worksheet. 

With such a wide variety of potential problems, designing methods of instruc-
tion for this population can be extremely complicated, and there are no sim-
ple solutions for planning presentations. Hammel and Bartel (1978) believe
that when constructing materials for teaching learning disabled students,
instructors must consider three areas: design, methods, and practicality. The
design component speaks to the basic organization of the material that the au-
thors believe should be presented in logical, sequential building blocks. The
method component considers whether the material should be used individu-
ally or in groups. Because of the variety of existing learning levels, a diversity of
presentation methods is necessary, with a willingness to be flexible toward
varying student responses. Practicality dictates that materials be “durable”
(able to stand the test of time) and that they can be usable both independently
and with supervision.

In an examination of instruction styles that seemed to produce better
than expected results, the Learning Disabilities Association of America
(2009) suggests that the most effective teachers/presenters:

• Broke learning into smaller, more manageable, and logical steps
• Made clear the objectives of the lesson/presentation
• Provided administrative probes and frequent quality feedback
• Used age-appropriate diagrams, graphics, and pictures to augment verbal

information
• Modeled instructional practices and provided ample time to practice

independently

Learning Disabilities
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• Developed a positive learning environment by engaging students in
process questions like, “What are some ways you can use this information
in another setting?”

• Provided prompts and modified instruction based on participant need

Westwood (1997) and Levin (2007) discuss the phenomenon of the failure
cycle, experienced by all children but more acutely by the learning disabled
child. The child attempts to master a specific skill but fails. Because other
children seem able to perform this skill, even moderately, the child loses
confidence, leading to a deliberate avoidance of the activity. This avoidance
then ensures that no skill practice occurs, guaranteeing, in turn, that com-
petency and proficiency are never attained. Constant failure leads to de-
creased self-esteem and a generalization of failure to nearly all activities.
The basic message of this cycle is, “If at first you don’t succeed, you don’t
succeed!” The implications of this concept are twofold. In order to avoid the
possibility of early failure, presenters/teachers must plan and develop new
activities with great clarity and provide enough assistance to the learners to
make success extremely likely. Second, the only means of breaking the fail-
ure cycle is to develop ways in which participants can be successful and ulti-
mately feel that they are improving. Rather than dwelling on the negatives of
the child, on what he or she cannot do, educators are encouraged to focus
on ways to allow the child to feel successful, using those gains as a spring-
board for future development and achievement.

Some health educators believe that it is particularly important for learn-
ing disabled students to receive sound information related to sex education.
Like all human beings, individuals with learning disabilities have the same
desires for love, companionship, and sexual activity. However, they may be
lacking in the ability to process information and the social skills to practice
safe and socially appropriate behaviors (Grieve, McLaren, & Lindsay, 2007).
Providing sex education can help prevent sexual abuse and pregnancy while
teaching handicapped learners how to express their sexual needs and how to
engage in socially appropriate behaviors (McCammon & Knox, 2007). In
the context of human sexuality, Rioux (2004) suggests the following guide-
lines for teaching learning disabled students:

• Use repetition; provide multiple exposures to the concept by using exam-
ples from different perspectives.

• Use materials that have a mature theme, after determining that a strong
foundation exists in basic information. Many learning disabled students
are of average or higher intelligence and may be bored or feel patronized
by immature content and approach. 

• Use interactive teaching methods to actively involve students in the
learning process (role play, games, skits, etc.).

• Make material as relevant as possible to real-life situations. Using pictures
or models is a good way to enhance the understanding.
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• Practice skills including things like ways to appropriately express sexuality
and competence in the ability to use refusal skills.

• With written materials, use simplified syntax, short sentences, and also
short paragraphs with the main subject first.

Deafness

The deaf and hard of hearing are included in this chapter because they are
truly minority populations in regard to language and culture. Many individ-
uals might believe that people who are deaf or hard of hearing are exactly
like hearing individuals, with the one obvious exception that they cannot
hear. But this is a simplistic notion. The impairment in hearing has reper-
cussions in various areas. Here are some important questions that health ed-
ucators should consider in planning a presentation:

• Are the health needs of the deaf identical to the health needs of the hearing?
• Are the health knowledge levels of the deaf similar to the knowledge lev-

els of the hearing?
• Is there any difference in health behavior between the deaf and hearing

populations?
• How do knowledge levels, attitudes, and behaviors differ within the deaf

and hard-of-hearing communities?
• Can health educators use the same methods of health education with

deaf people as they do with hearing people?
• Can materials originally developed for hearing audiences be used effec-

tively by deaf or hard-of-hearing audiences?

Objective: After reviewing the case study, the reader will recommend two
strategies Jill might have implemented to better meet the needs of her deaf
or hard-of-hearing participants.

Jill was a community health educator who had been asked to present a 
1-hour workshop on safer sex to a group of 30 new students at a local com-
munity college. The organizer had mentioned the possibility that one or
two students who were either deaf or hard of hearing might attend the
workshop. Jill gave the matter little further consideration, feeling that if the
students did attend they could be seated at the front of the room and that
she would attempt to speak louder and enunciate more clearly. Two deaf
students did indeed attend, and after seating them in the front row Jill pro-
ceeded with the workshop, taking great care to speak loudly and clearly,
facing the deaf students as much as possible. Part of the workshop included
a short videotape on safer sex practices, and when the two deaf students left

Case Study: Jill
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the room 5 minutes into the film, Jill supposed that the students had been
offended by the explicit nature of what they had seen. Jill completed the
workshop oblivious to her mistaken assumptions and beliefs. (See Case
Studies Revisited page 353.)

Question to consider:

What do you think the real problem was, and what steps could Jill take
should this issue arise again?

Before attempting to address some of these questions, it is essential for
the health educator to understand some basic information related to
deafness.

Like any true subculture or minority group, people who are deaf adhere to cer-
tain cultural norms that are passed on from one generation to the next. Most
cultures pass on their beliefs within the family unit. However, the deaf commu-
nity is unique in the way that its culture is perpetuated. Because 90% of deaf
children have two hearing parents, only a minority of deaf individuals acquire
their cultural identity and social skills in the home. For many, learning the 
culture of the deaf occurs when they become part of the deaf community—
commonly referred to as capital “D.” Not all deaf people are members of a D
community; however, it is the common conditions of deafness and the use of
visual language that unite its members.

Social etiquette within the deaf community can be slightly different from
that of the hearing community. For example, although the hearing culture
generally considers staring to be rude, deaf culture has no prohibition
against this, because staring is necessary for effective sign communication.

As with all cultures, it is equally important that health educators demon-
strate cultural sensitivity with the deaf or hard of hearing. For example, time
and punctuality are important concerns, because arriving early to large scale
events enables those with limited hearing to secure seating with the best vi-
sual clarity. Ensuring that auditory cues are received by those with limited
hearing while controlling for distracting movements will better foster an ef-
fective learning environment (Mindess, 2006). As a non-deaf practitioner,
one should be aware of the recommended guidelines for working with and
in the presence of a deaf or hard-of-hearing person. Deaf Ministeries World-
wide has codified these guidelines as the Ten Commandments of Deaf Cul-
ture. (See Figure 9-3.)

Deaf Culture
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Professionals who have studied the deaf culture have isolated and defined
some common characteristics and values; a few of these summarized by The
National Academy, Gallaudet University, 1990, are presented here:

1. There is a heavy emphasis on vision. American Sign Language (ASL), a
visual mode of communication, is the language used within the deaf
community. Members gain the vast majority of their information through
their eyes and make a point of observing closely what is happening
around them. Lip-reading is considered to be an ineffective means of
communication for most in the D community. According to Jeff Pollock,
teacher of ASL and “Deafolympic” snowboarder, only about 30% of
speech originates in the spoken word, making the interpretation of what
is being said mostly guesswork (Jarvik, 2007).

2. There is a specific set of social norms. Members follow certain social
habits that are somewhat different from those of general society. Among
these are the following:
a. Members do not generally use their voices with deaf friends even if

they do so with hearing friends. Some members of the deaf commu-
nity purposely refrain from using their voices in order to dissociate
themselves from speech.

b. Attention-getting behaviors are considered socially appropriate. Mem-
bers will wave, create a vibration by tapping objects, throw a small piece
of paper, or point at another person to attract the person’s attention.
Even lightly tapping a deaf person on the shoulder is a suitable practice.

Figure 9-3
The Ten 
Commandments 
of Deaf Culture
Source: Deaf Ministries
Worldwide. Adapted with
permission.
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When working with groups in the D community, it is acceptable to flick
the lights on and off to gain the attention of the entire group.

c. Maintaining direct eye contact is considered an essential part of com-
munication.

d. Members use a variety of devices to replace ordinary alarm clocks,
door bells, telephones, fire alarms, etc.

3. Members place a strong emphasis on fostering and maintaining social
ties within the community.

The two most common descriptors related to individuals who have a hear-
ing loss are deaf (cannot make use of residual hearing for the purposes of
communication) and hard of hearing (can use residual hearing to assist in
communication). The term hearing impaired is often avoided for two reasons.
First, as with many other contemporary issues, deafness is influenced by its
own political agendas, and for some deaf individuals the word “impaired”
suggests that something is “broken.” This descriptor, therefore, is viewed as
inaccurate and undesirable by many in the deaf community. Second, this ter-
minology does not usefully distinguish between “deaf” and “hard of hearing”
and so has limited practical use. Keeping up with terms that are constantly
changing is not easy, particularly when individual health educators live
outside many of the cultures in which they are asked to work. However, the
educators should make every possible attempt to remain current in order to
prevent offending individuals and to maintain crucial credibility.

Deafness can be divided into two types: congenital (deaf from birth) and
acquired (becoming deaf after birth because of illness or accident). Acquired
deafness can then be divided into prelingual (becoming deaf before spoken
language skills had been developed) and postlingual (becoming deaf after
spoken language had been developed) categories. (See Figure 9-4.)

American Sign
Language is the most
commonly used form of
communication in the
deaf and hard-of-hearing
community in the
United States.
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Although at first glance these distinctions might seem subtle, they carry
important implications for health educators as they approach program and
material development. Those individuals who are congenitally or prelin-
gually deaf will not have been exposed to the more typical methods of lan-
guage development—repetition of the spoken word, constantly hearing
words and sounds, and learning to read by hearing written words spoken
aloud. As a result, congenitally or prelingually deaf individuals may struggle
with written and spoken English. Studies have shown that many deaf and
hard-of-hearing students read at lower than the norm grade levels for their
age. Findings from a 30-year study conducted at Gallaudet Research Insti-
tute (n.d.) revealed that of the children with hearing loss, half of them grad-
uated with a fourth-grade reading level.

Unfortunately, many individuals mistakenly equate reading levels with in-
telligence, and health educators must be careful not to make this assumption.
Although deaf and hard-of-hearing individuals might indeed read at lower
grade levels, their I.Q. scores do not differ greatly from the hearing population.
However, because of this lack of comprehension of both written and spoken
language, communication can become a major barrier between deaf and hear-
ing people . . . a barrier of which the health educator must be aware. Consider-
ation must be given as to how to overcome the barrier in effectively educating
the deaf and hard-of-hearing communities about important health issues.

Here are some examples of questions addressed to the health educator of
a college for the deaf via the computer/mail system (Morrone-Joseph, 1992).
Take note of the wide range of linguistic ability among students.

Hi . . I want to know and curious. Suppose I did period on the end of the
month at Feb . . later in the two weeks and the sperm did in the vagina. But
the period will come on the end of march . . is it possible to be pregnant or not
. . . please let me know this week so I can aware that . . .

There are two questions I need to know . . . I am 20 years old female. Am I sup-
pose to take pap-smear and breast check up? Or is it too early for me to test? Can
you tell me the difference between the pap-smear and breast check up?

Which days are safe to have sex without getting pregnant, without using any
method of birth control? I was told that the time before ovulation is safe.

Example 3

Example 2

Example 1

Acquired

Deafness

Congenital

PostlingualPrelingualFigure 9-4
Forms of Deafness
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These three examples above clearly represent a cross-section of written-
English levels. Although the writing levels are very different, it is interesting
to note that all of these excerpts do effectively communicate their questions.
It is often necessary to read for content and not be put off by “strange” En-
glish. The health educator must be aware that all deaf individuals are not the
same, nor do they operate at identical levels of communication. This factor
must be taken into account when developing and planning programs.

The foregoing is a common misconception about communicating with the
deaf. Remember, in the case study, Jill assumed that speaking in a loud voice
with clear enunciation was sufficient accommodation for her deaf and hard-
of-hearing students. But the notion that a good way to communicate with
the deaf is for them to read lips is a myth. There are many reasons why read-
ing lips is fraught with problems, not the least of which is that the English
language has many words that look the same on the lips. Here are some ex-
amples of words with very different meanings but identical appearances on
the lips:

MAIL MALE
BAIL BALE
PAIL PALE
SAIL SALE

In addition, factors such as distance from the speaker, people in between,
poor lighting, head movements, and poor speech patterns all contribute to
making lip-reading an ineffective mode of communication. It is perhaps
ironic to note that because they have developed speech and language
through hearing, the best lip-readers are in fact hearing individuals (Lowell,
1958).

The idea that a hearing person could take a brief course in sign language
and then effectively communicate with a deaf person is, unfortunately, as
common as it is absurd! Imagine that in one month you will be expected to
present a 1-hour workshop on stress management to a group of 30 Russian
immigrants who speak no English. In preparation for this, you will polish
your presentation material and then take a short course in Russian! As ab-
surd as this example might appear, the comparison is not inaccurate. Many
people believe that deaf individuals communicate in a language that is es-
sentially English transformed into signs. This is not the case. American Sign
Language (ASL), which is the native language of most culturally deaf Amer-
icans, is not English. This visually based language bears little relationship to
English, particularly in grammar and syntax. An interpreter who is signing
for a deaf person is not always signing what is being said word for word.
Rather, concepts and ideas are signed.

Most cultures have a colloquial element to their language that all of us
outside that specific culture find difficult to follow. People from the northern

Couldn’t I Take a
Quick Course in
Sign Language?

If I Speak in a Clear
Manner, Can’t They

Read Lips?
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regions of the United States often find expressions unique to the south im-
possible to understand, and vice versa. Also, many of us who have taken
French in school or college have experienced the horrors of visiting Paris or
other French cities and been left wondering just what language are these
people speaking?! This problem with understanding colloquialisms is no
less important in communicating with the deaf. Here are just a few exam-
ples of idioms that hearing health educators would probably not hesitate to
use under normal circumstances but that might prove to be dysfunctional in
the communication process with the deaf:

pulling my leg check it out
really hits home sink or swim
cut the light hooking up
hit on her a no-brainer

Health educators must be aware that many deaf individuals are in an al-
most identical situation to foreigners . . . English is a second language to
them. This does not mean that they are less intelligent or able. It simply
means that efforts to communicate will be compromised unless this factor is
taken into account and measures are implemented to compensate for it.

Very little data exist to assist the health educator in comprehending the world
of deaf people. Do deaf individuals gain most of their health information in
the same manner as their hearing peers, or do they follow an alternative
route? Practitioners who work with the deaf postulate that, at least in the area
of sexuality, deaf individuals, because of their lack of hearing, are denied ac-
cess to all the usual agents contributing to sexual knowledge and awareness
(Berke, 2008; Denny, Getch, & Young, 1998; Fitzgerald & Fitzgerald, 1980).
For example, young people in the hearing world gain information in a multi-
tude of ways: talking with others, watching television, going to the movies,
listening to the radio, attending classes in school, reading, and personal ex-
perience. Deaf individuals typically are denied these incidental learning
opportunities that hearing individuals take for granted. Very few films are
captioned, radio is not an option, limited language skills often make read-
ing difficult, and even observations can lead to mistaken impressions.

Fitzgerald and Fitzgerald (1980) relate the story of the 11-year-old deaf boy
who on entering the classroom began to share his packet of Certs with the girls
in the class. It quickly became obvious that the young man was expecting to be
kissed by the girls in return for the Certs! The boy had seen the televised Certs
commercial without the benefit of sound, had missed the verbal communica-
tion related to breath freshness, and had come to the very reasonable conclu-
sion that anyone who was given a Cert was expected to respond with a kiss.

It is the contention of Reaves-Fitzgerald and Fitzgerald (1998) that with-
out the benefit of incidental learning, deaf individuals might rely on personal
experience more than their hearing counterparts. The pitfalls and dangers of
learning through experience are obvious for most areas of health but are

Sources of
Information
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particularly acute in the arena of contemporary sexuality, given the threat of
AIDS and other sexually transmitted diseases as well as unintended preg-
nancy. Findings from a study of deaf college students indicated that they had
significantly less knowledge about HIV/AIDS than their hearing peers (Heuttel
& Rothstein, 2001). Their findings are particularly alarming in light of the
fact that deaf college students are better educated than the general deaf popu-
lation. An earlier study comparing deaf and hearing college students found
that although hearing students scored higher than deaf students on sexual
knowledge items, both populations had low levels of sexual knowledge, and
gender was a more accurate predictor than hearing status of age at first inter-
course, number of sexual partners, and preventive health practices. This
study also reported that a significantly higher rate of forced sexual intercourse
existed in the deaf community (Sawyer, Desmond, & Joseph, 1996).

In addition to missing the benefits of incidental learning, deaf individuals
are less likely to have the opportunity to attend formal sexuality education
courses. Sexual knowledge for many deaf individuals, therefore, might often
be derived from personal experience. There is insufficient research to demon-
strate whether this one finding could be generalized to other populations or
even other areas of health. However, it does suggest that a health education ap-
proach of assuming that deaf individuals have identical health interests, con-
cerns, and behaviors to hearing individuals might be unwise.

Research into the effectiveness of health education teaching methodology
for the deaf is scant. Tomasetti, Beck, and Clearwater (1983) compared the
effectiveness of three different types of teaching methods used in cardio-
pulmonary resuscitation (CPR) education for both the hearing and deaf
populations. Three deaf groups each received a different teaching method:
standard course through signed instruction; standard instruction with a cap-
tioned videotape; and standard instruction with uncaptioned videotape,
signed by an interpreter. The hearing group, which received a standard
course, performed the best of all groups on psychomotor skills in an imme-
diate posttest. However, in a 4-month retest, the deaf group that had received
a signed videotape performed better on psychomotor skills than any of the
other groups, including the hearing group. It is not clear why the signed film
was more effective than the captioned. One possibility might be that poor
reading levels compromised the participants’ ability to comprehend the cap-
tions, or perhaps the presence of an interpreter caused the students to iden-
tify with the instructor, thus influencing retention levels.

An interesting addition to this study would have been a group instructed
by a deaf health educator who was able to sign. Whether or not levels of
learning are enhanced by having an educator from the same community as
the group receiving the education is a subject worthy of further research.
This concept would seem no less important to the deaf community as it
would in the African American or Latino populations. However, the limited
number of minority health educators underlines the necessity for nonminor-
ity health educators to be educated about other cultures.

Teaching Methods
and Strategies
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Beck and Tomasetti (1984) make an important contribution to health ed-
ucation teaching methodology for the deaf in their description of a safety
training program. The authors describe the preparation for teaching a spe-
cial population and the adaptations they made to successfully complete the
workshop. Many of their recommendations are included here in suggestions
for working with the deaf.

The almost complete absence of research related to the health education
needs, knowledge, attitudes, and behavior of the deaf means that health 
educators working with this population must really give a great deal of
thought to method selection. As emphasized in this text, not all deaf or hard-
of-hearing individuals are alike, and some effort by the educator should be
made to discover specific information about individuals and their needs.
Here are some suggestions that might facilitate working with the deaf:

• Make no assumptions! Obtain as much information you can about the
hearing levels, reading levels, and so forth of the individuals involved.

• Come to terms with the idea that most presentations will require an in-
terpreter. Forget about depending on your audience’s ability to read lips
. . . get an interpreter.* Some organizations will provide them, some
deaf individuals will bring their own . . . make some inquiries! Often the
expense or shortage of interpreters continues to limit deaf people’s access
to health education.

• When using an interpreter, speak directly to the learner, not to the inter-
preter. This will enable the learner to interpret nonverbal cues.

• Do not expect a deaf person to look at printed information and the inter-
preter at the same time. Allow time for the participants to look over any
printed information before resuming the discussion.

• If you’re using any method where the lights are dimmed, give some
thought to the interpreter. Provide a side light for him or her, or turn the
lights back on between slides or transparencies to discuss information.

• Take a “hands on” approach to learning. This move away from the lec-
ture format necessitates less translation, and in addition may be a more
effective means to facilitate comprehension.

*Title I of the Americans with Disabilities Act of 1990 prohibits private employers, state and lo-
cal governments, employment agencies, and labor unions from discriminating against qualified
individuals with disabilities in job application procedures, hiring, firing, advancement, compen-
sation, job training, and other terms, conditions, and privileges of employment. The ADA covers
employers with 15 or more employees, including state and local governments. It also applies to
employment agencies and to labor organizations. The ADA’s nondiscrimination standards also
apply to federal sector employees under section 501 of the Rehabilitation Act, as amended, and
its implementing rules. An employer is required to make a reasonable accommodation to the
known disability of a qualified applicant or employee if it would not impose an “undue hardship”
on the operation of the employer’s business. To that end, presentations performed by public
agencies (e.g., state, local, and community) must provide and pay for interpreters if requested. In
addition, private agencies (e.g., a health maintenance organization) must also provide and fund
any reasonable accommodation, including an interpreter, if requested. 
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NOTEWORTHY

Like all minority groups, deaf people are the target of stereotyping. Some myths
about deaf people follow:

MYTH: All hearing losses are the same.
FACT: The single term deafness covers a wide range of hearing losses that

have very different effects on a person’s ability to process sound and
thus to understand speech.

MYTH: All deaf people are mute.
FACT: Some deaf people speak very well and clearly; others do not because

their hearing loss prevented them from learning spoken language.
Deafness usually has little effect on the vocal cords, and very few deaf
people are truly mute.

MYTH: People with impaired hearing are “deaf and dumb.”
FACT: The inability to hear affects neither native intelligence nor the phys-

ical ability to produce sounds. Deafness does not make people dumb
in the sense of being either stupid or mute. Deaf people, understand-
ably, find this stereotype particularly offensive.

MYTH: All deaf people use hearing aids.
FACT: Many deaf people benefit considerably from hearing aids. Many oth-

ers do not; indeed, some find hearing aids to be annoying and choose
not to use them.

MYTH: Hearing aids restore hearing.
FACT: Hearing aids amplify sound. They have no effect on a person’s ability

to process that sound. In cases where a hearing loss distorts incoming
sounds, a hearing aid can do nothing to correct this and may even
make the distortion worse.

MYTH: All deaf people can read lips.
FACT: Some deaf people are very skilled lip-readers, but many are not. This

is because many speech sounds have identical mouth movements.
For example, p and b look exactly alike on the lips.

MYTH: Deaf people are not sensitive to noise.
FACT: Some types of hearing loss actually accentuate sensitivity to noise.

Loud sounds become garbled and uncomfortable. Hearing aid users
often find loud sounds, which are greatly magnified by their aids,
very unpleasant.

MYTH: Deaf people are less intelligent.
FACT: Hearing ability is unrelated to intelligence. Lack of knowledge about

deafness has often limited educational and occupational opportuni-
ties for deaf people.

MYTH: Deaf people are alike in abilities, tastes, ideas, and outlooks.
FACT: Deaf people are as diverse in their abilities, tastes, ideas, habits, and

outlooks as any other large group of people.

Myths About Deafness
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• Practical demonstrations rather than descriptions and handouts can facil-
itate learning when poor reading comprehension levels exist. Use models
and pictures.

• Films should be captioned or an interpreter used. Here again, the ab-
sence of good, captioned materials continues to be a major problem in
program delivery.

• The use of games as a teaching method can be an effective way to involve
participants in an interactive manner.

• Be aware that programs might take more time with a deaf audience, and
allow for this difference. The extra time allows individuals to feel less
pressure and permits the educator to reiterate and consolidate important
points. Issues requiring more complex levels of comprehension can be
covered more than once.

• Never ask, “Do you understand?” The likely response will be an affirma-
tive nod of the head. Always use the “check back” technique, asking for a
review of information understood.

Following are some tips for communicating with deaf and hard of hearing
people that were developed for use by health professionals at Gallaudet Uni-
versity for the deaf and hard of hearing (2003).

Helpful Tips for Speaking

• Face the deaf person.
• Maintain eye contact with the deaf person.
• Be sure that there is a light source in front of you. Avoid having your back to

any light source because it causes a glare.
• Speak slowly and clearly.
• Avoid distracting background noise (conversations, printers, etc.); move to

another location if necessary.
• Do not exaggerate your mouth movements.
• Keep objects/hands away from your mouth.
• Isolate or emphasize key words when appropriate.
• Give the deaf person as many visual cues as possible.
• Consider your choice of words carefully.

Helpful Tips for Getting the Person’s Attention

• Call the person by name or title (such as “sir”).
• Tap the person on the shoulder or arm.
• Wave your hand (but not frantically).
• Make sure the person is looking at you before you speak.
• Tap on the table or counter.

Helpful Tips for Communicating Through Writing/Drawing

• Keep your writing brief and to the point.
• Look for meaning in the deaf person’s message; ignore any grammatical errors.
• When appropriate, use a drawing in addition to your written message.
• Use open-ended questions.
• Face the deaf person after you have written your messages, and ask for a

communication check.

Communication Tips
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• Often, requesting that the deaf person rephrase what he or she has under-
stood is the best way to identify and prevent potential misunderstandings.

Helpful Tips for Working with an Interpreter

• Stand or sit close to the interpreter.
• Place graphics or models near you and the interpreter.
• Speak at a reasonable pace.
• Look at the deaf person(s).
• Address the deaf person(s) directly. Do not say to the interpreter, “Tell her . . .”
• Leave time for the interpreter to finish because the interpreter will likely be

a few words behind.
• Adjust lighting appropriately.
• Allow time for the deaf person(s) to ask and respond to questions.
• Say only what you want interpreted; remember that it is the interpreter’s job

to interpret everything you say and everything the deaf person signs.

Helpful Tips When Working in Groups 

• Make sure the deaf or hard of hearing person is in the best location possible
to satisfy communication needs. (The best location may vary depending on
the setting. Ask!) 

• Avoid pacing and other distracting movements. 
• Make sure you face the deaf or hard-of-hearing person when you speak. 
• Use visual aids. 
• Allow the audience time to look at visual aids before speaking. 
• Prepare written instructions and handouts. 
• Repeat questions/comments from audience members. 
• Use hands-on activities.

Helpful Tips for Hosting a Program or Meeting 

• Be aware there are different types of interpreting and ask users what they need.
• Schedule interpreters well in advance (at least 2 weeks). 
• Provide the interpreter with copies of handouts and with the names of

program/meeting participants and spelling of any technical terms or jargon
before the program begins. 

• Make sure all arrangements (lighting, seating, interpreter preferences, cli-
ent preferences, etc.) are worked out before the program/meeting begins.

• If the interpreter is working alone, give adequate breaks. 

Although this chapter focuses narrowly on only four exceptional populations—
the visually impaired, the learning disabled, those with ADHD, and those
who are deaf or hard of hearing—the health educator needs to have an
awareness of these challenges when preparing health interventions or deliv-
ering presentations. It is obvious that this surface approach only creates an
awareness of the scope and complexity of the adaptations necessary for ef-
fective teaching and implementation of intervention strategies. 

For more information and tools related to this chapter visit 
http://healtheducation.jbpub.com/strategies.
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E X E R C I S E S

1. A group of deaf college students (approxi-
mately 15 male and female students, ages
19–23 years) has requested a speaker on birth
control. You have been given the assignment.
With your newfound knowledge of people
who are hearing impaired or deaf, describe
the steps you would take to plan for this pre-
sentation. Then list some presentation meth-
ods related to contraception education that
might be appropriate with this group.
2. You are teaching a combination ninth/
tenth-grade high school health education
course. You have been informed that 3 of the

25 students are special education students.
Describe the steps you would take to accom-
modate these students in your course, both in
preparation for teaching and during individual
classes. (You can either respond in general
terms or select specific learning disabilities.)
3. Jennifer, one of the students in your seventh-
grade health education class, is visually im-
paired. Describe the steps you would take to
discover the extent of the impairment, and
make some suggestions as to how you would
accommodate Jennifer in your class.

Kareem is in need of some education and perhaps sensitivity training. Un-
fortunately, many educators when faced with special population groups
make equally unfounded assumptions. No health educator can be an expert
concerning every exceptional population, but even a small amount of re-
search and investigation on the health educator’s part would go a long way to
reduce the likelihood of Kareem’s type of aberrant thinking. (See page 324.)

Robert could take the easy way out and just continue with his prepared lec-
ture. But if he has some initiative, he will take steps to alleviate a possible
problem. The most obvious initial step would simply be to welcome the vi-
sually impaired participants and before beginning the lecture ask them if
there is anything that he can do to make the workshop more effective.
Would seating arrangements make a difference—perhaps closer to the front
of the room? Ask yourself whether Robert should make a greater effort to
verbalize the written material to facilitate understanding. Would written ma-
terials like pamphlets be useful for participants to take home after the work-
shop so that someone could read them to the visually impaired participants
or perhaps even translate them into braille? Obviously, there is a limit to
what Robert can do at such short notice, but these simple steps would be rea-
sonable in an attempt to accommodate all his workshop participants. (See
page 330.)

Jill was fortunate enough to have gained the information that deaf students
might be attending her workshop before the event took place. Had she done
some basic research into the deaf population, Jill could have avoided some

Case Study 
Revisited: Jill

Case Study 
Revisited: Robert

Case Study 
Revisited: Kareem

CA S E  S T U D I E S  R E V I S I T E D
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very basic mistakes. Her first thought should have been to find out if an in-
terpreter was needed, and if so, seek help in making such an arrangement.
The presence of an interpreter could have prevented the whole problem. Jill
also believed the myth that if you speak loudly and clearly enough, a deaf
person will understand you. As this chapter explains, lip reading is not an
easy or efficient means of comprehension for the vast majority of deaf or
hearing impaired people. Jill made the assumption that the deaf students left
during the videotape because of its sexually explicit nature. Although this
could have been the case, a more obvious explanation would be that the stu-
dents could simply not hear the narration and therefore had little under-
standing of what was occurring. This case study illustrates the need for a
greater knowledge of special populations when planning health education
interventions. (See page 341.)

S U M M A RY

1. Health educators need to have a good
working knowledge of special populations, in-
cluding important information such as basic
demographics and health problems unique to
specific populations.
2. Health educators must familiarize them-
selves with the laws relating to the provision of
services for special populations.
3. As the trend to mainstream exceptional in-
dividuals continues, the health educator is

more likely to have to be prepared to devise
presentation methods that will optimally in-
clude these individuals in the learning process.
4. Health educators need to familiarize
themselves with available resources specifi-
cally designed to meet the needs of exceptional
populations.
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Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Chapter

Responsibility I: Assess Individual and Community Needs for Health Education
Competency A: Assess existing health-related data.
Competency C: Distinguish between behaviors that foster or hinder well-being.

Responsibility II: Plan Health Education Strategies, Interventions, and Programs
Competency A: Involve people and organizations in program planning.

Responsibility III: Implement Health Education Strategies, Interventions, and Programs
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.

Responsibility IV: Conduct Evaluation and Research Related to Health Education
Competency E: Interpret results of evaluation and research.
Competency F: Infer implications from findings for future health education activities.

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency A: Analyze and respond to current and future needs in health education.
Competency B: Apply a variety of communication methods and techniques.
Competency D: Influence policy to promote health.
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Note: The competencies listed, which are addressed in this chapter, are considered to be
both entry-level and Advanced 1 competencies by the National Commission for Health Ed-
ucation Credentialing, Inc. They are taken from A Framework for the Development of Com-
petency Based Curricula for Entry Level Health Educators by the National Task Force for the
Preparation and Practice of Health Education, 1985; A Competency-Based Framework for
Graduate Level Health Educators by the National Task Force for the Preparation and Practice
of Health Education, 1999; and A Competency-Based Framework for Health Educators—
The Competencies Project (CUP), 2006.

After studying the chapter the reader should be able to:

• Describe the potential problems inherent in planning, implementing,
and evaluating programs concerning controversial topics.

• Provide a justification, or rationale, for implementing human sexuality
and drug abuse prevention programs.

• Develop meaningful, realistic goals and objectives in human sexuality
and drug abuse prevention programs.

• Describe the major concerns of sexuality education opponents.
• List the most common mistakes that occur when presenting programs on

sexuality education.
• Describe a diversity of approaches to sex and drug education.

Goals and objectives Defending a program
Educational philosophy Effects of programming
Educational approaches Political correctness
Opposition concerns

The health education field today deals with many topics and issues that are
sometimes considered controversial. One obvious difficulty with this area is
trying to define what exactly is meant by the term controversial. What might
be considered sensitive, difficult, or even dangerous material by some peo-
ple may be considered by others as mundane, basic, and unthreatening. Al-
though most health educators certainly tend to subscribe to the less threat-
ened mindset, they should not be oblivious to the fact that many health
education programs can attract certain constituencies who will inevitably
have a problem with either material or approach. Working with various
types of issues on a daily basis can sometimes lead to the health educator
becoming desensitized to the material, and he or she should always re-
member that the general public might well feel less comfortable about
many areas.

Obviously, sex education/human sexuality comes immediately to mind
when controversy is mentioned. The fact that many school health education
programs and school health services feel the necessity to camouflage even the
name “sexuality” by using the more comfortable euphemism family life speaks

K E Y  I S S U E S

O B J E C T I V E S
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volumes for the potential difficulties surrounding this topic. A second major
topic that has drawn almost as much criticism is that of alcohol and other drug
education. In fact, almost any health topic can become controversial!

Objective: After reviewing the case study, the reader will be able to justify
the need for analyzing multiple sources of information when preparing for
presentations in health education.

Todd is a recently appointed health educator who has been asked to attend
an upcoming PTA meeting to discuss the proposed implementation of a
new sex education component in the school system’s curriculum. Todd is
a fervent believer in the necessity of sex education and puts together an
impressive set of overhead transparencies that explains the curriculum. He
intends to strengthen his presentation by citing national data on the preva-
lence rates of adolescent STIs, HIV infection, and unintended pregnancy.
Todd’s initial enthusiasm as he sees large numbers of parents at the meet-
ing quickly turns to dismay as his presentation is largely ignored and some
very vocal parents barrage him with questions and comments that he is not
adequately prepared to answer: “Why do we need sex education in our
town . . . our community doesn’t have these problems,” “These programs
only increase sexual activity, don’t they?” “Can you say that your program
will reduce pregnancy rates?” “Why don’t you teach some type of moral
values?” “Why don’t you stay out of this . . . this type of education should
happen in the home, not the school.” The meeting deteriorates into a
shouting match, Todd is unable to make any progress, and the evening
ends without any type of resolution. (See Case Studies Revisited page 396.)

Questions to consider:

1. Should Todd have been surprised at the meeting’s outcome?
2. How could Todd have been better prepared to face such a volatile situ-

ation? 
3. Who should Todd seek assistance from to gain support for his program?

Because of the focus of this text, this chapter will concentrate mainly on
sex education as an example of how to anticipate and minimize potential
controversy. Covering other controversial topics in any great depth is beyond
the scope of this text because it is not intended to be a content book. How-
ever, the health educator should be aware that even the areas within health
education that appear at first glance to be benign are sometimes fraught with
problems. For example, nutrition, particularly when concerned with dieting,
has become an area that can stir emotions, and achieving a consensus about
weight management is often very difficult. The topic of death and dying is
considered by many to be sufficiently sensitive that the home is the only
place to deal with the issue. Also one of the most contentious recent topics to

Case Study: Todd
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receive a great deal of attention and discussion has been violence prevention,
particularly in light of the tragic shootings at Columbine High School in
Littleton, Colorado, in 1999, Virginia Tech in 2007, and Northern Illinois
University in 2008.

It is interesting to note that drug education and sex education seem to
have followed a very similar evolutionary direction in regard to the develop-
ment of strategies and methods of education. In the 1960s, when many of the
first sexuality and drug education programs were being implemented, the fo-
cus was clearly on disseminating factual information. The rational but sim-
plistic triad of knowledge, attitude, and behavior was being routinely utilized,
the hypothesis being that if we give individuals the “facts” (knowledge), then
their attitudes will change for the better, and ultimately the individuals will
cease their risky and dangerous health behaviors. This type of approach then
dictated that the methods of educating about these subjects would take a
biological/physiological direction. It is interesting to note that as long ago as
1919 the U.S. Government Printing Office published a text titled, A High
School Course in Physiology in Which the Facts of Life Are Taught (Means,
1992). No need to guess the method utilized in this approach to sexuality! In
the drug area, nearly 20 years later, the element of fear was added to the edu-
cator’s arsenal in the form of a new film intended to depict the evils of mari-
juana use. The now classic 1936 film Reefer Madness showed how paragons
of normalcy could be transformed into crazed perpetrators of rape and mur-
der after a single exposure to marijuana (Anderson, 1973). Although this type
of hysterical approach can be viewed as ridiculous by today’s more sophisti-
cated youth, elements of this method still survive today as health educators
struggle to stimulate just the right amount of anxiety (Taqi, 1972).

In more contemporary times, health educators began to realize that facts
alone would not change human behavior. Sex education in the form of
“plumbing” that stressed biology and drug education that focused on pharma-
cology seemed to have little relevance to the lives of young people. The trend
that seems to characterize contemporary methods in both drug and sex edu-
cation is that of decision making. Most of the newer curricula, although still
including factual information, tend to focus on the more abstract practice of
decision making. For example, in drug education a plethora of school-based
programs has been developed that stresses skills of saying “No” to drugs and
actively resisting the pressures to use drugs (Battjes, 1985; Botvin, 1983).

One example of a much utilized school-based drug education program is
the DARE program. This program, at one time, adopted in as many as 49
states, relies on the cooperation of specially trained uniformed police officers
and combines factual information with a major emphasis on the resistance of
societal and peer pressures to use drugs (Ringwalt, Ennett, & Holt, 1991). Stu-
dents are actively encouraged to participate in the development and practice
of measures of resistance. Methods and strategies with this type of program
necessitate more innovative learning opportunities than the simple exchange
of facts. However, despite the ubiquity of the DARE program, research has se-
riously questioned DARE’s ability to have any significant effect on the drug-
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related behaviors of its participants (Lynam, 1999), reinforcing the notion
that curriculum programs alone are likely to be less effective than a compre-
hensive school health program.

Sexuality education has traveled a similar road to drug education in its di-
version from straight facts to individual and group process, incorporating de-
cision making. The whole field of sexuality education has taken on a
broader perspective, with more organizations involved in the process, more
children being exposed to education at an earlier age, and the development
of programs that address the emotional as well as the physical components of
the issue (Greenberg & Bruess, 1981). Statistically, there does appear to
have been an increase in the prevalence of sex education. In 1980 only 3
states mandated sex education, compared with 47 states in 1993 that re-
quired or recommended sex education (Time, 1993). Unfortunately, the onus
is on “recommended,” as a 1998 analysis of a state-by-state review of man-
dated sexuality education demonstrated (SIECUS, 1998). The data, origi-
nally collected by NARAL (National Abortion and Reproductive Rights
Action League), indicated that in fact in 1998, only 20 states mandated sexu-
ality education, with even fewer states (13) including contraception edu-
cation in the mandate. Thirty-six states mandated HIV/STD education,
suggesting perhaps that HIV/AIDS was viewed as a more acceptable and
maybe a more pressing topic, the omission of which would be difficult to jus-
tify. As of 2007, 20 states plus the District of Columbia (DC) mandated sex
education (only 9 states required coverage of contraception), and 35 states
plus DC mandated STD/HIV education (Guttmacher Institute, 2008).

However, states do not mandate any minimum number of contact hours,
nor does any state monitor carefully to ensure that existing requirements are
fully implemented. Specifically, these data cannot report how much of the
recommended sexuality education actually occurs, or describe the quality or
amount of teaching in this area. In an era of educational accountability
through testing, a major problem for health and sexuality education is the
absence of standardized tests. Health and sexuality education are not part of
the testing process, so little or no incentive exists for principals and adminis-
trators to fully implement such programs. Table 10-1 shows the states that
are required to provide sexuality or HIV/AIDS education.

This increase in exposure to sexuality education remains well below the
levels that most sexuality experts believe is needed to achieve minimally ef-
fective educational levels. For example, Popham (1993) suggests that for an
AIDS education unit to have the slightest possible chance of influencing be-
havior, it must consist of a number of 3–5-hour instructional activities in
early grades, 10–15 hours of education in grades 9 or 10, followed by one or
more 3–5-hour booster sessions after the main AIDS unit has been con-
cluded . . . all, by the way, taught by the most talented, first-rate teachers.
How do these minimal standards compare with common AIDS education
practices in our public schools?

The AIDS epidemic is undoubtedly responsible for allowing sexuality ed-
ucators to gain access to hitherto unreachable audiences, and most states
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and regions have mandated some compulsory AIDS education program-
ming. Despite this temporary acceptance of the need for increased aware-
ness, sexuality education continues to meet much opposition from individu-
als and groups who are opposed either to the approach taken by educators or
to the idea that such education should even exist. Health educators involved
with human sexuality, sex educators, should at least acknowledge the strong
possibility of individual and community opposition to such programming.

Justification of Program Development

Developing a rationale for program development is a crucial factor in gain-
ing support and acceptance for new or continuing programs. Even a cursory
glance at the scope of problems related to sexuality and drug abuse reveals lit-
tle argument against the necessity for program development. During the past
decade, although there is evidence of a reduction in the use of illicit drugs, the
following data concerning drug and alcohol use among high school students,

Table 10-1 State Policy Requirements for Sexuality, STD, and HIV/AIDS
Education, 2007

Schools Required to Provide Both Sexuality Education and 
STD or HIV/AIDS Education

Delaware Montana
District of Columbia Nevada
Florida New Jersey
Georgia North Carolina
Hawaii Oregon
Iowa Rhode Island
Kansas South Carolina
Kentucky Tennessee
Maine Utah
Maryland Vermont
Minnesota

Schools Not Required to Provide Either Sexuality Education or
STD or HIV/AIDS Education

Alaska Mississippi
Arizona Nebraska
Arkansas North Dakota
Colorado South Dakota
Idaho Texas
Illinois Virginia
Louisiana Wyoming
Massachusetts

Source: Guttmacher Institute. (2008). State policies in brief: Sex and STI/HIV education.
Retrieved February 13, 2008, from http://www.guttmacher.org/statecenter/spibs/spib_SE.pdf
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summarized from the 2005 Youth Risk Behavior Survey (Centers for Disease
Control and Prevention, 2005), should still be of major concern:

• 74.3% of students had at least one alcoholic drink during their life.
• 43.3% of students had at least one drink in the 30 days preceding the sur-

vey.
• 25.5% of students had five or more drinks on a single occasion in the 30

days preceding the survey.
• 38.4% of students had used marijuana at least once in their lifetime.
• 20.2% of students had used marijuana in the 30 days preceding the

survey.
• 7.6% of students had used any form of cocaine at least once in their life-

time.
• 6.3% of students had used Ecstasy at least once in their lifetime.
• 54.0% of students had tried cigarette smoking at least once in their life-

time.
• 9.4% of students had smoked cigarettes on �20 of the 30 days preceding

the survey.

Data taken from the American College Health Association/National Col-
lege Health Assessment (ACHA/NCHA, 2006), examining the alcohol and
other drug-related behaviors of college students reflect continued usage into
early adulthood (see Table 10-2).

Table 10-2 Drinking Practices Among College Students

Reported number of drinks consumed the last time students “partied”

Male (%) Female (%) Total (%)

� 4 51.3 68.7 62.7

� 5 59.1 78.8 72.0

� 6 66.3 85.8 79.1

Reported number of times college students consumed five or more drinks in a
sitting within the last two weeks

Male (%) Female (%) Total (%)

None 52.9 68.2 62.9
1–2 times 23.9 20.7 21.8
3–5 times 16.8 9.2 11.9
6 or more times 6.3 1.8 3.4

Source: American College Health Association/National College Health Assessment.
(2006). National College Health Assessment. Retrieved February 15, 2008, from
http://www.acha-ncha.org/pubs_rpts.html

59292_CH10_357_400.qxd  10/28/09  12:35 PM  Page 363



364 Justification of Program Development

Data chronicling the sexual behavior of young people are also difficult to ig-
nore. The Youth Risk Behavior Survey (Centers for Disease Control and Pre-
vention, 2005) paints a clear picture of the sexual behavior of high school
students:

• 33.9% of students had sexual intercourse during the 3 months preceding
the survey.

• 37.2% of students had not used a condom at last intercourse.
• 14.3% of students had four or more different sexual partners in their lifetime.

Data examining the sexual behavior of college students reinforces the concept
that young people are both sexually active and placing themselves at risk for
various sexually related problems (ACHA/NCHA, 2006). (See Table 10-3.)

Sexual Behavior

Table 10-3 Sexual Practices Among College Students

College students reported the following within the last 12 months

Male (%) Female (%) Total (%)

Having had no sexual partner 32.5 33.0 32.8
Having had 1 sexual partner 41.3 43.8 42.9
Having had 2 sexual partners 10.2 11.4 11.0
Having had 3 sexual partners 6.2 5.4 5.7
Having had 4 or more sexual partners 9.8 6.3 7.6

Oral sex in past 30 days Male (%) Female (%) Total (%)

Never did this 30.1 32.2 31.5
Have not done this in past 30 days 25.6 24.6 25.0
Did this 1 or more times 44.3 43.2 43.5

Vaginal sex in past 30 days Male (%) Female (%) Total (%)

Never did this 35.4 36.0 35.8
Have not done this in past 30 days 20.6 16.5 17.9
Did this 1 or more times 44.0 47.5 46.3

Anal sex in past 30 days Male (%) Female (%) Total (%)

Never did this 72.8 80.1 77.7
Have not done this in past 30 days 21.4 16.2 18.0
Did this 1 or more times 5.8 3.6 4.4

Sexually active students reported

Type of behavior Oral (%) Vaginal (%) Anal (%)

Using a condom last time they had sex 3.9 54.0 26.6

Source: American College Health Association/National College Health Assessment. (2006).
National College Health Assessment. Retrieved February 15, 2008, from http://www
.acha-ncha.org/pubs_rets.html
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Obviously, substantial numbers of young people who are sexually active
translate to a significant potential for increased health problems. Again, an
abundance of available data reflect the problems inherent in widespread, 
often unsafe sexual activity.

Unintended Pregnancy

Since the early 1980s the United States has led the Western world in 
unintended-pregnancy rates. Compare the following teen pregnancy rates
for women ages 15–19 years of age (Ventura et al., 2001):

United States 79.8 per 1,000
France 20.2 per 1,000
Germany 16.1 per 1,000
Sweden 35 per 1,000
Holland 8.7 per 1,000

Although there is evidence that teen pregnancy rates are decreasing, in gen-
eral, the problem continues, costing the United States an estimated $9.1 bil-
lion a year (National Campaign to Prevent Teen Pregnancy, 2006). Consider
the following statistics:

• There are over 750,000 teen pregnancies annually (Guttmacher Insti-
tute, 2006b).

The Bad News

Despite recent 
improvement, U.S. 
teen pregnancy rates 
are the highest in any
Western industrialized
nation.
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• Eight in 10 teen pregnancies are unintended (Guttmacher Institute,
2006b).

• Eighty-one percent of the pregnancies are to unmarried teens (Guttmacher
Institute, 2006b).

Sexually Transmitted Infections (STIs)

Sexually active American youth are at high risk for many sexually transmitted
infections; direct medical costs are estimated to exceed $8 billion annually.
Although young adults represent only 25% of the sexually active population,
15- to 19-year-olds account for nearly half of all STI diagnoses each year
(Weinstock, Berman, & Cates, 2004). Approximately 9.1 million new cases
of STIs occurred in 2000 among 15- to 24-year-olds. (See Table 10-4.)

A trend analysis of sexual behavior among high school students demon-
strates that some small but positive changes are occurring (Centers for Dis-
ease Control and Prevention, 2007).

• “Ever had sex before”
1991 1993 1995 1997 2005
54% 53% 53% 48% 47%

• “Had intercourse with 4 or more partners”
1991 1993 1995 1997 2005
18.7% 18.7% 17.8% 16% 14.3%

• “Currently sexually active . . . within last 3 months”
1991 1993 1995 1997 2005
37.4% 37.5% 37.9% 34.8% 33.9%

• “Condom used at last intercourse”
1991 1993 1995 1997 2005
46.2% 52.8% 54.4% 56.8% 62.8%

The Good News

Table 10-4 STIs Among Young Adults

STI New Cases

HPV 4.6 million
Trichomoniasis 1.9 million
Chlamydia 1.5 million
Genital herpes 640, 000
Gonorrhea 431,000
HIV 15,000
Syphilis 8,200
Hepatitis B 7,500

Source: Guttmacher Institute. (2007). Facts on Sexually Transmitted Infections in the U.S.
Retrieved February 15, 2008, from http://www.guttmacher.org/pubs/2009/06/09/FIB_STI_
US.pdf

59292_CH10_357_400.qxd  10/28/09  1:41 PM  Page 366



Chapter 10 Controversial Topics: Sexuality Education 367

• Teenage women’s contraceptive use at first intercourse increased from 48%
to 65% during the 1980s, almost entirely because of a doubling in condom
use. By 1995 contraceptive use at first intercourse reached 78%, with two-
thirds of it being condom use (Guttmacher Institute, 1998).

• The pregnancy rate among U.S. teens ages 15–19 has declined steadily, from
117 pregnancies per 1,000 women in 1990 to 75 per 1,000 women in 2002
(Guttmacher Institute, 2006b). Approximately 14% of this decline is ascribed
to teens delaying initial intercourse or having intercourse less often, whereas
86% is credited to more frequent and consistent contraceptive use (Santelli 
et al., 2007).

Current Issue: Abstinence Versus Responsibility

Like all topics in health education, particularly controversial issues such as
human sexuality or drug education, nothing remains static, and different ap-
proaches to education come and go. One of the current dilemmas in ap-
proaching sexuality education in both the school and community can be
categorized as abstinence versus responsibility (see Figure 10-1). Should we
teach young people from the perspective that if only they would remain or
become sexually abstinent, then they would not have to be concerned with
sexual problems? Or should we take a more pragmatic approach, acknowl-
edge that whether adults like it or not, many young people are sexually ac-
tive, and therefore we need to talk about sexual responsibility.

Figure 10-1
Opposing Views on
Sexuality Education
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There is no question that much sexuality education is politically and reli-
giously motivated and that during the 1980s and early 1990s the message was
clearly one of abstinence, beautifully depicted in the slogan, “Just Say No!”
Nearly 20 years ago Congress appropriated money for the development of ab-
stinence education programs, and since then abstinence-based programs like
Sex Respect were adopted in several states (Wall Street Journal, 1992). Many
school districts adopted such programs in the belief that traditional types of
programming had not been effective. Students were schooled in the virtues of
chastity and taught that premarital sex could lead to emotional turmoil, dis-
ease, pregnancy, and guilt. The Sex Respect curriculum included a chart that
marked a prolonged kiss as “the beginning of danger” and the course uses the
slogan, “No petting if you want to be free” (Wall Street Journal, 1992). Students
were encouraged to create bumper stickers that read “Control Your Urgin’/
Be A Virgin” and to consider alternative activities to sex, such as bicycling,
dinner parties, and playing Monopoly (Time, 1993).

Opponents of abstinence curricula argue that such an approach does lit-
tle but cause extremely negative ideas about sex. In addition, because such
curricula do not include information about preventing pregnancy, HIV in-
fection, and STIs, they may have disastrous effects on sexual behavior. In
1993 Planned Parenthood of Northeast Florida and local citizens in Duval
County, Florida, sued the local school board for rejecting a broad-based sex
education curriculum in favor of an abstinence-only program from Teen-
Aid of Spokane. Also, in Shreveport, Louisiana, a district judge ruled that the
abstinence-only text of Sex Respect was biased and inaccurate, ordering its re-
moval from the Caddo Parish junior high schools (Time, 1993). Concern

Sexually related 
issues can create 
passionate and heated
disagreements.
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about the accuracy of abstinence-only programs continued into the 21st cen-
tury, culminating in a 2004 congressional staff analysis, chaired by Repre-
sentative Henry Waxman. The analysis reported that 11 of the 13 most com-
monly used abstinence programs in the United States contained “unproven
claims, subjective conclusions or outright falsehoods” (Connolly, 2004).

It is ironic that in the 21st century, when sexuality education may be
playing a part in helping to increase contraceptive usage in general (also,
specifically at first intercourse) and decrease the rate of teenage abortions,
a major, politically driven economic initiative has developed aimed at en-
suring the survival and promotion of abstinence-only sex education. Con-
gress fueled the continuation of this movement with a $50 million yearly
allocation in federal funds for abstinence-only-until-marriage programs
each year for federal fiscal years 1998 to 2002. Since 1996, the federal
government has spent over half a billion dollars on Title V abstinence-
only-until-marriage programs, despite the fact that numerous evaluations
demonstrate their ineffectiveness (SIECUS, 2007a). This is a classic example
that serves to illustrate for new health educators how many policy decisions
are made based on political and religious agendas rather than existing sci-
entific data. Although educational curriculum decisions are ordinarily
made at the local level, such large federal funds are difficult for states to
turn down. A political groundswell occurred based on the unfounded
premise that if talking about sex has caused all the previously mentioned
teenage sexual pathologies, then talking only about abstinence must surely
decrease the problems. Debra Haffner, then president of SIECUS, fittingly
commented:

If the Congress and the states are serious about helping young people delay
sexual behaviors and grow into healthy, responsible adults, they will support a
comprehensive approach to sexuality education that has a proven track record
in accomplishing these goals. There are no published studies in the profes-
sional literature indicating that abstinence-only-until-marriage programs will
result in young people delaying intercourse. (SIECUS, 1998)

In 1998 all but two states accepted the federal funding for abstinence-only
education, and five states passed state laws requiring that sexuality education
programs teach abstinence-only-until-marriage as the standard for school-age
children (SIECUS, 1998). Just as objective indicators appeared to demon-
strate a positive shift toward more responsible teenage sexual behavior, a
multimillion-dollar federally funded abstinence initiative, based solely on po-
litical and religious beliefs, challenged the more comprehensive, inclusive,
and evaluated approaches to sexuality education. As more empirical evidence
of the failure of abstinence-only programs has grown, additional states are re-
jecting federal dollars, with 14 states refusing or planning to refuse such
monies in 2008 (SIECUS, 2007b). Unfortunately, the result of denying
teenagers comprehensive sexuality education has already had a deleterious
effect on knowledge of contraception. By 2002, one-third of teens had not
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received any formal instruction about contraception; more than one in five
adolescents (21% of females and 24% of males) had received abstinence edu-
cation without any instruction about birth control in 2002, compared with
8–9% in 1995; and in 2002 only 62% of sexually experienced female teens
had received contraceptive education before they first had sex, compared
with 72% in 1995 (Lindberg, 2006).

European sexuality educators should be forgiven if they look across the
Atlantic Ocean and shake their heads in disbelief. Western industrialized
nations, having lifestyles not substantially dissimilar to that of the United
States, seem to take a very different approach to sexuality, and if objective
data such as unintended pregnancy and teenage birth rates are anything 
to go by, their approaches are much more successful. A U.S. fact-finding 
mission that examined the European approach to teenage sex, character-
ized by more open attitudes and greater availability of contraception,
reported some very interesting findings (Advocates for Youth, 1997). De-
spite the exposure to more open and often explicit sexual information,
European teens tended to delay sexual initiation later than their Ameri-
can counterparts. For example, the average age at first intercourse in Hol-
land was 17.0 years, 16.2 in Germany, and 16.8 in France, compared to
15.8 in the United States. In addition, the teen birth rate in the United
States of 52 per 1,000 teenage women was found to be much higher than
in Germany (13 per 1,000), France (9 per 1,000), or Holland (6 per
1,000) (UNICEF, 2002). Some of the major differences reported between
the European countries and the United States with regard to teenage sex-
uality follow:

• Teen reproductive health is treated as a public health issue, not a political
or religious one.

• Research drives public policy to reduce unintended pregnancies, abor-
tion, and STIs.

• Adolescents have convenient, confidential access to contraception and
sexual health information and services, which are usually free.

• Teens receive open, honest, consistent messages about sexuality from par-
ents, grandparents, media, schools, and healthcare providers.

• The governments fund massive, consistent, and long-term public educa-
tion campaigns that utilize television, radio, billboards, dance clubs,
pharmacies, and clinics to deliver clear, explicit portrayals of responsible
sexual behavior.

• Mass media is a partner, not a problem (Advocates for Youth, 1997).

One of the greatest distinctions that seems to come through when compar-
ing cultures is the consistency of messages in European cultures and the in-
consistency between media messages and political/educational messages in

Europe . . .
a Different
Approach
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the United States. In referring to the federally funded abstinence-only edu-
cation, James Wagoner, president of Advocates for Youth, stated, “It is ironic
that the United States is the only industrialized nation to have an official
government policy of no sex until marriage, yet our teenagers initiate sexual
activity at an earlier age than their European counterparts. Instead of en-
couraging sexual activity, the European openness results in safer and more
responsible sexual behavior” (Advocates for Youth, 1997). Clearly, compar-
ing different cultures is a difficult issue, and detractors could suggest that
European educational approaches would not be equally effective in the
United States. Nevertheless, these examples from European countries pro-
vide empirical, scientific proof that exposure to openness, access to con-
traception, and explicit, frank sexuality information do not result in greater
levels of sexual pathology . . . just the opposite.

Despite any amount of persuasive information that clearly points to the
fact that American youth has a problem with both alcohol or other drug
abuse and sexuality issues, the health educator should not be surprised when
individuals and groups do not share his or her vision of the situation. Oppo-
nents of education on these issues may acknowledge that a national problem
exists, but they tend to see the problem in a vacuum—that is, one that does
not involve their particular family. To that end, when beginning a program,
the cooperation of local experts and respected community leaders who can
speak forcefully in favor of programming is absolutely essential. Also, in ad-
dition to national statistics, the health educator should make a concerted ef-
fort to obtain local data that can be used more effectively to personalize an
issue to specific communities.

European teen 
sexuality is character-
ized by lower rates of
pregnancy, births, and
abortion.
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Developing Goals and Objectives 
for Sexuality Education

One of the most difficult and sometimes dangerous components of sexuality
education is developing meaningful, useful, and attainable objectives. Just
what will the program accomplish? What will happen to the students after
they experience such a program? Developing unattainable objectives in this
area can give the opponents of sexuality programming ammunition with
which to challenge the legitimacy of sex education. Reasonable, achievable
objectives must be formulated, or the health educator will be literally ensur-
ing failure.

NOTEWORTHY

Vincent et al. (1999) cite five important factors that seem to add fuel to the fire
of sexual controversy:

• Sexuality education is not a priority in public school education. This subject
is seen as peripheral to the major educational goal of the school, somewhat
like art, music, and physical education. In a contemporary atmosphere of
time constraints, accountability, and external testing, sexuality education
becomes a low priority.

• Most people have a limited perception about what constitutes sexuality edu-
cation. Very few individuals understand the full scope of sexuality educa-
tion; many fear that their children are being taught how to have intercourse.

• Sexuality education is perceived as direct admonitions by adults. Adults are
often comfortable with the “direct” approach to adolescent/parent interac-
tion (“do as you’re told”) and expect sexuality education to take the same
simplistic and directed approach—an admonition to “just say no.” Anything
outside this realm is viewed with deep suspicion.

• Fear of inquiry, objectivity, and development of critical thinking skills. Teach-
ing students to think critically about sexuality is viewed by many as a sure
way to confuse adolescents, undo their values, and usurp parental control.
The interesting idea that children “don’t need to learn what they shouldn’t
be doing anyway” falls into this category.

• Adults have a high degree of discomfort regarding the language of sex, sexual
growth and development changes, and their views of appropriate sex role so-
cialization and gender roles. Most parents have little or no formal training in
sexuality and feel distinctly uncomfortable with the whole issue. This dis-
comfort is exacerbated by having to consider their children as sexual beings,
making open and honest communication understandably problematic. In
addition, much of this informally acquired sexuality education has left some
adults with a very negative outlook toward sex in general and a particularly
skeptical attitude toward sexuality programming.

Why Do Sexuality Education Programs Create Such
Controversy?
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For example, at first glance, the following behavioral objective for a high
school sexuality class does not seem unreasonable: As a result of a recently
developed sex education class, there will be fewer pregnancies at All American
High School. In the community setting, developing an objective for HIV ed-
ucation might look like this: Following a 2-hour presentation on “safer sex”
the participants will report higher levels of condom usage. In both cases, the
objectives developed are almost certainly doomed to failure.

In isolation, very few human sexuality courses have ever been effective
enough to significantly reduce rates of unintended pregnancy. So if an ob-
jective is written to reduce such rates and no decrease occurs, then the ob-
jective has not been reached, and many will judge the class to be a failure.
Reducing overall pregnancy rates might be a sound goal of any sexuality
class, and as such it should be included; however, decreased pregnancy rate
is not a reasonable, attainable objective under these conditions.

The possibility that condom usage will increase significantly after a 2-hour
presentation is almost nonexistent! As with most behaviors related to sexual-
ity, condom usage is a complex psychosexual dynamic unlikely to be influ-
enced in such a short period of time. If increased condom usage is written as
an objective, then the likelihood of failure, or not achieving the objective, is
almost certain. Again, increased condom usage might be a realistic goal 
to set, but under the present conditions it is a very unrealistic behavioral 
objective.

So what are some reasonable objectives that can be developed in sexual-
ity education? Some educators have made a definite attempt to avoid the
pitfalls just outlined by purposely designing objectives that are not easily mea-
surable. For example, Kirby et al. (1979a) suggest the following objectives:

To provide accurate information about sexuality.
To facilitate insights into personal sexual behavior.
To reduce fears and anxieties about personal sexual developments and feelings.
To encourage more informed, responsible, and successful decision making.
To encourage students to question, explore, and assess their sexual attitudes.
To develop more tolerant attitudes toward the sexual behavior of others.
To facilitate communication about sexuality with parents and others.
To develop skills for the management of sexual problems.
To facilitate rewarding sexual expression.
To integrate sex into a balanced and purposeful pattern of living.
To create satisfying interpersonal relationships.
To reduce sex-related problems such as venereal disease and unwanted preg-
nancies.

The authors of these objectives have cast their net very wide in order to 
include most of the major facets they consider germane to sexuality educa-
tion. Under the terminology used in this text these “objectives” would be 
better characterized as “goals.” These goals are obviously a far cry from 

Community

School
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objectives/goals that might have been generated for the “plumbing” sexuality
course. The major advantage to this type of objective/goal is that the educator
can promote very generalized aims instead of being restricted to more narrow,
specific, and quantifiable projections. This certainly facilitates the avoidance
of developing objectives that are unreasonable and likely to remain unattain-
able. However, this same strength is often viewed by opponents as a definite
weakness. If objectives/goals are developed without an eye to some type of
evaluation, how is program effectiveness then determined? In times of eco-
nomic difficulty, particularly in education, accountability has become a cru-
cial factor in funding. As thorough and appropriate as the objectives/goals 
developed by Kirby et al. might be, most program developers would make an
attempt to include objectives that relate to specific sexuality issues and that
are quantifiable.

To that end, as in most disciplines, quantifiable behavioral objectives can
be confidently written in the cognitive domain. A significant increase in
knowledge is often the criteria for evaluating any classroom performance,
and human sexuality is no exception.

1. The students will be able to list in order of effectiveness four methods of con-
traception, as described in class.

2. The students will be able to describe orally three factors that might precipi-
tate date rape, according to the video viewed in class.

Examples

Human sexuality 
objectives should be
both meaningful and 
attainable.
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These types of objectives are valid, easily measurable, and attainable. A
sound, well-taught class/workshop should be able to achieve objectives like
these without much difficulty.

Objectives in the affective domain are more difficult to achieve than their
cognitive counterparts. Nevertheless, affective domain objectives should be
a reasonable inclusion when planning programs in sexuality. Given that the
field of human sexuality has now expanded to be considered more than
mere “plumbing,” an attempt to consider affective concerns is crucial. One
of the simplest ways to evaluate attitudinal changes is by using a pretest/
posttest. Give the participants a short questionnaire before the workshop or
unit and then have them complete a similar questionnaire at the conclusion
of the unit.

Be aware that this procedure raises two important concerns: How valid is
the instrument you are using? Won’t any changes in attitude that might arise
be only short-term in nature? The first concern is of prime importance, but
one remedy would be to use an already developed instrument with proven
levels of reliability and validity. This is not always possible, but an increasing
number of instruments are available as more evaluation is performed in this
field (Davis, Davis, & Yarber, 1988). In regard to the second concern about
short-lived effects on attitude change, it would be unrealistic to assume that
as a result of a single unit or workshop any changes would be long-term.
Only consistent follow-up programming would be likely to maintain attitude
change, and that is not always possible. Health educators have to be pre-
pared to take small gains where they can, and there is nothing wrong with
the idea of “planting a seed.” Accordingly, writing behavioral objectives that
would address only immediate attitude change is not so unreasonable.

1. As a result of the unit on AIDS, the students will demonstrate higher lev-
els of perceived susceptibility to HIV infection as measured in a pre/posttest.

2. As a result of the workshop on safer sex, participants will report on a post-
workshop survey a higher level of acceptance of using a condom.

Both of these examples reflect affective objectives that are reasonable and at-
tainable. AIDS education should include components intended to personal-
ize the issue to students who fail to see themselves at risk, and one of the
most important factors in increasing condom usage is having individuals feel
comfortable in accepting condom use. Both these objectives are also mea-
surable, and by using a pretest/posttest questionnaire educators can gain a
sense of what might have been accomplished.

As discussed earlier, addressing specific behavioral objectives related to
behavior change is a difficult undertaking that might be better written as a
less specific program/unit goal. Given the extremely limited time students
spend in a sexuality education classroom, or that individuals spend in com-
munity workshops, it would not be fair or reasonable to expect changes in
sexual behavior such that pregnancy rates or STI rates would dramatically

Examples
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decline. Should a student who has studied French once a week for 50 min-
utes during one semester be able to pass fluency tests? Suppose the French
class was taught by the physical education teacher who had, after all, taken
a 2-day course in preparation for this teaching assignment! Sexuality educa-
tors should try to ensure that their programs are not evaluated by criteria
used to measure other courses. One way to avoid such unfair scrutiny,
though, is to avoid writing unreasonable behavior objectives that could guar-
antee failure. One study found that the goals of various school districts were
as follows:

• Promoting rational and informed decision making about sexuality: 94%
• Increasing students’ knowledge of reproduction: 77%
• Reducing the sexual activity of teenagers: 25%
• Reducing teenage childbearing: 21% (Hofferth, 1981)

It is interesting to note that in this particular study, “plumbing” was super-
seded by a decision-making focus and much smaller percentages of school
districts than before made mention of behavior change, even as goals.

Opposition to Sexuality Education

Since the inception of widespread sexuality education, opposition groups
have attempted to discredit and, in many cases, remove existing programs. A
long history of such opposition is beyond the scope of this chapter, but a
knowledge of some of the major complaints might prove useful to those
planning or maintaining programs. The same principles apply to any area of
study.

Many opponents of sexuality education would have us believe that they are
in the majority . . . that most Americans oppose sexuality education. How-
ever, objective barometers of this issue, various national polls, clearly
demonstrate that the majority of Americans have consistently favored some
form of organized sexuality education. One poll carried out in 1986 (Louis
Harris & Associates, 1988) found that 85% of U.S. adults favored sexuality
instruction in schools, up from 76% in 1975 (National Opinion Research
Center, 1982) and 69% in 1965 (Gallup Poll, 1976). Surveys conducted in
the 1990s continued to reinforce the large majority of support for compre-
hensive sexuality education (Clark, Houser, & Powell, 1995; Gallup Poll
Monthly, 1991), and, in 2006, 82% of individuals polled supported compre-
hensive sex education over abstinence-only approaches (MSNBC, 2006). In
addition, studies have demonstrated that a large majority of teachers are also
in favor of sexuality education in schools (Forrest & Silverman, 1989). More
recently, a 2005 Harris poll reported 87% of the public supported sex educa-
tion. Evidently, opponents of some form of sexuality education have never
been in the majority! Unfortunately, as with many other issues, the “squeaky

Majority or
Minority?

Even the rivers of igno-
rance contain clever 
crocodiles.
—Mohan Singh
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wheel” gathers all the attention, disproportionate to the size of the group.
The lesson is clear. Those people in favor of sexuality education should be
proactive in order to maintain the gains made over the past 20 years, and
should not take for granted what has been achieved.

Following is a discussion of some common arguments against sexuality edu-
cation.

1. Sex education increases sexual activity. Perhaps the most common
claim made by opponents of sexuality education is that such education will
result in and encourage increased sexual behavior. Professional educators,
or even those of us with a memory that stretches back to those halcyon days
of adolescence, might marvel at the notion that without sex education,
teenagers would not think about sex at all! As facile as that idea might seem,
many opponents view sex educators as the source of their child’s first
thought about sex. Opponents view high rates of teen pregnancy, pandemic
levels of STIs, and, of course, the AIDS epidemic as clear evidence that sex
educators have corrupted today’s youth.

Contrary to these subjective and sometimes hysterical beliefs, objective
evaluation of sexuality programs does not reveal increased sexual activity.
Studies on the effects of sex education demonstrate that it increases knowl-
edge levels of young people, increases the likelihood of contraceptive usage,
and in some cases delays the onset of initial sexual intercourse. There is ab-
solutely no empirical evidence that sexuality education encourages young
people to initiate or increase sexual activity (Baldo et al., 1993; Dawson,
1986; Louis Harris & Associates, 1986; Marsiglio & Mott, 1986; Sawyer and
Gray-Smith, 1996; Zelnik & Kim, 1982). In addition, how many American
teens actually receive regular, consistent dosages of sex education, sufficient
to ruin their souls? A large national study performed in the late 1970s placed
that figure at no more than 10% (Kirby et al., 1979b), and a more recent
study showed a modest increase to a maximum of 15% (Sonenstein &
Pittman, 1984). Pregnancies and pandemic levels of STIs can hardly be
blamed on comprehensive sexuality education when only tiny percentages
of American youth are receiving such education! To make matters worse, for
the past decade abstinence-only education had dominated sexuality pro-
gramming, greatly compromising the flow of useful, accurate information.

Figure 10-2 illustrates the many influences related to sexuality experi-
enced by young people today. Note that formalized sex education plays only
one small part. Given that all schooling takes up only 8% of an individual’s
life, and that sex education is just a tiny fraction of that amount, the idea that
sex education is responsible for a mountain of social ills is not grounded in
reality (Finn, 1986).

2. Sex education doesn’t work. A major criticism leveled at sex educa-
tion is that it simply doesn’t work. Since sex education has become more 
common in schools in the United States, there has been little reduction 
in teenage pregnancy and rates of STI transmission. As discussed earlier, 
blaming sex education for exacerbating sexual problems is simply not logical

Common
Opposition
Arguments
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when so few children receive any meaningful sex education. However, sex
educators need to be able to defend against this type of criticism as programs
come under closer scrutiny. Sex educators can help prevent some of this
criticism by not promising more than can be realistically delivered. Be ex-
tremely cautious about writing behavioral objectives promising to reduce
rates of pregnancy and STIs. Sex education on its own will not achieve these
objectives.

Individuals who claim that sex education does not work need to be “edu-
cated” to the reality that little or no meaningful sex education exists in our
schools today, so it is unfair to expect a minimalistic approach to have any
meaningful effects. Also, other subjects in school are not held to the same
levels of outcome accountability as sex education. Should schools abandon
teaching civics because fewer than 50% of the population votes in presiden-
tial elections and vast numbers of adolescents cannot name the vice presi-
dent? One study found that nearly one-half of the nation’s 17-year-olds did
not know that each state has two senators (National Assessments of Educa-
tional Progress, 1976)! Foreign language education provides another fitting
example of the double standard to which sexuality education is held. De-
spite the fact that most students take at least 2 to 3 years of a foreign lan-
guage, usually taught several times a week by a language specialist, how

SchoolPeers
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Figure 10-2
Influences on a
Teenager’s Life
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many students can hold a reasonable conversation in that foreign tongue, let
alone reach levels of fluency? How, therefore, can we expect sexuality edu-
cation taught a few times a week for a total of about 3 weeks (often taught by
an unqualified individual) to result in some type of complex behavior
change? Obviously, very few people would suggest that American schools
discontinue teaching civics or foreign languages because of these dismal
findings, but the unfairness and disparity in how programs are evaluated
should be noted.

A more tangential but valid response to this criticism would be that ob-
jectives of sexuality education are about more than just pregnancy, STI, and
AIDS prevention. For example, the Sex Information and Education Coun-
cil of the U.S. (SIECUS) defines sexuality this way:

Human sexuality encompasses the sexual knowledge, beliefs, attitudes, values,
and behaviors of individuals. Its various dimensions involve the anatomy,
physiology, and biochemistry of the sexual response system; identity, orienta-
tion, roles, and personality; and thoughts, feelings, and relationships. Sexual-
ity is influenced by ethical, spiritual, cultural, and moral concerns. All persons
are sexual, in the broadest sense of the word. [Source: SIECUS Position State-
ment. (2009). Available at: www.siecus.org/index.cfm?fuseaction=Page.viewPage
&page Id=494&parentID=472]

Obviously, such a broad definition suggests an educational experience in
which sexual health plays only one particular role. Even a cursory glance at
the position statement formulated by SIECUS to address sex education (see
the box) affords a good example of how education in this area is not con-
cerned with sexual health alone.

3. Abstinence education curricula work. In 1981 the American Family
Life Act was passed, creating Title XX funds that were intended to develop
abstinence-based sexuality programs that were expected to result in delaying
the onset of sexual activity. Despite rhetoric to the contrary, in five studies of
the major abstinence-until-marriage programs (Sex Respect, Success Ex-
press, and An Alternative National Curriculum on Responsibility), students
who had participated in the programs 1 to 2 years earlier showed no signifi-
cant increases in maintaining abstinence over a control group (Christopher
& Roosa, 1990; Weed & Olsen, 1990). A 1997 study of the abstinence cur-
ricula confirmed earlier findings that such programs have not been found to
have consistent or significant effects on the onset of intercourse (Kirby,
1997). The most comprehensive and rigorous evaluation performed by
Mathematica in 2007 confirmed the failure of abstinence-only programs.

4. Mixing abstinence education with curricula that include contra-
ceptive information and skills building (“abstinence plus”) gives students
a “mixed message” and encourages sexual behavior. In studies of “absti-
nence plus” programs (Postponing Sexual Involvement, Reducing the Risk,
and Skills for Life), students surveyed 1 to 2 years after the programs main-
tained levels of abstinence longer than students in a control group (Howard
& McCabe, 1990; Kirby et al., 1991; Vincent et al., 1987).
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5. Teaching about contraception encourages students to become sex-
ually active. There is empirical evidence to suggest that historically many
teenagers have sexual intercourse for the first time before using contra-
ception and in fact only begin contraceptive use because of a pregnancy or
pregnancy scare. The length of time of unprotected sex before contraceptive
use can range from 6 to 18 months (Pollack, 1992). Additionally, no evi-
dence supports the idea that making contraceptives available hastens or in-
creases sexual activity (Kirby, 1997).

6. Teaching students about contraception increases the likelihood
that they will become pregnant. There is clear evidence to the contrary,
particularly in European countries, where educators routinely include con-
traceptive information in school sexuality programming. U.S. teens initiate
sexual activity at earlier ages than their European counterparts and also ex-
perience higher rates of pregnancy and births (Advocates for Youth, 1997;
Guttmacher Institute, 1994).

7. Because contraceptives fail so frequently, we should simply teach
abstinence. Although rates of teenage sexual activity and teen pregnancy
have dropped over the past decade, contraceptives, correctly used, are still
preventing pregnancy for those adolescents who do not choose abstinence.

8. Condoms have a high failure rate and so are minimally effective.
Most of the failure associated with condoms is related to user failure and not
any flaw in the condom itself. For example, many individuals reporting con-
dom failure only use them sporadically, only put them on after they have
had intercourse but immediately prior to ejaculation, leave no room at the
tip to collect semen, or don’t hold them during withdrawal. Condom failure
rates hover around the 2% mark, with the vast majority of failure owing more
to lack of education or motivation than to manufacturing defects (Trussell,
2007).

NOTEWORTHY

Sexuality education is a lifelong process that begins at birth. Parents/caregivers,
family, peers, partners, schools, religious organizations, and the media influence
the messages people receive about sexuality at all stages of life. 

All people have the right to accurate information and age- and developmen-
tally appropriate education about sexuality. Sexuality education should address
the biological, sociocultural, psychological, and spiritual dimensions of sexuality
within the cognitive learning domain (information), the affective learning do-
main (feelings, values, and attitudes), and the behavioral learning domain (com-
munication, decision-making, and other skills).

Source: Copyright © Sex Information and Education Council of the United States, Inc.
(SIECUS). 90 John Street, Suite 704, New York, NY 10038. Reprinted with permission.

Sexuality Education

There is something I
don’t know that I am
supposed to know I don’t
know what it is I don’t
know. And yet I am sup-
posed to know. And I feel
I look stupid if I seem
both not to know it and
not know what it is I
don’t know. Therefore I
pretend I know it. This is
nerve-racking since I
don’t know what I must
pretend to know. There-
fore I pretend to know
everything. I feel you
know what I am sup-
posed to know but you
can’t tell me what it is
because you don’t know
that I don’t know what it
is. You may know what I
don’t know, but not that
I don’t know it, and I
can’t tell you. So you will
have to tell me every-
thing.
—R.D. Laing (1972)
(Reprinted by permission)
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9. Sex education should be done in the home. Many opponents of sex
education vehemently state that sex is a private matter and children should
be educated in the home by the parents. A sex educator would be foolish to
deny such a claim, and indeed the statement prepared by SIECUS (see the
box) clearly endorses parental responsibility in this area. However, the fact
remains that although many parents do a wonderful job of educating their
children about sexuality, some parents pass on harmful myths and partial
truths, and some parents do nothing. The ideal sex education is one that be-
gins at home and is then augmented by many individuals and agencies, one
of which is the school. The reality of the situation is that for some children,
the only sexuality education they receive is performed by the school (Sawyer
& Gray-Smith, 1996).

10. People who teach sex education are not qualified. Unfortunately,
this is one area where sexuality education does seem vulnerable to criticism.
Although there are numerous well-trained, qualified individuals currently
teaching human sexuality, there are also too many others who have unwill-
ingly accepted responsibility for this area, lacking both enthusiasm and ex-
pertise. There is little or no consistency nationally in the type of preparation
individuals receive to teach human sexuality.

One of the few examples of an attempt to standardize sexuality education
training is the American Association of Sex Educators, Counselors, and
Therapists (AASECT), which developed standards for granting certification
to sex educators. The Guttmacher Institute performed a large survey to iden-
tify who is teaching sex education in our schools (Guttmacher Institute,
1989). It is interesting to note that this study identified the greatest propor-
tion of sex education teachers as primarily physical education specialists.
Figure 10-3 indicates the breakdown by responsibility area. This study revealed

Physical Education
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Biology

Home Economics

Health Education

School Nurses
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Figure 10-3
Sex Education Teachers
by Specialty
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that about 60% of sex education teachers are women, half are over 40 years
old, and nearly half have been teaching sex education for at least 8 years.
The majority of these individuals have received some type of preparation to
teach sex education, although any type of state or local certification in hu-
man sexuality education is rare. Thus, a good proportion of sex education
teachers are mature and experienced individuals who have received profes-
sional preparation. However, given that there is little quality control in the
types of preparation available, school districts and individual schools would
be very wise to ensure that any individuals who are asked to teach sex educa-
tion have adequate training in this field and that they teach within the ac-
cepted curricular framework. To do any less than this would make a school
and/or school district extremely vulnerable to complaint and criticism, and
ultimately jeopardize an entire program.

Obstacles to Teaching Sex Education

Although sexuality education has now existed for quite some time, and de-
spite the fact that the AIDS epidemic has legitimized the need for sex edu-
cation for at least some people, many obstacles still exist that impede the de-
velopment and implementation of comprehensive programming. More
than one in five sex education teachers report that they face curriculum lim-
itations. A similar proportion report that they experience negative pressure
from parents and community groups. One in three feels that their school ad-
ministration is nervous about negative community reactions, and one in five
believes that their school administrators do not support them (Guttmacher
Institute, 1989).

On the surface, with more states mandating AIDS education it would
seem that sexuality is now an accepted part of educational programming and
that obstacles are diminishing. However, the concerns of the teachers just
mentioned clearly paint a different picture—a picture of an uneasy and po-
tentially volatile truce between (1) school administrators, who have to do
something because of the new mandates; and (2) the opponents of sexuality
education, who are ever vigilant for mistakes that could provide ammunition
for their cause. Often the result of such a situation is that the administrator,
in an attempt to avoid offending anyone, restricts and dilutes the sexuality
curriculum to the degree that it becomes ineffectual.

Another way to effectively “lose” sex education is to have small segments
taught in various classes by regular classroom teachers. This way state re-
quirements are met and yet no one actually realizes that sex education took
place . . . and given the level of expertise by many teachers unprepared in
this area, sex education did not take place!

In 1989, Peter Scales identified five major barriers that sex educators
must overcome in order to make sexuality education flourish (Scales, 1989).
Given what has happened in the United States since 1989, Scales’s words
are almost prophetic.
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Barrier 1. Taking a narrow view of sexuality education.
Within this context Scales describes how sex educators must avoid the temp-
tation to “oversell” the impact of sexuality education. As described earlier,
sex education in isolation cannot achieve major behavioral changes, and
these changes should not be expected.

Sexuality education should not be evaluated solely on the basis of its
short-term measurable impact. Instead, included in an assessment of the
value of sexuality education should be a component of sex education’s in-
trinsic value to the development of the total human being. This would ne-
cessitate an acceptance that sex education plays a fundamental role in defin-
ing a holistic viewpoint of “being educated.”

Instead of a “back to basics” approach, Scales believes educators need to
move forward in order to prepare children for a different and complex world.
Children will need to develop critical thinking skills to cope with a new and
challenging world environment. The current high-tech Internet-dominated
society must be considered when creating educational strategies.

Barrier 2. Failure to understand the importance of self-efficacy.
Although sex educators have historically held the opinion that self-esteem is
pivotal in sexual decision making, Scales argues that perhaps a more rele-
vant component for behavioral change is self-efficacy. However, Scales
would argue that neither self-esteem nor self-efficacy can really be taught, so
educators and policy makers should attempt through social action to create
conditions in which self-efficacy can flourish.

Barrier 3. Failure to resolve the role of public schools as “surrogate parents.”
Schools today are asked to do much more than the “three Rs” of education.
As we adapt to new demands and pressures, sexuality education must also
change to contribute more to students’ broader education. Scales describes

Figure 10-4
Creating Educational
Strategies
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how sexuality education must go beyond mere pregnancy prevention to
tackle issues of sexism, racism, homophobia, and social action.

Barrier 4. AIDS and the decline of pluralism.
AIDS prevention of late has included a rather anti-sex message, which
Scales argues is causing a decrease in a national acceptance of pluralism
and diversity. Acceptance of different ideas and values is seen as a central
premise to modern sexuality education, and Scales suggests that all sex edu-
cators, whether conservative or liberal, should strive to maintain a flexible
and pluralistic approach to the field. Certainly, the past decade of using 
a narrow and confining abstinence-only approach would hardly qualify as
either flexible or pluralistic.

Barrier 5. Inadequate political skills.
Although the political savvy of sex educators has improved over the years,
Scales sees much room for improvement in the following three areas: trans-
lating beliefs into budgets, setting the right agenda, and speaking for our-
selves. These areas speak to the importance of realizing that political battles
are about resource allocation and that educators must translate ideas and be-
liefs into funding; that the “right agenda” is much more than just having
greater numbers of better trained sex educators; and, finally, that sexuality
education advocates must be proactive and not just allow others to say what
they think advocates believe.

The observations of Scales are a far cry from the early concerns of sexual-
ity educators and certainly reflect a wider and more visionary perspective of
sexuality education. There is no doubt, though, that the politicization of is-
sues like abortion, contraception, AIDS, and sexual orientation will necessi-
tate that teachers of human sexuality be continuously aware that their edu-
cational efforts will receive a unique form of public scrutiny. To that end,
political awareness should now be considered a prerequisite for teachers in-
volved in sexuality education.

There is no doubt that the implications of making mistakes while imple-
menting a sexuality curriculum can be far more severe than making errors
in other subject areas. Even minor examples of poor judgment could com-
promise an entire program, particularly when administrators might exhibit
little or no support for sexuality education.

Avoiding Trouble in Sexuality Education

Sources of problems in implementing sexuality education follow:
1. Inadequate knowledge and background: Just as with any subject, an

ill-prepared teacher or presenter will inevitably experience great difficulty in
providing solid, correct information in a meaningful way. However, the im-
plications of poor preparation in human sexuality are potentially disastrous
for the recipients of the program, the teacher/facilitator, and the program 
itself. In the school setting, where the participants are often immature and
impressionable, incorrect information could lead to disastrous consequences.
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Then the entire program will very quickly lose credibility, and the next step
will be the abandonment of the program.

Ideally, individuals teaching in this area should have the utmost prepa-
ration and strive to keep “current” in a field that is always changing. Prag-
matically, particularly in the school situation, it is unlikely that this ideal
situation will occur. Teachers are often coerced into teaching sex education
or have an interest in the area but have very little professional background. If
programs are to survive, administrators must ensure that they select individ-
uals who at least have an interest in the subject, and that these individuals re-
ceive sufficient training to enable them to be effective. This means they
need to be able to attend continuing education workshops and courses that
will keep them up to date on new information and teaching methods.

Community health sexuality educators need to be no less qualified and
prepared. The organizations they represent, whether they are private or pub-
lic agencies, will be judged by the response to their presentations, and com-
munity groups can be every bit as critical and volatile as parent groups in the
school setting. Whenever possible, school and community sex educators
should not accept assignments for which they know they are unprepared.
The damage could be irreparable.

2. Unrealistic curriculum goals and objectives: As mentioned earlier, a
major criticism by sex education opponents is that sex education simply does
not work. To minimize such attacks, sexuality educators must be very prudent
when designing course goals and objectives. Do not write behavioral objec-
tives that are unrealistic. Most sex educators would laugh if a fellow educator
wrote as an objective for a 10-week course that their students would discover
a cure for AIDS! And yet some of these same sex educators will happily
promise to miraculously reduce unintended pregnancy as the result of a
once-a-week, for 10 weeks, sex education course. By all means write broad,
generalized, long-range goals that might include pregnancy reduction or
higher rates of condom usage. However, specific behavioral objectives, which
must all be measurable, should be far more realistic and attainable. Objec-
tives promising knowledge gains, for example, are entirely appropriate. Sexu-
ality educators should not promise what they have no hope of producing.

3. Not being prepared to defend the program: Unlike other areas of
school curriculum or community health topics, sexuality education is consis-
tently placed under the microscope of scrutiny. Despite the publicity and
awareness surrounding the AIDS epidemic, sexuality education remains in
many communities a commodity to be either grudgingly tolerated or viewed
with intense suspicion. Although studies mentioned earlier in this chapter
clearly demonstrate that opponents of sexuality education are in the minority,
these groups continue to be a voluble and persistent nuisance. Therefore, both
sex educators and administrators of such programs should be prepared to de-
fend programming in the face of intense criticism. Preparation should include
a knowledge of the major opposition arguments (these have not changed
greatly over the years), a rebuttal to these arguments, a developed support sys-
tem within the community to help bolster acceptance of the program, and a

59292_CH10_357_400.qxd  10/28/09  12:35 PM  Page 385



386 Avoiding Trouble in Sexuality Education

major effort to ensure that the sex educators are well trained and teaching
within the accepted curriculum guidelines. Of course, not all criticism of pro-
gramming will be irrational and unreasonable. Administrators should be
honest enough to accept valid criticism and be prepared to alter program
guidelines in an attempt to improve programming standards and overall quality.

Objective: After reviewing the case study, the reader will be able to de-
scribe the major reason for Jennifer’s failure to connect with the audience,
according to information in this chapter.

Jennifer works for a county health department. At the request of the local
middle school’s PTA group, she is making a presentation to parents on the
benefits of the Gardasil immunization. Jennifer introduces herself and begins
her presentation by providing a great deal of factual information about the
prevalence of human papillomavirus (HPV), the dangers of cervical cancer,
and the protective benefits of Gardasil. Although most parents are listening
attentively, a small group of individuals starts to aggressively question Jennifer
on why their children would need to have the immunization, and how the
immunization will only encourage young girls to be promiscuous. Jennifer
struggles to maintain control and continues to restate the effectiveness of the
immunization. A very uncomfortable atmosphere has been created, and at
the end of the evening Jennifer is left with the feeling that perhaps the pre-
sentation could have gone a lot better. (See Case Studies Revisited page 396.)

Questions to consider:

1. What should Jennifer’s objectives look like?
2. What types of problems should Jennifer have anticipated?
3. What alternate approach could Jennifer have taken?

4. Inappropriate materials or assignments: More ammunition for oppo-
nents of sexuality education and a very quick way to lose program credibility is
for the sex educator to use inappropriate materials. The difficulty here is with
the definition of “inappropriate.” There may be nothing intrinsically wrong
with the materials themselves, but it is the setting in which they are to be used
that will determine appropriateness. The school setting allows for less discus-
sion than the community environment, because most school districts have
fairly strict policies about “sensitive” materials. A committee will preview a
video and determine its acceptibility. Of course, frustration occurs when the
teacher feels that the material is acceptable and useful, but the committee in
its infinite wisdom thinks otherwise! The teacher has little choice but to ac-
cept the committee’s decision, other than perhaps approaching the commit-
tee members individually to lobby for their support and a possible re-review.
Most school districts have a catalogue or list of accepted materials that is well
publicized and to which the area teachers must conform.

Case Study: Jennifer
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The community health situation is much less regulated, and if the sex edu-
cator is at all uncertain about the acceptability of materials, then people living
in or familiar with the targeted community should preview them and provide
feedback before any presentations are made. If the community health educa-
tor is actually working as a guest speaker in a classroom, it is most important to
ensure that materials and content are acceptable in that particular school.

The question of appropriateness is obviously more relevant to school
health but could also occur in a community health environment. Asking
students to visit a drugstore to purchase condoms is one example of an as-
signment that would likely cause an uproar with many parents and school
administrators. Setting the same assignment for a youth or church group in
a community setting would inspire a similar negative reaction. The point is
that the assignment itself is perhaps not a bad one, but it is simply inappro-
priate in many settings. Problems like this can be minimized if the sexuality
educator consults administrators or community leaders before the damage is
done. Also, many of these problems would not arise if all or even most sexu-
ality educators were professionally trained and adequately prepared (see #1).

5. Using materials without preview: Using materials without preview-
ing them is never a good idea in school or community health. At least in the
school situation, if the educator is using materials from the approved cata-
logue, the worst that might happen is the students would not understand the
material or, more likely, would become incredibly bored. Of course, using
nonapproved sexuality materials in the school with or without preview is
grounds for dismissal, so such an action could have severe implications. In
the community setting—again, where few regulations exist—the sexuality
educator certainly needs to preview the materials to evaluate their appropri-
ateness and usefulness. Beware of using something recommended by a
friend or colleague without evaluating it yourself. Once the sex educator has
previewed the materials, having students or any intended audience also pre-
view the materials can provide useful feedback. Educators can easily fall
into the trap of assuming that because they think materials are great, their
audiences will feel the same way . . . not always the case!

6. Inappropriate guest speakers: Just as certain materials will be deemed
by communities and organizations to be “inappropriate,” using guest speak-
ers can potentially raise the same concerns. For example, if a school sex ed-
ucator is fortunate enough to be able to explore sexual orientation as a topic,
how will the school and community react if the teacher invites a homosex-
ual or lesbian to speak to the class? How will the community church group
react when the sex educator schedules a panel on AIDS that includes a bi-
sexual, a prostitute, and a drug abuser who are all HIV-positive? As valuable
and educational as both these examples might be, are they worth potentially
placing the programs in jeopardy?

As stated before, experience in this field usually prevents this type of
problem from occurring, but there are some simple safeguards the sex edu-
cator can take. In the school setting, the teacher can check to see if there is
a list of approved guest speakers already in existence. If not, or if the desired
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speaker is not on the list, the teacher should consult a school administrator
to seek official approval. In this way, if there is any fallout following the guest
speaker’s presentation, the teacher has protected him- or herself and the ad-
ministrator will handle the conflict. In the community setting there will be
few, if any, formal regulations. As with the materials discussed earlier, the
community sex educator should consult a few community leaders in an at-
tempt to solicit their opinions regarding the guest speaker. Individuals within
the community setting will have a much more accurate reading on how their
peers will react to certain types of speakers than will the health educator.

Regardless of the setting, the educator should always discuss with the
speaker beforehand just what the speaker is going to present. Similarly to
previewing audiovisual materials, ideally the educator should have heard
the guest speaker present before an invitation was extended. An important
concern should not only be what the individual is going to say but how well
he or she is going to say it! There are many health experts or individuals who
have important messages to send who are such poor speakers that the value
of their presence is minimized. In the school setting, where attention spans
are often very short, a stunningly boring speaker will quickly be “tuned out”
regardless of the quality of the information.

7. Personal bias in teaching: All teachers and communicators have
some types of biases, no matter how subtle. This is a crucial issue for sexual-
ity educators to consider, because biases related to so many sensitive issues
could potentially cause major problems for the educator and overall pro-
gram. For example, the sex educator who is “pro-choice” in the volatile abor-
tion issue, and provides a one-sided and very subjective view of the issue, can
cause many problems. Obviously, those participants who would describe
themselves as “pro-life” will be greatly offended by a pro-choice speaker, as
perhaps would those individuals who are undecided. Many school sexuality
education programs do not allow any discussion about abortion, but for
those that do, if the sex educator merely promotes his or her own subjective
views, the school will quickly hear about it! Once again, sexuality educators
must take great care not to do anything that might place the entire program
at risk. There is nothing wrong with having personal biases, and there are
very few human beings who have none. The important point is that the well-
prepared sexuality educator should be aware of and sensitive to his or her
own biases and ensure that they do not influence how material is presented.
The well-prepared and experienced sexuality educator should have
achieved this higher level of self-awareness.

8. Using slang: For many students and participants, in both the school
and community setting, using correct clinical terms to describe reproduc-
tive anatomy and sexual behavior will be a new experience. The sexuality
educator will play an important role in modeling and normalizing the use
of correct terminology, particularly in the school setting. Because there
are so many different cultures in the United States, slang terminology will
be extremely varied; therefore, if slang is used, communication becomes
very complicated. There is nothing wrong with addressing the slang issue
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early in the class or presentation, where “translations” can be made and
the correct terminology established. But for the sake of accuracy and con-
sistency, correct terminology should be used whenever possible. Commu-
nity health educators, when dealing with specific subcultures, might ar-
gue that correct terminology is only an unnecessary diversion, and to
some extent that might be true. For example, in regard to a single inner-
city, ethnic minority student who is an intravenous drug abuser, to insist
that the educator use the correct terminology in attempting to encourage
condom usage would seem overzealous, and quite possibly dysfunctional.
Community sexuality educators must therefore use their best judgment,
using correct terminology whenever possible, but being sensitive to the
need for exceptions.

9. Sharing personal sexual experience: A more generalized term for this
issue might be self-disclosure. How much of his or her own experiences does
the sexuality educator share? At first glance this would appear to be a simple
issue—the sexuality educator should never disclose any personal informa-
tion. But perhaps we are defining sexual experience in too narrow a fashion.
Look at the following examples, and consider whether or not the disclosures
are appropriate:

A female sex educator, while teaching about menstruation to a class of sixth-
grade girls, relates how she had felt about her own period beginning.

A male sex educator, while discussing relationships in a coed senior high school
class, describes how he felt when his “first love” ended their relationship in high
school.

A female sex educator, presenting a workshop for community youth on becoming
sexually active, describes her own fears of having sex for the first time when she
was a teenager.

A female sex educator describes her own experience with inorgasmia (inability to
orgasm) to an adult community group interested in sexual dysfunction.

A male peer sexuality educator, during a workshop on date rape, explains how
he had previously had sex with a women after she had said “No.”

Clearly, the gratuitous use of graphic depictions of personal sexual experiences
has no place in sexuality education. However, as you consider the preceding ex-
amples, you might gain a sense that not all personal revelation in the area of
sexuality needs to be viewed as negative and forbidden. There is no doubt that
in many instances, self-revelation by the educator places the participants at
greater ease, thus encouraging more meaningful contributions. Self-disclosure
allows the participants to perceive the “expert” or educator as not being so dif-
ferent from them, and the environment for participant disclosure as being safe.

Again, experience and training will help the educator avoid trouble, and
a good rule of thumb, particularly in the school setting, is that if there is any
doubt as to the appropriateness of the disclosure, decide against it. Do not
feel duty bound to answer every question that you are asked.
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For example, suppose that while discussing decision-making skills related
to becoming sexually active, a student asks, “How old were you when you
had sex for the first time?” How should you respond? This is probably not
an appropriate question, nor an appropriate issue about which to self-
disclose. A possible reply might be, “That is a personal issue which I would
prefer to remain private. I will respect your privacy about such issues and I
won’t ask you personal questions, and I’d be grateful if you would respect
me in the same way.” In the school setting students will always ask inap-
propriate questions . . . that’s their job! The sexuality educator, therefore,
must always be alert to possible problems that might arise from impulsive
self-disclosure, and be prepared to politely but firmly decline to answer cer-
tain questions.

10. Behind closed doors: All individuals who work with youth are placed
in a position of trust—a trust that they will not abuse by using their positions of
power to take advantage, in any way, of young persons placed in their care. To
many individuals, sexuality educators are a little “suspect” anyway, as a result
of the sensitive nature of the material that they teach. Ironically, students often
view the sexuality educator as a warm, caring individual and one of few adult
figures with whom they can discuss personal concerns and problems. There is
no question that in the school setting, good, effective sexuality educators will
frequently be consulted by students on many diverse issues. Some of the issues
may be simple clarification of fact; others may range from disclosure of the stu-
dents about unintended pregnancy, STIs, and even sexual abuse. There is no
simple formula or recipe for dealing with these issues, but the sexuality educa-
tor must balance genuine concern for the student with an awareness of the
dangers that advising students on personal matters may pose to the educator’s
professional reputation and the integrity of the entire program.

To minimize the potential for problems, do not meet students in “private
places” outside class. There is nothing wrong with having a private conver-
sation, but have it in an office or classroom, where the wrong assumptions
are less likely to be made. If a student wants to relate something in confi-
dence, explain that there are certain issues that the law requires an educator
to report, child sexual abuse, for example. Many sexuality educators, be-
cause of the types of individuals they are, can provide an incredibly impor-
tant outlet for student concerns, and this invaluable service should not be
compromised. However, the educator needs to be aware of potential misin-
terpretations and take preventive measures against them.

Mary Krueger (1993) provides an interesting and thought-provoking list of
assumptions to avoid when discussing sex education, particularly in the
classroom. Some of the following ideas may seem obvious, but they are def-
initely worthy of our attention:

1. All students come from traditional families: With divorce rates of
over 50%, the “traditional” family is no longer the norm. Make no assump-
tions about home situations.

Assumptions 
to Avoid

59292_CH10_357_400.qxd  10/28/09  12:35 PM  Page 390



Chapter 10 Controversial Topics: Sexuality Education 391

2. All students are heterosexual: Whatever the rate of homosexuality/
bisexuality in our society, alternate sexual orientations certainly exist. In-
clude all segments of society in the educative process.

3. All students are sexually involved: Not all young people are sexually
active, so do not present information as if being a virgin is somehow abnor-
mal and undesirable.

4. No students are sexually involved: Alternatively, avoid the assump-
tion that no one is sexually active, which often leads to an emphasis on ab-
stinence, a concept to which some sexually active individuals might have
difficulty relating.

5. All students’ sexual involvements are consensual: Given the preva-
lence of sex abuse in our society, particularly with school-aged individuals,
an educator should assume that some students/participants are experiencing
or have experienced sexual exploitation. Sexuality educators can expect to
be approached about this type of issue and should be prepared to give aid
and advice.

6. Students who are “sexually active” are having intercourse: There
are many different forms of sexual behaviors that do not include penis/vagina
intercourse. In fact, adolescents are more likely to be participating in oral sex
than vaginal intercourse (CDC, 2002). Therefore, discussion should not be
confined to preventing pregnancy and STI/HIV transmission but should in-
corporate other behaviors such as masturbation, mutual masturbation, oral
sex, petting, and kissing and hugging.

Establishing a Curriculum or Program 
in a Controversial Area

Whether you are establishing a potentially controversial program in sex-
uality, drug education, nutrition, or any other subject matter, it is im-
portant to follow procedures that will minimize complaints and address the
standards of the environment in which you are working. Following the pro-
cedures previously discussed in conducting a needs assessment will be very
important. Establishing a process to ensure that representatives of the com-
munity are involved and that community standards are represented is vital to
the success of any program. A common method that has proved successful for
developing a curriculum or program involves the establishment of two com-
mittees. In this two-committee system, one committee is made up of pro-
fessionals who are charged with writing the curriculum, and the other is
advisory in nature to give some guidance and reaction to the first committee’s
work before it is presented to a school board or community agency.

The writing committee should be composed of professionals in the area of
study. If this is a school curriculum, this committee should be made up of em-
ployees of the school district only. The size is very important, because the
charge of the committee is to write or adapt materials for use. Therefore, it is

Writing Committee
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recommended that the committee never exceed eight members, with the op-
timal size being six members. The writing committee has final say on what is
submitted to the supervising board for approval. School districts generally
have a school board, and health agencies have some type of board of directors.

The advisory committee is to be composed of citizens from the community
who have an interest in the subject matter to be addressed. The charge is to re-
act to materials developed by the writing committee and to make suggestions.
This can be a large committee, because it is advisory in nature and reacts to
the work of the professional committee. Care should be taken in membership
to ensure proportionate representation of the community. It is generally a
good idea to place a representative of the opposition on the committee. This
will demonstrate there is nothing secret and there is a willingness to listen to
all sides. However, it is important not to let this person or group dominate the
discussions; the selection of a strong chair can help with this issue. This is a lay
advisory group but might include ministers or other religious leaders, physi-
cians, and other appropriate members of the medical community, parents,
community leaders, police, and community organization leaders.

Characteristics of Effective Sexuality and 
HIV Education Programs

After a great deal of research examining attributes common to sexuality pro-
grams that seemed to be the most effective, Kirby (2001) listed the following
characteristics that should be included whenever possible:

• Focus on reducing one or more sexual behaviors that lead to uninten-
tional pregnancy or STIs, including HIV.

• Deliver and consistently reinforce a clear message about abstaining from
sexual activity and/or using condoms or other forms of contraception.

• Provide basic, accurate information about the risks of teen sexual activity
and about ways to avoid intercourse or to use methods of protection
against pregnancy and STI.

• Include activities that address social pressures that influence sexual be-
havior.

• Provide examples of and practice with communication, negotiation, and
refusal skills.

• Incorporate behavioral goals and teaching methods and materials that are
appropriate to the age, sexual experience, and culture of the students.

• Employ teaching methods designed to involve participants and have par-
ticipants personalize the information.

• Deliver programs based on theoretical approaches that have been
demonstrated to influence other health-related behaviors and identify
specific important sexual antecedents to be targeted.

Advisory Committee
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• Select teachers or peer leaders who believe in the program and then pro-
vide them with adequate training.

• Programs should last an adequate length of time, not be one-off or multi-
ple interventions that last for only a few hours.

This list is certainly not exhaustive, but knowledge about the attributes of
programs that have demonstrated effectiveness through quality evaluation
would be a great place to start when considering beginning or enhancing
program delivery.

Political Correctness and the Health Educator

Political correctness (PC) . . . myth or reality, fact or fiction? Does any such
phenomenon exist, or is PC just an epithet used to describe an imaginary in-
fluence? Although the term “PC” is heard less frequently today than in the
last decade, many of the negative attributes of this phenomenon still exist.
But what does PC mean? Is it good or bad? Should we embrace the positive,
worthwhile tenets of the PC movement (if, of course, it exists), or should we
struggle to free ourselves from the ties of such a stifling, censorial monster?
A chapter on controversial topics would not be complete without a mention
of this phenomenon, which has actually become a controversial topic in its
own right.

A 1991 study by the American Council on Education surveyed university
administrators on campus trends and suggested that “reports of widespread ef-
forts to impose politically correct thinking on college students and faculty ap-
pear to be overblown” (Dodge, 1991). Reinforcing these data is the sentiment
of UCLA professor Alexander Astin that “the PC thing is a kind of Christmas
tree the Right has chosen to hang on all the things it doesn’t like about higher
education today . . . there’s no thought control occurring” (Daniels, 1991).
An opposite position was taken by Yale president Benno Schmidt, who stated
when discussing the effects of PC, “The most serious problems of freedom of
expression in our society exist on our campuses” (Cheney, 1992). Even presi-
dents have voiced an opinion related to this issue. When ex-President George
H. W. Bush addressed the graduates of Michigan University in 1991, he
warned that “the notion of political correctness replaces old prejudices with
new ones. It declares certain topics off-limits, certain expressions off-limits,
even certain gestures off-limits. What began as a crusade for civility has
soured into a cause of conflict and even censorship” (Daniels, 1991).

Unlike education in general, very little attention has been paid to PC in the
field of health education, which, given the sensitivity of many health-
related topics, is somewhat surprising. One area of PC that is particularly rele-
vant to health education is the use of language. Zola (1993) reflected on the
power and importance of language in an article that discussed the linguistics
of disability. Zola compares the linguistic terms used in regard to the disability
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issue and describes the negative connotations and inferences that some of the
terms carry. Zola also decries the overt criticism suffered by individuals who
use the “wrong” or un-PC terminology and suggests that such reactions are
unproductive. In addition to disability, use of appropriate language is often
scrutinized in the areas of ethnicity, gender, and sexual orientation.

Undergraduate students, for example, often full of youthful zeal and des-
perate for others to embrace their cause, often seem oblivious to the fact that
their ideas, values, concepts, and approach will not be uniformly accepted.
When the nonacceptance accelerates to a personal challenge against the
type of health education message or the messenger’s style of delivery, the
neophyte health educator risks intimidation and bewilderment. Conceding
that most of us have found that experience (albeit painful) is the best
teacher, protecting students from unnecessary criticism and harm through
professional preparation would seem the ethical thing to do. After polling
both graduate and undergraduate health education majors, it became clear
to this author (RGS) that there was absolutely no consensus as to the defini-
tion of PC or whether or not the whole concept of PC was positive or nega-
tive. Perhaps arriving at an agreed-upon definition, or even establishing
whether or not such a phenomenon exists, is less important than ensuring
that students at least consider the possible implications that PC might hold
in the practice of health education.

For example, as someone who has taught human sexuality for a number
of years, this author has observed a definite decline in willingness to share
ideas and attitudes that do not conform to what has been recognized as the
PC position. Specifically, very few males in sexuality and communication
presentations are willing to publicly voice any sentiments that might be la-
beled “traditionally male.” Some of the men sheepishly shuffle up to the
teacher after the presentation to say that they would have liked to have con-
tributed during the discussion, but they were tired of being ridiculed and be-
rated for their opinions. When program participants all adhere to the “party
line” and keep their real opinions to themselves, we achieve nothing save a
sanitized and hollow version of what could have been a meaningful, honest,
and open discussion. However, one could argue against that position by stat-
ing that maybe men’s attitudes have really changed. Another argument
might be that men are not feeling comfortable enough to deliver what could
be construed as sexist, misogynistic comments is actually a positive thing be-
cause their silence demonstrates society’s successful lack of tolerance for
“antisocial” speech. The important point here is not who is right or wrong,
PC or un-PC, but rather that the health educator be aware of the potential
presence of “outside influences” when planning and conducting programs.
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E X E R C I S E S

1. You have been asked by your rather reluc-
tant high school principal to design a one-
semester human sexuality course that may be-
come mandatory for all 10th-grade students.
Consider what you think is feasible, then con-
struct relevant goals and objectives that you
will present to the principal.
2. You have been given the onerous task of
speaking for the development of a human
sexuality program in the local school system.
The public evening meeting is expected to be
volatile and opposition to the proposed pro-
gram very vocal. Describe the steps you will
take in preparing your presentation and on
which points you will focus your discussion.
3. Anystate University, where you are em-
ployed as a health educator, has an obvious
alcohol problem. You have been asked by

your supervisor to design a workshop for in-
coming freshmen about alcohol use and
abuse. Consider your own philosophy, likely
university administration philosophy, and the
current political climate before briefly de-
scribing your approach to such a workshop.
Which goals and objectives would you choose?
What types of strategies/methods would you
utilize?
4. You are a community health educator re-
sponsible for designing and implementing a
sexuality program for a local youth group (ages
14–16 years). While you are describing the
program to the parents of the prospective
participants, one parent becomes extremely
antagonistic and demands to know why “re-
sponsible sex” is even mentioned, because ab-
stinence is the only message that should be

Objective: After reviewing the case study, the reader will describe orally
several issues related to political correctness that Paul should consider
when developing his workshop according to this chapter.

Paul, a newly qualified health educator, has been tasked with designing a date
rape workshop for college students. Being fresh out of college, Paul remem-
bers his “methods” course and vaguely recalls that such a topic might include
some sensitive issues that he should consider. Before sitting down to write ob-
jectives and consider appropriate strategies, Paul decides to develop a list of
any potential PC issues that might be relevant to this particular situation.

Before seeing what Paul came up with, why don’t you jot down some issues
that you consider might have some relevance here, then compare your list with
Paul’s thoughts. When you are ready, see Case Studies Revisited page 397.

Questions to consider:

1. Think about your objectives.
2. Consider your audience/population.
3. Anticipate what type of problems could occur.

For more information and tools related to this chapter visit
http://healtheducation.jbpub.com/strategies.

Case Study: Paul
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CA S E  S T U D I E S  R E V I S I T E D

Todd had allowed his own belief and enthusiasm in sex education to blind him
to the realization that many individuals are extremely opposed to the inclusion
of sex education in the school curriculum. Setting up new programs is one of
the most difficult facets of sex education, and health educators who are involved
in any controversial programming should be as prepared as possible to defend
against a sometimes vociferous opposition. As health educators we sometimes
forget that although responses to health concerns appear obvious to us, many
individuals will greet our propositions with great skepticism. To that end, an
ever increasing role played by the health educator is that of politician, who must
carefully prepare the ground for innovative ideas that might be met by strong
public opposition. Support for programming must be carefully but consistently
developed with influential community individuals, and opposition arguments
must be anticipated and appropriate responses prepared. (See page 359.)

From a purely health education perspective, Jennifer’s approach was per-
fectly logical. She concentrated on extolling the factual virtues of an immu-
nization product that could reduce rates of cervical cancer by as much as
75%—why should that be a problem? However, considering her presenta-
tion was connected to sexuality, Jennifer was a little naïve, and in planning

Case Study 
Revisited: Jennifer

Case Study 
Revisited: Todd

given. Briefly describe how you would respond
to such an attack, and justify your reasoning.
5. You are a community health educator work-
ing in an inner-city clinic that deals mostly with
unintended pregnancy, STI treatment, and HIV
testing. A 13-year-old girl tells you that she has
been having sexual intercourse regularly during
her period and cannot understand why she has
not become pregnant. She explains that she
“needs” to get pregnant in order to keep her
boyfriend, who has threatened to leave her un-
less she has his baby. You try the predictable
counseling route of the difficulties of a 13-year-
old raising a baby, not finishing school, the
boyfriend leaving anyway . . . all the rational
reasons why she should not get pregnant. None of
these arguments makes a difference, and the girl
demands to know what she is doing wrong. How
will you respond? Will you help her to become
pregnant, or is it ethically all right to suggest that
she keep having sex during her period? Does the
end truly justify the means? Respond briefly to
this situation, and justify your answers.

6. You are a community health educator work-
ing for a local office of Planned Parenthood.
The principal of a nearby high school has asked
you to meet her to discuss the possibility of
your teaching a short unit (three 1-hour classes)
on “Responsible Sexuality” to ninth-grade stu-
dents. The principal has asked you to prepare a
basic course outline, including goals and ob-
jectives. Consider how you would approach
this request and complete a brief outline that
includes goals and objectives.

Responding to these last two exercise ques-
tions will not be easy. Health education stu-
dents must realize that because they deal
with sensitive issues, they will invariably be-
come involved in real-life, personal prob-
lems, not just the abstract design of ob-
jectives or workshop protocols. Thinking
through your own ideas and listening to the
philosophies of others will prepare you, at
least in some small way, to handle extremely
difficult situations.
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her presentation she should have considered possible opposition to her mes-
sage and what issues those opposing views might reflect. Instead of begin-
ning her presentation with the facts about HPV and Gardasil, had Jennifer
first acknowledged the existence of concern about encouraging sexual activ-
ity, and the denial by certain parents that their child would ever need the
immunization, she could have immediately countered the concerns with
relevant information and data. Of course, we all understand that some indi-
viduals will never let facts get in the way of their own beliefs, but Jennifer
may have at least partially headed off some of the problems that troubled the
remainder of her presentation. Always try to anticipate opposing arguments
and be prepared to present an alternate opinion based on current available
research. (See page 386.)

• Use of language—“women” rather than “girls.”
• Inclusion—if designing scenarios of sexual situations, include a same-

gender situation.
• Stereotypes—consider including scenarios that are not so stereotypical,

such as a woman pressuring a man to have sex.
• Gender—does the gender of the presenter(s) influence the presentation,

and if so, how? Is there a preferred format with regard to gender?
• Many men tend not to actively participate in such discussions for fear of

criticism. What can you do to draw them out?
• This topic might stimulate some students to be very “political” in their in-

teraction. How would you handle that?

This list is by no means exhaustive, but generating the list might be useful in
helping health educators realize that even the most straightforward assign-
ments can be fraught with potential problems. Once the potential difficul-
ties have been established, possible responses or solutions can be developed.
(See page 395.)

Case Study 
Revisited: Paul

S U M M A RY

1. There are many controversial issues within
the discipline of health education.
2. Sexuality education and drug education
have traced parallel paths with regard to the
evolution of teaching strategies.
3. An ever increasing number of “canned,”
or commercially prepared, programs are be-
ing utilized in both the drug and sexuality
areas.
4. Health educators must be prepared to de-
fend the existence of programming in contro-
versial areas.

5. The accurate development of feasible, attain-
able objectives is of crucial importance when
developing programs in controversial areas.
6. Health educators must be knowledgeable
about the existence and tactics of opposition
groups.
7. Health educators must be aware of the ma-
jor obstacles to developing a sexuality educa-
tion program.
8. Health educators must be aware of and
avoid some of the more common pitfalls in
teaching/presenting sex education.
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Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Appendix

Responsibility VI: Serve as a Health Education Resource Person
Competency A: Use health-related information resources.
Competency B: Respond to requests for health information.
Competency C: Select resource materials for dissemination.
Competency D: Establish consultative relationships.

Responsibility VII: Communicate and Advocate for Health and Health Education
Competency B: Apply a variety of communication methods and techniques.

Note: The competencies listed here are considered both entry-level and Advanced 1 com-
petencies by the National Commission for Health Education Credentialing, Inc. They are
taken from A Framework for the Development of Competency-Based Curricula for Entry
Level Health Educators by the National Task Force on the Preparation and Practice of Health
Educators, Inc., 1985; and A Competency-Based Framework for Health Educators—The
Competencies Update Project (CUP), 2006.

Entry-level health educator Code of ethics for the health
competencies profession

Advanced 1 health educator Professional organizations
competencies Additional readings

Advanced 2 health educator
competencies

K E Y  I S S U E S
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Entry-Level Health Educator Competencies

Area I: Assess Individual and Community Needs for Health Education
Competency A: Access existing health-related data.
Competency B: Collect health-related data.
Competency C: Distinguish between behaviors that foster or hinder well-being.
Competency D: Determine factors that influence learning.
Competency E: Identify factors that foster or hinder the process of health education.
Competency F: Infer needs for health education from obtained data.

Area II: Plan Health Education Strategies, Interventions, and Programs
Competency A: Involve people and organizations in program planning.
Competency B: Incorporate data analysis and principles of community organization.
Competency C: Formulate appropriate and measurable program objectives.
Competency D: Develop a logical scope and sequence plan for health education

practice.
Competency E: Design strategies, interventions, and programs consistent with specified

objectives.
Competency F: Select appropriate strategies to meet objectives.
Competency G: Assess factors that affect implementation.

Area III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate a plan of action.
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.
Competency D: Conduct training programs.

Area IV: Conduct Evaluation and Research Related to Health Education
Competency A: Develop plans for evaluation and research.
Competency B: Review research and evaluation procedures.
Competency C: Design data collection instruments.
Competency D: Carry out evaluation and research plans.
Competency E: Interpret results from evaluation and research.
Competency F: Infer implications from findings for future health-related activities.

Area V: Administer Health Education Strategies, Interventions, and Programs
Competency A: Exercise organizational leadership.
Competency B: Secure fiscal resources.
Competency C: Manage human resources.
Competency D: Obtain acceptance and support for programs.

Area VI: Serve as a Health Education Resource Person
Competency A: Use health-related information resources.
Competency B: Respond to requests for health information.
Competency C: Select resource materials for dissemination.
Competency D: Establish consultative relationships.
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Advanced 1 Health Educator Competencies

Area I: Assess Individual and Community Needs for Health Education
Competency A: See Entry level.
Competency B: See Entry level.
Competency C: Distinguish between behaviors that foster or hinder well-being.
Competency D: Determine factors that influence learning.
Competency E: Identify factors that foster or hinder the process of health education.
Competency F: Infer needs for health education from obtained data.

Area II: Plan Health Education Strategies, Interventions, and Programs
Competency A: Involve people and organizations in program planning.
Competency B: Incorporate data analysis and principles of community organization.
Competency C: Formulate appropriate and measurable program objectives.
Competency D: Develop a logical scope and sequence plan for health education practice.
Competency E: Design strategies, interventions, and programs consistent with specified

objectives.
Competency F: Select appropriate strategies to meet objectives.
Competency G: Assess factors that affect implementation.

Area III: Implement Health Education Strategies, Interventions, and Programs
Competency A: Initiate a plan of action.
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: Use a variety of methods to implement strategies, interventions, and

programs.
Competency D: Conduct training programs.

Area IV: Conduct Evaluation and Research Related to Health Education
Competency A: Develop plans for evaluation and research.
Competency B: Review research and evaluation procedures.
Competency C: See Entry level.
Competency D: Carry out evaluation and research plans.
Competency E: Interpret results from evaluation and research.
Competency F: Infer implications from findings for future health-related activities.

Area V: Administer Health Education Strategies, Interventions, and Programs
Competency A: Exercise organizational leadership.
Competency B: Secure fiscal resources.
Competency C: Manage human resources.
Competency D: Obtain acceptance and support for programs.

Area VI: Serve as a Health Education Resource Person

Area VII: Communicate and Advocate for Health and Health Education
Competency A: Analyze and respond to current and future needs in health education.
Competency B: See Entry level.
Competency C: See Entry level.
Competency D: Influence health policy to promote health.
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Advanced 2 Health Educator Competencies

Area I: Assess Individual and Community Needs for Health Education
Competency A: Access existing health-related data. 
Competency B: See Entry and Advanced 1.
Competency C: See Entry and Advanced 1.
Competency D: Determine factors that influence learning.
Competency E: Identify factors that foster or hinder the process of health education.
Competency F: Infer needs for health education from obtained data.

Area II: Plan Health Education Strategies, Interventions, and Programs
Competency A: See Entry and Advanced 1.
Competency B: See Entry and Advanced 1.
Competency C: Formulate appropriate and measurable program objectives.
Competency D: Develop a logical scope and sequence plan for health education practice.
Competency E: Design strategies, interventions, and programs consistent with specified

objectives.
Competency F: Select appropriate strategies to meet objectives.
Competency G: See Entry and Advanced 1.

Area III: Implement Health Education Strategies, Interventions, and Programs
Competency A: See Entry and Advanced 1.
Competency B: Demonstrate a variety of skills in delivering strategies, interventions,

and programs.
Competency C: See Entry and Advanced 1.
Competency D: Conduct training programs.

Area IV: Conduct Evaluation and Research Related to Health Education
Competency A: Develop plans for evaluation and research.
Competency B: Review research and evaluation procedures.
Competency C: See Entry and Advanced 1.
Competency D: Carry out evaluation and research plans.
Competency E: Interpret results from evaluation and research.
Competency F: Infer implications from findings for future health-related activities.

Area V: Administer Health Education Strategies, Interventions, and Programs
Competency A: Exercise organizational leadership.
Competency B: Secure fiscal resources.
Competency C: See Entry and Advanced 1.
Competency D: Obtain acceptance and support for programs.

Area VI: Serve as a Health Education Resource Person
Competency A: See Entry and Advanced 1.
Competency B: See Entry and Advanced 1.
Competency C: See Entry and Advanced 1.
Competency D: Establish consultative relationships.

Area VII: Communicate and Advocate for Health and Health Education
Competency A: Analyze and respond to current and future needs in health education.
Competency B: See Entry and Advanced 1.
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Competency C: Promote the health education profession individually and collectively. 
Competency D: Influence health policy to promote health.

Code of Ethics for the Health Education Profession

Preamble
The Health Education profession is dedicated to
excellence in the practice of promoting individ-
ual, family, organizational, and community
health. Guided by common ideals, Health Edu-
cators are responsible for upholding the integrity
and ethics of the profession as they face the daily
challenges of making decisions. By acknowledg-
ing the value of diversity in society and embrac-
ing a cross-cultural approach, Health Educators
support the worth, dignity, potential, and unique-
ness of all people.

The Code of Ethics provides a framework 
of shared values within which Health Education
is practiced. The Code of Ethics is grounded in
fundamental ethical principles that underlie 
all health care services: respect for autonomy,
promotion of social justice, active promotion 
of good, and avoidance of harm. The responsibil-
ity of each health educator is to aspire to the high-
est possible standards of conduct and to encour-
age the ethical behavior of all those with whom
they work.

Regardless of job title, professional affiliation,
work setting, or population served, Health Edu-
cators abide by these guidelines when making
professional decisions.

Article I: Responsibility to the Public

A Health Educator’s ultimate responsibility is to
educate people for the purpose of promoting,
maintaining, and improving individual, family,
and community health. When a conflict of issues
arises among individuals, groups, organizations,
agencies, or institutions, health educators must
consider all issues and give priority to those that
promote wellness and quality of living through
principles of self-determination and freedom of
choice for the individual.

Section 1: Health Educators support the right
of individuals to make informed decisions regard-
ing health, as long as such decisions pose no
threat to the health of others.

Section 2: Health Educators encourage actions
and social policies that support and facilitate the
best balance of benefits over harm for all affected
parties.

Section 3: Health Educators accurately com-
municate the potential benefits and conse-
quences of the services and programs with which
they are associated.

Section 4: Health Educators accept the respon-
sibility to act on issues that can adversely affect the
health of individuals, families, and communities.

Section 5: Health Educators are truthful about
their qualifications and the limitations of their ex-
pertise and provide services consistent with their
competencies.

Section 6: Health Educators protect the pri-
vacy and dignity of individuals.

Section 7: Health Educators actively involve
individuals, groups, and communities in the en-
tire educational process so that all aspects of the
process are clearly understood by those who may
be affected.

Section 8: Health Educators respect and ac-
knowledge the rights of others to hold diverse val-
ues, attitudes, and opinions.

Section 9: Health Educators provide services
equitably to all people.

Article II: Responsibility to the Profession

Health Educators are responsible for their pro-
fessional behavior, for the reputation of their
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profession, and for promoting ethical conduct
among their colleagues.

Section 1: Health Educators maintain, im-
prove, and expand their professional competence
through continued study and education; mem-
bership, participation, and leadership in profes-
sional organizations; and involvement in issues
related to the health of the public.

Section 2: Health Educators model and en-
courage nondiscriminatory standards of behavior
in their interactions with others.

Section 3: Health Educators encourage and ac-
cept responsible critical discourse to protect and
enhance the profession.

Section 4: Health Educators contribute to the
development of the profession by sharing the
processes and outcomes of their work.

Section 5: Health Educators are aware of pos-
sible professional conflicts of interest, exercise
integrity in conflict situations, and do not manip-
ulate or violate the rights of others.

Section 6: Health Educators give appropriate
recognition to others for their professional contri-
butions and achievements.

Article III: Responsibility to Employers

Health Educators recognize the boundaries of
their professional competence and are account-
able for their professional activities and actions.

Section 1: Health Educators accurately repre-
sent their qualifications and the qualifications of
others whom they recommend.

Section 2: Health Educators use appropriate
standards, theories, and guidelines as criteria when
carrying out their professional responsibilities.

Section 3: Health Educators accurately repre-
sent potential service and program outcomes to
employers.

Section 4: Health Educators anticipate and dis-
close competing commitments, conflicts of inter-
est, and endorsement of products.

Section 5: Health Educators openly communi-
cate to employers expectations of job-related assign-
ments that conflict with their professional ethics.

Section 6: Health Educators maintain compe-
tence in their areas of professional practice.

Article IV: Responsibility in the Delivery 
of Health Education

Health Educators promote integrity in the deliv-
ery of health education. They respect the rights,
dignity, confidentiality, and worth of all people
by adapting strategies and methods to the needs
of diverse populations and communities.

Section 1: Health Educators are sensitive to social
and cultural diversity and are in accord with the law,
when planning and implementing programs.

Section 2: Health Educators are informed of
the latest advances in theory, research, and prac-
tice, and use strategies and methods that are
grounded in and contribute to development of
professional standards, theories, guidelines, sta-
tistics, and experience.

Section 3: Health Educators are committed to
rigorous evaluation of both program effectiveness
and the methods used to achieve results.

Section 4: Health Educators empower individ-
uals to adopt healthy lifestyles through informed
choice rather than by coercion or intimidation.

Section 5: Health Educators communicate the
potential outcomes of proposed services, strate-
gies, and pending decisions to all individuals who
will be affected.

Article V: Responsibility in Research 
and Evaluation

Health Educators contribute to the health of the
population and to the profession through research
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and evaluation activities. When planning and
conducting research or evaluation, health educa-
tors do so in accordance with federal and state
laws and regulations, organizational and institu-
tional policies, and professional standards.

Section 1: Health Educators support princi-
ples and practices of research and evaluation that
do no harm to individuals, groups, society, or the
environment.

Section 2: Health Educators ensure that partic-
ipation in research is voluntary and is based upon
the informed consent of the participants.

Section 3: Health Educators respect the privacy,
rights, and dignity of research participants, and
honor commitments made to those participants.

Section 4: Health Educators treat all informa-
tion obtained from participants as confidential
unless otherwise required by law.

Section 5: Health Educators take credit, in-
cluding authorship, only for work they have actu-
ally performed and give credit to the contribu-
tions of others.

Section 6: Health Educators who serve as re-
search or evaluation consultants discuss their
results only with those to whom they are pro-
viding service, unless maintaining such confi-
dentiality would jeopardize the health or safety
of others.

Section 7: Health Educators report the results
of their research and evaluation objectively, ac-
curately, and in a timely fashion.

Article VI: Responsibility in Professional
Preparation

Those involved in the preparation and training of
Health Educators have an obligation to accord
learners the same respect and treatment given
other groups by providing quality education that
benefits the profession and the public.

Section 1: Health Educators select students for
professional preparation programs based upon
equal opportunity for all, and the individual’s
academic performance, abilities, and potential
contribution to the profession and the public’s
health.

Section 2: Health Educators strive to make the
educational environment and culture conducive
to the health of all involved, and free from sexual
harassment and all forms of discrimination.

Section 3: Health Educators involved in pro-
fessional preparation and professional develop-
ment engage in careful preparation; present ma-
terial that is accurate, up-to-date, and timely;
provide reasonable and timely feedback; state
clear and reasonable expectations; and conduct
fair assessments and evaluations of learners.

Section 4: Health Educators provide objective
and accurate counseling to learners about career
opportunities, development, and advancement, and
assist learners to secure professional employment.

Section 5: Health Educators provide adequate
supervision and meaningful opportunities for the
professional development of learners.

(Adopted by the Coalition of National Health
Education Organizations, November 1999.)

The American Public Health Association, Public Health Leadership Society, has developed a 
“Principles of Ethical Practices of Public Health,” which is available at the APHA website:
http://www.apha.org/NR/rdonlyres/1CED3CEA-287E-4185-9CBD-BD405FC60856/0/ethics
brochure.pdf

They also have a new journal, Public Health Ethics, that started in 2009.
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Professional Organizations

Approximate
Organization Publication Address Abbreviation Membership

American Alliance Umbrella 1900 Association Dr. AAHPERD 23,000
for Health, organization Reston, VA 22091
Physical Education, includes AAHE (703) 476-3404
Recreation membshp@aahperd.org
and Dance http://www.aahperd.org

American Association Journal 1900 Association Dr. AAHE 10,000
for Health of Health Reston, VA 22091
Education Education (703) 476-3437

aahe@aahperd.org
http://www.aahperd.org

American Journal P.O. Box 28937 ACHA 3,000
College of American Baltimore, MD 21240
Health College Health (410) 859-1500
Association acha@access.digex.net

http://www.acha.org

American American Journal 800 I St. NW APHA 50,000
Public Health of Public Health Washington, DC 20005
Association Umbrella (202) 777-2742

organizations comments@msmail.apha.org
include http://www.apha.org
PHES and SHES

APHA–Public Newsletter 800 I St. NW PHES
Health Education Washington, DC 20005
Section (202) 777-2742

APHA–School Health Newsletter 800 I St. NW SHES
Education and Washington, DC 20005
Services Section

American School Journal of 7263 Route 43 ASHA 2,000
Health Association School Health P.O. Box 708

Kent, OH 44240
(330) 678-1601
asha@ashaweb.org
http://www.ashaweb.org

Eta Sigma Gamma The Gamman 2000 University Ave. 3,000
Ball State University
Muncie, IN 47306
(800) 715-2559
ESG@etasigmagamma.org
http://www.etasigmagamma

.org
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Approximate
Organization Publication Address Abbreviation Membership

National Commission Newsletter 1514 Alta Drive The Membership
for Health Education Suite 303 Commission through
Credentialing, Inc. Whitehall, PA 18052-5642 examination

(888) 624-3248
http://www.nchec.org

Society Health 10 G Street, NE SOPHE 4,000
for Public Education Suite 605
Health Quarterly Washington, DC 20002-4242
Education (202) 408-9804

info@sophe.org
http://www.sophe.org
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Entry-Level and Advanced 1 Health Educator Competencies Addressed in This Glossary

Area VI: Serve as a Health Education Resource Person
Competency A: Use health-related information resources.
Competency B: Respond to requests for health information.
Competency C: Select resource materials for dissemination.
Competency D: Establish consultative relationships.

Note: The competencies listed above are considered both entry-level and Advanced 1
competencies by the National Commission for Health Education Credentialing, Inc. They
are taken from A Framework for the Development of Competency-Based Curricula for En-
try Level Health Educators by the National Task Force on the Preparation and Practice of
Health Educators, Inc., 1985; and A Competency-Based Framework for Health Educators—
The Competencies Update Project (CUP), 2006.
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American Sign Language The native language
of most culturally deaf Americans, this is a vi-
sually based language that bears little relation-
ship to English, particularly in grammar and
syntax.

Attention deficit disorder (ADD) A condition
characterized by hyperactivity, the inability to
concentrate, and impulsive or inappropriate
behavior.

Behavioral capability Individual possesses the
knowledge and skill to perform a behavior.

Blindisms Movements, often of the head and
upper body of a blind individual, thought to
result from a deprivation of visual stimulation.

Block plan Used by educators to describe the or-
ganizing of educational activities into “blocks”
of time. They are presented as sequential
“blocks” with only minimal description. The
details are found in the methods section of a
unit plan.

Case study Practical inquiry that investigates a
phenomenon within its real-life context.

CD-ROM Compact disk read-only memory.

Certified Health Education Specialist (CHES)
An individual who is credentialed as a result of
demonstrating competency based on crite-
ria established by the National Commis-
sion for Health Education Credentialing, Inc.
(NCHEC) (1990 Joint Committee on Health
Education Terminology).

Community health education The application
of a variety of methods that result in the educa-
tion and mobilization of community members
in actions for resolving health issues and prob-
lems that affect the community. These meth-
ods include, but are not limited to group
process, mass media, communication, commu-
nity organization, organization development,
strategic planning, skills training, legislation,
policy making, and advocacy (1990 Joint Com-
mittee on Health Education Terminology).

Community health educator A practitioner pro-
fessionally prepared in the field of community/
public health education who demonstrates
competence in the planning, implementation,
and evaluation of a broad range of health-
promoting or health-enhancing programs for
community groups (1990 Joint Committee on
Health Education Terminology).

Comprehensive school health program The de-
velopment, delivery, and evaluation of a planned
curriculum, preschool through grade 12, with
goals, objectives, content sequence, and specific
classroom lessons. It includes, but is not limited
to, the following major content areas:

Community health
Consumer health
Environmental health
Family life
Mental and emotional health
Injury prevention and safety
Nutrition
Personal health
Prevention and control of disease
Substance use and abuse

(1990 Joint Committee on Health Education
Terminology)

Concepts General principles that make up
constructs.

Construct A representation of a concept within
a theoretical framework (Green & Kreuter,
2005).

Contact time The time spent with a target group
as part of a health education intervention.

Cooperative learning Broad category of learn-
ing experiences that center on learning from
fellow participants.

Cultural competency An attempt to optimize
the likelihood that individuals from all cul-
tures, ethnicities, and races will receive appro-
priate and sensitive health care.

Curriculum A planned set of lessons or courses de-
signed to lead to competence in an area of study.
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Deaf A hearing impairment so severe that an in-
dividual is impaired in processing linguistic
information through hearing (Federal Regis-
ter, 1977).

Deaf-blindness An impairment caused by a com-
bination of hearing and visual impediments.

Debates Organized discussions of differing points
of view.

Demographics Information such as ages, eth-
nicity, gender, and other characteristics that
describe a population and may impact objec-
tives and method selection.

Development delay Occurs when children ages
4–9 experience a disability related to the
growth process in one or more of the following
areas of maturity: physical, cognitive, commu-
nication, social, or emotional.

Diffusion The process of making innovations/
methods available and understandable to
practicing health educators.

Disability A total or partial behavioral, mental,
physical, or sensorial loss of functioning
(Mandell & Fiscus, 1981).

Distance learning Includes opportunities to con-
nect learners separated by place or time from
the instructor with educational resources.

DVD Digitized video disc or digital versatile disc.

Dyslexia A learning disability that impairs the
ability to accurately process information from a
variety of sources, including visual notation,
speech, written language, and writing systems.

Emotional disability Impairments that adversely
affect the educational performance at a signifi-
cant level over extended periods of time.

Exceptional A label usually associated with an
individual whose performance is atypical and
often deviates from what is expected. The per-
formance could be superior or inferior to what
is expected (Mandell & Fiscus, 1981).

Expectancy As applied to social learning theory,
the value an individual places on a particular
outcome.

Facilitator The leader or teacher of a method or
strategy.

Failure cycle Common among children with
learning disabilities. A child fails to master a
skill and consequently avoids the activity,
guaranteeing that he or she will never achieve
competency.

Family life Also known as family living, human
sexuality, or sex education. Scope and depth
of information can vary in the extreme, ac-
cording to the specific situation.

Fidelity The degree to which a lesson, program,
or curriculum is implemented according to
the original intention of the developers.

Field trip Expedition taken by a group of people
to a place away from their normal educational
environment.

Flame A message written to irritate the recipient.

Gatekeepers Used to describe the key leaders
in a community who either get things done,
allow things to get done, or prevent action.

Goal A broad statement of direction used to pre-
sent the overall intent of a program or course.
Unlike an objective, it does not need to be
stated in measurable terms.

Guided imagery A mental journey led by a
guide or leader in person or on tape. Often
used in stress management and in seeking be-
havior change.

Handicap Environmental restrictions placed on
a person’s life as a result of a disability or ex-
ceptionality (Mandell & Fiscus, 1981).

Hard of hearing A hearing impairment, either
permanent or fluctuating, that adversely af-
fects an individual’s educational performance
(Federal Register, 1977).
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Health advising A process of informing and as-
sisting individuals or groups in making deci-
sions and solving problems related to health
(1990 Joint Committee on Health Education
Terminology).

Health education (1) A discipline dedicated to
the improvement of the health status of indi-
viduals and the community. (2) The process of
favorably and voluntarily influencing the
health behavior of others.

Health education administrator A professional
health educator who has the authority and re-
sponsibility for the management and coordi-
nation of all health education policies, activi-
ties, and resources within a particular setting
or circumstance (1990 Joint Committee on
Health Education Terminology).

Health education coordinator A professional
health educator who is responsible for the
management and coordination of all health
education policies, activities, and resources
within a particular setting or circumstance
(1990 Joint Committee on Health Education
Terminology).

Health education field The multidisciplinary
practice concerned with designing, imple-
menting, and evaluating educational programs
that enable individuals, families, groups, orga-
nizations, and communities to play active roles
in achieving, protecting, and sustaining health
(1990 Joint Committee on Health Education
Terminology).

Health education process The continuum of
learning that enables people, as individuals
and as members of social structures, to volun-
tarily make decisions, modify behaviors, and
change social conditions in ways that are
health enhancing.

Health education program A planned combi-
nation of activities developed with the involve-
ment of specific populations and based on a
needs assessment, sound principles of educa-

tion, and periodic evaluation using a clear set
of goals and objectives (1990 Joint Committee
on Health Education Terminology).

Health educator A practitioner professionally
prepared in the field of health education who
demonstrates competence in both theory and
practice, and who accepts responsibility to ad-
vance the aims of the health education profes-
sion (1990 Joint Committee on Health Educa-
tion Terminology).

Health information The content of communi-
cations based on data derived from systematic
and scientific methods as they relate to health
issues, policies, programs, services, and other
aspects of individual and public health, which
can be used for informing various populations
and for planning health education activities
(1990 Joint Committee on Health Education
Terminology).

Health literacy The degree to which individuals
have the capacity to obtain, process, and under-
stand basic health information and services
needed to make appropriate health decisions

Health promotion and disease prevention The
aggregate of all purposeful activities designed
to improve personal and public health
through a combination of strategies, including
the competent implementation of behavioral
change strategies, health education, health
protection measures, risk factor detection,
health enhancement, and health mainte-
nance (1990 Joint Committee on Health Edu-
cation Terminology).

Healthy lifestyle A set of health-enhancing be-
haviors shaped by internal consistent values,
attitudes, and beliefs and external social and
cultural forces (1990 Joint Committee on
Health Education Terminology).

Hearing impairment Limitations in the ability
to interpret sound, which are not included un-
der the definition of deafness, that adversely
affect educational performance.
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Hispanic A classification of national background.
A Hispanic person may be from any ethnic
group.

Impairment Refers to an abnormality in the
function of the organs or systems.

Implementation The carrying out of or opera-
tionalizing of a plan of action.

Innovation An educational tool or method per-
ceived as being new to potential users.

Intervention The total overall strategy to
achieve objectives.

Learning disabled Deficits in the brain’s ability
to process information, which adversely affects
educational performance.

Lesson/presentation plan The organized plan
for a presentation.

Locus of control Expectations of reinforcement.
The sense of whether or not a person feels in
control of their life. Often characterized as ex-
ternal—under the control of outside forces—
or internal—under the individual’s personal
control.

Long-range goals The very broad outcome in-
tentions for the unit. These are optimal behav-
iors the educator hopes to achieve; they need
not be easily measurable.

Mass media Media capable of reaching large
audiences. Television and national magazines
are examples.

Mental retardation Includes significantly sub-
average general intellectual functioning exist-
ing concurrently with deficits in adaptive
behavior and manifesting during the develop-
mental period, which adversely affects educa-
tional performance.

Method One component of the intervention
such as an educational game or a health fair.
We use the term interchangeably with strategy.

Model Combination of a number of theories to
assist health educators understand their spe-

cific challenges in a given setting or context
(Glanz, Rimer, & Lewis, 2002).

Multiple disabilities Include concomitant
impairments (such as mental retardation-
blindness and mental retardation-orthopedic
impairment), the combination of which
causes such severe educational needs that
cannot be accommodated in special educa-
tion programs solely for one on the impair-
ments. Multiple disabilities do not included
deaf-blindness.

Needs assessment Formal and informal strate-
gies to determine the needs of the target
population.

Normative belief See Subjective norm.

Objective A precise statement of intended out-
come; it must be stated in measurable terms.

Official health agency A publicly supported
government organization mandated by public
law and/or regulation for the protection and
improvement of the health of the public.

Orthopedic impairment Includes a severe or-
thopedic impairment that adversely affects a
child’s educational performance.

Other health impairment Limited strength, vi-
tality, or alertness, including a heightened
alertness to environmental stimuli, that results
in limited alertness with respect to the educa-
tional environment and adversely affects a
child’s educational performance.

Panel Several people who are invited to speak to-
gether on a topic. They may be selected due to
expertise, political reasons, or as representatives.

Pedagogy The art and science of teaching.

Peer education Tutoring provided by a person
of similar status to the person being tutored.

Performance indicator Quantifiable or qualita-
tive activities that function to measure the ac-
complishment of the stated objective.
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Postlingual deafness Deafness that occurs after
spoken language has been developed.

Postsecondary health education program A
planned set of health education policies, pro-
cedures, activities, and services that are di-
rected to students, faculty, and/or staff of
colleges, universities, and other higher educa-
tion institutions. This includes, but is not 
limited to:

General health courses for students
Employee and student health promotion
activities
Health services
Professional preparation of health educa-
tors and other professionals
Self-help groups
Student life

(1990 Joint Committee on Health Education
Terminology)

Prelingual deafness Deafness that occurs before
spoken language skills have been developed.

Private health agency A profit or nonprofit organi-
zation devoted to providing primary, secondary,
and/or tertiary health services, which may in-
clude health education (1990 Joint Committee
on Health Education Terminology).

Problem–solution technique A discussion tech-
nique in which a scenario is provided with dis-
cussion items of possible contributing factors.
It is deliberately set up to cause disagreement
and related discussion.

Process objective Mechanism to assess the qual-
ity of the implementation of a method.

Public doman Materials considered “public or
intellectual property” because they are not
owned or controlled by anyone.

Role play Consciously acting out behavior
changes to represent an assigned role.

School health education One component of
the comprehensive school health program,
which includes the development, delivery,
and evaluation of a planned instructional pro-

gram and other activities for students
preschool through grade 12, for parents, and
for school staff. It is designed to influence pos-
itively the health knowledge, attitudes, and
skills of individuals (1990 Joint Committee on
Health Education Terminology).

School health educator A practitioner who is
professionally prepared in the field of school
health education; meets state teaching re-
quirements; and has demonstrated compe-
tence in the development, delivery, and evalu-
ation of curricula for students and adults in
the school setting that enhance health knowl-
edge, attitudes, and problem-solving skills
(1990 Joint Committee on Health Education
Terminology).

School health services That part of the school
health program provided by physicians,
nurses, dentists, health educators, other allied
health personnel, social workers, teachers, and
others to appraise, protect, and promote the
health of students and school personnel.
These services are designed to ensure access
to and appropriate use of primary healthcare
services, prevent and control communicable
disease, provide emergency care for injury or
sudden illness, promote and provide optimum
sanitary conditions in a safe school facility and
environment, and provide concurrent learn-
ing opportunities that are conducive to the
maintenance and promotion of individual and
community health (1990 Joint Committee on
Health Education Terminology).

Self-appraisal A tool that allows individuals to
identify strengths and weaknesses through per-
sonal assessment.

Self-contained objective Statement that desig-
nates the specific behaviors the target audi-
ence must demonstrate to indicate learning
has occurred. Self-contained objectives are
also called behavioral objectives.

Self-efficacy Belief or expectation by an individ-
ual that he or she can carry out the desired
behavior.
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Service learning Offering or requiring hours of
service for students either for academic credit
or as part of some other requirement such as a
general graduation requirement.

Sex educator An individual who teaches about
human sexuality. Although professional certi-
fication can be obtained through AASECT
(American Association of Sex Educators,
Counselors and Therapists), many individuals
may have little or no training.

Simulation A contrived experience used to ex-
pose someone to a certain prescribed set of cir-
cumstances based on a model. It has the ap-
pearance of some real-life phenomenon.

Social cognitive theory Social learning theory.

Specific learning disability Disorder in one or
more of the basic psychological processes in-
volved in understanding or in using language
(spoken or written) that may manifest itself in
the imperfect ability to listen, think, speak, read,
write, spell, or to do mathematical calculations,
including conditions such as perceptual disabil-
ities, brain injury, minimal brain dysfunction,
dyslexia, and developmental aphasia.

Speech language impairment A communica-
tion disorder, such as stuttering, impaired artic-
ulation, a language or a voice impairment, that
adversely affects educational performance.

Strategy One component of the intervention
such as an educational game or a health fair.
We use the term interchangeably with method.

Subjective norm The norm or social standard
set by the common practice of a group. Exam-
ple: bell bottom pants become the most com-
mon pants in school due to the establishment
of a subjective norm. Sometimes referred to as
normative belief.

Target population The population for whom we
are targeting our health education intervention.

Theory (health) The presentation of a system to
explain and predict health behaviors given
identified variables.

Transfer learning The ability of an individual to
apply learning in one context to another con-
text that shares similar characteristics.

Traumatic brain injury An acquired injury to
the brain caused by an external physical force
resulting in total or partial functional disabil-
ity or psychosocial impairment, or both, that
advrsely affects educational performance.

Two-committee system A system designed to min-
imize complaint and maximize community in-
volvement when developing materials and pro-
grams that might be viewed as controversial.

Unit plan An orderly self-contained collection
of activities designed to meet a set of given
objectives.

URL Uniform resource locator, an Internet site
address.

Value clarification As the name implies, a
method designed to help people clarify how
they feel about issues and how they reach de-
cisions.

Visual impairment including blindness Impair-
ments in vision that—even with correction—
adversely affect educational performance.

Visually impaired Individuals who have defec-
tive or impaired vision. Definitions of impair-
ment or blindness can be either legally or edu-
cationally based (Meyen, 1978).

Voluntary health organization A nonprofit asso-
ciation supported by contributions dedicated
to conducting research and providing educa-
tion and/or services related to particular health
problems or concerns (1990 Joint Committee
on Health Education Terminology).
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A
ABCD&E formula, objectives,

32–34
abstinence education, 367–372
abstracts, citation for, 231
abstract thinking, 337
access to health care, 295
accreditation, 6
accuracy, Internet resources, 228
action, taking, 60
action alert, citation for, 231
ADD (attention deficit disorder),

338–339
ADHD (attention deficit

hyperactivity disorder),
338–339

Addiction Research Foundation
(ARF), 255

administrative assessment, 52
adult learners, 72–73
advance organizers, 338
advertising, Internet resources,

228–229
advisory committee, 392
affective domain, 34–35
African Americans. See minority

groups
age, 17–18
AIDS, 300–303, 361–362, 377,

392–393
Ajzen, Icek, 50, 60
alcohol abuse programs, 152–153,

359, 363
American Alliance for Health,

Physical Education,

Recreation and Dance
(AAHPERD), 4, 408

American Association for Health
and Physical Education, 4,
408

American Association for Health
Education, 4

American Association of Health
Education (AAHE), 243

American Association of School
Physicians, 4

American Association of Sex
Educators, Counselors, and
Therapists (AASECT),
381–382

American College Health
Association, 408

American Family Life Act, 379
American Psychological Association

(APA), Publication Manual,
230–231

American Public Health
Association, 4, 408

American School Health
Association, 4

American Sign Language (ASL),
343

“An Analysis Checklist for
Audiovisuals,” 256

anxiety, 64
appropriateness, 77
artistic expressions, 234
Asians. See minority groups
assumptions, avoiding, 390–391
attention, deaf audience, 351
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attention problems, 336, 338–339
attitudes, changes in, 30–35
audience. See target population
audience response systems, 271–272
audio, 100, 105, 145–146
audiovisual materials, 100, 105–107,

255–261
auditory learning style, 73–74
authorship, Internet resources, 227
autism, 327
avatars, 240–241

B
background, lesson, 201
Bandura, Albert, 50, 62, 65
barriers, cultural, 315–316
baseball game, 123
baseline data, 17–18
behavioral capacity, 63
behavioral objectives, 30–31, 32,

192–193
beliefs, behavior and, 60–61
bias, educators, 388
bingo, 125–127
birth weight, 294–295
blindisms, 330
blindness, 329–334
block plan, 197–198
blogs, 233, 243
blood circulation, storytelling,

170–171
board room seating, 85–86
braille, 331–333
brain injury, 329
brainstorming, 100, 107–110
budget, 76
bulletin boards, 100, 118–120

C
cameras, document, 267–268
cancer screening, 296–297
cardiovascular disease, 298
case studies

chat rooms, 242, 247–248
controversial topics, 359, 386,

396–397
cultural differences, 288–289,

310, 316–319

debates, 118, 182
ethics, 43, 45
exceptional populations, 324,

330, 353
field trips, 135, 182
hard of hearing, 341–342,

353–354
IBCF (Individual Behavior

Change Framework), 55–56,
90

instructional environment, 87
Internet information, 223–224,

247
learner characteristics, 75, 90–91
learning environment, 79–87, 91
marketing materials, 278, 282
media, 261, 274–275, 281–282
method selection, 99, 181–182
needs assessments, 17, 44
objectives, selecting, 17, 23,

44–45
planning for instruction, 23, 45
political correctness, 395,

396–397
presentations, planning for,

198–199, 201, 219
theories and models, selecting,

69–70, 90
case studies, method, 100, 110–112
CDC. See Centers for Disease

Control and Prevention
(CDC)

CD-ROMs, 232, 266
censorship, Internet resources, 226
Center for Excellence in Education

about Health, 243
Center for Linguistic and Cultural

Competence in Health Care
(CLCCHC), 308

Center for Media Education, 254
Center for Media Literacy, 253, 254
Centers for Disease Control and

Prevention (CDC)
health disparities, 294–304
health marketing, 277
National Health Objectives, 41
principles of engagement, 88–89
public domain information, 232
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Youth Risk Behavior Survey,
363–364

certification, sex educators, 381–382
chat rooms, 233, 241–242
circular seating, 82–83
citation

Internet resources, 226
public domain websites, 231–232
web sources, 230–231

claims, health and medical
products, 224–225

classroom seating, 81–87
clickers, audience response systems,

271–272
Clinton, President William,

312–314
cluster seating, 81
Coalition of National Health

Education Organizations,
41

cognitive behavioral theory, 57,
58–64

cognitive domain, 34–35
color, use of, 275
communication channels, 68
community, characteristics of, 66
community forums, 16–17
community health education

programs, 161–163
community-level theories, 57, 65–68
community service, 163–164
comparability, Internet resources,

226
competencies, educators, 

402–405
Competencies Update Project

(CUP), 7
computer-assisted instruction, 100,

112–114
computers. See personal computers
concepts, defined, 49
conclusion, lesson plan, 204
conditions, writing objectives, 33
condoms, 380
connectivity, Internet resources, 226
constructs, defined, 49
consumer information programs,

181

contact time, 75, 361
contemplation, 60
content

Internet resources, 226
outline, 193–195
selection of, 28

context, Internet resources, 226
continuity, Internet resources, 226
contraception, 369–370, 380
control beliefs, 61
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